





Advertising of Breast Milk Substitutes

The Board of Management and the Co-
Editors decided unanimously that it is
unethical to advertise breast milk sub-
stitutes.

In1981 WHO and UNICEF published
an International Code of Marketing of
Breast Milk Substitutes.

Manufacturers try to complybyalter-
ing the wording of their advertisements
to imply that breast milk is better than
powdered milk for babies.

Many advertisers pay only ‘lip serv-
ice’ to this code.

COMING

EVENTS

Anne Oakley Tour
17th - 26th September Auckland
30th September Dunedin
3rd-5th October Auckland

Anne Oakley, the world renowned Eng-
lish sociologist and supporter of midwives,
will be visiting New Zealand this year as
the ASB Visiting Professor.

International Confederation of
Midwives 22nd International Congress
October 8-12,1990

Congress Secretariat

C/-Japanese Nursing Association
8-2, 5-chome Jingumae

Shibuya-ku, Tokyo Japan

Tel: (03) 400-8331, Fax: (03) 400-8336
Cable JANURSING TOKYO

2nd International Homebirth Conf.
Sydney, Australia. January/February 1992
Practical workshops, speakers from around
the world, for further information closer to
the date contact:

The Conference Committee

P.O. Box 107

Lawson, N.S.W. 2783

AUSTRALIA
Telephone: Sydney 94 3171/569 2530

Welcome to the

ELCOME TO THE FIRST ISSUE OF THE NEW
WZealand College of Midwives Offi-
cial Journal.
Theaim of thisjournalis to enable
midwives,

- to share their reflections in the whole
field of midwifery including practice edu-
cation and research, imparting knowl-
edge and personal experiences.

- to communicate information and insights
by engaging in fruitful dialogue and de-
bate with the providers and consumers
of midwifery services.

The first issue highlights the political as-
pects of the formation of the New Zealand

LILELIEY NZCOM Journal

College of Midwives.

Congratulations go to Joan Donley for
her inspiration, to the Board of Manage-
ment and the regional chairpersons for all
their hard work and effort to get the Col-
lege of Midwives established.

Judy Hedwig, Helen Manoharan
|
Co-Editors, NZCOM Journal

We acknowledge the $1,500 grant given by the

Ministry of Women's Affairs.

Guest Editorial

year for mdiwives and midwifery in
New Zealand.

Future midwives will view this yearasa
significant step forward in our history.
Ultimately, the decisions made and direc-
tions taken will have far reaching effectson
the New Zealand family. The reaffirma-
tion of midwiferyasa professioninitsown
right will, I believe, lead to a stronger and
more effective midwifery service whichin
turn will strengthen women’s perception
of birth as a normal life event.

This year we have seen the re-introduc-
tion of separate midwifery education. These
courses have started in Auckland, Wel-
lington and Dunedin and reports so far,
from midwives and students, have been
very positive.

The New Zealand College of Midwives
was launched officially on April 2nd, 1989,
after many years of soul searching discus-
sion. The New Zealand Nurses Associa-
tion wished us well and we continue to
have a close liaison. Our early fears of
severing the “umbilical cord” were not
realised - we have come of age!

We continue to receive overwhelming
support from the women of New Zealand

THE YEAR 1989 HAS BEEN A REMARKABLE

- i.e. many groups are actively campaign-
ing for a return of the midwife as defined
by the WHO.

Thanks to the marathon efforts of Judy
and Helen (editorial marvels), midwife
colleagues and New Zealand women, we
can now celebrate our achievements with
the publication of our own journal.

It gives me great pleasure to welcome
you all to these pages and I am confident
that this “public voice” will enable us to
continue on our way forward.

Karen Guilliland
]
President
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Congratulations!!

More Magazine
Congratulations on your enterprise in
launching the Midwives Journal. We know
from our experience at publishing a monthly
glossy for women that issues relating to
childbirth and mother care are dear to the
hearts of every woman moving through
the childbearing years. On a personal
level, I have a daughter whose aim is to
become a midwife, so you can be assured
that your firstissue will be read with much
interestby atleasttwo peopleinour house-
hold!
Lindsey Dawson
Editor

Broadsheet

Congratulations are in order on thebirth of
your first journal. Broadsheet looks for-
ward to the critiques and information that
midwives in Aotearoa have offered for so
long, being put into writing.

Midwives have always been a source of
power and energy for women, despite the
fact that they have been undervalued and
devalued by the medical profession. We
hope that your journal will also provide
that source of strength and continue to
grow and flourish.

Happy birthday.

The Broadsheet Collective

W.H.0.

The World Health Organisation gives high
priority to the health of women, their re-
productive health and safe motherhood. It
stands committed to play its role in action
for the agreed four elements of safe moth-
erhood: social equity for women (includ-
ing the promotion of health, nutrition, and
education for girls); family planning for all
couples; primary health care to provide
maternity care for all; and provision of
essential obstetriccareat firstreferrallevel.
The World Health Organisation is pleased
to be one of the partners in the Safe Moth-
erhood Initiative launched at the Interna-
tional Conference on Safe Motherhood ,
held in Nairobi in 1987, and to contribute
to this global movement through the WHO
programme of maternal health and safe
motherhood.

All involved in this Conference -govern-
ments, nongovernmental organisations and
the international health and development
community - can take pride in the distance
we have come in a relatively short time
with respect to advocacy on safe mother-
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hood, which now has to lead into concrete
action. Midwives from around the world
have responded to the impetus of safe
motherhood by adopting an action state-
ment which was forged at the Interna-
tional Confederation of Midwives/WHO/
UNICEF collaborative pre-congress work-
shop held in the Netherlands in August
1987.

Midwives have started to ask themselves
several relevant questions. These include,
among others: are midwives equipped to
analyse the special needs of women, or are
they mainly concerned with traditional
pre-, intra- and postnatal care, leaving
decision making and problem-solving to
others? Are midwives prepared to under-
take research projects and lobby for better
conditions of care for women, including
counselling and family planning during
childbearing years?

In comparison with women in other coun-
tries, women in New Zealand enjoy a greater
degree of safety during pregnancy than
many women in other parts of the world.
Howeverasinmany countries, womenare
now asking for more personalised care
and access to services, as well asresponses
to their needs as individuals.

The beginning of this journal suggests
thatnew thinkingis taking place: that mid-
wives are committing themselves to action
and are recognising that problems exist
which they are insufficiently trained to
solve.

The World Health Organisation hopes
that this journal will give the opportunity
to New Zealand midwives and others
concerned with health care for women in
the reproductive process to define issues
and search for new solutions.

We congratulate the midwives of New
Zealand on their initiative in midwifery
leadership and wish them success in the
achievement of their aims in the quest for
Health for All by the Year 2000.

Dr A. Petros-Barvazian
Director,
Division of Family Health

Advisory Committee on Women’s Health
The committee is aware that this is a time
of change for maternity services in New
Zealand and hopes your organisation will
make an important contribution to the
development of services which meet the
needs of all New Zealand women.

Diana Edwards

The Royal College of Midwives Trust
I was delighted to hear the decision thata
new journal for midwives is to be pro-
duced in New Zealand for the New Zea-
land College of Midwives. It is the Col-
lege’s experience in the UK that midwives
are hungry for information and up-dating
material and I am therefore sure that you
will find success when you begin publish-
ing your new journal. We at the Royal
College of Midwives in the UK wish you
every successin this ventureand congratu-
late you for having made the decisionto go
ahead.
With our very best wishes.
' Ruth Ashton
General Secretary

The Federation of New Zealand Parents
Centres Inc.

Congratulations to the New Zealand Col-
lege of Midwives on the initiation and
setting up of a professional body for mid-
wives and consumers. The Federation of
New Zealand Parents Centres sees thisas a
step forward for those who work with
birthing women and their families.

We are pleased that our representative,
Sharron Cole, Rotorua, will be joining your
College.

Well done from the Executive and my-
self.

Karen Eagles
National President

Ministry of Women’s Affairs

I am pleased to have the opportunity to
congratulate the New Zealand College of
Midwives on the publication of the first
issue of their journal.

Because they play such a major role in
assisting and supporting women through
childbirth, midwives make an important
contribution to the wellbeing of women.
New Zealand midwives arerecognised for
their commitment to responding to women’s
needs during childbirth and providing a
consumer based approach.

At this time of change in the health serv-
ices in New Zealand, it is encouraging to
see midwives asserting themselves as a
profession through the establishment of
the New Zealand College of Midwives.
The publication of this journal will be wel-
comed not only for the communication
and debate it will encourage within the
profession, but for the forum it will pro-
vide for the expression of consumer needs.

