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Researchers want more debate on qualifications

- Sunday Times 2/1/94

More research and public debate is needed on the new national
qualifications framework, education researcher say.

The Association of Research in Education has written to Education
Minister Lockwood Smith criticising the framework and the process by which
it is being developed - criticisms that the authority has defended itself against.

Association secretary Lauran Massey listed several concems identified
in papers and discussions at last month’s conference. “A group of members,
including some leading New Zealand researchers, expressed disquiet with the
present situation,” he said.

A concem was that unit standards would drive the curriculum. “This is
dangerous because it could lead to fragmentation, standardisation and
conformity of leaming,” Massey said.

There was no evidence that the framework had been based on research
establishing it would be more beneficial for leamers than other systems.

The association also questioned the use of amodel which used one form
of assessment for all areas of leaming. The essence of many subjects could
not be captured in “segmented unit standards”, and competency based units
could “limit leaming to mediocrity rather than worthwhile professional
excellence".

The association also criticised the process of developing the framework,
saying the timeframe for registering unit titles and standards appeared to be
“driver politically” and “far too shore for adequate consultation, research and
development work”.

Advisory groups and others consulted had been “disempowered"” b lack
of information and changes in definition, and “confused by jargon and use of
ili-defined terms”™.

“Theses people have sometimes been told that they must not question
the purposes and underlying philosophy of the framework but rather that they
must provide details to help unit writers complete their task,” Massey said.

Association members were not satisfied there was enough evidence
from overseasto illustrate the framework worked for academic and professional
leaming. “These Issues need to be researched and debated by the education
community. This needs to be done before we could give a commitment to the
NZQA framework for general professional education.” Massey said.

The association challenged the Qualifications Authority’s assumption

that the framework has been “accepted by New Zealand".

“There has not been, according to our members, enough debate and
understanding or even surveying of the public and education groups of the
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NATIONAL CO-ORDINATORS FORUM

Welcome to the first newsletter for 1994. This year promises to be
just as exciting (or controversial depending on your viewpoint) as last
year.

It's always difficult to know where to begin when writing this forumas
there is so much change and uncertainty within the heaith system.
The year started on a good note | believe with a very productive
meeting with NZNO. The innovation and enthusiasm from Steph
Breen and NZNO towork together with the College onjoint strategies
which unite and inform midwives wherever they work is greatly
appreciated. As you know Steph was our Co-advocate at the
Maternity Benefits Tribunal Hearing and itwasmany the timethather
professionalism and energy carried the flagging midwifery spirits to
greater heights. It was, therefore, personally rewarding working
together again to further progress and visibility of midwives. It was
also gratifying to have the NZNO recognise our joint statements as
applicable to all midwives.

The position statements areprintedonpages 21-25. Discussionand
comment on these first draft papers is welcomed.

The 27th Januarywas the second meeting withtheRHA's and NZMA
to negotiate Section 51 (Matemity Benefit Schedule). This meeting
started rather unexpectedly withthe NZMA attempting to renegotiate
the right of midwives to practice independently. Once again they
demandedthat all pregnantwomen have at leastonevisittoadoctor.
However agreement was eventually reached by all parties that the
right of women tochoose midwife only care is a statutory one andnot
negotiable. Little progress was made onfee's and structure but the
group has, | believe, established some ground rules in which
negotiation can now take place.
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The next move is that the RHA's will present to the doctors and
ourselves their first position on the fee structure they wish to see
introduced. A further meeting has been arranged for the 21st March
to discuss this.

Forthose of you who are concemed about the future and where your
income will actually come from the indications are that the RHA's will
look at local initiatives and contracts, but are also "committed to the
national section 51 as continuing for the foreseeable future, setting
national guidelines for quality care. Local contracts will be a means
of encouraging financial competition and efficiency”.

However no RHA in practice has shown any interest in contracting
with midwife groups either alone or in partnership with consumers.
Midland has a particular bent towards "team” health services and
therefore appears disinterested in discussing midwifery only serv-
ices. Theteam is defined as always having a GP involved along with
a range of disciplines. This raises two highly significant issues for
midwifery in relation to this new competitive health system which are
quite incongruous.

