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G U E S T  E D I T O R I A L

This year is the centenary of midwifery registra-
tion in New Zealand. The Midwives Act 1904
established midwifery registration and the regu-
lation of midwives’ practice. It standardised mid-
wifery training and enabled the setting up of a State
maternity service through St Helens hospitals.

This centenary will no doubt be commemorated
in a number of ways throughout the year. Al-
though I am not a midwife, as an historian I was
invited to work in collaboration with midwifery
colleagues, Joan Skinner and Judy Stehr, to pro-
duce an exhibition which traced the history of
New Zealand midwifery over the last century. The
obvious place to locate an exhibition of this kind
was Archives New Zealand, the repository of all
governmental records and therefore the site of
centralised archival material on the regulation of
the midwifery profession. Our project proposal
was accepted by Archives New Zealand and we
subsequently joined forces with archivists Alison
Hadfield and Carly Hall. The resulting exhibi-
tion, ‘A Labour of Love: 100 Years of Midwifery
Registration in New Zealand’, was therefore a col-
laborative venture between Archives New Zealand
and the Graduate School of Nursing and Mid-
wifery at Victoria University of Wellington.

The exhibition opened at Archives New Zealand
in Mulgrave St, Wellington, on 13 May and will
run for one year. The displayed material includes
items such as letters, legislation, memoranda,
booklets, photographs, film, oral history record-
ings, cartoons, newspaper articles, licenses, inspec-
tion reports, examinations, advertisements and
even equipment. The exhibition demonstrates the
changes in practice, in professional regulations and
relationships, and in the places where midwives
have practised over 100 years.

Any event which commemorates the centenary is
based on the premise that there is value in casting
a gaze back over midwifery’s professional past. This
yestergazing must be done, though, with a criti-
cal eye as much as an appreciative one. It should
lead to an understanding which is free from ro-
manticism. Any profession which romanticises its
past or allows myths to gain hold without chal-

lenge, runs a grave risk of losing its history in a
cloud of distorted ideas about the past. Nursing
has risked this from time to time. It would be a
pity if midwifery did as well.

Let’s focus on myth-making for a moment. Any
group with a shared culture creates social myths
which serve a particular role in sustaining the cul-
tural fabric of that group. As I have written else-
where,1  in everyday language ‘myth’ is often used
to denote untruth but in exploring the culture of
a group, ‘myth’ has another meaning. Myths are
symbolic statements about the world and our place
in it. They may arise in response to difficult situ-
ations, as a result of entanglement with reality, or
as an effort to inspire or sustain the group. Myths
can serve as an explanatory narrative, a blueprint
for social structure, a charter for action, or a crea-
tive force providing energy for the group.

While the substance of a myth may not be ‘true’
in a factual sense, or may have only a kernel of
fact, the ‘truth’ of a social myth is gauged by how
effective it is in helping the group understand its
world and its experiences. One role of an histo-
rian is that of myth-revealer, always a risky role as
no culture appreciates an outsider (or insider) ex-
amining its myths too closely. I have taken on this
challenge to present some ideas about the kinds
of current midwifery beliefs which might, indeed,
be mythical. As with any historical enterprise,
however, my interpretation of midwifery’s history
is exactly that – an interpretation – and equally
open to challenge.

Let’s look at three beliefs I have heard expressed
by current midwives which, based on my archival
research in the history of New Zealand midwifery
and maternity services, strike me as contempo-
rary social myths. The first relates to the historical
practice of midwives, the second to the professional
world they worked in and the third to the wider
legislative context of that professional practice.

Myth 1
That there was in the past a golden age of mid-
wifery (which should be aspired to again), in which
midwives practised with minimal intervention in
the birth process. Furthermore, it was only when
birthing shifted to hospitals (a trend which was
clearly evident by the 1930s) and became
medicalised, that the practice of midwives work-
ing in these hospitals became equally medicalised
and interventionist.

Points to ponder
To investigate this line of argument it is not suffi-

cient to look for historical evidence that shows
that midwives practising in hospitals were
medicalised and interventionist in their practice.
We need to find evidence that midwives who re-
mained practising outside of the main hospitals
retained a non-interventionist mode of practice,
if this had existed. Midwives practising in the very
small hospitals, which had perhaps two to six beds
and maybe only one midwife on at a time, would
have had a great deal of control over their daily
practice. They would have had the choice of how
to practise and could have continued to do so in a
non-medicalised, non-interventionist way.

The evidence, however, shows the opposite, when
taking as one indicator their active use of pain
relief medication during the birth process. For
example, a 1948 survey of all hospitals, which in-
cluded small private hospitals and maternity
homes where midwives worked, showed that al-
though they were not permitted to use chloro-
form without a doctor present, they were routinely
using a range of analgesic drugs, including Pethi-
dine, Chloral and Bromide, and Nembutal. Only
one midwife, who ran a two-bed private mater-
nity home in Auckland, did not give pain-reliev-
ing drugs.2  It might be suggested that this wide-
spread use of analgesic drugs is just evidence that
medicalisation had spread beyond the large hos-
pitals, infiltrating the small private maternity
homes. The real issue, though, is that even in these
places, where midwives could choose how to prac-
tise, there is no evidence of a golden age of non-
interventionist midwifery and clear evidence of
the opposite.

Even earlier evidence comes from the St Helens
hospitals which, from 1905, provided a State
maternity service to working-class women which
was delivered almost exclusively by midwives. Each
St Helens hospital had a medical superintendent
but this doctor was only called in when birth com-
plications were anticipated. These hospitals were
championed by the government as places which
achieved better health outcomes (e.g. fewer for-
ceps deliveries, lower puerperal sepsis rates and
fewer maternal deaths) than other hospitals,
whether large or small, private or public, where
doctors were more directly involved in the birth
process. Midwives today should be proud of the
achievements of these midwives in the past. How-
ever, as my research with Dr Maralyn Foureur is
showing, even in these hospitals midwives were
intervening in a range of ways to manage the birth
process and puerperium, such as administering
lotions, sedatives, douches and a variety of treat-
ments for insufficient milk supply.3

Pamela J Wood RGON BA M Ed PhD Dip Tchg (Tert)

Associate Professor
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Myth 2
That in the medicalisation of childbirth which
accompanied the shift to birthing in larger hospi-
tals, midwives became professionally subservient
to doctors.

Points to ponder
A significant part of the government’s hospital-
based maternity service was sited in the St Helens
hospitals. By 1920 these hospitals were established
in Wellington, Auckland, Christchurch, Dunedin,
Gisborne, Wanganui and Invercargill. As mentioned
earlier, the maternity service in these hospitals was
provided almost exclusively by midwives.

The key point here is that even in State-run St
Helens hospitals, under the watchful eye of a gov-
ernment department where doctors held power,
for several decades midwives provided this daily
management and delivery of a very important
maternity service. It would be hard to argue for
midwifery subservience to medical power in these
St Helens hospitals which were such a significant
part of the State maternity service in the first dec-
ades of the twentieth century.

Midwives in private practice in these same early
decades had times of troubled professional rela-
tionships with doctors. These conflicts, however,
do not show evidence of midwifery subservience
to medical domination. Quite the opposite.
If midwives were not able to solve problems di-
rectly, they took appropriate action by requesting
support from the government department able
to intervene.

In 1916, for example, an Auckland midwife re-
ported to Amelia Bagley, the government Inspec-
tor of Midwives, that doctors told her they were
‘determined to put a stop to midwives taking cases
without medical men being engaged also’, and that
Auckland doctors were ‘going to refuse to attend
if called in emergency to a midwife’s assistance’.
Amelia Bagley immediately sent a memorandum
to the Auckland District Health Officer. She de-
scribed the situation in very clear terms and clev-
erly challenged him to think about the need for
doctors to have collegial relations with trained mid-
wives, compared with their current support for
unqualified women, especially as this support con-
nived at breaches of the Midwives Act which en-
dangered the lives of women.4  Hardly subservience.

Myth 3
That legislation enacted in the early years of the
twentieth century prohibited Mäori women

from breast-feeding their babies, a situation of
particular concern to midwives today who sup-
port women to breastfeed their babies and pro-
mote breastfeeding as the optimum method of
infant feeding.

Points to ponder
The legislation usually referred to in discussions
of this amongst current midwives (and others) is
the Native Health Act 1908. There is no such Act.
Nor is there any Act by
that name, or any similar
name, in the decades on
either side of that year. Nor
was breastfeeding by
Mäori women suppressed
through any other Act,
such as the Tohunga Sup-
pression Act 1907. Other
historians have also
searched for legislation af-
fecting breastfeeding in
this way, but it has never
surfaced.5  In fact, Mäori
women were actively encouraged to breastfeed and
this was incorporated in health policy, particu-
larly by Mäori Health Officers like Maui Pomare
and Peter Buck, and other members of the De-
partment of Health.6  The Department also had a
consistent policy of encouraging all women to
breastfeed and reported success rates in this, in its
Annual Reports.7

Sadly, this myth has already become embedded as
fact in teaching material, academic theses, research
reports and published articles, even within this
journal. I hope that Lis Ellison-Loschmann’s cor-
respondence to this journal, challenging the his-
torical errors conveyed by a participant in the re-
search reported in an article,8  has been heeded by
all researchers, educators and midwives. She made
the same points that I and others have continu-
ally made in numerous attempts to reveal the fic-
titious nature of this claim. For me, it illustrates
the endurance of myths which serve some pur-
pose to a group, even in the face of repeated expo-
sitions of their lack of historical basis. The ques-
tions remaining are what purpose do these three
myths serve, and to whose advantage?

My reason for wanting to stimulate some discus-
sion around these myths is to reinforce the im-
portance of understanding the complexities in
history and the need to delve under the easily ac-
cepted ‘surface’ presentations of the past. We need
to resist each sweeping generalisation about the
past. We therefore need to look for research which

offers a finely-grained analysis and reasoned in-
terpretation of specific aspects of professional his-
tory, at specific times and places. We need to avoid
partisan histories, those with a professional agenda
as subtext, and welcome all careful, well researched
histories which inform midwives’ understanding
of their professional past. We need to be mindful
of myths and understand their place in our
professional cultures. I will leave it to midwives
to consider why these myths might have arisen,

the purposes they might
serve and the reasons for
their persistence.

What else does a knowl-
edge of history, based on
sound research, offer us? It
can tell of the resilience of
midwives in the face of
professional struggles,
their persistence and deter-
mination in providing a
safe, effective and accept-
able maternity service for

women, and their creativity in offering backblocks
families a service that met their particular needs
in an innovative way. It shows us the way mid-
wives have provided a diverse range of services in
homes and hospitals. It identifies those areas where
midwives played a significant part in world-lead-
ing New Zealand initiatives, for example in the
involvement of St Helens midwives in the dra-
matic reduction in maternal deaths from puer-
peral sepsis from the late 1920s. And, more re-
cently, history can show us midwives’ strength in
political action, joining with women to gain choice
in childbirth.

History can be used to shape current policy. A
sound historical knowledge can give midwives a
stronger place to stand professionally, arguing for
change or advocating to retain current practice
and services. Sound knowledge, however, depends
on squarely facing the possibility that current
beliefs might be mythical. It requires a willing-
ness to examine the dearly-held tenets of
midwifery faith, an understanding of how knowl-
edge is constructed, a determined critique, and
careful research.

Historical research can also be used to celebrate
achievement. This year is significant for the mid-
wifery profession. It marks a century of the
professionalisation of midwifery practice. It will
see the transfer of registration and regulation to
the profession’s own, separate, statutory body. It

Any profession which romanticises its

past or allows myths to gain hold without

challenge, runs a grave risk of losing

its history in a cloud of distorted

ideas about the past. Nursing has

risked this from time to time.

It would be a pity if midwifery did as well.

continued over...
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is a year to celebrate. I have enjoyed the chance to
be part of these celebrations and to contribute to
the profession’s commemoration of 100 years of
midwifery registration in New Zealand. I look for-
ward to ongoing debates about midwifery history.

Wood, P. (2004). Guest editorial. New Zealand
College of Midwives Journal, 31, 4-6.

Guest Editorial

Rhondda Davies

Introduction

I am delighted to introduce the following contribu-

tion to the Midwifery Wisdom Column. At first read-

ing it may seem to extend beyond the original brief

the Board composed in Journal 27, October 2002.

So much of what we “know” and incorporate into

our practice is shaped by personal beliefs and values.

When these find resonance with comments and sto-

ries shared by another midwife, there is a sense of

relief and validation or vindication. At other times

comments from colleagues oblige us to review auto-

matic and habitual behaviours. These encounters

constitute the vital shaping of how we practice.

Sarah Wickham (2001,P.26) writes, “Research is only

one of the forms of evidence available to women and

midwives. Indeed, other forms or evidence may bet-

ter serve to answer questions which are outside the

boundaries of research …” She illustrated this as

a series of bubbles in a diagram. Each bubble

containing evidence sources which she labelled

“Experience, Intuition, Practice, Insight, Physiology,

Research, Women, Spirituality, History, Reflection

and Philosophy”.

The following contribution from Kate is, I believe,

aligned with the sources of “Reflection, Philosophy,

Experience, Insight, Practice and Women”. Kate feels

passionately about her topic. It is something she is

conscious of on a daily basis. How more basic to good

wise (sage [femme]) midwifery practice than using

le mot juste?

What do you think? Send any comments or your own

view of practice wisdom to Rhondda.d@clear.net.nz.

Hey… mind your language!
(Ou gardez votre mots!)
“Pizzas are delivered. Strong women give birth.”
A plea to make to my sister midwives and although
you have probably heard it before, I ask you to be
patient. I realise that you are sensitive to politi-
cally correct means of talking to your colleague
midwives and medical staff. I know that you will
never ask a woman to “hop(s) up on to the bed,
after having popped into the loo to do a little wee”
(Leap, 1992, p. 60). I am certain that you would
never speak of ‘allowing’ this or ‘permitting’ that
and ‘management’ is what the facility leaders do,
isn’t it?

Ask yourself, as you read this piece (it is short)…
whose language are you talking, who are you seek-
ing to influence. Because words are never, ever
‘only words’. They form our thoughts, make our
experiences and, moreover, express our allegiances,
so be very, very careful. In the days of radical femi-
nism, there was a phrase—speaking ‘the language
of the oppressors’. In attempting to communicate
with the patriarchal hierarchy, the only words
women could use were those of the hierarchy it-
self and in so doing we participated in our own
oppression. The validity of this radical viewpoint
may be questioned but we must consider the lan-
guage we use when communicating with our sis-
ter midwives, our medical colleagues and the

Kate Alice
Kate recently left her role as Charge Midwife,
Queen Mary Maternity Centre, Dunedin, to
complete her MPhil and to refresh her homebirth
skills. Prior to that she worked in a variety of
settings both in hospital and in the community.
Currently she works part time as Research
Assistant for the “Iodine in Breast Milk” study at
the Department of Nutrition, Otago University.

