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Professional

The role of the PMA and barriers
to the successful implementation of
restorative clinical supervision

s a profession, there have been recent

changes to improve the quality and

eftectiveness of care and learn from

significant incidents. The need for

change and improved support became
apparent following significant failings in midwifery
and the health profession as a whole. Reports including
the Francis Report (2013), examining failings in care
at Mid-Staffordshire NHS Foundation Trust, and
the Kirkup Report (2015), investigating Morecambe
Bay NHS Foundation Trust, emphasised the need for
re-evaluation of midwifery services. Systematic problems
and a collective and individual organisational failure to
exercise an effective supervisory or regulatory function
were identified (Kirkup, 2015). Both reports have given
valuable insight into the health service, with the Francis
Report concluding that:

‘All NHS Tirusts and Foundation Trusts responsible
for the provision of hospital services should review
their standavrds, governance and performances in view
of the report.’ (Francis, 2013:15)

Systems of regulation and staft support were
described as no longer meeting professional and public
requirements. A need to explore existing processes and
Trust requirements was identified, and a more robust
method of internal examination and quality improvement
was sought. In 2013, the Parliamentary Health Service
Ombudsman (PHSO) found that there was a structural
flaw in the way midwifery regulation was organised,
as it combined investigation and support for midwives
(PHSO, 2013). As a result, it was recognised that:

‘As a specialty we must embrace the changes that
are needed to ensure high standards, personal
responsibility, strong leadership and outstanding
patient safety.” (Simpson and Morris, 2014:188)

The model of midwifery statutory supervision was
determined no longer suitable to meet the needs of
services, although the supportive and reflective aspects
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revealed through supervisory episodes were recognised to
offer positive outcomes for staff and organisations alike.
There was therefore a need to retain these aspects in a
new model of care, as they offered significant benefits
that needed to be preserved.

The need for supervision

Midwifery is an ever-evolving and challenging profession.
Developments in theoretical knowledge, advancement
in practice and the changing needs of society have led
to a consistently fluctuating work environment with
increased pressure and expectations. Budgetary restraints,
increased public demand for services and the changing
population demographic has meant that those working
in the caring professions have a heightened vulnerability
to stressors (Wallbank, 2016). This creates an interesting
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Box 1. Proctor’s model of clinical supervision

® Restorative: focusing on health and wellbeing,
supporting professionals working with stress
and distress

® Normative managerial: focusing on ongoing
monitoring and evaluation, exploring quality
control aspects of professional practice

@ Formative/educative: focusing on the
development of knowledge and skills

Source: Proctor (1986)

and exciting work environment, but places a physical and
emotional burden on midwifery staff to keep apprised
of developments in practice, meet the expectations of
women and their families in sometimes complex and
difficult circumstances, and also meet the needs of their
own family and loved ones at home.

It 1s important to understand aspects of midwifery
practice that may hold adverse implications for midwives’
psychological health, and which may subsequently
affect their capacity to provide sensitive maternity care
(Sheena et al, 2015). Attempts by midwives to meet the
requirements of their employer, clients and loved ones,
can lead to midwives being placed under considerable
pressure to achieve all expectations. As the Royal College
of Midwives (RCM) has concluded:

“The role of the midwife is emotionally and
physically challenging; birth vates are increasing, there
are staff shortages and increasingly more complex
cases _for which to co-ordinate care.” (RCM, 2015)

Banovcinova and Baskova (2014) suggested that
midwives are subjected to a more general stress, as a
result of physical, psychological and social aspects of the
working environment. These high stress levels often result
in burnout and a change of attitudes to work, which
could negatively influence a health professional’s care
for patients.

As women’s needs increase and the population
being cared for grows in size and complexity, many
midwives have found the expectation too great, leaving
the profession or retiring early. This has compounded
the pressure for those remaining in the profession. As
Bloxome et al (2019:398) found:

‘Midwives are needed now more than ever, and the
various threats to their vecruitment and retention is
now a serious issue that if left unresolved will impact
on women’s and babies’ maternity care outcomes.’