Margaret Shields
Minister of Women' s Affairs

Australian College of Midwives Inc.
Congratulations and good luck with the
new professional organisation and Jour-
nal.

Martin Goreing
Editor,
Awustralian College of Midwives Journal
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Professionalism

Joan Donley
T

The importance of consumer control over childbirth.

for New Zealand midwives. After

decades of dragging the chain, we

finally broke free and formed our own
‘professional’ organisation - the New Zea-
land College of Midwives - in order to
speak for ourselves and improve the status
of midwives.

Just what does professionalism really
mean? Further, what should it mean to
midwives on the threshold of the 21st cen-
tury?

Itis generally accepted that a profession
has a specialised body of knowledge, stan-
dardised training and has developed its
own standards and code of ethics. These
things we have achieved. Further attrib-
utes of a profession are it is self-defined
and self regulated and legally recognised.
These are yet to be achieved - hence the
College.

While we have defined ourselves ac-
cording to the W.H.O. definition of a mid-
wife, e.g. as an independent practitioner,
legally we are defined as ‘obstetric nurses’
i.e. as handmaidens to the doctor and are
required to work under medical supervi-
sion. Casually, we are referred to as
‘midwives’ and are even licensed as such,
e.g.R.M,, butthisisa relic of the days when
we had some autonomy, i.e. prior to the
Nurses Act, 1971.

Regaining our autonomy is one of the
first projects our new College is working
on. If we are to work efficiently it is crucial
to be aware of who are our allies and who
isour opposition. Also, toavoid arrogance
it is necessary to understand the negative
aspects of professionalism.

Professions developed in the 19th cen-
tury, aided by the growth of scienceand in
response to capitalist market forces which
were being freed from feudal structures.
Atthattimethere were manyempirical, al-
ternative practitioners and midwives
competing for a place. In order to gain a
dominant position in the medical market
place, doctors first had to establish ‘au-
thority’. This was done by establishing a
body of esoteric knowledge, by standard-
ising training and licensing the practitio-
ners. Then as a group which had objec-
tively validated its competence, it proceeded
to define the nature of reality and needs of
those consulting them in terms of medical
interests.

Authority not only justified the psycho-

I AST YEAR, 1988, wAaS A MOMENTOUS ONE

logical dependence of the ‘patient’ - a sur-
render of private judgement - it also masked
it’s nonrational basis of power. Both these
aspects enabled the medical profession to
establish themselves as ‘experts’. Assuch,
they were able toinfiltrate the bureaucratic
structures the state was settingup duringa
period of growing concern over public
health. As experts, the medical profession
was able to have its definitions of ‘health’
and ‘health care’ officially recognised. This
was followed up by state patronage, which
placed them in a very powerful position.

In the files of maternity care, the medical
profession defined normal/ abnormal la-
bour as a conceptual basis in order to blur
the boundaries and accomodate ‘residual
normalcy” By deliberately defining ‘power’
as ‘safety’, it is justified medical control of
childbirth, convincing the political deci-
sion-makers that the only safe place to
havea baby was in hospital with the doctor
in charge. And the Department of Health
still faithfully parrots the official line
whenever the issue of autonomy for mid-
wivesis raised, thatis that “the Nurse’'s Act
1977 is designed to ensure that mothers
receive a safe service. It provides for medical
supervision and nursing services ata defined
level of competency’. ?

The proliferation of technology led to
the centralisation of maternity services -
for the convenience of doctors - and the
current high level of medicalisation of child-
birth. In the process, the subordination of
midwives was completed by incorporat-
ing them into nursing. This hasresulted in
the loss of the special attributes which
made midwives areal alternative to medi-
calised childbirth.

Despite the negative aspects of profes-
sionalism, thisis the only form of organisa-
tion open to us to enable us to achieve our
ends. However, the issue of power must

be confronted. Power for whom?

If we pursue power for narrow social
and economic interests, in the long term
we will lose everything. All we will have
achieved in the short term is to have re-
placed the present high cost obstetric serv-
ice with a more cost effective midwifery
service. It will still be a maternity service
removed from the woman’s control and
active participation, where dynamic per-
sonal relationships are replaced by passiv-

ity, impersonal relationships and standard-

ised procedures. If we are reasonably
compliant to medical edicts, we may be
allowed a modicum of professional status.
But, we would NOT be midwives - ‘with
womer'. In due course, we would be
replaced by lay midwives.

However, if we insist on being mid-
wives, accountable to women, then we can
expectstrong opposition from the medical
profession. In fact, this is already evident.
The N.Z. Medical Association, backed they
say, by M.P.s have hired a firm of Welling-
ton lawyers to analyse the structure of the
Otago/Southland separate midwifery
course because it is based on the W.H.O.
definition of a midwife.

The legal opinion is that ‘the midwifery
course is clearly directed to a “’stand-alone”
responsibility for the patients and there s
no ‘‘normal” doctor/nurse structure in
existence... (Which) would presumably be
to replace the existing relationship with
one where the midwife was in a direct
relationship with the mother... ? Since the
doctor has legal, professional and contrac-
tual responsibility whether the patient is
public or private, says this opinion, this
arrangement leaves the doctor without
adequate protection. Obviously the pa-
tient is seen to belong to the doctor, de-
prived of any decision-making powers,
while the adoption of the W.H.O. defini-
tion of a midwife and the separate mid-
wifery courses threaten the doctors’ clini-
cal freedom which appears tobe seenasa
divine right and as such is jealously guarded.

Tony Baird recently told the Wellington
O & GSociety that the three greatest threats
to modern obstetrics are

1. consumerism
2. feminism and
3. midwives

He is of course correct.
If we trace the historic development of
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these ‘threats’ we see that it was the reac-
tion of the knowledgeable middle class
women against the medicalisation/cen-
tralisation of childbirth that led the rebel-
lion. These women were able to opt out of
thesystem because they had the support of
ahandful of domiciliary mid wives (DMs).
Although the DMs were seen by their col-
leagues as mavericks and the women seen
by the medical profession as the ‘lunatic
fringe’, the trickle soon became a flood.
From being a ‘vociferous minority’ this
group gained considerable lobbying power.
In the matter of only a few years, the
Domiciliary Midwives Society Inc - formed
by eight DMs - was recognised by the
Department of Health as the bargaining
body for DMs, completely independent of
themedical hierarchy. Theachievement of
this power base could never have been
attained by the DMs alone. It only hap-
pened because of the consumer support.
Now the DMs have set up their own Stan-
dards Review (regional) committees com-
prised of equal numbers of consumers to
health professionals.

Similarly, there are less than 3000 mid-
wives practising in New Zealand. Chances
of gaining midwifery autonomy against
the well organised medical lobby backed
by M.P.s are slim unless we have the active
supportof consumers - notonly because of
their voting power, but because they con-
trol the clinical material which is the real
power of the market place!

Women will only support midwives if
midwives are accountable to them and
share power with them - whichis why they
have been included as members of our
College!

No doubt, some midwives will see con-
sumer choice and participation in our
‘professional” organisation as a threat to

their status and so-called power(whichis -

really only reflected from the medical
profession). Surely, we no longer have to
fear an outdated and discredited profes-
sional code that is seen to be violated if a
professional yields to consumer demands.
In earlier days when doctors were strug-
gling to establish their power base, such
practitioners were called ‘quacks’. Quacks
were defined as those who pleased their
patients in preference to their colleagues,
e.g. they let their patients define their real-
ity and the state of their health. Like the
doctor in New Plymouth who refused to
support a woman wanting a home birth
‘out of respect to his colleagues’, which is
another way of saying he lacked the cour-
age to stand up to peer pressure. Hope-
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fully, midwives won’t be such cowards!

In including consumers as active mem-
bers of the College, New Zealand mid-
wives are leaders in a modern trend.

The Director General of Health has set
rules for ethics committees which require
these to have half lay members, appointed
after consultation with the community.

In her Report, Judge Cartwright stated
that ‘the doctor is no longer autonomous...
the focus of attention must shift from the
doctor to the patient’. This principle also
applies to midwifery autonomy.

The W.H.O. says that every woman has
aright to a central role in all aspects of her
care, including participation in the plan-
ning, carrying out and evaluation of the
caret

If our College seeks to become a narrow
self-interested professional group, it will
fail, wither on the vine, as such profes-
sional organisations areresistantto market
forces and psychologically unable to share
power. Judge Cartwright noted these atti-

tudes among the medical profession, say-
ing that its ‘prevailing atmosphere of de-
fensiveness and even arrogance... and its
resistance to the patient’s right to be freely
involved in decisions concerning her
management’ did not bode well for the
future care of patients.