1 Pamela J. Wood, Nursing’s ‘place in the sun’: Interpreting a
New Zealand continuing education policy as myth, in
Myth, Mystery and Metaphor, Proceedings of the 4th
National Nursing Education Conference, Melbourne,
November 1990, pp.57-61.

2 Memorandum from A. W. S. Thompson, Medical Officer
of Health, Auckland District Health Office, to Director-
General of Health, Wellington, November 1948, ‘Pain
Relief in Maternity Hospitals’, held at Archives New
Zealand, H1 Box 64 (111).

3 See for example Pamela J. Wood and Maralyn Foureur,
Exploring the maternity archive of the Wellington St
Helens Hospital, New Zealand, 1907-1922: An historian
and midwife collaborate, in B. Mortimer and S. McGann,
eds., New Directions in the History of Nursing, Routledge
Research, London, forthcoming 2004; Pamela J. Wood
and Maralyn Foureur, A Depleted, dirty and dangerous

terrain: Women’s bodies as fertile but foetid in the St
Helens maternity hospitals, New Zealand, 1905-1930,
paper presented at the Women’s History Conference,
Aberdeen, September 2003.

4 Memorandum from Amelia Bagley, Inspector of Midwives,
to Auckland District Health Officer, 26 August 1916, held
at Archives New Zealand, H1, 1 Midwifery/ Nursing
Registration.

5 For example, Derek Dow, personal communication, July–
August 2002.

6 See for example Derek Dow, Maori Health and
Government Policy 1840-1940, Victoria University Press,
Wellington, 1999, pp.197-8.

7 Wood and Foureur, 2004.

8 Lis Ellison-Loschmann, letter to the editor, New Zealand
College of Midwives Journal, 25, October 2001, p.38.

P R A C T I C E  W I S D O M

women we serve. Medical terms are regarded as a
sort of objective and neutral norm when in fact
they are part of a language that is privileged and
definitely not accessible to all. If Medicine is des-
ignated a language as French is, for example, then
perhaps midwives are skilled bilingualists, speak-
ing Medicine to their medical colleagues then
translating it into a form that will be comprehen-
sible to the woman. I am not for a moment sug-
gesting that the woman cannot understand Medi-
cine but like a person in a foreign land, the nu-
ances of the conversation may escape her. Not only
that, Medicine may feel itself to be universal in
the place the woman is in—the hospital—is it
‘while in our country, speak our language’?

So—this is my plea. When we say to the woman
that we will insert gel into the posterior fornix of
her vagina to induce labour could we also bring
ourselves to say ‘I am going to put this drug in-
side your fanny (or yoni or whatever the woman
familiarly calls herself ) to terminate your preg-
nancy’? No? Why? Isn’t that what we are doing?
Or does induce sound nicer, friendlier and kinder
and vagina more ‘professional’? If the last sentence
rings too true… whose language are we speaking?

Could I also add that Academia and Politspeak are
out there too. The most fascinating thing is that,
like any foreign language, the longer you converse
in it—Medicine, Academia or Politspeak— the
more familiar it becomes. That’s fine if you wish
to understand the people and the culture but the
wise woman/midwife never forgets her heritage.
So remember, sisters, it’s not called your
Mothertongue for nothing.

References
Leap, N. (1992). The power of words. Nursing Times,

88(21), 60-1.

Wickham S. (2004). MIDIRS Midwifery Digest, 11, (1),
P.23-P.27.
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Abstract
A comprehensive evaluation was undertaken
in 2002/2003 of the midwifery services in a
New Zealand community maternity unit. A
range of stakeholder perspectives included
interviews with midwives and women, and
analysis of birth outcomes statistics from 1203
women and their infants (1999-2001 inclu-
sive). The important midwifery management
and decision-making skills needed for
working autonomously and successfully
are recognised.

Introduction
This paper outlines the key findings from a com-
prehensive evaluation undertaken in 2002/2003
of the midwifery services in a midwifery-led com-
munity maternity unit or birthing centre (titled
“Unit” in this paper). Senior district health board
management requested data on which to base
policy decisions, and midwives were keen to have

evidence that would illumine the practice and skills
of midwives working in this community context.

Background and setting
Medicalisation of maternity services
In the 1950s a movement towards regionalisation
in health service organisation led to closures of
small units. Between 1970-1985, 33 rural mater-
nity units were closed (Papps & Olssen, 1997).
Many of these were the only hospitals in their com-
munity. There was a view that these small hospi-
tals, where annual birth numbers were often less
than 100, were unsafe and that larger hospitals
could provide more technologically advanced care
(Donley, 1986; Rosenblatt, Reinken & Shoemack,
1984). In the larger hospitals women found that
they often did not know their caregivers and missed
contact with their local general practitioners and
midwives. Rosenblatt et al. (1985) produced a re-
port that found little to suggest that small New
Zealand community hospitals were, in fact, un-
safe. However, this report was embargoed from
public release as it did not sit well with the Health
Department’s ideology of the day (Donley, 1986).
In 2004, approximately 38 community maternity
units remain in New Zealand, and many face an
uncertain future.

The social and political trend that occurred in New
Zealand has been prevalent in many other coun-
tries. Women have not only witnessed the closure
of their small local maternity units but have also
found it increasingly difficult to obtain a home
birth (Campbell, MacFarlane, Hempsell &
Hatchard, 1999). Some health professionals and
consumers have challenged this trend, and ques-
tioned whether large hospitals are actually the most
appropriate place of birth for all women (Papps
& Olssen, 1997). In particular, concern has been
expressed that a ‘medical model’ of care, domi-
nant in large hospitals, actually increases the risk
of intervention for otherwise normal women
(Papps & Olssen, 1997).

The influence of place of birth and carer on
birth outcomes
Researchers internationally have considered safety,
cost-efficiency and efficacy of small hospitals with
varying results and, according to Campbell (1997),
with some contention. A medical research statis-
tician, Tew (1990), found that over a number of
years (1958-1970) the analysis and interpretation
of published UK statistics data was deliberately
misinterpreted to favour births in large hospitals.

There have been a number of studies examining
the effects of place of birth on birth outcomes and
maternal satisfaction (Hodnett, 2002; Hundley
et al., 1995; Rowley, Hensley, Brinsmead &
Wlodarczyk, 1995; Waldenstrom, 1998;
Waldenstrom & Nilsson, 1997). Where the con-
text and the caregivers support ‘normal’ birth there
is less likelihood of interventions associated with
less optimal clinical outcomes (Campbell et al.,
1999; Page, 2000, 2001, 2003). Page (2000)
notes, for example, that women offered continu-
ity of carer are more satisfied with their care, have
less likelihood of receiving epidural anaesthesia or
episiotomy and show some evidence of increased
confidence and preparedness for the birth and care
of the baby. Kirkham (2003, p.260) describes “the
enabling culture” of birth centres to provide “choice,
control and continuity” for women.

New Zealand studies
Donley (1986) believed that the small units, such
as the one in this study, have been a threat to
medical control of obstetrics, yet, there are lim-
ited studies that have investigated the safety of
small community units in New Zealand (Conroy,
2000). Wagner (1994) reviewed care provided in
small community hospitals and confirmed the
findings of Rosenblatt et al. (1985) that New Zea-
land women are safe and better placed in ‘low tech’
units. A retrospective descriptive study by Conroy
(2000), comparing birth outcomes statistics for
low-risk women at two small community mater-
nity units supported the safety of these units.

The implications of providing intrapartum mid-
wifery care in small community hospitals were
explored in a study of Auckland independent self-
employed midwives (Hunter, 2000). Her thesis
showed that providing intrapartum care in small
maternity units required additional midwifery
skills such as being:

• confident to provide intrapartum care in a low
technology setting

• comfortable using embodied midwifery skills
and knowledge to assess a woman and her baby
as opposed to using technology

• able to ‘let labour be’ and not interfere unnec-
essarily

• confident to avert or manage problems that
might arise

• willing to employ other options to manage pain
without access to epidurals

• solely responsible for outcomes without access
to on-site specialist assistance and
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• a midwife who enjoys practising what partici-
pants called ‘real midwifery’.

A midwifery model or philosophy and a focus on
‘keeping birth normal’ (Hunter, 2000; Page, 2000,
2001, 2003) underpinned the perspectives
brought to this evaluation.

Research aims
The overall aim of the evaluation was to provide
information that would support current positive
aspects and identify aspects that could be improved
or modified in the Unit’s midwifery services, in
order to contribute towards improvements in
women’s birth outcomes and experiences.

Research design
The study used a design consistent with evalua-
tion literature and a mixed-methods approach
(Greene, 2002) provided a diversity of researcher
perspectives.

Ethics
Ethics approval was gained from the Auckland
Ethics Committee (ref 2001/266), the AUT Eth-
ics Committee and the National Plunket Ethics
Committee. There was considerable planning with
key stakeholders prior to the study. Quotations
included in this article are presented anonymously.

Setting
The midwifery-led Unit stands alone from other
health services within a large metropolitan New
Zealand city, providing care for 300 births annu-
ally and for women who are transferred postna-
tally from the base tertiary hospital, located at a
distance of twenty minutes road travelling time.
Women also transfer from the community to the
base hospital for secondary services.

Participants
There was purposive sampling to collect a range
of material and viewpoints. Information was gath-
ered from hospital and self-employed midwives,
hospital managers, clinical educator, women who
had used the Unit within the last year, consumer
organisations and health provider representatives.
In addition, ‘information-rich’ participants
(Patton, 1990, 1997), such as administration staff,
and a student midwife were also invited to par-
ticipate. Birth outcomes from 1203 women and
babies, the total who had used the Unit between
1999-2001 inclusive, were collected and analysed.

Methods
Three midwife researchers and one evaluation re-
searcher collected the data. Data collection meth-
ods included: literature review, development of a
programme logic to guide the evaluation, face-to-
face interviews, focus groups, site visits, document

analysis, a patient satisfaction survey (retrospec-
tively analysed by a hospital survey researcher in-
dependently from the researchers), and maternal
/ infant birth outcomes data (collected retrospec-
tively by one of the research midwives). Interviews
and focus groups were generally audio-taped (oth-
erwise notes were hand written if this was pre-
ferred by participants) and sessions lasted approxi-
mately one hour. The Unit midwives preferred
face-to-face interviews with a researcher, whereas
a number of self-employed midwives and consum-
ers chose focus groups. A semi-structured inter-
view schedule, based on key evaluation questions
guided the interviews.

Analysis of the data
Data was analysed against an evaluation frame-
work (Veney & Kaluzny, 1998) using descriptive
statistics for birth outcomes, surveys, and eco-
nomic data. Qualitative approaches were used for
document analysis, interviews and focus groups.
Qualitative information was analysed using con-
tent analysis. Birth outcomes data and survey
material were analysed with SPSS software using
descriptive statistical methods.

Findings
This article focuses on the interviews with mid-
wives and consumers and reports the main find-
ings from the statistical analysis of the maternal
and infant birth outcomes data. These three per-
spectives illustrate the activities and relationships
between midwifery practice, women’s experiences
and satisfaction with their care, and the maternal
and infant birth outcomes recorded in the Unit.

Women’s perspectives
Forty-three women were recruited via commu-
nity organisations and Well Child providers such
as Parents Centre, Plunket, La Leche League and
local play centres. They were interviewed by an
evaluation researcher, who was not a midwife, ei-
ther face-to-face or in focus groups. Approximately
half of these women had given birth and the other
half had received postnatal care in the Unit within
the previous year. Two-thirds had self-employed
lead maternity carers (LMCs) and one-third had
hospital-employed midwives as their LMC. Twelve
Mäori and thirty-one Pakeha/European women
participated, with no responses from the small
population of Pacific Island women who used
the Unit. The comments in the text derive from
these interviews.

The value of the Unit
All the women articulated well the value of the
Unit for them. They liked that it was close to home
and easy for their family and whanau to visit. For
many, the long established Unit was part of fam-
ily history, and it was good for mothers to show

their children where they were born. The atmos-
phere was “homely” and food was cooked on site:

[The Unit] was more relaxed, it was more
comfortable. Being in a familiar place was a
comfort. And I found the staff really good.

Place of birth
Women who chose to birth in the Unit were all
supported by their midwives, and were confident
to give birth in a “low-tech” environment. The Unit
was not associated with hospitals and sickness:

You come here to have babies, you don’t come here
because you’re sick and that’s the difference. [Base
hospital], you go there when you’re sick and not for
things like having babies.

One woman gave an unprompted comparison
with a base hospital and recounted her past expe-
riences:

At [previous base hospital] they were not focused
on people, you were part of a process, you went
upstairs, you were observed, then they induced you
and then you did this and this and this, and then
you popped out the other end with a baby sort of
thing. I was very put off by staff at [base hospital]
saying “then you’ll do this, and this will take that
long.” And I thought, “Hang on, isn’t it different
for every woman?”

By comparison, the small Unit had an emphasis
on natural processes. One woman felt the very
nature of the Unit would change if the focus
shifted away from a midwifery-based service:

[The Unit] is small and personal and provides a
cosy environment. To bring machinery and stuff
would be wrong, it would be just like [base
hospital].

Midwifery care
All the women who delivered in the Unit were
very satisfied with the care and support they re-
ceived during labour. They felt confident in the
decisions that were made and said they felt safe at
all times. One positive aspect for women was the
time for breastfeeding support and mothercraft.

I thought [the Unit] was a good intermediate point
to go and learn the mothering aspect of it, your
first baby and things like looking after their skin
and looking after myself. I found it wonderful in
terms of a half-way step – that was brilliant.

I had trouble with breastfeeding and if you pushed
the button someone would come and help you, any
time of the day and night. And they’re not annoyed
at all.

The difference in care is that they never judged
me. They didn’t care that he [baby] was my fourth,
they never said: “Get a grip lady, it’s your fourth
baby.” But at the other place I went to [in another

An evaluation of the midwifery services at a New Zealand community maternity unit (birth centre)



New Zealand College of Midwives • Journal 31 • October 2004 9

continued over...

town] they said, “Get over it, lots of women have
boobs [breasts] like you.”

Some of the women had difficulties with conflict-
ing advice around breastfeeding especially, and
were distressed if midwives placed their hands on
breasts without asking. Despite this, all the women
found the midwives to be professional in their
work, and whenever different advice was provided,
they reported that it was done in such a way as to
avoid criticism of their colleagues. Only one
woman, out of the forty-three interviewed, re-
ported that she had given up breastfeeding because
of the difficulties she had experienced. One rea-
son given for being successful was the lack of pres-
sure put on women to leave before breastfeeding
was established and most felt comfortable with
their breastfeeding when they were discharged.

My well being when I got home was immeasur-
able because of my experience there.

There was some difference in opinion whether the
Unit should remain as a birthing or postnatal only
unit, though overall, women thought that the Unit
provided a positive experience for women:

For a first experience it was very pleasurable. I’ve
had good memories from it. It hasn’t put me off
having another one. I’d definitely recommend the
Unit to anyone.