Figures from the Nursing and Midwifery Council
(NMCQC) suggested that the numbers of UK-trained

midwives appears to be stabilising after a period of
decline and those joining the register for the first time
is at its highest level for 4 years (NMC, 2018). Until
these increases translate to more midwives in the NHS,
governments must do all they can to support and retain
NHS maternity staff (RCM, 2018).

The benefits of clinical supervision have long been
recognised. Hawkins and Shohet (2012) acknowledged
the opportunity that supervision could offer in allowing
the chance to step back, reflect, avoid blaming others,
engage in the search for new options and learn from
difficult situations. Organisational strategies have been
shown to support midwives experiencing traumatic
events and displaying significant symptoms (Sheena et
al, 2015).

A-EQUIP, the PMA and restorative
clinical supervision

The A-EQUIP (advocating for education and quality
improvement) model (NHS England, 2017) was launched
on the 28 April 2017, replacing statutory supervision
of midwifery, which ceased on the 31 March 2017.
The professional midwifery advocate (PMA) role was
developed to provide leadership in deploying the model.
Inspired by Proctor’s three function model of clinical
supervision (Proctor, 1986) (Box 1) the A~EQUIP model

aims to:

‘Facilitate a continuous improvement process

that values midwives, builds their personal and
professional resilience, and contribute to the provision
of high-quality care.” (Dunkley-Bent, 2017: 278)

The A-EQUIP model was developed to continue the
supportive and developmental aspects of supervision,
and proactively improve and enhance the quality of care
provided to women and their families.

The role of the PMA covers a wide range of skills
including advocacy, leadership, active listening, and
offering care and support to midwives, multidisciplinary
teams, women and families. Although each PMA and
NHS Trust will develop their own approach, key aspects
will remain paramount to the process and all will retain
the aim of the PMA role, which will be to:

‘Support staff through a continuous improvement
process that aims the build personal and professional
resilience, enhance quality of carve and support
preparedness for revalidation.” (NHS England,
2017:11)

Leadership forms an essential part of the role of the
PMA, who is required to project integrity, know their
personal values and principles, and build and maintain
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relationships with midwives through active listening,
building trust and effective advocacy. By providing
professional care, compassion and support both personally
and professionally, PMAs encourage a climate of ongoing
service improvement by engaging midwives in the
process of improvement and innovation.

The A-EQUIP model (NHS England, 2017) adopts
four key areas of focus:
® Monitoring, evaluation and quality control

(normative): supporting individuals to develop their

ability and effectiveness in their clinical role by

validating clinical actions or discussing consequences
of clinical errors

e Clinical supervision (restorative): addressing
the emotional needs of staff and supporting the
development of resilience

e Education and development (formative): focusing on
the development of skills through education

® Personal action for quality improvement: encouraging
staff at all levels to contribute to systems of quality
improvement and quality assurance, and embedding
lessons from incidents.

Specifically trained PMAs use the most suitable
function of the model to meet the precise needs of
individual midwives, therefore encouraging a continuous
process of improvement and support. The model
emphasises the importance of the support and wellbeing
of care providers in enabling them to build resilience,
reflect consistently, seek learning opportunities and
develop their practice in the interest of patient safety
and improved quality of care (Clarke et al, 2018).

Restorative clinical supervision

A key feature of the A-EQUIP model is restorative
clinical supervision. This focuses on the emotional needs
of staff and the development of resilience by providing
midwives with a space (physically and metaphorically)
to think. By supporting professionals to slow down and
consider experiences of care through reflective discussion,
supportive challenges and open and honest feedback,
restorative clinical supervision provides an opportunity to
consider new perspectives and supports decision-making
(NHS England, 2017).