Firstly there seems little understanding by Midland that in the healthy
life cycle where pregnancy and childbirth are normal (80-85% of
women) a midwife can competently and safely provide the total
matemity servicewithoutanother health professional being involved.
Therefore to insist on teams of professionals in a primary health
process is a duplication of services and unnecessarily expensive. It
also reinstates the medicalisation of birth that the women's health
movement has tried so hard to modify. It negatesthe changestothe
Nurses Act which recognised birth as a normal life event and gave

womenthe right to choosethe practitionerand their philosophy which

best met their needs.
4

Midwife dispute probed

Health Waikato's ultimatum to midwives has been cited in complaints
to the Human Rights Commission and Commerce Commission.

The Human Rights Commission has been asked to investigate the
Crown Health enterprise’s bid to strip hospital midwives of their private
caseloads.

The Commerce Commission has also launched an inquiry into allegations
some CHE's are denying independent midwives access to public hospital
beds. The Health Waikato dispute will be included in that investigation.

Both complaints have been lodged by the New Zealand College of
Midwives, in a bid to highlight “misguided” attitudes arising from the health
reforms' emphasis on business practice.

College director Karen Guilliland yesterday said from Dunedin Health
Walikato was not one of the CHE's denying access to beds, but there was no
way of knowing what would happen in the wake of the dispute.

She said the Health Waikato insistence midwives with hospital contracts
and private caseloads were “double-dipping”, soliciting clients, and setting
themselves up in competition had come as a surprise.

“Waikato has always been open and co-operative with the primary
health sector,” she said.

“We have always held Health Waikato up as an example of institutions
that recognise the right of women to childbirth choices.

“| think what's happened is a misapplication of corporate policies on to
public health. It doesn't work, and the consequences fall on the customer”,
said Ms Guilliland - who will address a public meeting in Hamilton on February
23 in a bid to air the midwives' issue.

The complaint of discrimination had been lodged withthe Human Rights
Commission on two main grounds - that Health Waikato had targeted
midwives while other health professionals ran hospital contracts and private
practices; and that forcing midwives to give up either hospital work or private
caseloads would simply deny pregnant women a choice.

“It seems that like nurses, midwives are easiertargets than small groups
of doctors who have greater political power. but it's unfair to pick on just one
group."”

The Commerce Commission complaint was focused on the attempt by
some Crown Health enterprises to monopolise midwifery, and Health Waikato
- while not directly cited - would be investigated as a result of its ultimatum.®
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EDITORIAL

Dear Members,
Welcome to the first newsletter of 1994.

| hope you have all had a restful break over the Summer and are now
busy again with the ongoing work in your regions.

Again, we have a lot of information for you to read. Midwives continue
to be under attack as the recent issues in the Waikato have highlighted.
We run some of the media releases on this and send our support to
those of you personally facing this crisis.

Along with a selection of interesting articles for midwifery practice, we
again have lots of important notices. Read carefully and remember to
respond promptlyl Note especially that subs will be coming due as of
the 1stMay. Please note the new amounts that are required to be paid
this year. When filling out your membership form for renewal, please
ensure you supply us with complete details.

Conference is looming and the Rotorua folks are getting busy with last
minute preparations. Remember to get your abstracts into Nita Van
Boven soon.

Happy reading!

Rarew Barnes

SUCCESS 15 TO 6ET UP
IN THE MORNING.
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implications of the framework for this to be possible,” Massey said.

Qualifications Authority chief executive David Hood said the authority
had consulted long and hard on the principles of the framework, a process that
stretched back to October 1990.

About 180 industry and professional groups, representing more than
2000 people, were involved in developing unit standards.

Hood said criticism was an inevitable part of major reform. “What is
important is that it plays a constructive part. Overseas experience confirms
this.” Many overseas countries were following similar paths with their
qualifications.

Much of the recent criticism had come from academics who had littie
to do with the framework, whereas those actively involved were generally
highly supportive.

The authority had spent $167,000 on research in the past financial year
and had budgeted almost $240,000 for research this year. It was guided by
a research committee of prominent educational researchers.

He said there were provisions for extending timelines for registering
unit tittes and standards if required, and there had been changes to the way
advisory groups were informed aboutthe framework to ensure they understood
it.