Midwives’ perspectives
The perspectives of ‘core’ midwifery staff, inde-
pendent midwives and a student midwife (31 par-
ticipants in total) was gained. Hunter (2003) had
indicated from previous research that midwives
perceived they had greater autonomy and more
clinical freedom in small maternity units and the
researchers were therefore interested in the day-
to-day activities and practice. Important aspects
for participant midwives included the:

• relevance of the Unit for the community

• trust in the Unit’s safety held by women and
families

• philosophy of birth as part of a normal life event

• partnerships held with women and families

• autonomy of practice possible within a
community setting and

• collegiality with other midwives.

Promotion of normal childbirth
Philosophy of birth
The overarching values held by the participant
midwives were that the Unit enabled normal child-
birth and the Unit’s function was to meet the needs
of the community. Midwives repeatedly linked the
Unit with normal birth and noted that a high
number of women (including Mäori women) used
the Unit and returned for subsequent births. One
participant described the maternity Unit as follows:

The Unit is community based, it allows for

women’s choice and they have a belief that this is a
good place for birth, especially Mäori women and
their whanau who have confidence in being at the
Unit. Other ethnicities also tend to have this
belief. There is a long history of positive birth out
comes, and the environment is seen as supportive,
caring and restful by the community… There is
an affirmation of birth as a normal life event at
[the Unit]. There is good rapport with GPs,
Tamariki Ora, Plunket,
and local Iwi. (Midwife H)

Another midwife de-
scribed it as:

I have a strong belief in
women’s choice and some
women don’t like the hos-
pital model. This can
affect the way they birth,
so it helps if the women
like the facility they are in.
If they feel comfortable
being there, they will birth
more easily. (Focus group midwives 2)

Partnership
The New Zealand College of Midwives
(NZCOM) philosophy (1993, 2002) emphasises
the need for midwives to work in partnership with
women and to protect the normal process of child-
birth. Participants indicated their commitment
to partnership and the provision of flexible
midwifery care:

What is important for me is that it is the woman’s
experience. Women are given options, given the
information they need, and supported to birth the
way they should birth. I’m being invited into this
woman’s birth experience, so this is the basis for
how I work. I believe in the process, and I believe
in women and I believe that we can do it. (Focus
group midwives 4)

Autonomy of practice
Although secondary services consultations were
available by telephone, the distance from the base
hospital created a need for autonomy in decision-
making. The ability to practise autonomously
was associated with being separate from tertiary
facilities:

Autonomy of practice is fostered at [the Unit] as
there are only midwives here, so the immediate
decisions are made by midwives by the sheer
nature of the distance from [the base hospital].
(Focus group midwives 3)

It makes a statement that no medical staff are
available in small units which reinforces the
normality of the pregnancy and this gives a strong
message to the public that midwives are autono-
mous practitioners and have the skills. This has

been a huge change from 10 years ago, and women
expect us to be able to cope. (Focus group
midwives 2)

A positive aspect to being separate from a larger
organisation was an ability to operate within a dif-
ferent time-frame, more attune to women’s needs
and circumstances:

We are (the base hospital’s) best-kept secret out here
and we can practise the way
we want to with more
flexible timeframes and we
are not rushed. (Midwife D)

Collegial relationships
A convivial relationship
between midwives (regard-
less of employment status)
seems to be essential for
the success of a primary
maternity facility. Physical
support between col-
leagues was seen as being

particularly helpful, for example during occasions
of transfers. One midwife stated:

The staff are there for you. For example, getting
the IV trolley. If there is thick meconium, the staff
will assist you to get the woman out and get her
transferred as quickly as possible. (Focus group
midwives 1)

Participants also commented on the willingness
of core staff to engage in discussion with an inde-
pendent midwife concerning the progress of
women in labour:

It is safer practice to use consultation, as no one
knows everything... There is goodwill on both sides.
(Focus group midwives 1)

There is a two way process where independent and
hospital midwives help each other out and answer
phones etc. You are able to discuss with colleagues
what is going on and this stops that feeling of
isolation. (Focus group midwives 2)

Best practice
Participants acknowledged that best practice was
achieved through the high number of women
birthing normally in the Unit. Waterbirth was also
an option for women and many women had a
physiological third stage. Participants believed that
breastfeeding rates were better than in secondary
and tertiary units and midwives were willing to
spend time with women to ensure that
breastfeeding was successful.

Maternal and infant birth outcomes
A retrospective analysis of birth outcomes at the
small community maternity Unit was undertaken

I have a strong belief in women’s

choice and some women don’t like the

hospital model. This can  affect the

way they birth, so it helps if the

women like the facility they are in.

If they feel comfortable being there,

they will birth more easily.

(Focus group midwives 2)
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for the years 1999 to 2001 inclusive. Data on
women who presented in premature labour or for
reasons other than labour care were excluded.

Demographics
The number of women included for each year of

ing a continued decline in the number of general
practitioners providing lead maternity carer
(LMC) services (Ministry of Health, 2001, 2003).
The results also revealed the positive impact that
the introduction of a ‘Know your midwife’ (KYM)
scheme during the latter part of 1999 had on birth

Decision making in third stage of labour
Although it did not reach statistical significance
(p=0.198), the only other variable to show a
changing trend over the three years of the study
was ‘third stage management’. There appeared to
be an increase in the use of ‘physiological man-
agement’ and a corresponding decline in the use
of ecbolics, though the administration of
syntometrine still remained the most frequently
used method of managing the third stage (Figure
2), whilst blood loss rates remained unchanged.

Neonatal outcomes
Neonatal outcomes were good with over 99% of
babies born at the Maternity Unit recording Apgar
scores of eight or above at five minutes. Seventy
five percent of babies required no resuscitation and
of those that did, most only required suction.

Transfers
The overall transfer rate including third stage and
neonatal problems immediately following birth
was 12.1%. The most frequently occurring rea-
son for transfer was ‘failure to progress in the first
stage of labour’. Transfer rates can be influenced
easily by the restrictions or otherwise placed on
women who are eligible to use maternity units
and for this reason it is difficult to compare rates
between one maternity unit and another. The trans-
fer rates appear, however, to compare favourably
with similar units and birthing centres overseas.

Fetal monitoring
The use of electronic fetal monitoring was also
low with 91.8% of women birthing at the Unit
receiving no electronic fetal monitoring (CTG).
The usual practice was for the fetal heart to be
listened to intermittently with a hand-held Dop-
pler or pinards stethoscope.

Breastfeeding
Eighty-nine per cent of women breast fed their
baby at the first feed, 6.7% artificially fed, and a
missing count of 4.2% was not recorded.

Summary of birth outcomes
The Unit was particularly well supported by
younger women and Mäori, and appeared to be a
viable birthing option for first-time mothers.
Though the study did not identify many chang-
ing trends within the three year period, the con-
sistency of results achieved does give some assur-
ance that the good results achieved can be main-
tained over several years. There were very few ad-
verse events recorded such as post-partum haem-
orrhage or the need for extensive neonatal resus-
citation, so this should allay the fears of some
LMC’s and women who worry about ‘what if
things go wrong?’ This appears to demonstrate that
midwives are successful in identifying risk factors

continued...
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the study, as well as transfers to the local base hos-
pital during labour, are shown in Table 1. Data
was analysed to identify if there were any chang-
ing trends in maternity care between the three
years of the study, differences between ethnic
groups or differences in birth outcome for
those who birthed at the Unit compared to those
who needed to transfer to the base hospital
during labour.

The most frequently occurring age group at the
Unit for the period was 21-24 years of age
(23.2%), followed by the 25-28 year age bracket
(22.9%). Women identifying as Mäori (47.2%)
and Pakeha (40.6%) were the two main ethnic
groups using the Unit, with 9.3% of women iden-
tifying as Pacific Island. There was a significant
relationship (p<0.0001 ) between
age and ethnicity, with Mäori tend-
ing to have their children at a
younger age, as reflected in national
figures (Ministry of Health, 2001).
The Unit’s rate of 28.4% for first-
time mothers is remarkably close to
national rates of 29% (Ministry of
Health, 2001).

Maternity provider (LMC)
The only variable to show a statis-
tically significant (p<0.000)1 change
over the three years of the study was
the professional status of the ma-
ternity provider. The results ob-
tained reflect national figures show-

numbers. It appeared from the results that the
KYM scheme’s objective to increase birth num-
bers at the Unit was achieved in 2000. This was
further supported by the 2001 figures where there
was a reduction in overall birth numbers noted
when some of the midwives left the KYM scheme
(Figure 1).

Method of delivery
The overall normal delivery rate for those birthing
at the Unit, as well as those requiring transfer was
94.7% with a corresponding instrumental deliv-
ery rate of 2.5%, caesarean section of 2.4% and
breech delivery of 0.4%. Instrumental and
caesarean deliveries only occurred at the base hos-
pital (Table 2).

Table 1: Number of women per year and place of birth

Place of birth 1999 2000 2001 Total

Community Maternity Unit Count (n) 338 403 326 1067
% within 89.2% 89.6% 87.2% 88.7%
year of birth

Transfers to base hospital Count (n) 41 47 48 136
% within 10.8% 10.4% 12.8% 11.3%
year of birth

Total Count (n) 379 450 374 1203
% within 100% 100% 100% 100%
year of birth

Maternity provider

KYM schemeGP/ hospital
midwife

Hospital
midwife

Independent
midwife
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Figure 1: Maternity provider by year

1 P value reported as this because calculated
by a statistical programme which reports to
greater than 3 decimal places



New Zealand College of Midwives • Journal 31 • October 2004 11

continued over...

in the antenatal and intrapartum period thus mini-
mising the potential for adverse events to occur.
Collaboration with secondary services and good
transfer outcomes reflect teamwork and medical
support when necessary.

NZCOM provides guidelines for evaluating mid-
wifery outcomes statistical data (NZCOM, 2000)
and the Report on Maternity 1999, 2000, 2001
(Ministry of Health, 2001, 2003) provide records
of outcomes, availability and utilisation of New
Zealand maternity services in 1999–2001. There
are a number of limitations with the national data
sets, nonetheless at face value the birth outcomes
at the Unit compare favourably. By contrast, the
consequences from poor birth outcomes can place
burdens on non-maternity budgets such as men-
tal health, paediatrics, child development, educa-
tion, as well as personal and public social resources.

Discussion
The findings reported in this paper represent mid-
wives’ and women’s perspectives and birth out-
comes from a community maternity unit in New
Zealand. The study has provided a valuable in-
sight into the midwifery practice in the Unit and
shown that such units can offer low risk women
an alternate birthing option to large base hospi-
tals, whilst still ensuring good outcomes for moth-
ers and babies. The Unit achieved an extraordi-
nary number of normal births, had appropriate
referral and transfers and demonstrated high
breastfeeding rates. It indicates midwives’ ability
to ‘keep birth normal’ for the women who gave
birth there and provide pain relief such as water
therapy and water births as alternatives to epidur-
als. These birth rates have remained relatively sta-
ble over the three year period, that is, they have
been resistant to global caesarean section rate trends.

The beliefs of midwives in this study that the en-
vironment has a positive influence on birth out-
comes was also suggested by Stojanovic (2003) in
a report on Otaki Birthing Centre. Page (2001)
writes of the oases of good practice found in
birthing centres and stand-alone units where con-
tinuity is more likely to be practised. Kirkham
(2003) records also that the whole ethos of birth
centres is one of normality and the philosophy
focuses on the concept of mid-
wifery being at the heart of a so-
cial, rather than a medical model
of care. Women in this study re-
ported that midwifery care in the
Unit gave them and their fami-
lies strength and supported
normal birth, and they could
clearly differentiate between care
provided in the Unit and in
larger hospital contexts. They said
they were given good opportuni-
ties to birth naturally and exer-
cise choice.

Midwives in this study demon-
strated ‘real midwifery’ (Hunter,
2000, 2003) meaning that the
midwives utilise all of their mid-
wifery skills when they practise
within primary maternity units.
Participants believed that the Unit met the needs
of women, especially Mäori, as shown by the high
percentage of Mäori women choosing to give birth
there. The larger evaluation report contained some
minor suggestions for practice and management.

Implications for midwifery practice
Many women and midwives stated that threats of
closure were unsettling to all of the community
and emphasised the need for a better utilisation
of primary maternity units. Hendry (2003) stud-

ied rural maternity services in the South Island
and encouraged LMC midwives to support small
units in order that these services could be sustained
and fulfil community needs. Women in this study
were more likely to choose the Unit if they and
their midwives were confident in a ‘low tech’ en-
vironment. It has been recognised that students
and new graduate midwives especially need op-
portunities to learn the skills practiced in small
units. It is becoming increasingly difficult to find
satisfactory clinical placements for students and
meet Nursing Council of New Zealand registra-
tion requirements and competencies with the cur-
rent static birth trend (Jackie Gunn, personal com-
munication, 2001; Nursing Council of New Zea-
land, 1998). It is critical, therefore, that midwives
have confidence to inspire women to give birth
naturally and safely in these environments and
contribute to positive experiences for women and
their families.
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N E W  Z E A L A N D  R E S E A R C H

Abstract
This descriptive historical research traces the
sociopolitical changes in New Zealand mater-
nity from 1900 to 1970 to create a backdrop
against which the place of women in society,
the hospitals, the workforce, maternity prac-
tices and the childbearing process are illumi-
nated using the insights of women and mid-
wives who experienced them.

Introduction
The intent of the research was to illustrate the
maternity experience of the time and to examine
the historical, environmental, sociopolitical and
cultural factors which created and maintained the
maternity environment in which these women
laboured and these midwives worked. For centu-
ries birthing in most cultures had happened in a
traditional, women centred environment with
birth attendants who had usually experienced birth
themselves.1  The period in this study was charac-
terised by a medicalised public maternity system
with a workforce dominated by single women who
worked as nurses, rather than as midwives. A wom-
an’s comment took me back to my student days
when a common saying was “You leave your dig-
nity at the door when you go in to have a baby”.
These comments suggested the title for the thesis
and gave my research direction.

Noeleen: That’s what this lady who had had her
baby, said to me, she said, You lose your dignity when
you have your baby.

Personal impetus
When I was a child, as children do, I enjoyed lis-
tening to my mother tell stories of my birth and
babyhood. It was a way of validating who I am
and made me feel secure and wanted. We laughed
at my father’s anxious behaviour and I was always
pleased that I was a breastfed baby and that my
mother had none of the problems caring for me,
a second child, that she had caring for my older
brother. My mother always attributed this to the
care she had received in the homelike environ-
ment of a small private maternity home in
Johnsonville, Wellington. I was born in 1945 in a
small four-bed private maternity home, ‘Ranui’,
in Fraser Avenue.

