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Budget Addendum %

The Budget on the 30 July 1991 was a
strong statement to New Zealand that this
government believes it cannot sustain the
Welfare State. The ““user pays” principle
has now been directed at both health and
education sectors and many people are
uncertain and apprehensive about the
consequences,

The one area however where universal
access has been retained is in maternity
care. I believe the efforts of midwives and
women'’s groups over the last few years to
change the law and reinstate midwifery
independence has raised politicians” aware-
ness of the importance maternity care plays
in the wellbeing of our society.

There is no hospital or outpatient charges
for maternity clients and visits to the midwife
or doctor remain free of charge to the
woman under the Maternity Benefit. The
Maternity Hospital Benefit of $31.00 for
each pregnant woman has been abolished

Spa Bath o

Dear Editor,

In September 1989 a spa bath was fitted
into the Delivery Suite at Wanganui
Women’s Unit. After two years of use,
and many gallons of water later, we
thought it was about time we evaluated
the spa bath.

The use of warm water, i.e. bath/spa
efc, as a form of comfort/ pain relief for
labouring women is in my opinion under-
valued and very difficult to evaluate. One
of the measurable ways to do this was,
to see if the spa bath had affected the
amount of narcotic analgesia used. The
birth rate for Wanganui Women’s Unit
over the past three years has been fairly
static at 960-1,000 births per year, with
no change in the epidural anaesthetic rate.

From September 1988 - August 1990
we had a 5.6% reduction in the use of
Pethidine.

From September 1990 - August 1991
we had a 15.5% reduction in the use of
Pethidine.

but thisaffected few peopleas itapplied to
private maternity care.

What will have a major affecton future
maternity services however will be the
devolution of the benefit from central
government to regional healthauthorities.
Managers are already voicing such anti-
woman statements as “once I get control
of that money you won’t have all these
choices”. Thereis norecognition by many
of these people that it is choice and control
over one’s own body and life processes
that is a major factor in successful preg-
nancy and parenting. This new age of
health managers and policy makers would
appear to have little understanding of
Primary Healthand its social and environ-
mental focus, which is why midwifery
will continue to struggle for recognition as
the most appropriate primary health care
provider in norinal pregnancy and child-
birth.

We are now in an environment where
competitionand reward will dominate the
health sector - this is not a climate which
fosters consensus and negotiation or one
which makes much allowance forindivid-
ual differences or philosophies. Such a
hostile environment highlights society’s
fear and ignorance of birth as a normal life
process. Midwives and their profession

As you can see, ‘wow’, in dollar terms
- this is quite a saving. The effect of the
use of the spa bath on women however,
is subjective and very difficult to meas-
ure. I can only give you my opinion and
my fellow Midwives’ opinion that the spa
bath has aided/comforted women in
labour and has enabled them to make
choices and stay in control of their birth

" experience.

Because of the great utilisation of the
spa bath during labour, we of course,
have had many deliveries in it with and
without water! We now offer planned
water births to selected clients. We hope
to have a second spa bath fitted into our
small unit in the near future.

Yours sincerely,
(L Young)
Charge Nurse on behalf of
Wanganui/Taranaki Region of the New
Zealand College of Midwives

& & &
Dear Editor,
I am interested in looking into the feasi-
bility of collating NZ based midwifery
research undertaken by NZ midwives,
with the purpose of publishing an ongo-
ing series of research books.

A precedent for this can be found in
Robinson & Thomas (eds) (1991) Vol II,
entitled Midwives, Research and Childbirth.
London:

Chapman and Hall. This is the sec-
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must be the stability which enables woman
tobelieve in themselves and their ability to
give birth. .

Midwives in New Zealand over the
last few years have demonstrated a re-
markableincreasein their own self esteem
and belief in the importance of their work.
Women with whom they have worked
have been empowered to also build on
their levels of confidence and this is the
cycle we must promote and maintain. This
belief in our ability to ““affect the image
women have of themselves, their abilities
and worth”’ (Caroline Flint, Sensitive Mid-
wifery, 1986), is the basis of our practice
and over the next few years women will
need all our strength and support if they
are to conquer society’s fear of childbirth,

|

Karen Guilliland
Post Editorial

The Editorial collective wishes to acknowledge
the huge contribution Judy Hedwig made to
the birth of this journal. A very time consum-
ing effort with many frustrations. The edito-
rial collective are the beneficiaries of that work.

Judy has resigned from the Journal so we
wish her well in future ventures.

S é

ond in an intended series which presents
research of particular relevance to the care
provided by midwives. In this book 12
contributors from throughout Great Brit-
ain have published their studies, based
on the premise that midwives have the
responsibility to ensure that their prac-
tice is research based.