Our College must be progressive and
dynamic and welcome consumers as ac-
tively participating members. Together
we can establish an autonomous midwifery
service in the best interests of mothers,
babies and midwives!

Footnotes:

1. Arney, William, Power and the Profession
of Obstetrics University of Chicago Press,
1982.

2.Hon David Caygill, Minister of Health,
in letter to Lynda Williams, 12 August
1988.

3. Macalister Mazengarb, Barristers & So-
licitors, Wellington, 10 March 1989.

4. Appropriate Technology for Birth, 1985,




BOWION

What the Experts

Found when they
Tested Babycare

A 1983 project on very low birth weight babies nursed on

lambswool fleeces carried out by the Child Care and

Development Group at Cambridge University discovered

that:

@ Very low birth-weight babies made significant weight
gains

@® Babies on fleeces settled more quickly and cried less

@ Natural wool was superior to artificial fleeces which shed
fibres, had poor texture and made the child damp

@ Parent/baby bonding was enhanced

@® Lambskin encourages tactile stimulation so necessary for
baby’s growth and development

éIn addition to this hospital-based study on premature
babies, we conducted a pilot study on normal term infants at
home.
All the mothers kept their babies on the lambswool for at
least 12 hours a day demonstrating the acceptability of this
kind of bedding, and the indications were that when
compared with controls these babies cried less, settled more
quickly to sleep after feeds, and lay quietly attentive for
longer before feeds.?

éNo untoward effects from being nursed on lambswool
were observed. In particular, no baby was found with wool
fibres in its mouth or up its nostrils.
No mother expressed dissatisfaction that her baby was being
nursed on lambswool and a number of the control group
asked why their babies were not on it.*

Babycare Lambskins

¢The results consistently show a significant
improvement of weight gain for babies nursed on lambswool.
We have previously speculated that the contact provided by
lambswool may have a calming effect on infants similar to
that seen with swaddling. The present results would be
compatible with the idea that when nursed on cotton, these
babies are under some stress which is reduced by lambswool.?

6We have had some experience in the unit with
artificial fibre, imitation wool mats. The ones we have seen
have an altogether different slippery texture compared with
wool and the skin of babies lying on then often becomes
damp as the artificial rugs do not absorb moisture for
evaporation.®

Scott, S., Richards, M.—Nursing Low-Birthweight babies on lambswool. Lancet 1979;
1:1028—Lambswool is safer for babies. Lancet 1981; 1:556

Babycare lambskins have been tested by leading authorities

around the world.

@ Bowron Babycare has been found to be hypo-allergenic
and non-toxic to babies.

@ Bowron Babycare lambskins have a natural resistance to
fire, and exceed all requirements of the Flammable Fabrics
Act.

@ Bowron’s Supersoft tanning process uses the safe mineral
tannage method of trivalent chrome compounds,
specifically developed to avoid using the harmful
hexavalent chrome and formaldehyde tannages.

@ Bowron Babycare processing takes longer than other
methods, but achieves the high requirements for
washability and resistance against bacteria.

For more detailed information write to:

G. L. Bowron & Co. Ltd o

P.O. Box 19544 g

Christchurch or phone (03) 842-609

To My Dear

Sisters in

New Zealand

Caroline Flint
]

S.RN, S.CM.,, AD.M.

Midwifery Consultant to Riverside

Health Authority and Independent Midwife,
Caroline is wife and mother to three

adult children. Author of 'Sensitive
Midwifery' and co-author of

'‘Community Midwifery'.

NTIL THE DAY | DIE ONE OF THE GREAT
highlights of my life will always be
the wonderful week I spent with the
midwives of New Zealand in August
1988 -a time whenI was acutely conscious
of history being made and brave decisions
being taken. The time when the midwives
of New Zealand decided to form their
own College of Midwives and break from
theNurses Association. A frightening de-
cision, one surrounded by doubts and a
wish to be able to see into the future to
check out that it was the right decision and
not one taken in a moment of madness and
impulse. The siren call “’stay with us we
are somuchbiggerand therefore somuch
more influential” sounds SO reasonable
but did size ever win anything? I doubt it.

Women at this time probably more than
atany otherinthe whole history of wom-
enkind need midwives more than ever be-
fore. Why am I suggesting this? I am
suggesting this because women in 1989
are at lower obstetric risk than they have
ever been and yet they are being subjected
to greater and greater levels of interven-
tion.

Professor].MacVicar, Professor of Ob-
stetrics at Leicester (UK) pointed out in an
article in Maternal and Child Health that
“there is an increasing number of mothers
who come into an obstetric low risk cate-
gory for themselves and their babies.” He
went on to surmise that “this may account
for some of the decrease which has taken
place in perinatal mortality”. !

Thereasonthat womenareinsuchafa-
vourable state for giving birth is that women
today are better educated, better nour-
ished and better off than any generation of
women have ever been and most impor-
tantly of all, the babies they have are ba-
bies which they intend to have. Womenin
1989 do nothave 13 or 18 pregnancies just
because that is the lot of women - most
worren have no more than 2 or 3 pregnan-
cies during their fertile years and they
have those children because they want
them. The babies who have always been at
most risk are the babies who come to the
woman who has more than enough chil-
dren already or the babies who come to
women whoare still children themselves
at13, 14 or 15.

Nowadays 80% of deliveries occur to
women aged between 20 and 35 years - the
safest years for women to havebabies and
yet the caesarean section rate is going up
and up, in the UK from 4.3% in 1970 to
11.3% in 1987, and the whole concept of
birth as a normal or even POSSIBLE event
seems to be fading. Every woman you
meet has either “needed” an episiotomy
because the baby was “in distress” or
“needed” forceps because the motherwas
exhausted or “'needed”” a fetal scalp elec-
trode because the baby was “in distress”,
or has had a doctor who "saved my life”
or who ““saved the baby’s life’”. The con-




_/ NEW BOOKS
FOR MIDWIVES

MYLES TEXTBOOK FOR MIDWIVES 11/e
Edited by Bennett & Brown 1989 $70.00

A radical revision of this well-known textbook. Aimed at
students and also qualified midwives.

MIDWIVES, RESEARCH & CHILDBIRTH
Edited by Robinson & Thompson
In 3 volumes, published 1989-90,
each vol. approx $50.00

SENSITIVE MIDWIFERY
Caroline Flint 1986 $38.00

An enormously successful book; warm, humane and
often very uninhibited. Recommended for all students
and midwives.

COMMUNITY MIDWIFERY: A Practical Guide
Mary Cronk & Caroline Flint 1988  $41.00

Recognises the particular needs of midwives helping
equip them for the experience of pregnancy care in the
community, home birth and domino deliveries.

THE MIDWIFE CHALLENGE
Edited by Sheila Kitzinger 1988  $33.00
With contributions from midwives all over the world,
this is a book not only for midwives themselves and

health workers, but for any woman who has ever had a
baby or intends to have one.

ACTIVE BIRTH
Janet Balaskas (foreword by Sheila Kitzinger) $17.95

Janet Balaskas is the founder of the International Active
Birth Movement. She has campaigned for women to
have the right to choose an active birth and has helped to
effect change in maternity practices and midwifery
education internationally.

THE ENCYCLOPEDIA OF PREGNANCY & BIRTH
Janet Balaskas & Yehudi Gordon 1989 (reprint) $40.00

A unique illustrated parents’ guide to the nine months of
pregnancy, preparing for labour and birth, active birth,
yoga-based exercises for before and after birth,
breathing awareness, massage for parents and baby,
babycare and early parenthood, modern medical care.

THESE AND MANY OTHER TITLES
AVAILABLE FROM:

P.O.BOX 7389

WELLINGTON SOUTH
Tel: (O4) 897592 Fax: (O4) 899090

|

|
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cept of birth as being something which women are designed to do
and whose bodies are wondrously and beautifully made to do is
being lost. As birthis taken out of homes and into hospitals which
become more and more cluttered with the panoply of equipment
which beeps, flashes, or computes midwives tend to become
“nurses” tending these poor invalids who are “‘at risk” and whose
babies are in peril.

Only by staying separate, only by standing strong can midwives
hope to protect women from the seductive onslaught of pathologi-
cal childbirth, “we’re only doing it for the baby’s sake, my dear”.