When I reached adulthood and bore my children
in the mid 1960s and early 1970s there were lim-
ited choices of where to have a baby. Homebirth
was not available and it appeared that most of the
small private maternity homes had disappeared.
Later, as a trained midwife I realized that many of
my colleagues were unaware that these facilities had
existed at all, yet they had been quite numerous in
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the greater Wellington area. This piqued my curi-
osity. I wondered why such places had disappeared.

I was ‘trained’ as a nurse in the early 1960s then
later as a midwife at a time when midwifery edu-
cation was strongly influenced by nursing and
medicine. I had a perception, fostered by my edu-
cators, of childbirth prior to medical control and
hospitalisation as a wilderness where ‘Sairey
Gamp’2  type midwives harmed women with their
lack of knowledge, negligence and lack of cleanli-
ness. The view that many women had died be-
cause they were not in hospital and did not have
access to hospital was common among the mid-
wives and nurses at that time. The medical men
who were our educators constantly reinforced to
us the importance of medicine and hospitalisa-
tion as methods of saving women and babies. The
changing social conditions and the advent of an-
tibiotics were not mentioned as possible contribu-
tors to the lowering of the maternal mortality rate.

Exploring the history of midwifery during my
midwifery training in the mid 1970s made me
realise that I was forming my conclusions about
the past on misinformation and, therefore, it was
likely that so were many other midwives and ma-
ternity consumers. Researching for my Master’s
degree gave me an opportunity to find some an-
swers to questions raised during my experiences
of the maternity system.

I decided that I would like to document the per-
ceptions of the consumers and the midwives who
experienced the environment of the apparently
highly regimented maternity hospitals of the
1950s and 1960s and to attempt to illuminate
some of factors which had created that environ-
ment. I hoped to demonstrate the effect that these
had on the birthing experience of women and on
midwives’ practice.

Background to the study
Prior to the 1950s small, private maternity homes
were common, many having just one maternity
bed so that they could avoid the regulation from
the Health Department that came with having
more than one inpatient.3  In Wellington, the capi-
tal city of New Zealand, as in most urban areas,
there were also larger private maternity hospitals
including charitable institutions,4  epitomized in
Wellington by Bethany and Alexandra hospitals.
There were several private maternity hospitals in
upper Willis St., one of the main city streets, in-
cluding Harris Hospital and the Willis St. Ob-
stetric Hospital pictured in Figure 1.

There was also the state owned St. Helens Hospi-
tal and Training School for Midwives in

Newtown, an old in-
ner city area. Wel-
lington Public Hos-
pital catered only for
abnormal maternity
cases such as women
with breast abscesses,
or other medical and
obstetric complica-
tions, until 1947,
when the Wellington
Maternity Annexe
was opened.5

The 1950s were a
time when the post
war baby boom was
at its height, birth
was almost totally
hospitalised and
there was a shortage
of nurses and mid-
wives.6  It was also a
time that small pri-
vate maternity homes were giving way to larger hos-
pitals provided by Hospital Boards.7  The increas-
ing medical control of childbirth culminated in the
passing of the Nurses Act in 1971, when midwifery
lost the legal right to be an autonomous profession
for twenty years. The period of this study includes
the years 1962 – 1965 when I worked in Welling-
ton Hospital as a student nurse and my experience
as a consumer of maternity services in St Helens
Hospital in 1966, 1967 and 1970.
The study was planned to describe the maternity
scene in Wellington during an era when midwifery
had been subsumed by nursing, was controlled by
medicine and nursing, and was practised in hospitals
managed by those disciplines. The medicalisation of
childbirth and the ‘nursification’ of midwifery
changed the way maternity care was delivered and
affected women’s maternity experience.8

It is my belief that midwifery is a profession which
desperately needs to understand its history because
its knowledge and practice have been clouded by
influences from the disciplines of medicine and
nursing over generations. This has happened to such
an extent that it takes major effort on the part of
each individual midwife to identify what is in truth
‘midwifery’ as distinct from what are actually medi-
cal and nursing ideas of what should be midwifery
practice and knowledge. Researching history
through the eyes of midwives and women helps us
to sift out what has actually happened in maternity
and trace the introduction of changes that occurred
in midwifery practice so that we can assess the rea-
sons for and the appropriateness of some practices
which may be problematic in the changed mater-
nity environment.

Methodology
Historiography is the name of the process used
by historians in carrying out historical inquiry.9

It is the methodology of historical research, in-
corporating theories, techniques and ideas which
need consideration in any historical research.10

These include theories and principles which
influence the choice of topic, finding and ac-
cessing the sources of data, and analysing, in-
terpreting and reporting the data. The theory
of historiography has evolved from the peculiar
intricacies and interpretive requirements inher-
ent in researching past events.11  In historical in-
quiry it is preferable for participants to be iden-
tified so that the reader can assess their situa-
tion in relation to their testimony. The four
women, Babs Le Page, Ivanka Marta, Helen van
Kampen and Noeleen Ruston and the two mid-
wives, Kathleen Brosnahan and Ruth Belton
who participated in this research were happy to
be identified and I would like to thank them
for their generosity and acknowledge their con-
tribution to this work.

The research reported in this article is a descrip-
tive historical study of Wellington’s maternity
environment based on the testimonies of women
and midwives as the main primary source. It
describes how they perceived their maternity
experience. Institutions, people, social issues and
hospital routines that shaped the women’s ex-
periences were included, where necessary, as
contextual information and to illustrate more
fully what was happening in maternity in the
1950s and 1960s.

Figure 1. Exterior view of the Willis St. Obstetric Hospital, Wellington, 1949.
(With permission from the Dominion Post Collection, Alexander Turnbull Library, Wellington, NZ Ref F-905677- 1/2.)
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I used oral history as the pivotal primary source
to give life and direction to the study and increase
its authenticity, and research into other primary
and secondary sources to substantiate and explain
the findings from the oral histories. The more al-
ternative primary and secondary sources that re-
inforce the story, the more credible is the research.

The goal of the traditional historian is to
determine what actually happened and why it was
significant and to find the underlying causes of
the events. Historians recognise that their evidence
is incomplete and that we are viewing a past
through 20th century eyes and with 20th century
values whereas many values and beliefs of the
period under study were quite different.12

In relation to this study we, the readers, are view-
ing the past through twenty-first century eyes at a
time when midwives are able again to practice au-
tonomously. The study was not intended as a criti-
cism of past midwives or their practice, but as a
way to examine the influences that pro-
duced the environment in which they practised,
and to record the way that
they practised.

The four women consum-
ers who experienced ma-
ternity in Wellington and
two midwives who worked
in Wellington’s maternity
hospitals during this pe-
riod provided their oral tes-
timonies as the main pri-
mary sources for this study.
My recollections of being
a student nurse and a con-
sumer in Wellington and
other primary and secondary sources were used
to substantiate, explore and explain the topic.

Ethical approval for this study was granted by the
Victoria University of Wellington’s Ethics Com-
mittee. The audio-taped interviews were con-
ducted in the homes of the participants except
for one woman, Ivanka, who chose to be inter-
viewed at my home.

The study
The women who were interviewed experienced
maternity in a variety of Wellington’s maternity
hospitals over a number of years, 1953-1970. Be-
tween them they had thirteen maternity episodes
in the study time period and experienced eight
maternity facilities. The women were all of Euro-
pean descent.

The interviews were transcribed and then analysed
with each woman’s story being summarised and
written from the information given. Information
concerning topics such as breastfeeding, hospitals
and staff, labour care and others was then extracted
from the transcriptions and compared with the
other women’s comments, contemporary text-
books and the midwives’ testimonies.

Although my research is specific to Wellington
the findings could reasonably be used as an exam-
ple when describing what was happening in ma-
ternity throughout New Zealand as the social,
political and economic influences on maternity
in other regions were closely aligned to the Wel-
lington experience.13  The study therefore, should
add to our knowledge and understanding of the
history of maternity in New Zealand. The oral
testimonies of the six participants described both
positive and negative aspects of their maternity ex-
periences, but the three strong themes that arose
from the women’s accounts included ‘being alone’,
‘lack of autonomy’ and ‘uncaring attitudes’.

The historical
background
The professionalisation
and ‘nursification’ of the
midwifery service began
with the passing of the
Midwives Act 1904 and
the formation of the St
Helens Hospitals and
Training Schools for Mid-
wives. The Act placed
midwives under medical
control and by introduc-
ing a new type of midwife,
the ‘nurse-midwife’, began

the process of the ‘nursification’ of midwifery.14

Despite homebirth and midwifery being sup-
ported by the Health Department, technological
progress, especially the developments in asepsis
and anaesthesia, aided the medical profession in
making hospital and medically controlled birth
attractive to women.15

The restrictive practices introduced by the Health
Department to combat the rise in maternal mor-
tality due to puerperal sepsis had a highly signifi-
cant influence on the manner in which maternity
services developed and on the women’s experience
of birth. The Obstetrical and Gynaecological So-
ciety was formed to resist control from the Health
Department, and once formed became a strong
lobby group, achieving its aims which were the
setting up of a Chair of Obstetrics at Otago Uni-
versity and the reformation of the maternity serv-
ice. The Social Security Act 1938 granted free

medical, midwifery and hospital care to women
thus accelerating the hospitalisation of birth and
establishing doctors as the gatekeepers to the ma-
ternity service. Midwives became skilled in their
specialised areas of hospital nursing, but lost the
knowledge and confidence to care for birthing
women outside the hospital system. 16

The examination of women’s role in society dur-
ing the 1950s and 1960s showed that marriage
and family life were idealised as proper fulfilment
for women but that women were often deprived
of the ability to make choices, particularly in re-
gard to fertility and childbirth, because of the lack
of information available to them. Married women
were expected to be full-time mothers and home-
makers and only a small percentage of women
worked outside the home, thus creating a situa-
tion where the maternity service was provided
mainly by a hierarchy of single women who staffed
the hospitals.17  From 1950 to 1970 with the ad-
vent of reliable contraception and some changes
in attitude, there was a slow increase in the num-
bers of married women joining the workforce but
not until the end of the period of the study were
there any significant changes to its composition.

At the start of the twentieth century homebirth
was still the norm but gradually disappeared as an
option because of the growing medicalisation of
birth and the establishment of doctors as ‘gate-
keepers’ to the maternity service. From 1925 on-
ward the small private hospitals slowly closed be-
cause of political and financial pressures and were
replaced by state provided maternity beds. These
were usually in facilities administered by the Wel-
lington Hospital Board in response to the gov-
ernment’s requirement that Hospital Boards pro-
vide sufficient beds for maternity in their areas.
This was occurring at a time when there was in-
creasing demand for hospital childbirth, due to
the Obstetrical and Gynaecological Society’s suc-
cessful selling of hospital birth as safer and less
painful, combined with the postwar upsurge in
the birth-rate. The Hospital Board’s situation was
also exacerbated because of the postwar shortage
of nursing and midwifery staff. 18

The two most important maternity hospitals in
Wellington during the study period were the Wel-
lington Public Hospital, a teaching hospital for
medical and nursing students, and St Helens
Hospital which was a teaching hospital for stu-
dent midwives and maternity nurses. St Helens
was under the auspices of the Health Department
until the Wellington Hospital Board took over in
1966. The two charitable institutions, Bethany
and Alexandra (also a maternity nurse teaching
hospital), were still available until the end of the
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study period. Karitane Hospital was an impor-
tant complementary facility and ‘backup’ to the
maternity hospitals, providing care for small, weak
babies or mothers who needed help caring for their
babies, particularly prior to the development of
neonatal units in the early 1970s.19

Not only the ‘bricks and mortar’ of some of the
maternity facilities were important to the mater-
nity experience of women, but also the working
conditions for staff, with particular emphasis on
nursing and midwifery students and midwives.
Using the testimonies of the two interviewed mid-
wives, my own memories, and other primary and
secondary sources the hospital culture which
framed the environment in which the women la-
boured and birthed was explored. Long hours,
heavy workloads and a culture of control and dis-
cipline in the workforce were identified as possi-
ble contributing factors to the reported lack of
empathy among some nurses and midwives to-
ward the women. The workforce of the time was
almost exclusively made up of unmarried women.
This was a monumental change from the centu-
ries of midwifery care by women with experience
of birth. Obviously, there are many excellent mid-
wives who are childless, but it can be speculated
that a workforce consisting almost entirely of sin-
gle women, combined with other factors such as
the hierarchal, oppressive nature of the system in
which these women were employed could
possibly have changed the ‘culture’ of the mater-
nity service.20

Women and maternity
The women interviewed displayed pragmatic at-
titudes toward pregnancy and childbirth. It was
the expected outcome of marriage. They expected
to have children and work in the home. This was
illustrated by Mab’s answer to my question regard-
ing contraception “If the children came quicker,
it didn’t worry you?” She replied, “It didn’t matter
because that was our aim in life.” Adding, “the wife
stayed home and the man went to work and that
was it”.

Society fostered the idea that marriage and the
consequent bearing and nurturing of children was
the most desirable and fulfilling role a woman
could attain. The acceptance of this role is shown
by the comments of the women and is represented
in the photograph of the “ideal family” (Figure
2). However, although most tolerated their child-
bearing experience with the attitude that the doc-
tors and nursing/midwifery staff were the experts,
discontent with the system was demonstrated in
the wider maternity area with the formation of
the Parent’s Centre movement. The Parent’s Cen-
tre achieved some improvement, introducing an-

tenatal classes and encouraging natural birth, but
the system had become so entrenched that change
was slow in coming. Rooming-in, for instance, al-
though first mooted in the early 1950s did not
arrive in Wellington until the new Kenepuru and
St Helens Hospitals were opened in the mid to
late 1960s.21

The acceptance of the
health professional as
‘the expert’ had be-
came part of New Zea-
land’s culture in line
with the wider accept-
ance of technology as
the modern miracle
that would solve all
problems. The adop-
tion of Truby King’s
teachings on infant
care also reinforced the
idea of the expert
health professional.
Women’s belief in their
own instinctual knowl-
edge was downgraded
and minimized. Exper-
tise in childbirth had been lost to mothers and
midwives with the promotion of medical knowl-
edge and technology. This not only supplanted
women’s ways but treated women in a manner that
was detrimental to their emotional and cultural
well-being. The women were isolated from their
support systems and required to adapt to alien in-
stitutions and routines at a time when they were
at their most vulnerable, adapting to their new
roles as women. 22

The childbearing process over the two decades
became increasingly technical and intrusive and
women’s psycho-social and emotional needs were
only just beginning to be recognised by the end of
the 1960s with increased participation by fathers
and the introduction of rooming in. While treat-
ment of women was often kindly some maternity
staff displayed little understanding or empathy to-
ward the women. There was little or no opportu-
nity to gather information upon which to make
choices and little, if any, opportunity to refuse
treatment or to choose care other than that laid
down by medical protocols based on the prescrip-
tive practices which had been introduced by the
Health Department in 1923. 23

Lack of autonomy
A major issue which emerged from the study was
the lack of autonomy for the women who were
obliged to become ‘patients’ and conform to the
requirements of the institutional environment and

the maternity hospital staff. They had no ability
to control their birth including positions for birth,
interventions or even basic privacy.