It seems to me that those midwives
with a special interest in research should
have a forum to facilitate and promote
‘research-mindedness’ among colleagues,
and that inclusion in an annual publica-
tion of NZ midwifery research would be
something to aim for by midwifery re-
searchers who want to disseminate their
findings for the benefit of mothers and
babies.

I would like to hear your opinions
about such a project, and particularly from
anyone who could assist in co-editing. 1
am sure it is possible to form an edito-
rial/production unit from amongst NZ
College of Midwive’s members. It is ex-
pected that profits from such books would
be donated to the NZ College of Mid-
wives for a research fund available to assist
midwife researchers.

My contact address is:
Gillian Eyres (White)
Research Officer

Dept of General Practice
University of Auckland
Tel: (09) 795-780 ext 6126




A Consumer
Viewpoint

ing childbirth which I consider to be of

particular concern to women at the pres-
ent time and some of those which I have
observed and learned from sharing expe-
riences with women during my contact
with the women’s health movement over
the past 15 years. Although there is need
for a great deal of further change I wish to
acknowledge the willingness of midwives
asagroup, torespect women'’s wishes and
to respond to their needs. It is my belief
that the effectiveness of a good midwife
lies in her ability to learn from women,
gaininganincreaseininsightand intuitive
skills. So the optimum encounter is the
two way one where each has something to
share and something to learn. This pro-
vides the grounds for an empowering
partnership.

However, we have taken some time to
come this far to restore the rifts and to
overcome the barriers which have often
felt insurmountable,

I WILL SPEAK OF SOME OF THE AREAS CONCERN-

Initiating Some Action

Diminishing childbirth options for women
and the increasing reliance on high tech
equipment in NZ prompted an urgent
need for mobilised action which was initi-
ated by the founding of the Home Birth
Association in 1978. This was a significant
development, as together women and
midwives increased community aware-
ness and lobbied for changes that would
curtail the steady decline in the existence
of midwives.

It has also been the home birth move-
ment that has made the most pressing
challenges to the medical model approach
to childbirth and it seems appropriate to
look to birth at home as being the logical
baseline on which to plan other maternity
services. Significant factors that make birth

Judi Strid

at home such a good baseline from which
to start are:-

1.  The woman has selected the place of
birth and attendant herself

2. The woman has the opportunity to
establish a rapport with her midwife
and to make her needs well known

3. Empbhasis is on nutrition and main-
taining a healthy lifestyle

4. The birth is woman-centred

5.  The birth takes place in familiar sur-
roundings/the woman'’s space

6. The woman is with her family and
others of her choosing

7.  Thereis no haste or routine dictating
the course of events

8.  There is continuity of care from the
antenatal period right through labour,
the birth and including the post par-
ftum

In this situation the woman is in control.
She cannot be so easily intimidated or
taken advantage of when on her own turf
where she is more likely to feel strong,
The problem has been the limited num-
bers of midwives available to allow this
optiontobea possible choice for womenin
all areas. This has been compounded by
the legal requirements and a general lack
of confidence in the birth process.

In 1983 the Save The Midwives Asso-
ciation was formed by Auckland women
to further highlight the plight of midwives

and the subsequent affect on services for

women. This grew intoa national network
which has continued to disseminate infor-
mation on midwifery training and the need
toincrease options for women through the
provision of a greater pool of midwives,

The Midwife as Advocate

As the advocate of the pregnant and birth-
ing woman the midwife who acts as a
resource rather than an authority can pro-
vide a much welcomed caring support
without the threat of interference. The
midwife who is not overwhelmed by fear
of the birth process is a precious ally at a
time when women are grappling with their
own feelings of confusion about child-
birth.

Social Controls

As women within a partiarchal social struc-
ture weareall victims of conditioning, but
in relatively recent times childbirth seems
to have been particularly targeted for control
by men. It is one of many aspects of
women’s lives that we are struggling to
regain control over. The power struggle
over who controls and who has responsi-
bility for the birth remains unresolved.
Midwifery is a feminist issue and women
are increasingly demanding women to be
their birth attendants, and they want to be
in control of their own birth.

But for so many woman, being con-
tinually bombarded with overpowering
propaganda from the medical profession
has left them wondering about their own
ability to give birth without the assistance
of specialists and complex technological
aids, many of which are still of an experi-
mental nature, in so much that the long
term effects of such practices are unknown,

Routine episiotomy clearly indicates a
belief that the birth canal opening is not
capable of stretching sufficiently to allow
passage of the baby. Routine use of drugs
such as oxytocin suggests that there is
somethinglacking in women'’s bodies and
the need for routine procedures such as
rupturing membranes indicates that birth
will not proceed without assistance. To
supporta lot of the intervention that women
experience, you'd have to believe that
women are of faulty design.

For many women, the only way to
avoid therisk of interference and maintain
control of their birth, is to opt for birth at
home. This ensures them of control over
whoattends and how the birth takes place.