While there was interplay between curriculum and assessment, the
framework was not intended to drive curriculum.

The claim that competency standardswould limit leaming to mediocrity
could be “levelled at any system”. Standards would be adjusted if students
were not achieving the requirements of “worthwhile professional excellence.”
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LETTERS TO THE EDITOR

Midwives needed
Editor - I agree with Karen Griffith (letters, January 26). As a mother | had never
experienced having a midwife at my side. They weren't around during my time of
childbirth.
But as a first grandparent, I wish they were. From her first visit our midwife
Sue waited for our extended whanau to arrive. The support of everyone being there
for our young parent-to-be was cuncouraging for them. Being able tofeel how baby was
Iying.hmringhishmﬁbeaﬁng,qwﬁonandanmerﬁmewasmostrewarding_
Living rurally was no problem. Sue was always there when needed. When our
grandchild and nephew wasborn, theelation in the room was so wonderful. Everyone,
even the children, were allowed to witness abeautiful memory. There isaneed to have
midwives in the community. They forma special bonding with so many young parents
and caring and sharing attitude really comes through.
Who is Mrs Adlam? She should tag along on one of those visits, where real
people are.
POLLY WILSON
Whitikahu

 IMPORTANT NOTICE FOR ALL MEMBERS )

Variousindividuals and organisations have been approaching the College to
purchase a one-off supply of our mailing list. Afterdiscussion atthe National
Committee the decision was made to sell one copy of the malling list to
appropriate organisations.

This notice is to give you the opportunity of having your name and address
removed from this process. Some examples of requests for the mailing list
include:

Ministry of Health - Public Health Notices e.g. Listeria

Regional Heatth Authorities - Section 51 Notices

Telecom - Special Yellow Pages offer

Medic Corporation - latex gloves, baby scales

Inter Med Medical Ltd - disposable portable vacuum extractor

If you don't wish to receive information from these groups, please contact the
Midwifery Resource Centre (03-377-2732) or
P O Box 1206 Christchurch
\Lwithin 10 days of receiving this newsletter.

The inter-disciplinary team concept is of course necessary and
desirable in the secondary care system where awoman's needs are
no longer able to be met by one caregiver. Itis notto be confused
however with the primary health practitioner who provides a total
service including the right to consult at any given point. The normal
expectation of co-operation and respect between consuitants is of
course appropriate for all providers.

Secondly this approach is in effect forcing competitors (Midwives,
GPs, Obstetricians) to work in a team and it is a rather ironical (and
naive) position to take in this new competitive environment. The
purpose of introducing competition according to the corporate
idealogueswasthatcontestibility increased innovation andqualityas
competitors strive to market their particular service. Therefore any
RHA whichinsists onfunding one particular way of practising (teams)
reduces competition and could well be in breach of the Commerce
Act.

There have been a variety of other incidents occurring throughout
New Zealand which are also in conflict with the Commerce & Fair
Trading Act. Many involve the actions of CHEs as they obstruct
access to their facilities for midwives and their clients. Generally this
obstruction takes the form of denial of new or renewed contracts for
midwives because self employed midwives are seen as in competi-
tion. Waikato Health has taken this further and denied their employ-
ees the right to also have a self employed practice. We have printed
the media coverage of this on pages 35-41. Theissuehereis blatant
discrimination against one set of employees, namely midwives. ltis
not acceptable and it is particularly important for our newly re-
emerging profession to support our Waikato colieagues toresistthis
discrimination. If Waikato want to pursue a dedicated staff (one that
only works for them) they need to apply that to all their employeesg



If they can't attract or retain midwives to work for them they must
provide more attractive working conditions. Thatis the rule of the
market place! To threaten their staff midwives with dismissal will
not solve their problem in the long term and could well increase
them.

We must encourage the Waikato midwives to refuse to take part
in what is essentially a threat to their autonomy as professional
midwives. Nurses and Midwives have too often been bullied and
relied on to support the status quo at their own expense. Itis how
a women dominated workforce has been treated for decades. If
midwives are to be strong advocates for women's health and are
to effectively empower women to achieve the maternity heaith
care of their choosing they must firstly be able to stand up for
themselves.

The College has lodged a complaint with the Human Rights
Commission about this discrimination against midwives and the
women who choose midwives as their providers.