Mabs: …they took me down to theatre and
they strapped my legs, of course. Terrible thing

to do to anyone. They
had me up there and in
came, about, ten student
doctors and all these
nurses I’d never seen. It
was quite traumatic.

They received instruc-
tion from health pro-
fessionals on all aspects
of maternity including
the physical act of
birthing, breastfeeding
and care of the infant.
The women generally
accepted the routines
and the regimentation
because they believed
in the expertise of the
health professionals
and that acceptance

would make themselves and their babies safer. This
was partly in response to the excellent propaganda
campaign which had been mounted by the doc-
tors in the 1920s and 1930s and had kept up a
degree of momentum throughout. Their belief in
the safety of hospital birth waxed steady even
in the face their awareness of dangers such as the
‘H bug’ (Staphylococcus aureus) epidemic of
the 1950s. 24

Mabs: I forgot to mention to you that when I was
in Wellington Hospital, it was almost the start of
the H bug. That was a terrible thing. They didn’t
know how it was all happening. Mind you, I’ve
been back to Wellington Hospital in this day and
age and there’s still cockroaches.
Jane: So, you just remember being worried about
the H bug?
Mabs: Yes, everybody was.
Jane: And had you known that some babies had
died because of it?
Mabs: Yes.

A lack of autonomy could also have been felt by
midwives. Their role was directed by doctors and
nurses leading to their special status as ‘midwives’
being hidden. This was an era in which the in-
creased birthrate and the shortage of midwives and
nurses were putting severe pressure on the hospi-
tals and their workforce.25  Within that workforce
midwives were quite ‘invisible’ to the women par-
ticipants. My mother had often described the

continued over...

Figure 2: The 1950s or 1960s family entitled ‘Of such is
the kingdom of Heaven’ from the Old Otaki Maternity
Home. (Used with permission from the Otaki Birthing Centre Ltd).
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kindness and skill of the midwife who had cared
for her in the 1940s, but, nevertheless, I had been
‘delivered’ by a doctor and my mother never men-
tioned the word ‘midwife’, always talking of her
as ‘the Matron’. Noeline speaks of the ‘head nurse’
and the matron and only speaks of midwives when
she discusses ‘Sister Ritchie’ who had a Nursing
Home, and the elderly lady ‘Mrs. Sullivan’ of
Tawa, who cared for her mother during her births
at home and was ‘probably a midwife’. Ivanka
mentions a midwife once and otherwise talks of
nurses. Mabs who was more aware of midwifery
because her great-grandmother had been a mid-
wife was definite that the word ‘midwife’ was not
used in the hospital.

The lack of recognition of the hospital staff as
midwives reflected their invisibility and is indica-
tive of the ‘nursification’ of midwifery and possi-
bly also reflective, at least in Wellington Hospi-
tal, of the use of nursing students to deliver much
of the direct care.

Being alone
Another major issue to emerge from this study
was that of “being alone”. The maternity system
and the culture of the study period isolated women
from their families, their support systems and their
babies. The change from the 1900 system of a
woman birthing at home usually with family and
other women supporting her had changed to one
where the woman was removed from society and
placed in an institution, alone. Her husband was
sent home and it was not until later in the study
period that he was able to stay for part of the la-
bour. Visiting hours were controlled quite strictly
and children were usually not allowed to visit or
were allowed only at certain times. Even at home
after the birth and the postnatal period women
were often expected to sit alone in their rooms to
breastfeed as the prudish culture of the day meant
that many women felt uncomfortable
breastfeeding in company, particularly in front of
men, even within the family circle.26

The other sense of “being alone” the women ex-
perienced was that of being isolated from their
babies. Sharing a bed and cuddling baby were also
forbidden by the strictures of the day which dic-
tated that this was ‘spoiling’ the baby. Before
rooming-in became accepted practice, babies were
taken to the nursery and mothers and fathers
could only view them through the window. Some
did not see their baby for days.

Noeline: But just after she was born – ‘cause they
took her out, straight away, in those days and put
her straight into the nursery – so I never saw her.
… in those days I never saw her. I didn’t see her
for seven or eight days.

Separation from babies was even more acute for
women who became ill and were transferred to
Wellington Public Hospital, as babies were not
admitted to the hospital with their mothers. In
Helen’s case her first baby was transferred to the
Karitane Hospital while she was admitted to Wel-
lington hospital with medical complications and
did not see her baby for eight weeks. Even when
rooming-in began to be adopted, it was usual
for babies to be held in the nursery for the first
few days with limited visits to their mothers
for feeding.27

The sense of aloneness while hospitalised was ex-
acerbated because of shift work and task oriented
nursing practices. The people who were caring for
the woman changed constantly because midwives
and nurses work in shifts. In hospitals where task
nursing was practised there would be no particu-
lar nurse or midwife assigned, which increased
short-term contact with a large number of staff.
Even if, over time, a woman began to recognise
and become familiar and at ease with individuals,
there was no guarantee that they would be avail-
able at the birth of her baby or at any crisis point.28

Women expressed that they felt alone.

Helen: I was so scared, I really was, I was
terrified. One of the nurses came and checked me
and she said to me, “Don’t you know what’s going
on?” and I said, no. She said, “We’re going to
prepare you, we shave you and then we test to see
how high the baby is.” Then they left me all night.
I was on my own all night.

The birth of the baby was another time when many
women experienced feelings of aloneness with no
family support allowed, and the sense of aliena-
tion made more intense by the masks and gowns
which hid the attendant’s facial expressions. The
position of the woman and the sterile drapes put
her in the situation of ‘being delivered’ which in
many ways divorced her from full involvement in
the birth of her baby often with a resulting sense
of disempowerment. 29

Uncaring attitudes
The women indicated that the lack of autonomy
and feelings of aloneness were mitigated somewhat
because the staff treated them well. They described
care and kindness from nursing and midwifery
staff. However, although there were many instances
of kindness from staff, this was not always the case,
and perhaps negative incidents remain longer in
memory because a number of incidents were de-
scribed by the women that demonstrated an un-
caring attitude.

Mabs: …anyway we had this particular Sister, who
used to delight somehow, in leaving us all in tears

in the night. Everyone would be crying because of
this wretched woman. She never helped you…. All
these women around trying to feed these babies,
with not a great success rate because it was said to
us that, if we couldn’t manage, they went on to
the bottle.

Ivanka also felt a lack of empathy from the staff
caring for her and was subjected to a severe ‘tell-
ing off ’.

I don’t remember who it was, a short lady, and
wow, she laid into me. Oh, she gave me such a
hard time. “Get back on the bed! What do you
think you’re doing? You’re killing your baby … and
da da da da … Y’know, she was probably just
being sensible. I thought okay. So I get back on
that bed and I … That’s when I felt, oh, I’m at
their mercy.

Annette Stevenson discussed the authoritarian
control and discipline of nurses in her thesis30  and
Kathleen gave an account of the unkindness of
some of the midwives in the old St Helens to the
midwifery students, It would seem that the au-
thoritarian control and discipline that nurses and
midwives were subject to was passed on to women
by some staff.

It is interesting to consider the idea that the un-
married workforce may have been less empathetic
to the women because they had never experienced
marriage and childbearing themselves. This, of
course, is a huge generalization, and there are many
excellent midwives who have never had children.
However, when I asked Ruth Belton whether
she thought that having a large number of
single women in the workforce made a difference
she replied:

Yes, I think it did. I think once we had more
married Sisters too, at St Helens, I felt that it was
ever so much easier for the patients, as the
registered nursing staff, the married women seemed
to understand the patients much better. Actually,
getting married when I did in the 1970’s, I thought
I would have been a much better midwife, of much
more help to people, had I had known more about
what it was like to be married, beforehand.

I have been the recipient of comments from mid-
wives who have had babies that the experience has
changed their midwifery practice but Ruth’s com-
ment stands alone in this research and must be
taken only as one opinion.

It is however possible that the combination of the
authoritarian discipline, the busyness and the large
number of single women created a culture in
which some nurses and midwives were able to ig-

continued...
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nore the feelings and wishes of other women, staff
or ‘patients’. The emergence from the interviews
from the study participants of experiences of un-
caring attitudes and even unkindness by some staff
cannot be lightly dismissed. Certainly the busyness
and unavailability of staff was mentioned by sev-
eral of the women and Kathleen revealed the
amount of work that needed to be done by the
midwives.

We had very long hours. We had to do all our own
packing; we brought our own equipment, making
swabs and things like that, which we stayed until
2 or 3 in the morning to do. We were on call for
days and days and days. Our conditions were very
poor indeed and we worked extremely hard.

Annette Stevenson also identified workforce is-
sues concerning unpaid overtime at Wellington
Hospital.31

Conclusion
The findings of the research suggest that child-
bearing women of the 1950s and 1960s passed
through a medicalised and interventionist ordeal
in order to give birth in what they understood to
be a less painful and safer manner. They coped
with it because they believed in the health profes-
sionals’ expertise and good intentions and they
believed that the process was necessary for their
own and their babies’ well-being. Because other
women were managing and everyone went
through the same process they realized that they
could also cope.

Noeline: I thought, Oh heck. It was a bit fright-
ening but however, I soon got over all that, and
realised that there were other women in the
same position.

Women were role models for each other. The proc-
ess could be seen as a rite of initiation into moth-
erhood. Body exposure and invasive procedures
and pain although, of course, disliked by most
women do not appear to have been the factors
that engendered lack of faith in the system or
caused the most stress.

While I had envisaged the loss of modesty and
the indignities visited upon childbearing women
during their preparation for birth, from such ritual
procedures as shaves and enemas, as epitomising
the saying “leaving your dignity at the door”, com-
ments were made by women that these procedures
were endured and thought of as a necessary evil
but nevertheless were not of great concern to them.

Helen: I just thought it was part and parcel of the
thing. I just did everything I was told to do. To get
it over with, you know.

The issues which were elicited from this study as
being difficult for women to cope with were those
of “lack of autonomy”, as they were forced into
a situation where they lost control over decision
making for themselves and for their babies, “be-
ing alone”, which in-
cluded separation from so-
cial support systems such
as family, separation from
their babies and alienation
because of certain hospital
practices such as task nurs-
ing and the wearing of
gowns and masks in the
birthing room, and “un-
caring attitudes” partic-
ularly when the women’s
physical and emotional
needs were not met or ig-
nored and minimized by
busy or unsympathetic at-
tendants. These issues were
engendered by the hospital culture which had de-
veloped from a hierarchal regimented nursing
workforce, the busyness caused by the high birth
rate and the nursing shortage, the task oriented
nature of practice and the stringent medical re-
quirements demanded by the Health Department
32  which were time-consuming for staff as well as
depersonalizing for the women.

I set out to describe the 1950s and 1960s mater-
nity ‘scene’ in Wellington. I explored the history
to discover what had produced the ‘scene’. That
created an important framework for the structure
of the study. I needed to study women’s role in
society in the 1950s and 1960s to understand why
women, including the hospital staff, behaved as
they did. The women’s stories and the midwives’
accounts posed more questions than they answered
necessitating more exploration into the physical
and cultural aspects of the maternity system in
Wellington. The women’s stories told some of the
story but I found that I needed to expand this by
including a description of the management of the
birth process to complete the picture.

Within a mainly state-provided hospital system,
maternity care in Wellington during the 1950s and
1960s was provided by a very busy workforce com-
posed of mainly single nurses and midwives who
had been socialised into medicalised midwifery and
had lost the knowledge of women-centred mid-
wifery and the confidence and ability to work
outside the hospital.33  Homebirth was almost non-
existent, hospitals were becoming fewer, larger,
increasingly medicalised, interventionist and regi-
mented.34  Women suffered the loss of autonomy,
feelings of aloneness and the uncaring attitudes of
some health professionals because they had been

socialised into the belief, promulgated by doctors,
that they were safer in hospital. The mitigating
factors that arose from the participant’s stories were
the enjoyment of a hospital ‘rest’ for some women
who had several children and the kindness and

caring attitudes of many of
the nurses and midwives.

The study incorporated
the stories of four women
and two midwives in rela-
tion to maternity in Wel-
lington, 1950 – 1970. It
also contains contextual
information from docu-
mentary primary and sec-
ondary sources as well as
from my own experiences
as a student nurse and
consumer of maternity
services in Wellington at
this time, and from my

later experience as a midwife. I did not set out to
prove any particular theories although having ex-
perienced the maternity system of the 1960s I sus-
pected that the regimentation and rigidity of the
system might come to the fore, but did not know
in what form. The participants were recruited as
a convenience sample but the commonalities in
their stories were inescapable and evolved quite
spontaneously. Through the loss of autonomy, loss
of social support systems, enforced isolation, and
sometimes not being treated with respect, each of
the women “left their dignity at the door”.
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Abstract
Nuchal translucency screening (NTS) for
Down’s syndrome is carried out in New Zea-
land despite the absence of a national screen-
ing policy, information, guidelines or training.
This article explores NTS in relation to its
effectiveness, the issues generated for women
and society, the midwife’s role and responsi-
bilities and makes recommendations for
midwifery practice.

Introduction
Ten years of independent midwifery practice in
New Zealand have seen many changes in mater-
nity care but the introduction of the nuchal
translucency screening (NTS) test for Down’s
syndrome has caused a major dilemma within
that practice.

There are implications related to the effectiveness
of the test and consequences for the parents and
society which impact on the role of the midwife.

Knowledge concerning availability and effective-
ness of NTS varies amongst health professionals
and consumers alike. One woman at her first an-

tenatal visit in my practice produced an ultrasound
report which gave the nuchal translucency (NT)
measurement of her baby. She asked what this
meant as the general practitioner, who ordered the
scan, had requested a dating assessment. On fur-
ther questioning of the ultrasound department it
seems that they were “just practising”. Some knowl-
edge of the test has brought women to their first
antenatal visit with requests such as “please may I
have that new scan to see if the baby is alright?” or
“my friend had a scan to see if the baby has Down’s
syndrome”. The inference is that performance of
the test will provide an immediate indication as
to whether or not the baby is affected. Nothing
could be further from the truth. Discussions
amongst colleagues have indicated that there are
huge variations in practice. Some practitioners are
unaware of the test while others, who are aware,
do not offer the test. Within my own practice
the test is offered but this usually results in a
large part of the first antenatal visit focusing on
fetal abnormality.

The dilemma that midwives now face is that they
are obliged to provide women with clear, accu-
rate, objective information regarding the impli-
cations of NTS despite the fact that there has never
been any information, training or guidelines pro-
vided by the Ministry of Health. The risk of false
positive or false negative results further compli-
cates matters and women may be faced with inva-
sive testing such as chorionic villus sampling (CVS)
or amniocentesis which carry a risk of fetal loss in
the range of 1:100 (Enkin et al., 2000) in order
to confirm a definitive chromosomal diagnosis.