NZCOM POSITION STATEMENT
Infant Feeding
The NZCOM protects, promotes and supports
breastfeeding.
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Theyarealsoassured of continuity of care;
a much valued maternity service compo-
nent that seems sadly elusive for most
women.

Empowering and Affirming Women

Midwives can empower women by the
expression of confidence in this normal
process that women are so wonderfully
equipped to deal with, and by acknowl-
edging the uniqueness of each woman’s
experience. Obviously this will make a
greater impact on restoring women’s con-
fidence where the midwife can provide
sufficient continuity of care to establish a
positive rapport and indeed develop a
friendship and partnership with the woman
she will share such intimate and precious
moments with.

Itisalsoimportant for women to know

they have done well, and that even when "

there was an unexpected outcome, their
efforts are acknowledged and given credit.
Many women express feelings of guilt that
maybe if they’d tried harder, or had done
something different, the outcome would
have been better. For many women it is
important to be able to discuss the birth
with someone who was with them at the
time. This can be a critical part of the
healing process for women who have felt
traumatised by their birth experience.

The Significance of Language

Language although arguably just a matter
of semantics is also a powerful message
sender. When those attending a birth, talk
of delivering the baby, they actually may
be usurping the woman’s experience of
giving birth and denying her a feeling of
great momentous achievement. So she
feelsa failure. Women often describe birth
as something that has been “done” to
them. Describing the supporting role as
delivering the woman or the baby can

detract from the women’s own achieve-
mentand feeling of power for sucha state-
ment takes possession of the birth process.
We need to give more thought to the lan-
guage we use,

The Trauma of Birth

The very real feeling of grief from being
cheated and ripped off by the removal of
control from women during birth is grossly
underestimated and can linger on for many
years. Women can recall very specific
detailsabout the birth of their babies many
years after the event. Although experi-
enced in different ways, the occasion of
childbearing is a very deep, profound and
intense one.

Shelia Kitzinger has described the simi-
larity between the language used by rape
survivors and women who have experi-
enced traumatic birth. Both feel they have
been robbed of control over their own
body and are left torn and bleeding. They
both suffer emotional damage, express
feelings of having been tricked or cajoled
and that they have been robbed of their
sense of personal identity. Rapesurvivors
say they were just a female body..... it
could have been anyone, and women ex-
periencing traumatic birth say they felt
like just another case.

Positive Preparation for Birth

More emphasis needs to be put on em-
powering women to be confident and
assertive about expressing their needs, This
is something that should be very much a
part of the midwives’ role. Empowering
women to listen to their body and to be
guided by it, rather than giving them in-
struction on how to deal with the various
stages of labour and birth is of enormous
value.

Birth is not a mechanised compart-
mentalized process that can be manipu-
lated and predicted in this way. As a
normal physiological process, pregnancy
and birth has a natural flow of its own that
is special to each woman.

Woman can learn strategies to facili-
tate the release of tension and how to use
support people effectively, but my feeling
is that the main value ofantenatal classesis
the sharing and exchange between women.
Women have amazing skills of sharing,
networking and healing which help to
strengthen the sense of knowing and wonder
of it all. But, as Elizabeth Noble so aptly
states, birth is not a shared reality - it is
different for everyone. Each pregnancy
also has its own unique rhythm and each
woman will have different needs.

Nutrition - The Issue That Really Counts

A well as assistingand enabling women to
feel in control, another most significant
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area that midwives can respond to in the
antenatal period is in the provision of
knowledge on nutrition and what consti-
tutes a healthy diet: This promotes self
help and most women are eager to learn
what is best for them to eat during preg-
nancy and what they should avoid.

Many women express frustration at
the confusing information and advice.
Some encounter views that indicate such
concernis showingan unhealthy preoccu-
pation thatis nottobe encouraged and that
they should just eat normally. This sort of
comment can lead to a woman going through
pregnancy on an inadequate diet which
may affect the growth and health of her
baby, as well as her own physical prepara-
tion for birthing and lactation.

Research has shown that poor nutri-
tion can contribute to miscarriage, prema-
ture birth, low birthweight and even an
affect on the child’s developing brain if
lack of sufficientnourishment persistsinto
thelater stages of pregnancy. Itis essential
that women are offered appropriate and
accurate information to increase their aware-
ness of the importance of nutrition and a
balanced diet.

If pregnant women are in good health,
feel good about themselves and have a
strong support network, they are more
likely to be able to assume responsibility
for their birth and feel they have been in
control of it.

Drugs and Pain Relief

Women must be given accurate informa-
tion in the antenatal period about ALL the
risks associated with drugs administered
during birth so they have been sufficiently
well informed prior to the birth. It is not
good enough to justify the provision of
drugs because the woman is in pain and
this must be fixed. Drugs area dangerous
alternative to the personal support and
encouragement which will oftenbest meet
the women's need during the intensity of
the labour.