Eventually the madness of this situation will percolate into the
mass consciousness - at a time when economics are important and
ways of providing cost effective health care are being sought, the
realisation that midwifery careis not only effective butalso cheaper
will win us through. Our care is cheaper and more cost-effective,
notjust because of the great discrepancy in the salaries of both pro-
fessions. Women who are able to get to know the midwives who
will be delivering them need less antenatal admissions (cost sav-
ing), they feel more “in control” of the situation during labour, they
need less analgesia (another cost saving), they look back on labour
more favourably and they feel more prepared for motherhood.?

Women looked after by the “Know Your Midwife”” team waited
less time at the antenatal clinic which probably indicates cost
savings for the community at large because employers were de-
prived of their employees for less time than those of working
women in the Control Group. Midwives use the technological aids
available for birth, but they use them more rationally and appear to
be able to look at every woman as an individual with individual
needsand not treat ALL WOMEN with specific equipmentbecause
IT’S ROUTINE. If anything is done as a “routine’” in childbirth it
needs to be looked at and challenged - it may be entirely appropri-
ate for many women but in something so unique as birth it cannot
be right for all women regardless.

In 1987 a booklet produced by the National Epidemiology Unit
“Where to be Born - the debate and the evidence™? collated all
research on the place of birth during this century. They concluded
that ““there is no evidence to support the claim that the safest policy
is for all women to give birth in hospital”” and “‘there is some
evidence, although not conclusive, that morbidity is higher among
mothers and babies cared forinaninstitutional setting.”” Their con-
clusions and growing evidence from GPs** and statisticians like
Marjorie Tew® who for years has pointed out that the perinatal
mortality rates would have fallen more quickly if women had been
encouraged to give birth at home are part of a rising chorus which
claims that childbirth belongs to women and that the type of highly
controlled and medicalised birth that many women are subjected to
is inappropriate and not always in the best interests of women or
their babies.

The women of New Zealand need strong, identifiable midwives
- don’t fret because there are so few of you - if just one person can
change and influence the world, there’s more than enough of you
- dear midwives.
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Attempting to

Involve Consumers

in Midwifery
Policy
Development

Joy Bickley
I

A paper presented at the
National Midwifery Conference,
Auckland, August 1988.

IS PAPER IS AIMED AT DESCRIBING AN

I exercise that the NZ Nurses’ Associa-

tion Ad Hoc Committee on Maternal

and Infant Policy went through to try
and collect consumer views about mid-
wives and the services provided by them.
Those views were expected to help shape
the resulting policy document.

Asastarting point, | want toreflect fora
moment on the term ‘consumer’. To me,
the word presupposes a passivity, an ob-
ject to which something is done: the end
result of the process of production. If fits
easily into the capitalist model of produc-
tion and reproduction, and in so doing
accounts for the commodification of those
people who use the health services during
the process of childbirthi.e. those who pay
for a service. At this point, it is not neces-
sary or useful to develop that model to il-
lustrate how the commodification of birth
is designed to increase the profits of the
health care providers (i.e. obstetricians).
Others have done that. What is relevant is
the consideration of the term consumer
and its development, paradoxically, into
’healthactivism’. That's what the develop-
mentof theconsumer movement suggests,
historically. Regardless of context, ‘con-
sumer’ connotes some form of relation-
ship with the health care system. The
economic connotations need to be acknowl-
edged. The word consumer can refer to
individuals groups or institutions. Cer-
tainly, the consumer movement has gained
momentum in the last thirty years and
undoubtedly has its origins in dissatisfac-
tion with health care practices. Health
activism and self-help groups imply a cri-
tique of professionalism, and especially in
relation to childbirth the women’s move-
ment has made a profound impact.

Anexample of a consumer movementin
the New Zealand context is the Direct Entry
Taskforce, co-ordinated by Judith Strid.
To me, this represents the core of the con-
sumer movement: the part that will be
accused of being radical, overzealous or
unrealistic. Butit is the core that gives the
consumer movement its focus, drive, in-
tensity and constancy of purpose.

It is because of the tenacity of people in
the core of the consumer movement that
the movement survives against attempts
by providers (or professionals) to fob them
off with tokenism and dissmissive atti-
tudes towards their degree of knowledge
or commitment. Such attempts exist. Three
examples are:

1. The refusal of the Health Department
and other decision-makers to allow con-
sumer representation in the group prepar-
ing for the new midwifery curriculum.

2. The comment by a member of the Medi-
cal Research Council at a meeting I at-
tended recently. He dismissed the idea of
consumer representation on the Council
(which has a major responsibility for fund-
ing research projects) because consumers
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”don’t have an understanding of the is-
sues”’
3. The proposal by Gibbs et al for a new -
health care structure, which, while it claims
to promote responsweness to the con-
sumer’, actually creates more barriers against
real consumer participation in planning
and decision-making than exist currently.
So what about the Midwifery Policy
Committee and consumer input? When
the committee agreed that consultation of
consumers was desirable it was acknowl-
edged that it could only be done in a re-
stricted way i.e. through organised groups
of women who had their own networks.
This would mean that those women who
did not have affiliation to an organised
group would not get an opportunity to
have their say. It could possibly be as-
sumed that the results would reflecta class
and ethnic bias, as well as a focus on urban
rather than rural women. In spite of these
limitations it was believed to be worth-
while to write to 140 women’s groups and
ask for their views on midwifery. It was
my responsibility to contact these groups
which I did with varying degrees of suc-
cess. The first point of contact was an
address list of groups affiliated to the
National Council of Women. This was
available in our office so they were the first
groups contacted. They ranged from the
Association of Home Science Alumnae to
the Catholic Women’s League of New
Zealand, the New Zealand Federation of
Country Women's Institutes to theMaori
Women's Welfare League, from the NZ
Playcentre Federation to the Society for
Research on Women in New Zealand.
The next round of contacts was made
through an address list provided by the
Ministry of Women’s Affairs, on the basis
of which such organisations as La Leche
League and the National Collective of
Independent Women's Refuges, Pacifica
and New Zealand Women’s Studies Asso-
ciation were contacted. I also found an
address list from Broadsheet very helpful
and as a result of looking through whatI
wrote to Women's Health Collectives, Maori
Women's Centres, New Mother Support
Groups and individual [Home Birth Asso-
ciations, Disabled Women’s Groups and
the Caesarian Birth Network, plus Save the
Midwives and Judi Strid. This process
happened over three or four months as
time and addresses were made available.
One hundred individual groups responded.
You may be asking yourself “Why wasn’t
there a consumer representative on the
committee?”” In explaining that I should
tell you how ad hoc committees are usu-
ally set up. A list of names is offered to
National Executive and they have the final
decision. The re-writing of the policy was
agreed to, in response to the National
Committee of Midwives’ request. There
were 3 nominees from the Midwives’ Sec-
tion, National Executive nominated one of
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their members and the Professional Serv-
ices Committee nominated a retired mid-
wife and midwifery tutor. I can’t recall
whether consumer representation was
discussed at this stage or not. However, it
is not normal practice to have consumers
represented on Nurses’ Association com-
mittees. The committee did look at proper
representation of aMaori perspectiveand
acknowledged that the committee should
have had a member who represented Maori
views. In an attempt to overcome that
shortfall the following actions were taken:

1. The National Council of Maori nurses
was sent a copy of the first draft for their
comments, particularly regarding the Maori
perspectiveonhealthand childbirth.

2. The historical section of the midwifery
policy statement was to contain material
onrace and culture issues.

3. Christina Lyndon, at that time a member
of the Staff at Te Ohu Whakatupu, Minis-
try of Women's Affairs was consulted about
how we could demonstrate cultural sensi-
tivity. She suggested that the committee
could ask for comment from Maori mid-
wives. Three Maori women were recom-
mended by Irahapeti Ramsden, Depart-
ment of Education.
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One of those respondents was Mereana
Pitman, a Maori women’s health activist
and nurse from Wairoa. Mereana sent the
Committee an extensive submission. While
she congratulated the Committee onan
extensive overview of changes needed”
she also said:
1.The committee should have invited a
group of Maori women to gather together
toarticulate how they perceived theissue.
2. The National Council of Maori Nurses
should have been involved in above, and
haveaccess to thereport.
3.The policy statement should be made
available in Maori, Samoan, Tongan, Niuean
and Tokelau languages.

She went on to say

“There are tribally different perspectives
ontheissue of birthing. Birthing is partof
a wider concept of whenua (land). Be-
cause of the effects of colonisation on our
people and especially Maori women there
has been very little consultation by the
pakeha professions with our womenas to
their traditions and our needs. Under the
second article of the Treaty of Waitangi we
areentitled tobeconsulted, thelink of the
survival of our race is linked to the survival
of our lands. Therefore as the tangata
whenua we should be consulted. The
institutionalisation of the health system
over the past 150 years has had a devastat-

ing effect on our people with our race
almost being wiped out. Even in this day
and age the demands made on our women
in the name of professionals and econom-
ics regarding birthing can be likened to
cultural and environmental genocide.”