There is also the dilemma for the parents of
whether or not to continue the pregnancy if
Down’s syndrome is identified or indeed if a less
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severe abnormality is identified when termination
of pregnancy would not usually be an option.
Recently a colleague was caring for a 33 year old
woman who was delighted at being pregnant with
her second child. NTS was performed after coun-
selling and the result showed that the risk for
Down’s syndrome was increased. Subsequent am-
niocentesis identified a fetus with Turner’s (XO)
syndrome which does not always cause major dis-
ability. The pregnancy was terminated at 17 weeks
gestation at the woman’s request.

This article explores the literature in relation to
the effectiveness of NTS and the issues the test
generates for women and society. The role and
responsibilities of the midwife working in part-
nership with the woman are discussed in relation
to NTS and recommendations are made for mid-
wifery practice. A glossary of terms is provided at
the end of the article.

Effectiveness of NTS
Evidence based clinical practice involves use of the
best evidence available to arrive at the best deci-
sion for practice. In order to use evidence in prac-
tice it is important to assess the needs and values
of the woman. The evidence needs to be inter-
preted and used wisely with discussion and re-
flection on outcomes, feelings and consequences
taking place (Page, 2000). NTS is currently prac-
tised in New Zealand without any clear evidence
of its effectiveness or consideration of the conse-
quences. The test is funded by the Health De-
partment whilst maternal serum screening is not.
There is no evidence however to support the use
of NTS without the associated use of maternal
serum markers (Wald et al., 2003).

Ultrasound measurement of nuchal translucency
(NT) was developed in the early 1990s and stud-
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ies which have examined its implementation in
routine practice have demonstrated varying de-
tection and false positive rates. Using NTS alone
Bewley, Roberts, Mackinson and Rodeck (1995)
found detection rates of only 33% with a false
positive rate of 6.0%. Hafner, Schuchter, Liebart
and Phillip (1998) demonstrated higher detection
rates of 57% but also a much higher false positive
rate of 17%.

The rates of detection improved when NT meas-
urements were adjusted in accordance with ma-
ternal age. Nicolaides, Sebire and Snijders (1999)
identified 75% of affected fetuses with a false posi-
tive rate of about 5%. The Fetal Medicine Foun-
dation Multicentre Prospective Intervention Study
(Snijders, Noble, Sebire, Souka & Nicolaides,
1998) of almost 100 000 women found that as-
sessment of risk by a combination of maternal age
and NTS gave a detection rate of almost 73%.

Schuchter, Hafnet, Stangl, Ogris and Phillip
(2001) argue that the combination of NTS at 10-
13 weeks gestation and the triple test at 16 weeks
gestation results in a higher detection rate. They
conducted a retrospective study over a 5 year pe-
riod of 9342 women and found that the com-
bined approach had detection rates of 95%. The
rate of invasive testing was 7.2% which was lower
than a rate of 10.7% which resulted from screen-
ing by maternal age alone. False positive rates
however were not given.

Wald et al. (2003) conducted a large prospective
study of 47 053 women with singleton pregnan-
cies to identify the most effective method of ante-
natal screening for Down’s syndrome; the Serum
Urine Ultrasound Screening Study. Varying com-
binations of NT, maternal serum and urine mark-
ers and maternal age were assessed in women who
booked at 8-14 weeks gestation with a singleton
pregnancy. NT measurements were included if
obtained between 9-13 weeks gestation. Efficacy
was assessed by measuring the false-positive rate
for a detection rate of 85%. NTS used alone had
the highest false positive rate of 20%. When per-
formed at 10 weeks gestation as part of the inte-
grated test, the false positive rate was reduced to
1.3%. NTS performed at 10 weeks gestation as
part of the combined test had a false positive rate
of 6% which was significantly lower than NTS
alone, but the serum integrated test without NTS
had a false positive rate of only 2.7%. The results
showed that NTS used alone was the least effec-
tive whilst the integrated test was the most effec-
tive. Indeed, the serum-integrated test was more
effective than the combined test which included
NTS. The authors also suggest that the integrated
test is safe and cost effective as the low false posi-

tive rates reduce the numbers of invasive diagnos-
tic procedures required.

The only maternal serum screening test currently
available in New Zealand is the triple test. Higher
detection rates when using
combined NTS and triple
test have been demon-
strated (Schuchter et al.,
2001) but the rate of inva-
sive testing is still signifi-
cant. Reduced rates of fe-
tal loss or damage as a re-
sult of invasive diagnostic
procedures can only be
achieved by using screen-
ing tests which signifi-
cantly reduce the false positive rate. These tests
are not currently available in New Zealand.

Issues for women and society
New Zealand currently lacks a national screening
policy for Down’s syndrome yet NTS has been
introduced and funded by the Maternity Benefits
Department under the Notice Pursuant to Sec-
tion 88 of the New Zealand Public Health and
Disability Act 2000 (Ministry of Health, 2002).
Before a screening test is introduced into society
consideration should be given to balancing the
cost of not screening against the prevalence of the
disease. Also, the test should be simple, sensitive,
cost effective and reliable (Beaglehole, Bonita &
Kjellstrom, 1993). There should be an effective,
acceptable, safe treatment should the test prove
positive. NTS has never been evaluated to see if it
meets the required criteria and the only treatment
is termination of the fetus.

Down’s syndrome is the most common cause of
severe mental retardation in the developed world
with a birth incidence of 1-3:1000 (Mulvey &
Wallace, 2000) with obvious financial implica-
tions. In the United Kingdom, Gilbert et al.
(2001) found that there are long term financial
benefits to the country if a fetus, detected by an-
tenatal screening as having Down’s syndrome is
aborted. This view ignores the contribution a disa-
bled person can make to their family and society.
Indeed, many parents of Down’s syndrome chil-
dren express the joy the child brings to the family.
The emphasis on identification also needs to con-
sider assisting those affected families to avail them-
selves of all of their options and help those who
choose to continue with the pregnancy to prepare
for the event.

The affordability of NTS requires consideration.
Although the test is funded by the government,
most ultrasound scanning departments or busi-

nesses charge the woman a ‘co-payment’ which
means that it is not readily available to all women.
The triple test which is the only available serum
screening test for Down’s syndrome currently avail-
able in New Zealand, is not funded in the same

way and the woman is re-
quired to pay the full cost.
This occurs despite evi-
dence that detection rates
are increased when NTS is
used in conjunction with
triple test (Schuchter et al.,
2001). These factors sup-
port the view that technol-
ogy and subsequent inter-
vention occurs amongst
those who can afford to

pay. The cost of counselling, further tests such as
CVS or amniocentesis and the rate of fetal loss
have not been taken into account. No pregnancy
is replaceable and the cost of screening in human
terms has not been evaluated.

A reliable test provides consistent results and cor-
rectly categorizes people into groups (with or with-
out disease) (Beaglehole et al., 1993). Wald et al.
(2003) have demonstrated that NTS alone is not
reliable and should be used in conjunction with
maternal serum markers. Furthermore, the test
estimates the woman’s ‘risk factor’ and does not
provide a definitive diagnosis. It has also been
demonstrated that the accuracy of NTS depends
on the availability of well trained and certified
ultrasonographers (Snijders et al., 2002). Only the
larger centres in New Zealand have the staff and
equipment to undertake this type of programme
which makes screening available only to women
who have access to those centres.

The social implications of NTS include the risks
of anxiety and possible effects on bonding and
parenting. The mere implication of ‘increased risk’
can cause anxiety in the mother (Cheffins et al.,
2000) and prenatal screening tests that indicate a
risk of fetal abnormality can induce clinically sig-
nificant anxiety and distress in women (Santalahti,
Lattika, Ryynanen & Hemminki, 1996). Mater-
nal anxiety has been associated with behavioural
problems in early childhood (O’Connor, Heron,
Golding, Beveridge & Glover, 2002). Some
women view ultrasound as a rewarding experience
with expectations of reassurance but Filly (2000)
has found that women experience overwhelming
confusion and worry when those expectations are
not fulfilled. Ultrasound may strengthen mater-
nal and fetal bonding which then poses a prob-
lem for those who have an abnormality diagnosed
and find that they are faced with the decision
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not usually be an option.
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whether or not to terminate the pregnancy (Garcia
et al., 2002). Alternatively the use of technology
can affect the bonding attachment and women
may “suspend” their attachment until results are
known (Wolf, 2001, p. 31). Midwives need to be
aware of the risks related to anxiety so that appro-
priate reassurance can be provided.

False positive and false
negative results result in
further problems. False
positive results can expose
the pregnancy to invasive
testing such as CVS or am-
niocentesis, both of which
have significant risks of in-
fection, haemorrhage, fetal
damage or loss (Alfirevic,
Sundberg & Brigham,
2003). False negative re-
sults whereby the parents
are falsely reassured can
have psychological consequences. Hall, Bobrow
and Marteau (2000) found that a false negative
result can have a small but adverse effect on pa-
rental adjustment for between 2 to 6 years after
the birth of an affected child.

The variety of options and possibilities for
health care often conflict with the values and re-
alities in the lives of women, their families and
society. It would seem that NTS could give rise to
those conflicts.

The midwifery partnership and NTS
The midwifery partnership refers to the relation-
ship between the woman and the midwife as one
where trust, control and responsibility are shared
between the two (Guilliland & Pairman, 1995).
The main principles include individual negotia-
tion, continuity of care, informed choice and con-
sent (ibid, 1995). The underlying premise is that
individual negotiation acknowledges the expertise
that both partners bring to the relationship. The
woman brings self knowledge and experience
to the partnership whilst the midwife brings
scientific knowledge, midwifery experience
and intuition.

Midwifery practice has become more complex as
a result of new and advanced technology. The
decision to undergo NTS should only be made
after the woman has received clear, accurate un-
biased information so that she is able to make a
decision based on the information presented. The
scientific knowledge and experience of NTS
brought to the relationship by the midwife may
be very limited as formal training programmes for
NTS are not available in New Zealand for health

professionals. New Zealand does not offer a na-
tional screening policy for antenatal detection of
Down’s syndrome and the screening currently of-
fered varies depending on the individual centre,
individual woman or lead maternity carer. Women
need accurate information in order to make an in-
formed choice which in this case may prove a sig-
nificant challenge for the midwife.

Continuity of care allows
time for the woman and
the midwife to get to
know each other, clarify
expectations and develop
trust. NTS is problematic
in that it is carried out
between 11-13 weeks ges-
tation so the giving of in-
formation and counselling
often needs to take place
at the first antenatal visit
when the relationship has

not yet established. Women may attend that first
visit with no thought of fetal abnormality and leave
with that as their only concern. The challenge for
the midwife is to initiate the relationship, bring
valid knowledge and provide information in a way
that does not influence the woman’s decision but
allows her to make a truly informed choice. Con-
tinuity of care and effective communication al-
lows that relationship to continue to develop re-
gardless of the woman’s decision.

Recommendations for
midwifery practice
When counselling with regard to NTS, midwives
working in partnership need to ensure women are
aware of the following points.

• NTS is a screening test only, it will not provide
a definitive answer.

• When used alone NTS is not the best screening
test for Down’s syndrome and predictive out-
comes only improve when the test is used in
conjunction with maternal serum screening.

• There are risks of false positive and false
negative results with NTS. False positive results
can lead to invasive testing such as CVS or
amniocentesis, whilst false negative results give
inappropriate reassurance.

• Invasive testing carries a risk of fetal loss or
damage.

• Testing may result in identification of less
severe abnormalities for which termination of
pregnancy is more contentious.

• NTS is carried out in order to offer termina-
tion of affected fetuses.

Any screening service is available for people to use
as they choose. Choice is based amongst other
things, on the provision of appropriate informa-
tion and technical advances in screening can only
lead to improved outcomes if those offered the
screening are fully informed of the process.

Conclusion
Technological advances should be implemented
into health care only after clear evaluation and
consideration of the implications, side effects, ac-
curacy and cost. The implementation of screen-
ing tests should make a positive difference to the
woman and her baby and should occur only after
clear evaluation and judicious use of the evidence.
The way in which NTS is currently employed in
New Zealand does not demonstrate either.

The evidence does not support retaining the use
of NTS alone as low detection and high false posi-
tive rates have been demonstrated (Bewley et al.,
1995; Hafner et al., 1998). NTS used in conjunc-
tion with maternal age improves detection rates
(Nicolaides et al., 1999) and those rates are sig-
nificantly improved when NTS is used in con-
junction with the triple test (Schuchter et al.,
2001). The most effective method of screening
for Down’s syndrome however is the integrated
test (Wald et al., 2003) but this is not currently
available in New Zealand.

Midwives are obliged to provide quality care by
ensuring they are fully informed of the services
available. It is important that the information they
convey to women includes the nature and birth
prevalence of Down’s syndrome. Detection rates,
false positive and false negative rates of NTS alone
and when used in combination with maternal se-
rum markers should be identified. The woman
needs to be made aware of the invasive diagnostic
tests that would be offered if the test result is ‘high
risk’ and the risks of fetal damage or loss than can
result from those tests. She should understand the
implications of increased anxiety while waiting for
results and the choices to be made in the event of
a positive result. The possible outcome of termi-
nation of pregnancy should be made very clear to
women as those who would continue with the
pregnancy regardless of abnormality may choose
not to be screened.

Counselling women with regard to NTS for
Down’s syndrome requires great care and consid-
eration of the consequences.
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Glossary of Terms

Combined test. First trimester test based on
combining nuchal translucency measurement with
free beta-human chorionic gonadotrophin (beta-
hCG), pregnancy- associated plasma protein A (PAPP-
A) and maternal age.

Double test. Second trimester test based on the
measurement of alpha-fetoprotein (AFP) and hCG
(either free beta-hCG or total hCG) together with
maternal age.

Integrated test. The integration of nuchal translu-
cency and PAPP-A measurements in the first trimester
with the quadruple test markers in the second
trimester.

Nuchal translucency (NT) measurement. The width
of an area of translucency at the back of the fetal neck,
usually measured at about 10-13 weeks gestation using
ultrasound.

Quadruple test. Second trimester test based on the
measurement of AFP unconjugated oestriol (uE3),
free beta-hCG (or total hCG) and inhibin-A together
with maternal age.

Serum integrated test. A variant of the integrated test
using serum markers only (PAPP-A in the first
trimester and the quadruple markers in the second
trimester).

Triple test. Second trimester test based on the
measurement of AFP, uE3 and hCG (either total hCG
or free beta-hCG) together with maternal age.
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Abstract
What is it like to stand by and watch a woman
go through the pain of labour? How do mid-
wives show that they care? How do they go
about helping? These questions underpinned
my study which explored the meaning of the
experience of midwives working with women
and their pain during labour. A qualitative
study, using hermeneutic phenomenology, al-
lowed me to talk with seven midwives about
their experiences of providing intrapartum care.
This article offers an interpretation of their
narratives and, in presenting the findings, re-
veals aspects of practice frequently taken for
granted in their everydayness.