If midwives are aware of staff short-
ages within the hospital, it is essential that
women understand the implications of
thisbefore the birthso they have the option
of seeking out an appropriate support person
to take into hospital with them to ensure
ongoing support.

More consideration needs to be given
to other methods of pain relief where the
woman feels it is a problem. For instance,
thereare women who never experienced a
back rub for backache in labour, or thought
to change position, or had access to the
soothing affects of water. These are the
kinds of alternatives that midwives can
assist women to explore and check out
before resorting to drug use. Alternatives
such as acupressure and acupuncture should
also be offered to the woman for consid-
eration before drugs. There has been no




drug proven totally safe for use in preg-
nancy, or during labour and birth.

Exposing the Myths

It is important to continue to expose the
myths about women’s bodies which in-
clude misinformation aboutbirth; and the
gaps and inaccuracy of medical knowl-
edge. Medical literature about birth often
varies considerably from what women
experience. Fragmented care where the
woman sees a multitude of health practi-
tioners and care givers exposes her to the
stress of varying and often conflicting in-
formation and advice.

Midwifery and Obstetrics - Wotlds Apart

Ann Oakley’s observation that about 90%
of obstetric procedures have no scientific
validity to justify their use, particularly
with regard to routine use, must serve to
affirm midwives that their midwifery skills
offer women the safestand mostappropri-
ate alternative care. It is of course in this
argument that we have to be very clear
about the distinction between midwifery
and obstetrics, as problems inevitably arise
when these two entirely differentareas are
viewed as one, Itappears that some members
of the medical profession who regard child-
birth generally as a pathological eventand
potential catastrophe seem unable tomake
this distinction because they do not con-
sider childbirth to be a normal natural
PI'OCESS.

But the midwifery that best meets
women'’s needs is not nursing and itis not
obstetrics. Women-centered midwifery is
a focus on a normal physiological process
that can be achieved successfully by most
women. True midwifery practice offers
women caring and supportive expertise
that exudes confidence in the woman'’s
ability to give birth, along with the knowl-
edge to recognise when assistance is re-
quired.

Midwifery is about normal pregnancy
and normal birth - the situation for most
women not subjected to interference and
intervention. Obstetrics is about pathol-
ogy, when something goes wrong and the
process requires assistance. Obviously
there still exists confusion and fear about
whatis withinnormal range, and itis here
that the midwife as the expert on this
aspect can provide the clarification and
guidance that could protect women from
wrongful diagnosis of abnormality.

Birth does notconform to timeslots yet
women are so often required to produce
some form of action within specified and
pre-determined time sequences. Midwives
can protect women from this unnecessary
stress (if all is well) by challenging their
colleagues and associates who think this
way, and by advocating a more relaxed
attitude to the time thatsome women need

to give birth. I often wonder how many
womenwhoare “fixed up and sorted out”
due to failure to progress, in fact just needed
more time.

Alternatives to Medical Intervention

Women are increasingly looking to mid-
wives for guidance on alternatives to medical
intervention. Itis of enormous value often
accompanied by relief fora woman to hear
her midwife suggest alternatives to such
interventionsas episiotomy, ultrasound to
diagnose pregnancy, amniocentesis for
determining fetal lung maturity, or the use
of drugs and membrane rupture to induce
labour.

Women may feel uncomfortableabout
a suggested procedure but feel intimidated
by the urging of her care givers for it to be
carried out. Women say they fear some
form of reprisal and that their care will be
directly affected if they are not a good pa-
tient. This fear of punitive action is very
strong in institutional settings where the
woman as a patient is infantalised and
encouraged to conform to a well estab-
lished routine. Overt questioning is frowned
uponand considered to indicate a morbid
interest in the goings on. Sometimes women
who question procedures are seen to be
uncooperative and ungrateful by display-
ing what is seen as a distrust of medical
expertise.

Medical technology should have no
place at most births since the overwhelm-
ing majority are normal. Embarking on a
technological cascade of intervention al-
ters the experience of birth to a dehuman-
ising and traumatic one. Surely it must
also force the midwife into practising
obstetric nursing. We need to be mindful
of what should be avoided to allow the

-natural process of birth to unfold without

interference.
Mother and Baby as One

The view of regarding the fetusas a patient
in its own right quite apart from the mother,
is a very disturbing trend which s of great
concern to women. This view allows ob-
stetricians and paediatricians in particular
to take on the role of the advocate of the
fetus suggesting a conflict of interest be-
tween mother and fetus. As well as being
inappropriate, it undermines and removes
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the role of the mother as the natural advo-
cate for her baby

Extremes of this situationare being en-
acted in the US where mothers are legally
required to have caesarean sections be-
causea specialist who has takenon therole
of fetal advocate determines that this is
best for the fetus, irrespective of the mother’s
views and feelings. Enforced caesareans
have taken place without adequate evi-
dence that this was an essential life-saving
procedure; purely on the advice and au-
thority of a specialist.