Mereana pointed out that she did not see
herself as a spokesperson for the Maori
people but spoke from her personal and
professional experience.

Her submission supported Maori mid-
wifery tutors, Maori wananga (schools of
nursing), and Maori resources made avail-
able for direct entry courses. Research
should be done in consultation with Maori
communities. Anti-racism workshops are
necessary as is discussion on the Treaty of
Waitangi: more Pacific Island and Maori
nurses.

Draft two of the Midwifery Policy State-
mentsoughttoincorporatesomeof those
concerns, and comments from midwives’
sections and branches confirmed their
importance. NZNA is currently working
towards establishing an equal, collegial
and professional relationship with the
National Council of Maori Nurses.

The questionnaire designed by the com-
mittee was forwarded to the consumer
groups as I have explained. Five open
questions were asked: easy to ask but dif-
ficult to collate inany objective and scien-
tific way.

1. What do you feel about the service pro-
vided by midwives?

2. What service would you like midwives
to provide in the future?

3.In what ways are you currently involved
in decision-making about midwifery serv-
ices?

4.In what ways could you be involved in
decision-making about midwifery serv-
ices?

5.1s there any further comment you wish
tomake?

The committee didn’t want to restrict,
through a formally structured question-
naire, what respondents said. It was a
device that worked. Groups put an im-
pressive amount of work into their sub-
missions and expressed their appreciation
atbeing invited. The best thing thatcould
happen is that they are taken notice of.
There was such a depth of commitment
and interest and expertise in those groups
that wrote to the committee. One response
said ““We can only submit our ideas and
wegethacked off by thelack of response.”

Each group that wrote to the committee
was sent a letter of thanks and a copy of the
summary of responses. A copy of the
Policy Statement will be sent to national
bodies of organisations when it has been
ratified by NZNA members.

Question 1

“What do you feel?” rather than “What
you think” because feelings were consid-
ered important. However, most respon-
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dents told us what they thought.

61% were very positive and included
comments about the midwife’s personal
characteristics as well as professional skills.
Responses tended to focus on the birth
itself butsome did recognise the role of the
midwife in antenatal and post-natal days.
11% of responses acknowledged the con-
straints that prevent midwives from pro-
viding the service they would like to pro-
vide e.g. staffing levels. What came through
clearly was a recognition that midwives
are under-valued professionals who de-
serve more status and autonomy. Criti-
cism of theservice provided in the hospital
setting tended to centre around midwives’
relationships with doctors, the intrusion of
the hospital routine, the high degree of
intervention, and the amount of control
the doctor had. )

Domiciliary midwifery services were
clearly differentiated from hospital serv-
ices, and continuity of care was cited as the
central feature of the difference. Con-
sumer comments on domiciliary midwifery
were universally positive. In contrast,
hospital experience highlighted the per-

ceived variationinstandards of midwifery -

care. This tends to result in women in
labour worrying about which midwife will
be caring for them. Individual responses
referred to bossy midwives, judgemental
or antiquarian attitudes. One woman
mentioned being cared for by 10 midwives
through her hospital stay, an experience
that demonstrated the need for consistent
policies in the health environment. Ab-
sence of cultural sensitivity was cited by
another submission.
Specific issues noted were:
1. Misallocation of funding
2. Shortage of midwives
3. Absence of maternity services in small
country areas
4. Lack of support for domiciliary services
5. Fragmentation of care
6. The need for midwives to be the centre
for a women-orientated service.

Question 2
What service would you likemidwivesto
provide in the future?””

Almost without exception people were
optimisticabout the future, future practice
being characterised by:

- continuity of care

- choice for the women

- a national domiciliary service

- removal of limitations on midwifery
practice

- practice characterised by cultural sensi-
tivity

- innovative styles of practice e.g. group
midwifery practices

- back up services for home birth

- more extensive ante-natal programmes

- maintenance of small rural units

- more availability of good quality litera-
ture

- more expertise in breast-feeding support

- better liaison with support agencies

- more consistent hospital policies
Midwifery education was more likely to

be commented on by consumer groups

whose focus was childbirth e.g. Home Birth

Associations. Their comments highlighted

such issues as:

- more funding

- greater remuneration for midwives

- direct entry programmes as a more at-
tractive alternative

- the need for a campaign to educate the
public about the value of midwives

- the need for compulsory in-service courses
and refresher courses

Question 3
“In what ways are you currently involved
in decision-making?”

The vast majority of groups believed
they had no involvement.

Question 4

“In what ways could you be involved in
decision-making about midwifery serv-
ices?”

The majority of responses answered in
the affirmative, but others could not iden-
tify ways in which they could be involved
in decision-making. A number of con-
sumer groups called for closer links be-
tween midwives and consumer groups
eg.:

- offers to speak at midwives’ seminars

- invitations to midwives to speak at con-
sumer seminars

- regular discussions with staff of mater-
nity units

- supporting midwives in making changes

Involvementindecision-makingatindi-
vidual, through Area Health Board to
national levels was seen as imperative,

though some consumer groups were pes-

simistic about their ability to influence
decision-makers.

Any further comment?
While only half of the groups returned
responses to this question, those that did,
reiterated views demonstrated in responses
to the earlier questions. Power was a
central issue and shaped the other features
identified:
- utilisation of resources:

(a) in funding of services

(b) in funding of midwifery education
- education of the public
- the essence of midwifery practice

The above views are from women'’s groups
that have resources and some form of
organisation. It is much harder to collect
women’s view of midwifery who are not
organised into groups. Midwives can learn
what women think and feel about them,
and the services they provide, by their
individual practices, and the relationships
they have with the women they are with
throughout the childbirth experience.
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Maintaining the Links

Karen Guilliland
I

A history of the formation of the NZCOM.

IDWIVES IN NEW ZEALAND HAVE COME
M to acknowledge the pivotal role the

consumer plays inthe protectionof

their profession. In the following
discussion, I hope to outline for you how
New Zealand midwives have come to this
realisation and how women as consumers
of the service have made it possible.

Medical domination over maternity health
services has been part of New Zealand's
history.

As in other western societies, hospitali-
sation, sedation and infection redefined
birth outcomes and shaped today’s
“management” of the pregnant woman.
This lead to maternity services, provided
“clinical material”’, and kept medical
monopoly on childbirth. The move from
small cottage hospitals into large city hos-
pitals was therefore a response to the health
professional’s needs - not to women’s needs.

Women became segregated into antena-
tal, intranatal and postnatal components;
therefore reducing the midwives ability to
provide total continuity of care.

The significance of these events for the
profession of midwifery was often lost on
midwives whose main allegiance was to
nursing.

Midwifery was totally in the hands of
the nursing profession - decisions were
made by nurses and nurse midwives on
that which was considered best for nurs-
ing. There was no recognition of mid-
wifery being a profession, separate, but
complimentary to nursing.

Midwifery’s only representation came
from the Midwives and Obstetric Nurses
Special Interest Section of the New Zea-
land Nurses Association (NZNA) setupin
1969. Initially the role of the section was to
provide a forum for updating midwives
knowledge; meetings were held once ev-
ery two months or so and generally busi-
ness was of an apolitical nature.

Several events changed this low key
approach.

1. Women started questioning the medical
approach to birth as the only way to have
a baby.

JoanDonley, a highly respected midwife
and researcher who has inspired many
midwives and is a founder member of the
College of Midwives, says 1 would give
first place to the women who rebelled
against the medicalisation of childbirth,
thumbed their noses at the monopoly of
regionalisation, and opted for homebirths,
supported by the few midwives working
outside this system. In 1978, the Home

14

Birth Association was formed. This wasa
strong political lobby. It was aided by an
extensive overseas network which pro-
vided information on development and
struggle elsewhere.

This has been responsible for the im-

provements in the hospital based mater-
nity care. Along with the feminist move-
ment, it has raised women’s awareness of
their rights and encouraged them to be
assertive.”
2. More and more small maternity hospi-
talsclosed asaresult of regionalisationand
the downturn in the New Zealand econ-
omy. Thehighrisk protocol forced the GPs
to refer women to their obstetrician col-
leagues. Consequently, birthing decreased
at small maternity hospitals, rendering them
non-viable.

Women'’s choices over where they could
have their babies were reduced. Local
communitiesrallied to protect their mater-
nity hospitals.