Introduction
For most women labour involves pain. Often the
pain of contractions is the most severe pain that a
woman ever has to face and she can approach la-
bour with considerable trepidation about what lies
in store. She may have endeavoured to prepare
herself by attending childbirth education classes
and talking with friends, family and health pro-
fessionals. In the end, though, a woman’s labour
is a unique experience. It is a private and totally
subjective experience because it is her labour and
only she can feel her contractions. In working with
a woman in pain, the midwife occupies a privi-
leged position. She is sharing a momentous occa-
sion in the life of this woman and her family. The
nature of the relationship which forms with the
midwife can influence the woman’s confidence in
her own ability to cope with labour. Most mid-
wives understand the importance of the rapport
which needs to be established with a woman in
order to foster in her a sense of security and trust.
Communication is of vital importance in form-
ing a relationship (Ralston, 1998). Depending on
the woman’s choice of lead maternity carer, the

midwife could be someone she has become ac-
quainted with throughout her antenatal period,
or she could be a total stranger whom she is meet-
ing for the first time. Midwives also know how
important their very presence is to a woman in
labour. Continuous midwifery support has been
shown to have a positive effect on a range of out-
comes including the need for pharmacological
pain relief, duration of labour and a more posi-
tive birth experience for the woman (Berg,
Lundgren, Hermansson, & Wahlberg, 1996;
Hodnett, Gates, Hofmeyr, & Sakala, 2003; Lav-
ender, Walkinshaw, & Walkin, 1999). Women in
labour also value the chance to be involved in
making decisions regarding their care
(Halldorsdottir & Karlsdottir, 1996).

This article examines some of the midwifery lit-
erature pertinent to the way in which midwives
work with women during labour. It briefly dis-
cusses the methodology employed and give an
overview of the way in which the study was con-
ducted. The three major themes to emerge are
described and illustrated by verbatim excerpts
from the study’s participants. The central find-
ing, the essence of the phenomenon, seems to be
that midwives interpret the meaning of women’s
pain. This finding is seen in context as it emerges
from the participants’ stories and the themes in
which they are contained. Finally this article sug-
gests ways that these findings can have relevance
to the practice of all midwives.

Literature review
An examination of the literature surrounding the
pain of labour found much written from the wom-
an’s perspective about the pain of childbirth. Less
apparent is information about the midwife’s ap-
proach to pain in labouring women. Three stud-
ies were located which add to our knowledge about
the way that midwives provide care to women in
labour with regard to their pain. First, Leap’s re-
search (1996) which adopted a modified version
of the grounded theory approach to interview ten
midwives with extensive homebirth experience.
Leap found that these midwives viewed the pain
associated with normal labour as pain which can
be borne by most women because it represents a
normal physiological process. Leap characterised
this approach as “working with pain”, contrasting
this philosophy of care with the more traditional
emphasis on “pain relief ” (p.47).

The second study was conducted in a Northern
Ireland hospital (McCrea, Wright & Murphy-
Black, 1998). Eleven midwives were observed in-
teracting with fifteen women during labour and
three types of approach to pain relief were identi-
fied. These ranged from an emotionally aloof carer
who may have met the physical needs of a woman,
but not the psychosocial needs – a “cold profes-
sional”; to a “disorganised carer” who exhibited lit-
tle professional competence or good communica-
tion skills; to a “warm professional” – a midwife
who provided care in a holistic way and treated
the woman as “special” (p.179). Furthermore, the
‘warm professional’ promoted an attitude of part-
nership and a positive portrayal of labour pain
through her presence and support, but also by
encouraging the woman to voice her fears and seek
clarification about aspects of pain relief.

The third study, by Lundgren and Dahlberg
(2002), described nine midwives’ experiences of
their encounters with women and their pain dur-
ing childbirth in Sweden. The study used a
phenomenological approach, collecting data via
tape-recorded interviews. The authors conclude
that the midwife should strive to be an “anchored
companion” (p.162). This definition encompassed
notions of a physical, psychological and emotional
presence and a relationship built on mutual trust
and confidence.

Although the pain of childbirth has been exten-
sively researched from the woman’s perspective,
the literature I examined in the course of this study
revealed a relative lack of information about the
midwife’s approach, particularly to pain in labour.
Only the three studies discussed in this section
appear to address this gap in knowledge, citing
qualities such as warmth, trust, physical and emo-
tional presence as desirable traits in a midwife.

A brief discussion of the philosophical underpin-
nings that have informed my approach to this
phenomenological study follows. I will explain
how my research question and the method used
are congruent with Heideggerian hermeneutic
phenomenology and highlight some aspects of the
method including recruitment of participants, data
gathering and data analysis.

Methodology and method
Phenomenology is a philosophical methodology
that allows for the chance to explore the nature
and meaning of human experience (van Manen,
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1990). The research question for my study asked
“What is the experience of midwives working with
women and their pain in labour?” Posing the ques-
tion in this way allowed me to interview midwives
to obtain their description of working with pain
from their own personal context as well as the
context of the environment and the women with
whom they interacted. I sought the opportunity
to better understand everyday lived events through
the words of the participants. Phenomenology
challenges us to look beyond the taken-for-granted
nature of our lived world, to see afresh phenom-
ena that are frequently hidden from view or partly
obscured by their everydayness (Heidegger, 1962).

The Auckland University of Technology Ethics
Committee granted ethical approval for my study.
I tape-recorded interviews with seven midwives
and sought to encourage them to provide detailed
accounts of their experiences. The participants
were drawn from a range of practice backgrounds
and levels of experience and were both hospital-
employed and independent practitioners. I used
purposive sampling to approach midwives whom
I determined would have sufficient clinical expe-
rience and be sufficiently articulate and reflective
practitioners to enhance the opportunity for an
account of the lived experience to be expressed as
fully as possible.

A question I frequently asked to begin an inter-
view, because many of the participants had expe-
rience of caring for women in labour in a home
setting and in a hospital, was “Is there a difference
in the way you work with women depending on
where they choose to birth?” Sometimes I prompted
a participant with something like “Tell me about
a time when you wrestled with a decision about
pain relief ”.

An important ingredient in the interpretation of
data in a phenomenological study informed by
Heidegger is the process of the researcher openly
engaging with her pre-assumptions. Prejudices and
pre-conceived opinions are held by all of us and
are inextricably linked to the way in which we
view the world and interact with it. Heidegger
(1962) argues that we bring these pre-assumptions
to our analysis and we are unable to lay them to
one side as it colours our very being in the world.

It is necessary, therefore, to keep these pre-assump-
tions to the forefront during the questioning and
reflecting which is so much a part of the quest for
meaning that embodies data analysis. Participants’
stories are interpreted and re-interpreted during
the process of writing and rewriting which is es-
sential in phenomenological work. Data analysis

is a gradual process. It began with several readings
of each participant’s transcript in order to pull out
passages which directly related to my research
question. These passages contained metaphors or
phrases which resonated for me by their relevance
to my topic area. I played with the possible mean-
ings contained within
words and phrases as I
sought to take my level of
understanding deeper.
Gradually I accumulated
groups of stories expressing
similar ideas, and some
with contrasting data,
from the transcripts. I was
encouraged to look at the
‘bigger picture’ concerning
each story in an effort to capture a tentative ‘han-
dle’ or theme. After engaging with the writing of
Heidegger and van Manen I came to see the sto-
ries, with their interpretations, as parts of a larger
whole again. As I continued to reflect and re-write
deeper interpretation of the individual stories, they
fell into a number of sub-themes and gradually
the themes became apparent to me. The stories
come to be seen as parts of a larger whole, whilst
at the same time being whole in themselves. There
are stories about:

• “before the pain” – the antenatal period and the
pre-assumptions that the midwife and the
woman bring to labour

• “working with the pain” – the ‘how’ of the mid
wife’s work

• “after the pain” – the period when the birth is
over, but the pain may not be.

Themes
Interwoven throughout all of the stories are three
central themes which each contain elements of
the central finding of this study – the essence of
the phenomenon of midwives’ experiences of
working with women and their pain.

“Leaping ahead/leaping in”
The first theme is “leaping ahead/leaping in”.
These are terms coined by Heidegger (1962) to
describe the way a person can show concern for
another. They represent the two extremes along a
spectrum of “showing concern for” that Heidegger
calls solicitude.

“Leaping ahead”
“Leaping ahead” of a woman may be one way a
midwife seeks to prepare her for the pain of la-
bour. By helping to show the woman what the
future might contain in the course of antenatal
discussions, the midwife hopes to make such a
course of events recognizable for her so that she is

better prepared for them and more likely to en-
gage in decisions about her pain management if
they arise.

Another example of ‘leaping ahead’ can be
glimpsed in the concern Amanda expresses about

men providing support for
women without their own
back-up:

I often get quite anxious
when women are just
going to have their partners
for support… Sometimes I
think men have their needs
and they override what their
role is in terms of being there

for that woman. Sometimes you’re giving the epi-
dural for the partner who’s really unhappy and un-
comfortable and feels very anxious about their loved
one. I think men often do need to have support and
that helps them put things in perspective a bit be-
cause the responsibility is not 100% theirs. I think
that’s where they crumble often and they see what
the women are doing in labour as a reflection on
them as opposed to it just being a normal process.

Amanda talks of men who ‘crumble’ at the sight
of their partner in pain. She knows that a ‘crum-
bly’ man may result in a ‘crumbly’ woman who is
unsettled by the loss of a reassuring presence. By
highlighting the need for adequate support to the
woman, she may ensure an effective support team
is in place before labour begins. “Leaping ahead”
also carries connotations of preceding women into
the future in order to empower them in the pro-
vision of their care.

“Leaping ahead” is also apparent in accounts by
midwives during labour when they try to antici-
pate what a woman might be feeling and explain
it to her.

As the labour goes on further and further, and gets
more intense, I creep closer and closer. But all the
time I’m listening to what’s happening… If I feel
that she’s losing it, I’ll say to her “What’s happening
for you?” so that I can connect with where she’s at
and… when I get the feedback from her, then I’ll
interpret what’s going on for her. So there’s that tun-
ing in to her all the time and as soon as I sense any
panic in her, I’m in there immediately and re-an-
choring her back in the process and reassuring her
that it’s alright. [Catherine]

Catherine’s focus is totally on the woman as la-
bour progresses. Gradually, but inexorably, her

Phenomenology challenges us to look

beyond the taken-for-granted nature of

our lived world, to see afresh phenomena

that are frequently hidden from view or

partly obscured by their everydayness

(Heidegger, 1962).

continued over...
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presence is more and more necessary. By giving
her full attention to the woman, Catherine in-
vites her to describe the feelings and sensations
that she is experiencing. She tunes in to the wom-
an’s words and to her body’s voice as she seeks to
understand what might be happening. The mid-
wife is poised, not to “leap in” and take over, but
rather to discern what is happening so she may
“leap ahead” to prepare the way. By such
foresightedness, panic may be kept at bay. With
this information, Catherine is able to interpret
what is happening for the woman and put it into
the context of her labour.

“Leaping in”
“Leaping in”, by contrast is a way of executing
care which is much more directive. It conveys a
sense of taking over, doing things for the ‘other’
in a situation of more urgency. Midwives in this
study related times when it was necessary to “leap
in” during labour. Gemma describes such a time:

I recall a primip [sic]. She was in established labour
and she was doing good, then all of a sudden, ex-
ploded. She didn’t ask for pain relief. She couldn’t.
She was just completely screaming and wanting to
jump off the bed with contractions… I stepped in
finally and said “I think you need Pethidine.”

Gemma has taken over the decision making in
the presence of a woman who has lost control
due to pain. Such an action may be totally justi-
fied under the circumstances as the woman is
unable to converse, let alone discuss options for
pain management.

Midwives also talked of
times when “leaping in”
seems to involve using their
presence to work with a
woman in pain. Diane’s
words illustrate how “leap-
ing in”  with “self ’ can be a
powerful intervention for a
woman in pain:

She had been sexually abused by her father, a really
bad history… she was absolutely terrified… and
she needed quite a lot of calming. I put a lot of hot
water on her back, a lot of pressure, a lot of rocking,
a lot of holding, a lot of coaxing, a lot of stroking,
my voice in her ear. Later, she said that’s all she heard,
was me saying “You’re alright, just calm down, it’s
OK, don’t be frightened”… So you as a person, us-
ing yourself, are very instrumental in what happens.

This midwife is physically and emotionally present
in this woman’s pain. She describes all the practi-
cal measures she employed and also the constant
explanations and reassurance for the woman.

Diane reminds the woman to relax, to submit to
the pain, to trust her confidence in the process.
She is like an interpreter, deciphering the foreign
language that is labour into plain English. The
meaning behind the words is what the woman
recalls because this was more important that the
content. Diane has conveyed a sense of deep
understanding of the woman’s pain by her words
and her instinctive “leaping in” to enfold her
with support.

Paradoxically, there may be times when not “leap-
ing in” is required. The midwife may make a con-
scious decision to hold back, to bide her time.
Evelyn describes her conflicting thoughts as she
watches a woman in distress:

Most of the time it’s OK, but there are times when I
feel that the woman does need something. But I’ve
got to hold back and not say anything because I don’t
want her to distrust what she’s going through and
distrust herself. Obviously her not saying that she
needs something means that she’s trusting her body
and I’ve just got to allow myself to be quiet. And it’s
amazing, they do do it. So if she cries, she cries and
she’ll let me know.

Evelyn talks of the effort sometimes to “hold back”
and not try to save a woman who is crying with
pain. It seems that giving oneself permission to
bide one’s time and wait can be hard when one’s
instinct may be to “leap in”. One way of working
with a woman in pain seems to be making room
for her to be-in-labour by maintaining a watchful
presence and trusting her to determine when she

needs more midwifery
input.

Working with time
The second theme which
threads its way through
many of the narratives in
this study is the notion of
lived time. Time is always
present in the way that

midwives help women to interpret their labour
pain, although it is more apparent on some occa-
sions than others.

For instance, there is a sense that time is some-
how different for the midwife who practises in a
home setting compared to a hospital environment,
as this midwife describes:

There’s less time pressure. People are not watching
the clock… so I guess it makes you feel more relaxed
as a midwife. It’s a two-way thing isn’t it, if you’re
feeling confident and relaxed, then you work better
with the woman and are more able to help her feel
confident and relaxed. [Frances]

Time as measured by the clock seems to have less
meaning in the home. Labour takes its course and
the woman, and all those who are sharing the jour-
ney with her, adapt to its pace. Frances does not
have the jarring reminders of time that she en-
counters in a hospital. Consequently there are not
the whispers of doubt about adequate progress to
deal with constantly. The result is a more relaxed
midwife who can celebrate the progress of a nor-
mal experience and project that confidence onto
those around her.