The benefits of restorative clinical supervision in the
healthcare system as a whole have been acknowledged.
During her exploration into the role of restorative
clinical supervision in the support of health visitors
(who were recognised to be at risk of increased stress
and burnout due to the emotional demands of their
role), Wallbank (2010) concluded that regular restorative
clinical supervision sessions offered significant benefits to
health professionals. Staff who had attended restorative
clinical supervision sessions were found to have
maintained, or slightly increased, levels of compassion

satisfaction (the pleasure derived from performing work
duties), which is a protective factor against individual
stress and burnout. Reciprocal relationships between
teams of health professionals resulted in enhanced
teamwork and reduced burnout, producing a calmer
workforce that was able to process the needs of the work
environment more clearly. The aim of those providing
restorative clinical supervision is to support staff to build
their own resilience levels and to reduce personal stress
and burnout. As part of restorative clinical supervision,
emphasis is placed on strengthening the professional’s
resilience, improving their own health and wellbeing,
and supporting their ability to make appropriate clinical
decisions in often complex situations. The work of
Wallbank (2010) in addressing the emotional needs of
health visitors has provided considerable insight into the
health benefits of restorative clinical supervision.

However, White (2017) concluded that the inclusion
of the term ‘clinical supervision’ in public policy
statements and health service governance reports had
caused confusion regarding the role of restorative clinical
supervision. White (2017) argued that evidence-based
guidelines about delivery and evaluation remained
insufficient, and that implementation had likely been
evaluated by staff attendance at restorative clinical
supervision activities and whether key performance
indicator targets had been achieved, rather than the
quality of restorative clinical supervision and staff
perception of the experience.

Barriers to implementation

Although evidence supports restorative clinical
supervision, implementation in practice can offer
challenges. Brunero and Lamont (2012) identified four
main potential barriers to the success of restorative
clinical supervision: clinicians’ time away from clinical
demands, availability of supervisors, physical space to have
the sessions and potential ongoing training costs.

Time and space for supervision

Love (2017) found while implementing restorative
clinical supervision sessions that midwives often felt
unable to attend sessions during working hours due
to busy work environments and time constraints, with
some supervisees suggesting that they felt indulgent if
they took time out to reflect on practice and examine
their actions and interactions.

The location and timing of a restorative clinical
supervision session appears to hold great importance in its
overall success, especially if those attending cannot fully
engage with the process due to interruptions, or if the
environment is not conducive to the needs of attendees
by not offering privacy or confidentiality, for example.
This will impact the benefit achieved by attending the
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@ Other studies have suggested that midwives

struggled with the concept of taking time out for

themselves, as they were accustomed to dealing

with adverse outcomes or stressful situations and

being expected to absorb their emotions 9

session. However, sessions can take place in many forms
and locations. Taylor (2013) suggested that group sessions
should be located in a quiet, comfortable and non-clinical
environment, and therefore a good location for sessions
should offer easy accessibility, close to the main area
of work, but a neutral and comfortable environment,
protected from interruption and disturbance.

Protected time for restorative clinical supervision may
also present difficulties in areas with compromised staffing
levels. As midwives need time to reflect and explore their
practice, opportunities to participate in such activities are
often difficult to achieve, for the fear of compromising
women and colleagues. Services may also be challenged
in ensuring that organisational permission is given to
professionals to enable them to take time for restorative
clinical supervision sessions (Wallbank, 2013). During a
study into the benefits of restorative clinical supervision
for health visitors, Wallbank (2012) found that perceived
availability of time to attend sessions was the main
suggested reason for the low uptake. Other studies (Love,
2017) have suggested that midwives struggled with the
concept of taking time out for themselves, as they were
accustomed to dealing with adverse outcomes or stressful
situations and being expected to absorb their emotions.