3. Legislation changes in 1971 to the Nurses
Act, took away midwives independent
practiceand made itillegal to attend births
without a supervising doctor.

4. Midwifery education was moved out of
the maternity hospital schools in 1979 into
the Polytechnics and became an option
within the Advanced Diploma of Nursing.
Midwives were beginning to recognise that
the NZNA, Departments of Health and
Education’s objectives for nursing could
well be at the expense of midwifery.

5. Further legislation in 1983 allowed nurses
without midwifery qualifications to carry
out maternity care under the supervision
of adoctor. Restrictions werealso made to
the Direct Entry midwife’s scope of prac-
tice and the Domiciliary or Home Birth
Midwife’s legal requirements were inten-
sified.

The Obstetric Regulations were altered
in 1986 to allow Hospital Boards to run
maternity institutions without having mid-
wives on duty atall times and re-enforcing
the view that the medical practitioner was
the professional best suited to dealing with
childbirth.

It was these legislationr changes, how-
ever, which finally mobilised New Zea-
land midwives into action. It united and
politicised midwives as nothing else had.

Midwives started to seriously consider
the need to establish their own voice as
distinct from the Nurses Association. While
midwives throughout thecountry werere-
educating and defining the role of the
midwife, New Zealand women were doing

the background work of lobbying their
Members of Parliament and writing letters
to government departments demanding
the return of the traditional midwife role.
Another group was formed to support
midwifery called “Save the Midwife”. Its
members were made up of consumers and
midwives. Out of this injtial group arose
the Direct Entry Midwifery Task Force -
their specific objective is to get a direct
entry midwifery course established.

In Augiist 1988 at the second National
Midwives Conference, Joan Donley pre-
sented her paper “Midwives orMoas”’ and
called for the formation of our own Col-
lege of Midwives. Midwives had spent
fiveyears,atleast, talkingaboutthispossi-
bility and her call was responded to with
enthusiasm. A working party was nomi-
nated from the AGM to start the process.

Consumer representatives from the Home
Birth Association, Maternity Action Alli-
ance and Save the Midwives were immedi-
atelynominatedtotheworkingparty. This
background was to set the scene for the
structureand functionoftheNew Zealand
College of Midwives.

Significantly, the opening of thisconfer-
ence fell on the day that the Cartwright
Report on the Cervical Cancer Enquiry
was published.

Judge Cartwright’s recommendations
included the importance of consumer
contribution and participaticn in policy
and decision makingin the healthservices.

The New Zealand College of Midwives
has taken these recommendations to heart
with their commitment to consumer par-
ticipation at the decision making level of
their professional body.

Radical, legal and social changes are
needed inNew Zealand if wearetoreturn
the midwife under the ICM definition. We
will not achieve these changes without
women’s support as the WHO report on
Strategies for Health for All points out,
"togetherweareapowerhouseofchange”.

On April 2nd, 1989, the Constitution of
theNZCOM was formallyacceptedat the
inaugural AGM. Ourconstitutionallows
for consumer participation both region-
ally and nationatly.

The majority of regions have consumers
on their committees of management and
there are three consumer representatives
on the national committee.

Obviously the structure of the College
has evolved as a response to a uniquely
New Zealand situation. With the support
of New Zealand’s strong women'’s con-

sumer movement, midwives both person-

allyand throughtheCollegemembership,
canplayaleadershiproleinchangingthe
system to give women back the control
over their birth experiences.

TheCollege consciously recognises that
the only real power base we have rests
with the women we attend.
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Structure of the NZ College
of Midwives
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Individual Member
Full - Midwife

- Student Midwife
Associate - Consumer

- Non-Midwife
Affiliate - Interested Organisations

Region of The New Zealand College of Midwives
- 10 Regions throughout New Zealand
- Decision makers for Region
- Representatives of related organisations
- Elect regional committee/collective and office bearers
- Formulate regional constitution or rules

Regional Committee of NZCOM
- Select and finance representatives to National Committee
- Collect subscriptions and manage regional finances
- Facilitate ongoing education in region with seminar workshops
- Raise funds required for region '
- Communicate regularly with Board of Management
- Disseminate information to members

National Committee of the NZCOM
10 Regional Representatives, 3 Consumer Representatives, Board of
Management (voting as per Constitution)
Meet at least four times a year
Policy and decision makers
Facilitates ongoing communications both nationally and internationally

1

Board of Management of NZCOM
- 6 Regionally elected members from the region holding office, at least 4 of
whom shall be midwives.
- Disseminate information to the regions.
- Responsible for day to day Housekeeping and Secretarial needs to aid
management of College.
- Manage National Committee finances.
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Photos from the AGM

Christchurch, April 1st-2nd, 1989
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NZ College of Midwives -
National Committee

Regional Representatives

Northland

Lynley McFarland
16 Russell Road
Whangarei
Phone: 480 046

Auckland

P.O. Box 24-403, Royal Oak
Glenda Stimpson

3/28 Findlay Street
Ellerslie

Auckland 5

Phone: 525 3437

Waikato/Bay of Plenty
Maureen Leong

55 Tawa Street
Hamilton

Phone: 436 219

Eastern Central Districts
Julie Kinloch

76 Charles Street
Westshore

Napier

Phone: 357 170

Wanganui/Taranaki
Kathy Glass

184e Seaview Road
New Plymouth
Phone: 35 083

Wellington

P O Box 9600, Courtney Place
Carey Virtue

110¢ Grafton Road

Roseneath

Wellington

Phone: 847 261

Nelson
Marjorie Toker
28 Stansell Avenue

Nelson
Phone: 86 415
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Canterbury/West Coast

P.O. Box 21-106, Christchurch
Norma Campbell

23 Merrin Street

Christchurch 4

Phone 585 425

Otago

P O Box 6243, Dunedin North
Suzanne Johnson

27 Constitution Street
Dunedin

Phone: 777 325

Southland
Margaret McDonald
8 Home Street
Winton

Phone: 368 739

- Consumer Representatives

Parents Centre
Sharon Cole

22 Barnard Road
Rotorua

La Leche League
Marcia Annandale
16 Shannon Place
Belfast
Christchurch
Phone (23) 7124

Maternity Action Alliance
Celia Grigg Sowman

102 Summerfield Street
Christchurch 2

Phone 326 637

Board of Management

P O Box 21 106, Christchurch

Karen Guilliland (President)
136 Springfield Road

Christchurch 1
Phone: 559 579

Kathy Anderson (Finance Co-Ordinator)

34 Rutland Street
Christchurch
Phone: 554 700

Jacqui Anderson

20 Brabourne Street
Christchurch
Phone: 329 088

Julie Hasson

4a Stoke Street
Sumner
Christchurch 8
Phone: (26) 5743

Del Lewis

26a Conway Street
Christchurch
Phone: 325 546

Lynda Bailey
150 Innes Road
Christchurch
Phone: 557 713
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National Constitution of the
NZ College of Midwives

1. NAME
The name of the society shall be New Zealand College of Midwives (Incorpo-
rated).

N

. INTERPRETATION
Unless the context otherwise requires:
”College’” shall mean The New Zealand College of Midwives.
’Conference’’ shall mean the Biennial Conference of the College.
“Midwife’ is any person whose name is entered on the New Zealand
Register of Midwives.
National Office” shall mean theregistered office of the College situated
at such a place as the National Committee may from time to time
determine.
“National Committee”” shall be the regional representatives, the Board of
Management and three consumer representatives.
“The Board of Management” shall comprise six regionally elected mem-
bers in theregion holding office, atleast four of whom shall be midwives.
“AGM’’ shall mean the National Annual General Meeting of the College.
“S8GM"’ shall mean a Special General Meeting called by the National
Committee of the College.

In this constitution any term implying the feminine gender shall be
deemed to incdlude the masculine.

3. OBJECTIVES

3.1 To promote and enhance the profession of midwifery in New Zealand.

3.2 To uphold the International Confederation of Midwives definition of
the midwife’s role and scope of practice.

3.3 Tosetand promote the New Zealand ‘“Standards of Mid wifery Practice,
Service and Education”.

3.4 To adopt and promote the New Zealand Nurses Assodation ‘“Mid-
wifery Policy Statement’”.

3.5 To speak nationally and regionally in the interests of midwives.

3.6 To promote the health status of women and their families.

3.7 Tonominate midwife ad visors to the Minister of Health and Education
and Women’s Affairs.

3.8 To provide and promote midwifery education and research.

3.9 To produce newsletters, publish books and material concerning mid-
wifery.

3.10  To promote biculturalism in midwifery to incorporate the prin-
ciples of partnership, protection and participation as implied by the
Treaty of Waitangi.