However, once the baby has
been’ safely’” extracted, the specialists lost
interest. Their job is done and now it is
over to the mother, who has probably lost
all confidence, is intimidated, feels angry,
cheated and abused. She may also be
confused and disorientated by her situ-
ation. Although the example given is an
extreme one, the feelings expressed are
experienced and described by women who
feel they were denied control of their la-
bour and birth. What sort of preparation
for mothering and positive parenting is
this?

In comparison, a women-centered ap-
proach views mother and fetus as oneand
that the needs of each meets the needs of
the other. In this situation responsibility
and decision making falls naturally to the
mother.

Informed Consent

Women can be coerced and manipulated
into consenting to intervention because
they are told itis in their bestinterests and
in particular the best interests of the baby.
Sometimes the woman is unaware that
procedures have been initiated without
any form of consultation at all - particu-
larly procedures which are viewed as being
of a routine nature and therefore carried
out automatically.

Pregnant and birthing women are ina
very vulnerable situation - often in a strange
place, dealing with people they may not
know or have had little contact with. They
frequently describe feeling apprehensive
and powerless, or reassure themselves with
the thought that someone will look after
them as they are in the hands of experts
and those who know best. They may also
not be wearing their own clothes, in a state
of undress or possibly inanintimately em-
barrassing position. In this situation it is
difficult to be assertive and hard to focus
on the right questions to ask. This may be
exacerbated by pressure to agree, due to
the apparent haste in the need for action.

Routine Procedures - A Risky Business

Medical procedures used purely for rou-
tine measures rather than an indicated
need may contribute to changing a normal
pregnancy /birth into a high risk area.
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Physician created complications are noted
for their tendency to set in motion in-
creased rates of interference and their as-
sociated risk factors.

Midwives can ensure that women under-
stand the situation and that they have
received the appropriate information on
which to make an informed decision. They
canalsocheck that womenareinformedas
to who will be attending them (where
applicable) and that women are aware of
the status and level of experience of their
caregiver. Staff in teaching hospitals often
assume that there is implied consent to
participate in teaching purely on the basis
of the woman being present in the hospi-
tal.

Autonomy

The recent legislative change restoring
autonomous practice to midwives brings
the opportunity for much needed change
in the provision of maternity services.
Midwives are now able to offer care and
support to women and their families un-
hindered by the need to reassure doctors
thatallis well, or withouthaving to protect
women from over anxious doctors and
their often unecessary technological equip-
ment. Werealise that this period of transi-
tionas womenadjust to thechangeand try
out the options, also applies to midwives
who need time to explore how the change
will work for them. Recognition of this
process of transformation will hopefully
help facilitate a feeling of mutual support,
tolerance and trust between women and
midwives,

This change means midwives can now
work collaboratively with other health carers
without having to hand women over. The
issue of continuity is a priority one for
women, even where pathology occursand
specialistconsultationbecomes necessary,
the midwife should remain the primary
caregiver. Afterall, the GP operates in this
fashion, referring to a specialist for the
purpose required whilst retaining the role
as primary caregiver.

Direct Entry

Many women feel drawn to midwifery
following their own birthing experiences.
Most have no wish to be nurses and usu-
ally havenointerestinnursingatall. Some
women do take up nursing as a means to
get into midwifery, some have gone over-
seas to undertake direct entry training
elsewhere, whereas others compromise by

becoming supporters at births, childbirth
educators or lay midwives. This is both
wasteful of an enthusiastic resource of
mature committed potential midwives, and
immensely frustrating to women who feel
so passionately drawn to midwifery.

It is important that midwives over-
come their differences about the present
and past variations in training. Instead of
focusing on pecking orders and on whose
training is superior, there needs to be an
acknowledgement of the number of women
keento trainas midwives directly, without
having to get there via nursing. Those of
us working in this area would value input
on how this is most effectively achieved
rather than whether it is feasible or in
sufficient demand. Ibelieve these aspects
have been resolved, and we now need to
move on to activating DEM in a way that
prepares student midwives for competent
knowledgeable and confident practice.

Although I don’t wish to speak on
behalf of any other culture, it is important
to note that Maori and Pacific Island women
haveexpressed greatinterestin DEM. The
present system disadvantages these women
and certainly doesn’t offer them an equi-
table opportunity to enter the midwifery
profession so they can be available to at-
tend women of their own culture.