The College has also laid a further complaint with the Commerce
Commission about a variety of incidents by CHEs and RHAs
which are anti competitive towards midwives. The Commission
has accepted the complaint and has started a rigorous nation-
wide investigation. Many midwives and CHE managers have
already been interviewed. If you personally have experienced
situations where your right to practice has been obstructed (eg
denied an access agreement) please contact me.

It is equally important that self employed midwives also do not
accept any obstruction or discrimination when applying for ac-

cess to CHE facilities.
6

Midwives' jobs not threatened in

Taranaki

By DELWYN MASTERS

MIDWIVES running a private practice while employed by Taranaki Base Hospital are

pot an issue for Taranaki Healthcare.

Health Waikato recently threatened to sack midwives who delivered babies for
private clients, saying it was a conflict of interest. But Taranaki Healthcare women's
health manager Kathy Glass said the Crown Health Enterprise had no problems with
bhospital midwives also running a private practice.

*It's not seen as an issue here,® said Mrs Glass. "I think many CHEs get a high
number of independent midwives working for their services - a considerable number
of women coming in to give birth managed by independent midwives.

*But about 10% of births here are by independent midwives, which is probably

lower than most places in the country.

*We have a very good relationship between independent midwives and hospital
midwives here, and there have been no concerns expressed here.”

College of Midwives Taranaki-Wanagnui chairperson, Tricia Thompson said
of the eight midwives operating in Taranaki, only two were employed by Taranaki

Healthcare,

LETTERS TO THE EDITOR

Better choice

Editor - Add to the list of Health Waikato
misdemeanours the “independent mid-
wives"” scandal.

How dare the Crown Health Enter-
prise (CHE) dictate to parents the type of
carethey can expect pre and post natal, for
themselves and their child? Haven' the
powers-that-be streamlined - or was that
“strangled” - public healthcare within an
inch of its life while lining corporate cof-
fers? Nice paint job, Waikato Women's,
shame about the service in delivery suite.

Independent midwives provide an
outstanding service which, in my experi-
ence , is Infinitely better than that at

Waikato Women's Hospital. | arrived at
hospital for the birth of my third child to find
room unavailable due to electrical faults
over a week old; had a poorly equipped
delivery, and a request for an extra pair of
hands at critical stage of delivery, was
ignored. | then read your article (Waikato
Times, January 15).
twasincessed. WhydoestheCHE
think independent midwives are in busi-
ness and so popular? All forthe sakeofthe
matemity benefit, the CHE will play the
heavy anddeny parents therightto choose.
The public is ripped off from cradle to
grave; gt least let those in the womb have
the best possible care and a real choice.
(Abridged)
MARGARET THOMAS
Hamiton
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Midwifery saga
a source of
CONCEYX N - WAIKATO TIMES

Editor - it is with great concem |
followthe midwifery saga at Waikato
Hospital.

Having experienced two mid-
wife-assisted births and about to
embark on a third, ! find it hard to
accept birth without one.

It has taken years for women
to finally get a say on how they want
to give birth and who they want to
assist them and this is about to be
taken away by somebody who, at a
public meetingdeciared: “thereisno
difference been reorganising the for-
estry industry and the matemity
industry”. | can assure Mrs Adlam
there is a difference between me
and a tree.

Do people know the amount
of time a midwife gives to her ex-
pectant mother? Apart from the
usua! ante-natal visits, she's on call
24 hours each day after for at least
10 days. Does a GP or specialistdo
this? 1don't believe so.

| am also curious to know the
difference betweén an obstetrician
or GP attending a birth at Waikato
Hospital and having private patients
and midwives doing the same. After
all, they are all professionals.

PerhapsMrsAdiamwouldlike
to talk to mothers who have experi-
ence with midwives and get a
different viewpoint to the almighty
dollar.

KAREN GRIFFIN
Hamilton

Don't sign, lawyer
tells midwives
WAIKATO TIMES 7/2/94

By BILL ROBSON
Health Reporter

Aryested criminals have greater i
than midwives targeted aHealthWaig::

. " purge, a i lawyer has
SRN

In an opinion by ind:ﬁdmt
midwives, lawyer Gﬁtﬁﬂley said the Em-
plpxmgnl‘!‘tibuml would the dismissal of
midwives on grounds that handled private
caseloads as "unjustified”.