3.11  Toliaisewith other organisations within New Zealand and interna-
tionally to promote the objectives of the College.

3.12  To affiliate with the International Confederation of Midwives.

4. PHILOSOPHY
In theimplementation of these objectives, the Collegerelics on the following
philosophy:

Midwifery is a profession concerned with the promotion of women's health. It is
centred upon sexuality and reproduction and an understanding of women as
healthy individuals progressing through the life cycle.

Midwifery is: Dynamic in its approach based upon an integration of knowledge
that is derived from the artsand sciences, tempered by experience and research; col-
laborative with other health professionals. Midwifery care takes place in the context
of mutual support. Clients play a role in shaping midwifery.

5. POWERS

The College shall be empowered to:

5.1 Makeany decisions at its mectings which could further the objectives of
the College.

5.2 Employ such persons as may be deemed necessary by the National
Committee.
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5.3 Takein giftany property whether or not subject to any special trust for
one or more of the objectives of the society.

5.4 Erect, buy or rent property or do all lawful things as may be deemed in-
cidental or condudive to the attainment of the above objectives. Any bor-
rowings may be unsecured or secured against any or all of the assets of
the College.

Authority for the borrowing is given by a resolution passed at a Special
or Annual General Meeting, with 14 days notice being given to members of
such a resolution.

6. NON PROFIT STATUS
6.1 The College shall not engage in any activities involving private pecu-
niary profit for its members.

7. MEMBERSHIP

7.1 People who support the objectives and philosophy of the College shall
become members upon paying any membership fee fixed under these
rules.

7.2 There is individual membership to regions.

7.3 Honorary Members

73.1  Those members who by virtue of their contribution to midwifery
can be granted honorary membership by the National Committee.

732  Honorary membership shall be proposed by a region of the College
and shall be subject to such criteria as the National Committee shall
determine.

7.3.3  An honorary member shall pay no subscription, but have all the
rights and responsibilities of a full member.

7.4 Full Members

741  Any person who is a registered midwife may apply for associate
membership of the College.

7.5 Associate Members

751  Anypersonnotbeinga registered midwife may apply for associate

membership of the College.

752  Associate members shall have no voting rights over matters con-
cerning the midwifery profession.

7.6 Affiliate Members

7.61  Any organisation may apply for affiliate membership but will not
have voting rights.

762  Affiliate members elected on to the National Committee shall have
voting rights except on issues concerning the midwifery profession.

7.7 Rights and Responsibility of Members
Subject to other provisions in this constitution, all members shall:

7.71  Have theright to nominate and elect to positions of responsibility,
to propose motions and vote at any meeting of the College.

7.72  Beeligible to accept nominations for positions of responsibility.

7.7.3  Shall receive on joining a copy of the constitution of the College.

7.8 Termination of Membership

7.81  The member gives notice in writing to the region.

782  The member has paid no subscription for one year.

7.83  TheNational Committee decides their actions are prejudicial to the
objects and philosophy of the College.

7.9 Membership Fees

7.9.1  Maybe determined from time to time at the College’s AGM or any
SGMby a concensus decision or failing a concensus by a simple majority.

8. NATIONAL COMMITTEE

The National Committee shall be made up of one full member from each
region, three consumer representativesand the Board of Management. At
least two consumer representatives shall be from the same region as the
current Board of Management.

8.1 Functions of the National Committee

81.1 Provide direction to the Board of Management.

812  Dosuch things as will enable the College to achieve its objectives.
813  Facilitate communication between regions.
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8.14  Call for nominations for consumer membership of the National
Committee from affiliated organisations, threemonths prior to the AGM.

8.1.5  Organise voting between affiliated groups for consumer positions
of the National Committee.

8.1.6  Call for regional nominations for national Board of Management
every two years, 15 months prior to intended change.

8.1.7  Approve regional constitutions.

8.2 National Committee members are elected for a period of two years,
with a two year right of renewal

9. BOARD OF MANAGEMENT

The Board of Management is made up of six members from the region

elected to hold national office, at least four of whom shall be midwives.

9.1 Functions of the Board of Management

9.1.1  Keep aregister of members.

912  Keep records and handle the College’s finances.

9.1.3  Give an annual statement of income, expenditure and a balance
sheet to the Registrar of the Incorporated Societies.

9.14  Inform members of meetings. i

9.1.5  Notify the Registrar of any changes of the address of the Society.

9.1.6  Give notice to the Registrar of any changes in the rules of the
Society.

9.1.7  Have control of the common seal as stated in the rules.

9.1.8  Carry out the policies and directions of the National Committee.

9.19  Provide a newsletter to all members.

9.1.10 Co-opt members as necessary.

9.1.11 May employ a person to carry out secretarial duties.

9.1.12 Nominate from amongst its own membership a spokesperson and
co-ordinator of finances.

9.2 Theregion elected to hold national office and its Board of Management
are elected for two years with a two year right of renewal.

10. REGIONS

10.1  There will be ten regions throughout New Zealand.

102 Each region shall forward an annual report to the National Com-
mittee prior to the AGM.

103  Each region may have its own constitution which must be in
harmony with the constitution of the College.

11. MEETINGS

111 The AGM of the College shall be held each year, and not more than
15 months after the previous AGM.

11.2 Anyregionalmember may request the National Committee to hold
a SGM, specifying the issues to be discussed.

113 National Committee meetings will be throughout the year as
required, in the region in which the Board of Management is situated.

114  Board of Management meetings will be throughout the year as re-
quired.

115  Notice of Meetings

1151 A minimum of 14 days notice of all AGM and SGM shall be given
in writing to each member.

1152 Thenotice shall specify time, date and location of the meeting and
specify the reason for calling the meeting.

12. QUORUM

121  The quorum for any meeting of the National Committee shall be
fifty percent of its members. Teleconference may be used to hold these
meetings.

122 The quorum for any meeting of the Board of Management is four.

123 The quorum for an AGM or SGM shall be all National Committee
regional representatives or their designated proxy.

13. DECISION MAKING

131  Decisions at the National Committee meetings shall be made by
consensus. Voting shall take place when consensusisnot possible on the
basis of one vote per region, one vote per consumer (not on issues
concerning the midwifery profession) and one vote per Board of Man-
agement. ,

132 Decisions at AGMs and SGMs is by consensus. Voting shall take
Place when consensus is not possible and shall be by postal ballot to all
members.

14. CONTROL OF NATIONAL FUNDS

141  The National Committee makes decisions regarding use and in-
vestment of national funds.

142 The College through its finance co-ordinator shall keep records of
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its accounts.

143 Allfunds received by or on behalf of the College shall be paid into
the College’s bank account.

144  The College’s bank account shall be operated by the finance co-
ordinator and one other signatory from the Board of Management. These
signatories are authorised to sign all cheques and withdrawal slips
drawn on the College’s account.

14.5  Capitation

14.5.1 Finance willbe obtained on a per capita basis as determined by the
AGM or 5GM. Thisamount tobe sent from theregionsata date setby the
National Committee.

14.6  Members from the College shall be excluded from personal liabil-
ity in respect of financial commitment of the College which shall be
guaranteed solely by the College’s assets.

14.7  The National Committee of the College shall not be responsible for
debts incurred by any region.

15. SEAL

151  The Common Seal of the College shall be kept in the custody of the
Board of Management’s finance co-ordinator.

152  The Common Seal shall be affixed to such documents as the
National Committee decides.

16. CONFERENCE
The College will hold a conference every two years.

17. ALTERATION OF RULES

17.1  Therules of the College may be altered, added to or rescinded on
by a resolution at an AGM or SGM of the College.

172 Any proposed change shall be included in the notification calling
the meeting.

173 Theregion proposing the change shall submita copy in writing to
the Board of Management not less than 21 days prior to the General
Meeting.

18. WINDING UP

18.1  On the winding up or dissolution of the College, the surplus of
assets of the College after of all liabilities and expenses shall be distrib-
uted insuchamanner as the College or National Committeeshall decide,
provided that no portion of such assets or surplus funds shall be distrib-
uted to any individual member of the College.

BY LAWS OF THE NEW ZEALAND COLLEGE OF MIDWIVES
APRIL 1989

To be read in conjunction with the National Constitution of the New Zealand
College of Midwives April 1989

—

- That the College close its financial books on the 30th April annually and
that an audited set of accounts be available for presentation at the
Annual General Meeting.

2. That subscriptions shall be collected regionally and that a capitation fee

of exactly half the subscription shall be paid to the National Committee.