A Partnership with Consumers

Consumer support can be a powerful force
butsuch a force is only mobilised by those
who are prepared to serve the interests of
the consumer rather than the profession
concerned. Such a partnership offers a
greater likelihood of mutual satisfaction
and is morelikely to generate willing feed-
back which helps to ensure the service is
on target. Midwives must make it their

* business to listen to women. Women centred

childbirth focuses on:

- The woman as the central figure

- Making available options that meet
women’s needs as determined by
women

- Respecting and supporting women'’s
choices

- Continuity of care

- A system of accountability that lis-
tens to and acknowledges women's
experiences

- Involving women in partnership with
the planning, alteration and imple-
mentation of all maternity services

- Making women feel special and of
value

Consumer Representation

The NZ College of Midwives made history
with its inclusion of consumers at the
executive level thus giving the official seal
to its commitment to partnership between
women and midwives.

I wish to strongly endorse the need for
a consumer representative (in any situ-
ation) to be both a consumer/user of health
services, and someone who is actively in-
volved in community based work on health
issues (in this case women’s health) with
links and connections to consumer groups.
Asarepresentative, they are more likely to
be effective if they actually represent and
reflect the views and perspectives of con-
sumer/community groups. Theirlinktoa
community group/s also includes accounta-
bility to that group, which a lay represen-
tative working in isolation does not have,

It is inappropriate that those holding
medical power, or operating as health
professionals and service providers be
consumer representatives.

A consumer representative is part of
an established consumer health group who
comes with a mandate from the commu-
nity, having gone through a process of
selection with the community for the posi-
tion. The selection of a consumer repre-
sentative needs tobe initiated by the group
to whom the representative is account-
able. It is not appropriate that service
providers or care givers make this choice.

Consumer participation will strengthen
the position of women enabling them tobe
strong partners with midwives. In this
position they can provide comment on
areas that work well for women, and those
thatareinneed of change, so the necessary
action can together be effectively imple-
mented,

Women Need Midwives and Midwives
Need Women

AsCarolineFlintbeautifully describes, the
relationship between women and mid-
wives. Midwives and women are inter-
twined, whatever affects women affects
midwives and vice versa - we are interre-
lated and interwoven. When midwives
arestrong, womenareabletolaboursafely
and without interference, When midwives
are weak, women'’s bodies are taken over
and the birth process is interfered with
often to the detriment of women.
Womenand midwives mustbe strong,
We need each other.
| |

NZCOM POSITION STATEMENT

Staffing in Maternity Units

The NZCOM believes that women in maternity units should be cared for by midwives.
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Midwifery
Independence?

Actin August 1990, giving N.Z. mid-
wives independence in practice as well
as principle, was a great victory!
However, it didn’t just “happen”. It
was part of a protracted struggle over
many yearsas women resisted the medical
model of childbirth, of the politicisation
and eventual unity of midwives culminat-
ing in the formation of the College, of the
reclamation of the training of midwives as
independent practitioners, of learning lob-
bying skills, and finally of having a vision-
ary Minister of Health who clearly under-
stood the issues.
Now, a year down the track, how many
midwives are actually practising independ-
ently? Most of the midwives known as

THE PASSAGE OF THE NURSES AMENDMENT

“domiciliary midwives” (DMs) are doing

so. Although this number is small and
growing only slowly, they are recognised
asathreatto obstetric control of childbirth.
Therefore, a number of tactics are being
used in an attempt to undermine mid-
wifery independence. The medical/hos-
pital interests have co-opted the basic tenents
of independent midwifery e.g. “continu-
ity of care” and “options” in childbirth, in
order to market birthing centres and
DOMINO births.

While DOMINO births are an accept-
able middle ground which has to be trav-
ersed during this transition period while
both women and midwives overcome their
50-year conditioning that childbirth is a
medical crisis, it should be recognised as
such, asaninterim process, as a short term
“option”.

In the long term it furthers neither a
woman’s control over her birth experi-
ence, nor midwifery independence. Birth
in hospital, regardless of how inconspicu-
ous the controls appear to be, is still birth
under medical control. As Joy Bickley

points out to nurses, they do not have total
control over their work as they don’t con-
trol resources. Neither do they have any
control over government or Area Health
Board policies which affect their workplace.
(NZN]J, Aug 1991, p15)

Evenin the short term some midwives
are already finding there are ““unintended
consequences”. In a Discussion Paper
presented at NZCOMI meeting, 3 August,
Marion Lovell & Carey Virtue point out
that provision for either doctor or mid-
wife, or both has resulted in:

1.  An incentive for the provision of
continued dual funding and escalat-
ing cost of childbirth;

2.  Doctors continuing their role as
’gatekeeper’” and controlling access
to alternative midwifery services (by
directing women to midwives in their
own practices);

3. Fragmentation, which the law was
designed to reduce, continues to ex-
ist. By failing to provide a complete
service, midwives are able to concen-
trate on the more lucrative aspects of
midwifery (laboured birth). The re-
sponsibility for the care remains with
the doctor, thus retaining the obstet-
ric approach to childbirth.