Availability and suitability of supervisors

The limited availability of trained PMAs presents a
further issue to developing the model further. Although
PMA:s are increasing in numbers, the availability of PMAs
to midwives who may need support remains limited. In
many cases, PMAs are also confined to the duties of their
substantive role, which again has the potential to create
challenges in creating opportunities for protected time. As
A-EQUIP is a new model of supervision, the emerging
perception is that low knowledge among midwifery staff
regarding A-EQUIP and the role of the PMA is affecting
its incorporation into practice (NHS England, 2017). A
lack of understanding of the aim of restorative clinical
supervision also appears to be affecting attendance at
sessions. This is supported by Ariss et al (2017), who, in
their final evaluation of piloted A-EQUIP sites, noted a
lack of awareness and understanding of the A-EQUIP
model among midwives, and a reliance on newly
qualified PMAs and management to spread information
about A-EQUIP.

Consideration should also be given to how the
substantive position of the PMA may affect a supervisee’s
desire to request support. Many PMAs will hold a senior
or experienced positions within the same area of care
provision, which has the potential to create a barrier
for midwives to approach them in their PMA capacity.
During the implementation of the A-EQUIP model at
a pilot site, McCalmont (2018) concluded that midwives
found benefits to having a PMA who was not their line
manager, which removed the possibility of a conflict of
interest and gave midwives the opportunity to focus on
their learning and development. Felton et al (2012) stated
that the relationship between supervisor and supervisee
is essential to creating the right environment for skills
development; therefore the individual PMA will need
to clearly define roles to ensure the confidence for open
dialogue and reflection. Tension or apprehension could be
created by changing previously established roles through
the process of supervision; however, Wallbank (2012)
argued that restorative clinical supervision enables staff
to re-engage with their organisation, observing that the
development of reciprocal relationships with the use of
supportive challenging techniques, both for professionals
and management teams, allowed relationships to become
more constructive and barriers to be removed by means
of productive discussions. This also has the potential to
affect individual PMAs themselves: those in need of
support may be plainly visible to the PMA, but support
cannot be personally offered due to their substantive role
and a conflict of interest, which may affect the PMA’s
own personal compassion satisfaction.

The leadership style of the PMA also has a large role
to play in the success of restorative clinical supervision
sessions. Wallbank (2013) suggested that enabling those
in leadership roles to empower, rather than rescue,
is essential to learning and development. Skilfully
supporting others to critically reflect and consider the
opinions of themselves and others leads to essential
learning and development. Leadership can follow many
styles and approaches and it is important to recognise
that one style does not fit all supervisees. Butterworth
(1992) states that clinical supervision is a personal and
professional experience that allows for a variety of
approaches. However, where leaders have adopted a
reciprocal-productive style, drawing on the ideas of
both those leading and those contributing with mutual
cooperation of all involved (as opposed to an adversarial
leadership style, which takes a more combative style to
discussions with an expectation of a winning and losing
argument), relationships have developed.

Participants’ attitudes to supervision
Although midwives have historically, through the process
of supervision, sought to reflectively examine their care
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to improve outcomes for women and families, examining
experiences for the benefit of their own wellbeing has
yet to be embraced. Bush (2005) found that the overall
perceived benefit of restorative clinical supervision was
widely misunderstood among health professionals in
general, and that a lack of understanding and underlying
mistrust by health professionals could hinder those
attempting to offer reflective support. Restorative clinical
supervision may, in some cases, only be adopted when
adverse patient outcomes force exploration of individual
midwives wellbeing or personal needs. Despite more
recent exploration that has emphasised how restorative
clinical supervision sessions can benefit the general
wellbeing of staff, the overall work environment and
patient care (Wallbank, 2013), staff remain dubious of the
benefits and continue to place their own needs as a low
priority (Taylor, 2013). As restorative clinical supervision
sessions are implemented into practice, challenges
are to be expected as midwives become accustomed.
Taylor (2013) studied participants of group restorative
clinical supervision sessions and recognised this stage of
development as ‘settling in: the suspicious newcomer’, a
reference to some attendees’ cautiousness when attending
a session for the first time. Attendees described early
experiences of group sessions as ‘scary’ and ‘unsettling’
due to its format, which was more intense and open than
supervision they had previously experienced.