3. A year’smembership to the College shallbe from the 01st May to the 30th

April.

4. That capitation fees be paid annually at the Annual General Meeting by

each region based on numbers of members for the previous year.

5. That each region forward a list of new members to the Board of Manage-

ment monthly.

6. That the rates and types of membership are:

- Full Membership $52.00
(Registered Midwives - Full or Part Time)

- Full Membership $26.00
(Student Midwives, Unwaged Midwives)

- Associate Membership $52.00
(Other interested individuals)

- Associate Membership $26.00
(Unwaged interested individuals)

- Affiliated Membership $26.00
(Interested Groups e.g. Parent Centre,
La Leche League)
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BOOK
REVIEWS

Community Midwifery: A Practical Guide
by Caroline Flint and Mary Cronk

Published by Heinetnann Medical Books 1989
Following the widely read and enjoyed
‘Sensitive Midwifery’ Caroline Flint has
penned another book especially for mid-
wives. This time she is joined by Mary
Cronk as co-author in *Community Mid-
wifery: A Practical Guide'.

Although thefocusis for the community
or domiciliary midwife, the hospital based
midwife should not discard this book as
inappropriate. With many women choos-
ing ahome style birthin hospital, this book
is brimming with ideas for making birth
(whether at home or in hospital) a power-
ful and positive experience. ‘Community
Midwifery’ contains everythinga thought-
ful midwife would want to know. All
aspects of pregnancy, birthand immediate
post natal care are discussed with the home
of the child bearer the central focus.

The book is easily read using simple ter-
minology.

Thereis good use of helpfulillustrations
plus samples of practical charts and rec-
ords. One chapter is on the midwife and

the law and although referring to United
Kingdom legislation, this important sec-
tion should not be passed over. Equally
worthwhileis the chapter -rather euphem-
istically called ‘Special Challenges’ which
deals withsensibleand supportive ways of
overcoming emergency situations.

This book will be welcomed by all mid-
wives involved in any community based
practice. It may even give those midwives
who intend to work from a home base, the
incentive to actually get started.

Diana Mclvor (nee Taylor)
I

R.G.O.N.,R.M.
Nurse Tutor, Hawkes Bay

Shared Parenthood - A Handbook for
Fathers

by Johanna Roeber

Published by Century Paperbacks 1987.

Also by the same author 1982 ’Exercises for
Childbirth’

Johanna Roeber is a family therapist, an
Antenatal teacher and a mother of 3 and
living in England, and is well known in
midwifery circles.

Johanna Roeber’s goal in writing this
book ‘was to give mothers and fathers the
opportunity to develop as fully rounded
human being with less conflict between
the masculine and feminine elements of
their nature’. This handbook is very com-
prehensive and I feel goes a long way

toward meeting Mrs Roeber’s goal, as it
explores many ways in which men can
become involved in parenthood.

‘The trend today is for fathers to play an
increasing part in the day to day care of
their children, but many prospective fa-
thers lack a role model for this new and
challenging role’.

The contents of thebook areset outin the
chronological order of events which take
place throughout a pregnancy, from prepa-
ration, health, labour and delivery, to the
postnatal period.

Problems of preterm birth and solo par-
enting are well covered. I especially liked
the flow charts for quick easy reference
during labour and delivery of the mother
and baby. These flow charts would be of
use to childbirth educators.

I feel I can recommend this book with
every confidence and thoroughly enjoyed
reading it although I wouldn’t say it was
light bedtime reading material.

The message of the book is truly interna-
tional and thus multi-cultural. " The pub-
lishers have incorporated a tender Maori
poem at the beginning of the book, but I
was disappointed to note that they have
not exchanged the British reference ad-
dresses at the end of the book for those
useful to our New Zealand readers.
Happy reading.

C.M. Tee (nee Taylor)
|
R.G.O.N,,R.M.

Midwife, Antenatal Clinic
Kenepuru.

MIDWIFERY BOOKS

AND TO CELEBRATE

MEDICAL BOOKS (N2) LTD ARE PLEASED TO SUPPORT THE FIRST ISSUE OF
THE NEW ZEALAND COLLEGE OF MIDWIVES JOURNAL

NATIONAL MIDWIVES DAY

As a follow up to Caroline Flint's enormously succesful first book,
Sensitive Midwifery, we are pledased to announce the release in New
Zealand of Community Midwifery.

Published by
Heinemann Medical,
this well respected

Mary Cronk to
produce further
valuable insights for
both medical and

on the process of
childbirth.

English midwife joins |

elping professionals |

PLEASE SEND ME:
Community Midwifery - $41.00
Sensitive Midwifery - $38.00

Please add $4.00 to your total for
postage and packaging.

Name

Address

O Ienclose my cheque for $
Please charge my credit card.

[0 Amex [ Diners []Bankcard []Visa
LT TTTTTTITIITTIT T
Expiydate [ [ [ [ [ TT]

Signature

MEDICAL BOOKS
(New Zealand) Limited
8 Park Avenue, Auckland 3, New Zealand,
P.O. Box 8565, Symonds Street,
Telephone 733-772/773-773
Fax: (09) 733-282
A division of Butterworths (N.Z.) Ltd.

If you would like to know about other midwifery

titles we have available, please contact us.
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Nihil Sine Labor

Dorothy E. C. Taylor

R.N.R.M

ONGRATULATIONS AND BEST WISHES TO
C the Midwives of New Zealand for

having the courage and initiative to

form their own professional body.

Thavebeen asked to share with you a few
memories of my Midwifery Training dur-
ing World WarIlin England and I deem it
an honour and privilege to contribute in
some small way to this first edition of the
Journal - along with my two daughters.

I was trained in General Nursing in a
North of England hospital but chose a
London Training School of Midwifery for
my six months Part 1 course.

The Hospital functioned in two places -
part had been evacuated to a large Stately
Home about 40 miles from London whilst
the usual Hospital carried on withlimited
wards and staff. The Hospital was lucky
not to be hit by bombs as many surround-
ing buildings had been demolished in the
heavy air raids.

Our country house was about 200 years
old - quitelarge and ornate especially the
BallRoom. Mostrooms had been adapted
for hospital use and even the stables had
beenaltered forour sleepingquarters. The
large attractive garden had been neglected
owing to labour shortage. Sometimes from

PRESCRIPTION MEDICINE
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the huge fountain we carried buckets of
water to wash the nappies when theinside
tap was dry - we had to be inventive and
improvise in lots of ways but this was all
part of everyday life in those days. The
babies bottles and teats were boiled in a
large pot on a paraffin stove, and couldn’t
this be temperamental at times belching
forth flames and dense smoke.

It was hard work.

Not only did we care for mothers and
babies but had to do part cleaning of the
wards, wash dishes and prepare suppers.

About 40 nurses were in Training most
of whom were General trained from vari-
ous hospitals all over England, but some
nurses were widows having lost their
husbands in the war and were only taking
the 2 year Midwifery course and were not
interested in General Training.

We had lectures from an eminent Lon-
dondoctor together with two Sister Tutors
and no one liked having to get up for
lectures when on night duty. Night duty
lasted for a month with 2 nights off before
resuming day duty when we had half a
day a week and a day off every 2 weeks.

Twenty deliveries were expected for each
nurse on our course, and one case history

to be written up. One night I delivered
seven babies and this included twins - it
was hectic.

In London it was a different scene and [
enjoyed the experience of working in the
capital City during the war. The patients
were so friendly and kind with a sense of
humour unsurpassed. I remember one
incident when a mother was changing her
baby on the table, suddenly it was on the
floor (with no apparent harm) and I heard
her remark - “That should get up his wind"”.

Despite food rationinig mothers werenot
generally malnourished the Government
provided extrafood coupons for expectant
mothers. When we heard the airraid siren
we picked up the babies one under each
arm and rushed to the safety of the cellars.

After I finished the Course I worked for
some time in the Abnormal ward of the
Maternity wing of a large hospital. I dis-
liked this work seeing grossly deformed
babies, the worst cases were not resusci-
tated.

Instead of taking Part 2 midwifery I
joined the Q.A.s serving in India, Burma
and Singapore and it was whilst working
in the Military Hospital in Singapore thatI
met my husband.

I have retained an interest in Midwifery
over the years - methods, drugs and tech-
nology have changed, but in my opinion
there will always be a need for midwivesin
Hospital and in the home.

Mothers will continue to produce babies
no matter what.

“’Nihil Sine Labor”’.

(Nothing without labour.)

first in the new generation

of oral contraceptives

proven with over five years

NZ agents Pharmace NI Ui Box 4079 Auckland

of clinical experience

21