“If we, as a professional group, want to
maintain our credibility and demonstrate
that midwives make a difference, then we
must promote midwifery that reduces
intervention, sees birth as a normal event
and is cost effective.”” They recommend
that there should be a recognition of the
purpose of the law change; and that future
discussions on funding should recognise
thedifferences between midwife only care
and dual funded care.

Any legislation which changes the status
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quo will resultin a vigorous reaction from
those whose power and income is threat-
ened - and this is no exception! The pres-
ent reaction is two-pronged: Minister of
Health, Simon Upton is being bombarded
with stories of midwives’ incompetence,
while DOMINO births are being promoted
as the “safe option”. (In the 1930s women
were lured into having babies in hospital
in the interests of “safety’” and on the
promise of “’painless childbirth” e.g. “twi-
light sleep”; today it's ““safe options” and
epidurals).

These issues are not new. A 1980
Auckland Homebirth Newsletter comments
on Bonham’s suggestion that if DMs were
under the supervision of Hospital Boards
(rather than the Department of Health),
they would not only be better paid, they
would also be able to work in the birthing
centres (BCs) then being mooted. The
Newsletter mentions how the independ-
ent Parents Centre’s physiotherapists were
colonised by being “sucked into the sys-
tem’” and that in USA where BCs prolifer-
ated, the women selected for these would
havebeeneligible for homebirth, yet there
was 20-25% transfer rate with a 9% ¢/
section rate after transfer. The comment
was that ‘BCs attached to big hospitalsare
subject to the pressures and procedures of
the hospitals (all the gear is there, after all,
monitors, drugs, etc) and are nota “home
away from home"

There are basically only two “options:
birth in hospital which is birth under medical
control regardless of how covert, OR birth
at home where women are in control
supported by midwives who are inde-
pendent. In fact, the only place where
midwives are independent is in the com-
munity or in a free-standing midwifery
B.C.

[




OR A NUMBER OF YEARS, WHICH INCLUDED
F the passing of the Nurses Act in 1977
entry tomidwifery withoutnursingas
a prerequisite has not been possible.
Midwifery has been viewed as an exten-
sion of nursing, and for many nurses the
additional qualification was needed to
advance their career. Since the early 1970s,
until recently, the number of midwives
registering in New Zealand had dimin-
ished. Many of the midwives presently in
practice have been educated and regis-

tered outside New Zealand.
Since early in the 1980s there has been
a steadily growing opposition by women
to the medicalisation of childbirthin New
Zealand which has followed trends in the
United Kingdom and the United States of
America. There has also been a growing
demand for greater choice in childbirth
® ® related health care. Women’s choice is
M 1 dw 1 e often a higher profile midwifery care. As
well as the demand for a greater mid-
wifery focus, there has been an increasing
® number of women seeking an education to
E du C atl O n practice midwifery which does not have
nursing as a prerequisite. Although at-
tempts have been made to address the
® problem of providing an adequate educa-
w 1 th 0 ut tion and meeting service needs, all educa-
tion to prepare midwives has been based
upon the premise that midwifery is a spe-

® cialism of nursing.

N During the past few years, midwives
u rs 1 n g a_ S recognising the danger of losing their sepa-
rate midwifery identity, have become more
® - cohesive as a body, formed a professional
P organisation and have become increas-
rere qul Slte ingly vocal in their assertion that mid-
wifery and nursing are separate profes-
sions. Midwifery is not a specialism of
nursing. Midwifery and nursing are dif-
ferent and should be viewed as separate
. professions. Midwifery shares some
Jilleen Cole  common knowledge and skills with nurs-
e ing as it does with other health related

%
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professions, but it has its own quite dis-
tinct body of knowledge and research which
should determine its status as a separate
profession. This concept should not cause
conflict between nursing and midwifery.
As health related professions nursing and
midwifery should be able to progress side
by side, with interaction, and sharing as
appropriate but recognising and respect-
ing both the differences and the unique-
ness of each. This recognition and respect
is vitally important.

[tis from the belief that midwifery and
nursing are different professions that di-
rect entry to midwifery has evolved.
Midwifery education needs to be broadly
based, women centred and wellness orien-
tated. Midwifery education without nurs-
ing as a prerequisite as it is today is an
entirely new concept for New Zealand. It
is not the old revisited and it does notarise
outof the nursing profession. Itisadirect
response to women’s needs,

It must develop out of consultation
and collaboration with all those involved -
educators, students, women, the tangata
whenua and should acknowledge and
practice the principles of biculturalism in-
herent in te tiriti o0 Waitangi. The very
fragmented path which was formerly fol-
lowed by those who became midwives
without first becoming nurses may have
met the need of 20 or 30 years ago but
would certainly not meet today’s need for
high quality education for practice.