Part-time midwives with Health Waikato
have been told to choose between their hospital
work and their private caseloads. The latest
ultimatum from children's and women's health
general mmier Bev Adlam was Saturday.

Apnblic ing is scheduled for Febru-
ary 23, to be addressed by College of Midwives

and Nurses jsation representatives, in a
bidto ga lic support.
dent mdwives sought a legal

opin@mﬁmevmsBaﬂeyandCo..and_awﬁﬂm
opinion signed by lawyer Gerald Bailey was
released to the Waikato Times today.

The firm says its advice to midwives
required to sign a declaration choosing between
Health Waikato contracts and private work was
that "none of them should sign”.

Mr Bailey's legal opinjon describes a
letter sent to midwives by Ms Adlamas "remark-
able”. Health Waikato seemed willing to imple-

ment & policy ess of whether the mid-
wives & agreed with it: “Criminals
in this country have greater rights than

that.

The opinion also said: *We believe that
the Fmployment Tribunal would regard termina-
tion of employment in circumstances such as
those as being quite unjustified,” - emphasising
that an “aggrieved applicant” could be entitled to
substantial damages.

Mr Bailey says his clients are willing to
take part in discussions, but are not prepared *to
lend their support to the draconian measures

which you have soug‘l;tlto introduce unilateraly,
without reasonable dialogue, an in a particularty
objectionable way.” g
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Your midwifery registrationgrants youtherightto practice, nota CHE.
Do not accept the CHE's definition of how, when, where and with
whomyou practice withoutquestion. Takethe NZCOM Handbook for
Practice and quote the professional Standards and Code of Ethics by
which a midwife is expected to practice within New Zealand. Take
part in the annual Midwifery Standards Review to evaluate and
monitor your performance. Constantly reflect on your practiceandbe
willing to leam from constructive critique. To do so is the protection
you and your clients can rely on.

e

| try to take JUST | |VACCINATION AGAINST PREGNANCY
ONE DAY AT A TIME - Fad of Women's Heatth Counciis Nov/Dec 1893

Anew contraceptivels currently being researched.
It works through immunisstion of women against

ancy. Women in developing countries are
the maln target for this vaccination. Tests have
been carried out on women in India, Finland, the
Dominican Repubiic, Chile and Brazil and are soon
to commence in Sweden. Researchers estimate
that a product will be ready for marketing in 5-10

ars.

ye The main conclusion of a Health Action
International (HAI) study on research into contre-
ceptive ‘vaccines'is that it should stop because it
entails serious risks to women's health and rights.

cont'd on page 31

have attacked me at once
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SUBSCRIPTIONS COMING DUE!

Subscriptions will be due for payment from 1st May 1994.
This is your reminder to get in early. Fill in both portions
of the form at the back of this newsletter and post it to your
local treasurer. Please include your postcode with your
address as this helps with sending out newsletters and
other mailouts.




NOMINATIONS

NZCOM EDUCATION & RESEARCH COUNCIL

This standing committee requires nominations from interested women
and midwives. There are three midwife practitioner positions and two
consumer positions coming up for re-election at the AGM in August
1994.

Committee's Terms of Reference :

1]  To represent the views of the NZCOM on Education and
Research policy and development.

2] To provide a forum for discussion and information sharing
on issues relating to Midwifery Education and Research.

3] Toreportand make recommendations to National Committee on
issues relating to Midwifery Education and Research.

4] To monitor courses, developments and initiatives in midwifery
Education and Research.

5] To develop and implement the NZCOM official policy relating to
Education and Research.

6] Tohostaforum atNational Conference to inform members about
issues relating to Midwifery Education and Research.

7] Tofacilitate and promote ethical and research based Midwifery
practice.

The Committee meets twice yearly and has teleconference discus-
sions two monthly.