“The novelty of the process prompted supervisees to
question its purpose, express doubt over its benefit
and also feel concerned that this might not be an
appropriate style of supervision for them.’ (Taylor,
2013: 862)

Taylor concluded that supervisees’ feelings of
uncertainly and insecurity about their role in the session
led to their reluctance to contribute to a discussion,
meaning that instead they chose to sit self-consciously
in silence.

Conclusion

The need for organisational change following critical
review of significant events led to the emergence of a new
model of support, quality assessment and improvement in
midwifery practice. A-EQUIP was introduced to meet
the demands of service users by providing support to
health professionals, with the hope of enhancing the
quality of care for women and professionals alike. By
exploring new methods of quality assurance, but retaining
positive aspects of the now-ceased statutory supervision
of midwifery, the A-EQUIP model aims to maintain
and strengthen the midwifery profession and reduce the
risk of repeating past errors. Successful implementation
of A-EQUIP and the role of PMAs requires input and

Professional

Key points

e Attempts by midwives to meet the requirements of their employer, clients and
loved ones can lead to them being placed under considerable pressure to

meet expectations

@ Enhancing and retaining the positive aspects of supervision and reflective
practice, the A-EQUIP model has been developed to continue the supportive
and developmental aspects of supervision and proactively improve and
enhance the quality of care provided to women and their families

@ Although evidence supports the use of restorative clinical supervision,

implementation in practice can offer challenges

e Staff remain dubious of the benefits and continue to place their own needs

as a low priority

® Successful implementation of A-EQUIP and the role of the professional
midwifery advocate (PMA) requires input and support from all levels, through
midwives embracement and engagement with the process, organisational
support in the allocation of protected time, and the selection of ambassadors

to deliver the model

® The relatively recent adoption of the A-EQUIP model and the role of PMAs
appears to be the main hurdle to the implementation of the model and the
uptake of group restorative clinical supervision sessions by midwives

support from all levels, through midwives’ engagement
with the process, organisational support in the allocation
of protected time, and the selection of ambassadors to
deliver the model. The success of the model is heavily
reliant on the individual investment of all involved,
due to its voluntary, non-statutory nature, and on the
potential long term benefits to the profession as a whole
being appreciated.

Midwifery is constantly changing and adjusting
to meet the needs of service users and workplace
challenges. This can create increasingly stressful and
demanding situations, requiring high levels of personal
resilience. The role of the PMA in the support of staff’
experiencing high levels of stress or burnout, or in using
appreciative enquiry and reflective models to encourage
internal exploration of experiences or perceptions, gives
the opportunity to significantly enhance compassion
satisfaction. This in turn reduces the stress and burnout
experienced by midwives and increases the quality of
care received by service users.

As with any new change, time and patience are
required to fully integrate new methods of practice
and thinking. Challenges to the implementation of
the A-EQUIP model are inevitable and integral to the
development and evolution of the model. In exploring
these barriers, attempts can be made to address and
overcome these obstacles. This article has considered
how the substantive role and leadership style of the PMA
may affect their perceived approachability by supervisees,
and the cultural opinion of midwives to suppress the
emotional impact that the role can have.
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CPD reflective questions

® Are you aware how to access professional midwifery advocate (PMA)
support at your Trust?

@ Can you consider how restorative clinical supervision would allow you to
reflectively share experiences? How could this affect quality assurance in

your work area?

® What qualities do you feel would be beneficial for a PMA?
@ What would affect your ability or desire to attend a restorative clinical
supervision session?

Opverall, the relatively recent adoption of A-EQUIP
and the role of PMA appears to be the main hurdle to
the integration of the model and midwives’ uptake of
group restorative clinical supervision sessions. Many
Trusts are developing adapted versions of the A-EQUIP
model to suit the specific needs of individual services,
although the primary aim of the model, to enhance the
quality of care through the support and development of
midwives, remains paramount to the process. A-EQUIP
is an opportunity to enhance the quality of care and
experience of service users through the investment in
the emotional and physical wellbeing of those providing
the care. BJM
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