For midwifery education to meet the
needs of women, of midwifery students
and the midwifery profession, there needs

to be the “vision’ which Professor Norma -

Chick writes of in her paper presented at
the Nursing and Midwifery Forum in Auck-
land, April 1991. There needs to be a real
commitment by the providers of midwifery
education to the development of midwifery
as a separate profession and without a
nursing base. Midwifery may develop
side by side with nursing but not withinit.

assist the transition to their new profes-
sion. However, it could be that some as-
pects of their nursing education may hin-
der the development of their midwifery
knowledge. Teachers of midwifery stu-
dents must have a fundamental belief in
whattheyaredoingand may need toassist
teachers of shared resources, torethink - to
look at their attitudes and beliefs about
midwifery and nursing. Midwifery stu-
dents need to learn with teachers who
share the “vision”, Teachers who facili-
tate learning for both midwives and nurses
need torespectthedifferences between the
professions and acknowledge the knowl-
edge, skillsand attitudes which are neither
one nor the other but belong to both as
caring health professionals.

Midwives need education as well as
practice. They need the opportunity to
develop as creative, thinking individuals
and to learn on all levels - practical, con-
ceptual, emotional, imaginal and spiritual
with all being equally important. Their
education needs to be firmly rooted in
research and students enabled to become
self directed, self determining profession-
als. Education should promote creativity
and innovation and should enable the be-
ginning practitioner to practice with knowl-
edge, intuition and skill but without fear.

Midwifery practice needs to affirm and
celebrate theindividuality of all women. It
must meet the needs of all the women of
New Zealand and must empower and

affirm their ability to give birth happily
and free from fear. Women whohavesuch
care will become strong and secure and be
an influential force within the health sys-
tem and society - a bicultural society.

Sometimes birthing is abnormally dif-
ficult - sometimes there is underlying ill-
ness. Medical and obstetric care will al-
ways be necessary for some women and
should be freely available when needed.
Referral to appropriate services is an inte-
gral part of a midwife’s role. To meetall
these needs there must be collaboration,
co-operation, real sharing and trust be-
tween education institutions, service pro-
viders and consumers. The difficulties in
obtaining appropriate practice learning in
a system where students are supernumer-
ary are acknowledged. Practice learning
requirements need to be examined in rela-
tion to the needs rather than in relation to
what seems to be available. There are
many ways of being creative and innova-
tive in providing a high quality learning
environment and these should be explored
together.

It would seem that we have a material-
istic entrepreneurial, often fear driven cli-
matein many of the education institutions
and in parts of the health sector. If caring
is one of the tenets of both midwifery and
nursing practice, the education of their
professional practitioners should reflect
that caring. It should be neither elitist nor
competitive and should be provided in a
form which is a response to consumer
need -bothMaoriand Pakeha. It should be
situated in areas which demonstrate that
need and the caring should be evident in
all professional relationships. We should
strive together to meet the needs of our
communities in themostappropriate way,
sharing our knowledge and resources, the
power and the rewards, inanatmosphere
of friendship and love.

“There is one thing stronger than all
the armies of the world and thatis anidea

Nurses may choose to become educated as whose time has come”, u
midwives and their shared knowledge will Victor Hugo.
a A\
NZCOM POSITION STATEMENT
Ultrasound
Recognising that pregnancy and childbirth are part of a woman’s normal
life experience, the NZCOM rejects the routine use of ultrasound technology
including cardiotochography.
= )
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Towards Autonomy-
An Examination of

Midwifery Education in
New Zealand

of the requirement for the degree of
Master of Arts in Education. Univer-
sity of Auckland. 1990

A THESIS SUBMITTED IN PARTIAL FULFILMENT

Abstract

An examination was conducted, over the
period of one academic year to obtain
information about student midwive’s be-
liefs, expectations, and aspirations, con-
cerning becoming autonomous, independ-
ent, midwife practitioners. Concurrently,
an exploration was made of the five mid-
wifery curriculaavailablein New Zealand
(1990), and discussions were held with the
various tutors responsible for each course.
The study was both quantitative and quali-
tative. The sample was not randomly
selected, the target population being all
full-time student midwives enrolled in a
midwifery coursein New Zealand in 1990.

The Nurses” Amendment Act was
passed in August 1990, midway through
this study. The Act enabled either a mid-
wife or a medical practitioner to take re-
sponsibility for the care of a woman through-
out pregnancy, childbirth and the postna-
tal period. During its passage through the
New Zealand House of Representatives
there were ninety-nine submissions, many
supporting the intent of the Act, albeit
with reservations. Those reservations were
addressed in this thesis,

The results of this study showed that,
in anticipation of the Act, there was a con-
sensus of opinion among student mid-
wives that midwives should be independ-
ent practitioners with the primary focus
being on mothers and babies. However,
one third felt unsureabout their own capa-
bilities to practise independently upon

rgraduation. There was also some dis-

agreement regarding what w