Nominations with curriculum vitae to:
Midwifery Resource Centre
P O Box 21-108 Christchurch

Closing date 01 July 1994

Risk of miscarriage increases when either the man or woman smokes. New
finding : Nicotine b |
nding ine can cause abnormally shaped sperm sk

Private vs pubiic -

Bev Adlam, in charge of children’s and
women'’s health at Health Waikato, has
brought into the open a philosophical
debate finally beginning to escalate.
Prompted by the health reforms and
presumably stemming from her review of
matemity services, she has written to
hospital midwives, presenting them with
them anulimatum-give upprivate practice
or no longer work at the hospital. Unless
Ms Adlam changes her mind - she’s gone
mum since lobbing her letter into the
midwives' Cheistmas break - the women
concemed must, bythe end of the month,
decide whichwaythey'll jump. Upset, the
midwives are threatening through their
union! - the Coliege of Midwives -to use
the Fair Trading Act to stop Health
Waikato's plans.

The issue of private v public health
care - an issue that can find protagonists
on either side in some hopelessly
comprising positions - has dominated
holiday headlines. !f's an issue that
deserves airing. But by making only
midwives choose between their public
andprivate patients, Ms Adlam and Health
Waikato are leaving themseives open to
some pretty fundamental questioning.
Why are they the sole maternity
professionalsbeingtargeted? ifthey must
choose between their public and private
careers, why, too, shouldn't speciafists
who've apparertly been told it's OK to
double-dip? Are midwives simply easier
to find than consultants who, practising in
often more esotericspecialiesof medicine,
can be harder to replace and, given the
public esteem in which they're held, can
create a biggerstinkwhen they walk outin
high dudgeon when their empires are
challenged?

the debate begins

WAIKATO TIMES 24/1/94

Health Walkato is apparently bidding to
retain public health dollars for the chidbirth
business from Midland Health, the regional
heatthauthority which decideshowto spend
millions of taxpayers' doflars improving the
health of those in its central North Island
baifiwick. Shouldn'tthe RHA actuallytryto
encourage all midwives to move into
independent practice in the community
where many women argue they belong,
anyway? Their view - it has a certain logic
-isthat, generally, pregnancyand childbirth
are not Biness that must be managed by
hospitals, unless something goes wrong.
That's an argumnent women have made
with increasing force for years.

Health Waikato is the obvious
provider of high tech services kke the neo-
natalunit, for example. butit's questionable
whether Is should, in ordinary cases be
doing more than making beds and other
faciliies available if the mother-to-be opts
for a hospital birth? Thatthem becomesa
service for which the CHE charges the
independent midwife and GP team
managing the birth, who would be paid a
set sum bythe RHA forthe entire pregnancy.

If Ms Adlam has gone quiet,
however, so has Midand Health. It surely
is vitally interested in where and how the
birthing business is managed in the
Waikato. Where does it want its dollars to
go? To the CHE? To an independent
midwifery service? It has an obligation to
enter this debate and make clear to its
constituents - all 683,000 of them - what
kind of service R believes will best cater for
mothers’ needs, within-of course -sensble
and capped spending parameters.
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Midwives stand firm on
services

By BILL ROBSON Health reporter

Health Waikato is planning a second letter to midwives who are standing
by their right to run private practices while working for public hospitals.

Mectings over the past two days
failed to resolve the impasse, despite a
requimncnulmmidwivsdeddebyﬂn
end of January whether to continue with
pxivatzmscloadsorrctain}hlthWaikato
oontracts.

Bev Adlam, general manager of
children's and women's health, could not
be reached to confirm this today. But New
Zealand Nurses Organisation organiser
James Ritchie said Health Waikato had
refused toreconsideritsultimatum. Asfare
as he knew, no midwives had signed a
declaration to give up private practice.
Health Waikato was planning a second
letter similar to that sent at Christmas.

Meanwhile, a Hamilton women's
health collective today described Health
Waikato's ultimatum as *blatant discrimi-
pation”. Women's Health Information
SupponAndEdnmﬁonSavices(WIﬂSE),
called on Health Waikato to reconsider its
move and to open up the debate on mater-
nity services.

WHISE spokesperson Martha
Simms said the ruling was "blatantly dis-
criminatory”, would reduce birth options
and was a "clear injustice” for onc health
group to be told private caseloads raisc a
conflict of interest.