Midwives in this study understand how a wom-
an’s experience of lived time alters when she is in
pain. Amanda breaks time down into small seg-
ments when she is faced with a woman who is
beginning to doubt her ability to continue with-
out pain relief:

They want to know “how much longer am I going
to be at this point?” and I don’t know and they don’t
know, so I think you have to contract with them and
say “well, let’s do a,b,c and d and then review the
situation in …forty minutes time.

Amanda knows that lived time slows for the
woman as labour becomes more intense. She sug-
gests a focus on small chunks of time rather than
trying to look too far ahead. Amanda tries to move
the woman’s gaze from the distant horizon of her
“future”, an unknowable number of hours stretch-
ing ahead of her, to a finite section of “future” in
the forty minute segment. In this way, Amanda
works with the woman in the “now”.

By contrast, other midwives in this study invite
women to see their pain in terms of small units of
time while, at the same time, helping them
to take a larger overview of their labour. Barbara
describes the way she works with a woman
during labour:

Just really jolly her through, one at a time, one con-
traction at a time, not looking too far ahead. I tell
her not to be overwhelmed by it because very soon it’s
going to be over and in the past.

Barbara endeavours to limit the potentially
destabilising effect of looking too far ahead by
supporting the woman through each contraction.
She also invites her to look towards her future
when the labour has finished and the pain will be
a memory, relegated to her past.

Time as friend
Lived time can work in the midwife’s favour at
times. On occasion, a woman will request pain
relief at an advanced stage of labour. The midwife
can be placed in a difficult position when faced
with such a request, as Barbara recalls:

continued...
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She said right from the beginning that she didn’t want
anything for pain relief… She was 9cm dilated and
she began to lose it a bit and was determined she
wanted an epidural at that stage. The head, when I
examined her was really well down, the cervix had
almost gone and she was demanding an epidural. I
intimated that the anaesthetist wasn’t far away. She
went on and had the baby within 20 minutes. After
it was all over, she thanked me for not arranging an
epidural promptly, but even if I had done, it wouldn’t
have been prompt enough.

Barbara used her clinical expertise to assess that
the woman did not need an epidural anaesthetic.
She was faced with a dilemma and chose to give
the impression that the epidural was being ar-
ranged, which probably helped the woman to take
heart amidst her growing panic. Then Barbara
stepped in closer to the woman with encourage-
ment and support. Once safely on the other side
of birth, the woman is delighted with the strategy
of procrastination. The woman can now see that
there was insufficient time to organise an epidural
and Barbara’s gamble in not seeking an epidural
as requested paid off. On this occasion her inter-
pretation of the woman’s pain was congruent with
her own.

Time as enemy
There can be times when a midwife is castigated
by a woman because she complies with her re-
quest for pain relief. Amanda describes a difficult
situation:

She was very far advanced in labour with her second
baby and she …wanted an epidural. As the epidural
was going in she had a strong urge to push and the
baby was born. She then asked me why I didn’t ex-
amine her, because if I had, then she wouldn’t have
had an epidural. But it wasn’t actually possible to
examine her because she was so agitated and intent
on the epidural that I felt that if I had even offered
her an examination, she would have felt it was tan-
tamount to an assault or another delaying strategy.
She was really upset about that and … couldn’t let it
go afterwards.

Here is an example of the way that time can be
the enemy of a midwife. This woman seems to
have been unable to look beyond her pain ‘now’
and recognize that labour is nearly over. Amanda
feels compelled to acquiesce to her request for
epidural and this was the right decision in the
woman’s eyes at the time. Now that she has time
on her hands, it seems that the correct decision
has become a wrong one. Over time, the wisdom
of a course of management can be judged and
found wanting. There is a disparity in the inter-
pretations of both the woman and the midwife.

Believing
The third theme to emerge from this study is the
sense of belief that midwives employ when work-
ing with women and their pain. There seems to
be an inner conviction within some midwives
which communicates itself to women and incites
them to call upon something inside themselves
when they are at their most
vulnerable. The following
story is a telling example
of the power of the mid-
wife’s belief propelling a
woman through labour:

I remember a woman who
wanted a homebirth because
she’d had an epidural [and
instrumental birth previ-
ously]. She said to me ‘ I
don’t think I can cope. I
think I need to go to hospital to have an epidural.’ I
said ‘No, you are only saying that because you’re right
at the place where you had the epidural last time
and you haven’t got any experience of what happens
from here on in without an epidural, but this is what
you wanted. You wanted a normal birth, you
wanted a home birth and that’s what you’re hav-
ing. So, I want you to say this, ‘I’m having a normal
delivery and I can do this.’ So she just went round
and round the couch saying that… She kept walk-
ing and saying it and then she started (involuntary
pushing noise) and I said ‘There you go. Come on.’…
She was just fantastic, she was totally rapt. The
woman just changes instantly from being this fright-
ened person to being this ‘Oh, I can do it!’ [Diane]

Diane empowers the woman to take a huge leap
of faith. When she begins to doubt her ability to
cope without an epidural like last time, Diane
doesn’t hesitate. By asking the woman to verbal-
ise a positive and helpful message which can be
heard by all present, Diane encourages her to dis-
pel any doubt and await the birth. The darkness
that is the future holds unknown experiences, but
Diane is prepared to accept that she cannot see,
or yet understand, what lies ahead. Her message
to the woman is that together they will face the
darkness and look for signs of light which might
allow for more understanding. The birth provokes
elation and self-congratulation in the woman who
has truly worked to realise this goal. In Diane’s
words we can also hear her admiration for that
hard work. Behind it all though, is Diane’s un-
swerving belief in the woman which never wavers
and which conveys confidence and certainty to
the woman. The result was an exciting and satis-
fying birth experience.

Sometimes midwives impart their belief in
the woman in the apparent absence of any
need. Catherine talks of a seemingly self-
contained woman:

In labour she was completely composed and didn’t
seem to need much input, but I was doing my usual

talking her through and
when I sensed she was get-
ting stretched, just anchor-
ing her again and talking
her through. But after she
had the baby she was a dif-
ferent woman. She was just
this effervescent, outgoing,
bubbly person that I hadn’t
seen through the whole preg-
nancy. She started it off. She
said ‘I wanted to say to you
that when you were saying

the things you were saying to me in labour, even
though I wasn’t responding to you because I couldn’t
– it was too intense, that was really important to
me. You kept me going and if I had had midwives
who had said the same things to me with my first
labour, I think I would have got through without
needing all those other things that I had.’

Catherine describes how she ‘senses’ when the
woman is ‘getting stretched’. Small cues within
the woman’s body language are sufficient for
Catherine to respond with more intense praise and
encouragement. This serves to ‘anchor’ the woman
again, to provide a steadying and dependable mes-
sage that helps to maintain her sense of control.
Although the woman gives little sign of needing, or
heeding the midwife’s words, she recounts later that
they were extremely necessary to keep her going.

The meaning of pain
An important part of working with women and
their pain is the meaning which is attributed to
labour pain. Although not a theme in this study,
this was an area I explored during my analysis as
elements of the notion appeared to be part of many
of the stories.

Pain has negative connotations for most people.
They associate pain with trauma or illness. Some
midwives in this study seek to redefine pain as it is
experienced in labour in order to help women work
with it more effectively. Frances tells her clients:

The pain of labour is a good thing. It’s functional.
There’s nothing bad about it. Occasionally I’ve used
words that I’ve heard Sheila Kitzinger use like ‘wel-
coming the pain’ because it’s bringing your baby. So I
try and always use positive words without making it
sound like it’s easy.

continued over...

Amanda tries to move the woman’s

gaze from the distant horizon of her

“future”, an unknowable number of

hours stretching ahead of her, to a

finite section of “future” in the forty

minute segment. In this way, Amanda

works with the woman in the “now”.
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Diane is even more eloquent in her description:

Pain – it’s part of the birth, isn’t it? It’s normal. It’s
pain with a purpose… It’s there because it’s doing a
function and it’s not something that’s to be feared.
You relax into it, you go with it, all those sort of
words. Just go down to meet the pain, don’t run from
the pain, go to it, accept it.

The words these midwives use to describe the pain
of labour underlines their understanding of the
meaning of labour pain. By giving voice to the
positive imagery about yielding their bodies to the
pain, the midwives are attempting to permit a new
understanding or interpretation of labour and its
pain to women.

The essence –
interpreting
the meaning of pain
A phenomenological study
seeks to answer the research
question by distilling the
central themes into an es-
sence. The essence of a phe-
nomenon is that which
constitutes the true being
of a thing. So, in answer to this study’s research
question “What is the experience of midwives work-
ing with women and their pain in labour?”, the find-
ings seem to indicate that midwives do this by
interpreting the meaning of their pain. Interpre-
tation always occurs in the context of the world as
we are in it. It occurs in the way that midwives are
with a woman and how they can ‘be’ with her –
what Heidegger (1962) called “Dasein”. Before the
pain begins, they “leap ahead” to encourage them
to anticipate what the pain will be like and how
they will confront it. Midwives give pain mean-
ing for women by naming it and defining its pur-
pose in bringing a baby. When labour begins,
midwives help women to translate their embod-
ied pain in its context. They “leap in” when re-
quired, sometimes using self as an intervention.
When midwives interpret women’s pain, they risk
misjudging a physical pain they can’t feel, thereby
causing mental pain they can’t always salve. On
many occasions though, midwives can convey
belief to women with such conviction that they
will trust in their pain to keep them safe. Mid-
wives help to unlock the mystery of labour pain
and accompany women on the profoundly mov-
ing and humbling journey that is the miracle of
childbirth.

Implications for practice
Much of the practice described by participants in
this study is familiar to midwives working with
women in labour. Nevertheless, the ways in which
time is manipulated by midwives to help women

with their pain is important to acknowledge, and
to celebrate. The concept of breaking time down
into smaller chunks to help women concentrate
on the “now” is recognized by many midwives but
may not be acknowledged by them as a valuable
strategy. Similarly, the way that time as measured
by the clock can prove to be a tyranny for some
midwives working in a hospital setting who wish
to avoid the constraints of an institution’s time-
keeping practices. Midwives know that women
labour in different ways and blanket adoption of
policies for assessing progress can have a detrimen-
tal effect on the way that midwives work with
women and their pain. Perhaps the views expressed
in this study lend weight to the opportunity for re-
view of hospital policies in this regard to consider

less rigid expectations of
normal labour situations.

Much of the midwife’s
work with women and
their pain in labour passes
unseen by other midwives.
This may be because the
woman is labouring at
home and will only re-
quire the presence of an-

other midwife at the time of delivery. If the woman
is in the hospital setting, the door to her room
may be closed for privacy and peace. Only the
support people gathered with her will witness the
way in which the midwife works with a woman’s
pain. So, the opportunity to learn aspects of ex-
pert midwifery practice, such as the way some
midwives inspire women through the strength of
their belief, is limited. It is imperative, therefore,
that avenues be created to ‘show’ this important
aspect of practice. This could be achieved by es-
tablishing a forum for the sharing of stories from
practice in places of work and at professional gath-
erings such as seminars, conferences or New Zea-
land College of Midwives’ meetings. In this way,
practice wisdom can be acknowledged and dis-
seminated to other midwives.

Finally, the findings from this study suggest that
midwives need to understand the subjective na-
ture of their decision-making in the area of pain
management. They rely on their interpretation of
the woman’s perception of pain to formulate their
midwifery care. The data in this study suggest that
the closer the congruence between the midwife’s
and the woman’s interpretation of her pain, the
more likely there is to be satisfaction about the
management of her pain once labour is finished.
This has significance for all midwives working with
women and their pain in labour. A dissatisfied, or
worse, angry woman is likely to harbour ongoing
hurt which may have ramifications for her transi-
tion to motherhood or even delay decisions about

future pregnancy. The decisions a midwife arrives
at with women in regard to their pain have the
potential to cause lingering anguish, but it is dif-
ficult to predict which situations have the most
risk. In the end, the midwife makes a judgement
based on the context of the moment and hopes
the relationship has a strong enough platform of
trust to guide her to an action with which the
woman will concur.
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Diane reminds the woman to relax,

to submit to the pain, to trust her

confidence in the process.

She is like an interpreter,

deciphering the foreign language

that is labour into plain English.
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Reviewed by Jean Patterson, Midwifery Lecturer

Who can forget the impact of Ina May’s ‘Spir-
itual Midwifery’ published in 1975? Every
midwife I knew had at least heard of it, read it
or owned it. Many well thumbed and tea
stained copies remain on bookshelves as testa-
ment to its popularity and appeal. Ina May,
from the Farm Midwifery Centre in Tennes-
see which she founded with her husband and
community in 1970, has now published her
new book Ina May’s Guide to Childbirth.

This publication falls neatly into two parts. The
first, fittingly, captures the voices of women
telling their stories of triumphant birth. The
second part is a mix of practical advice for
women and practitioners alike, plus stories and
anecdotes from practice. The 348 pages also
include an index and several appendices.

Women are offered a wealth of advice on strate-
gies to employ for optimising their chances of
experiencing a normal birth in a hospital setting.
Acknowledged and welcomed is the work of the
Cochrane Collaboration especially their recom-
mendations as to the effectiveness of continuous
emotional and psychological care for the labour-
ing woman. In relation to this aspect of birth, Ina
May introduces the power dichotomies of the
mind – body and pain – pleasure. She encourages
women to “let the monkey in them do it” (p. 243);
thus allowing the primate to emerge in the birthing
process. Another central concept is Ina May’s ver-
sion of “sphincter law” which suggests that our
sphincters close when we are startled or fright-
ened and that we function best in private without
time constraints. Thus the environment for birth
needs to be familiar and filled with laughter if we
are to be primal and allow our sphincters to relax.

The strength of Ina May and her partners’ ‘sci-
ence’ is that it is grounded in practice. It emerges
from the respectful and curious observation of
birthing women and the births of 2200 babies (in-
cluding 15 sets of twins at home or at the Farm)
over a period of twenty years. Some labour stories

may alarm even seasoned midwives - for ex-
ample the woman who stalled at 7cm dilated
for over a day despite continuing good con-
tractions, though finally going on to birth nor-
mally after the resolution of an emotional is-
sue. However for the sceptics Ina May lets her
statistics do the talking. She cites a caesarean
section rate for the year 2000 of 1.4%. There
were no maternal deaths and the neonatal
mortality was 0.69%, which included babies
born with “lethal anomalies”. Further the Farm,
though functioning like a birth centre, has in-
cluded the outcome statistics for all of the
women who booked with them, regardless of
their final birthplace.

I am sure this book will be welcomed and en-
joyed by women, midwives and students alike.
One of the highlights for me was the inclu-
sion of a chapter on benchmarks for midwifery
excellence of the past which celebrated the
impressive outcomes achieved by Catharina
Schrader who practised in the Netherlands
between 1693 and 1745. Ina’s book is a mix of
stories, anecdote, wisdom, advice and history.
It is what it is. A bit like birth I guess.

B O O K  R E V I E W

Ina May’s Guide to childbirth
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