*Ifthe ruling is madefor one group,
it should be made for all, including obste-
tricians, radiololgists, and all other special-
ists in maternity services. Clearly, this
would not be possible or prudent. Justioe
ployed by the hospital should continue to
have their right to private practices as long
as that right exists for other health special-
ists," she said.

The move could run down mater-
nityservicesinmalms,withmidwivs
having to choose between private practice
and local hospitals. il

WAIKATO TIMES Jan 1994

Nothing ts impassible: there are ways that lead to_
everything, and if we have sufficlent will we should

afways have sufficlent means. R is often merely for
an excuse that we say things are impossitle.”

- Frencols de La Rochefoucauld
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CURRENT ISSUES

Report from Committee Workshop - 06 March 1994
- Sally Pairman, President

Each quarterly National Committee meeting is followed by a workshop which
enables members towork on some of the larger issues facing the College. The
most recent workshop involved review of the management structure of the
College, development of an exciting vision for our future role and discussion
of the kind of management structure the College needs to enable us to reach
our goals.

The workshop was led by Gill Down, an accountant with specific expertise in
contracting and small business development. Gill has a number of midwife
clients and very generously gave her time to prepare and lead the workshop.

Influences

Gill prepared a written review of the College business and the market in which
we operate as a starting point. She identified a number of factors which impact
on the present management structure of the College.

1.  Rapid development in four yearsto a nationally and intemationally
recognised professional midwifery organisationwith clearstatementsof
philosophy, standards, ethics and practice guidelines.

2. Recognition by RHAs and CHESs that College members are the major
providers of matemity services.

3. Midwife responsibility for 20% of all births in New Zealand in 1993.
Expectation that this market share will continue to increase.

Present Structure

The present structure of the College involves 10 regions whose chairpersons
make up the National Committee along with 3 Consumer representatives, a
Maori representative, a President andthe Board of Management (National Co-
ordinator, Treasurer and Secretary). There are two standing committees who
report to the National Committee - the Education & Research Council and the
Section 51 Negotiating Committee.



The National Committee is responsible for policy decisions but there are no
clear job descriptions for regional chairpersons, the president or the national
co-ordinator and no appraisal process to make people accountable. We have
global objectives but do not set annual goals and plan strategies to meet these
goals. There are no clear lines of responsibility or decision making, and this
can constrain our ability to act quickly and be proactive. The role of the
National Co-ordinator is enormous and requires specialised knowledge about
awide range of areas. The lynch pin ofthe Coliege is the National Co-ordinator
and the College Is vulnerable because of her indispensability. In short, the
College management structure was developed to enable change. This has
been achieved and if we are to continue to be effective in the long term, we
need to look at a structure which will enable this to happen.

Threats

Gill reviewed the health industry and identified the major threats facing
midwives in their practice.

1. Collective Contracts. The present matemity benefit system is under
threat and the RHAs are showing a clear preference for large collective
contracts. Midwives will have to form very large practices in which to contract
with the RHAs or the College will have to contract regionally or nationally on
their behalf. The altermnative is to sub-contract to GPs or Obstetricians for
significantly less money and much less autonomy of practice.

2.  Continuity of Care. RHAs are Interested in contracting with groups of
professionals who will provide a system which identifies a “lead professional”
for each woman. This person is likely to be the person who diagnoses the
pregnancy and who will then sub-contractto other providersin orderto provide
the complete service (GPs) or will provide the complete services themselves
(Midwives). The issue of whether there will be different contracts for primary
and secondary services is still unknown.

3. Other Matemity Service Providers. The main competition facing
Midwives is GPs. They will need to sub-contract midwives as well as establish
referral links to obstetricians, but midwives do not need GPs and need only to
establish links with Obstetricians.

10

Midwives warned of dismissal

WAIKATO TIMES 15/1/94

QO Legal advice sought after Che imposes ban on private

practice in Waikato

Health Waikato midwives have
been wamed they face dismissal if they
continue with private practices.

Be Adlam, general manager of
children’s and women's healith, told
midwives in a Christmas Eve letter the
Crown health enterprise was in
competition with private midwives and it
was no longeracceptable forits midwives
to also work privately.

“Ifany employeedoes have private
clients it will mean the disciplinary policy
will apply. As a conflict of interest is
considered serious misconduct,
termination of your employment couldbe
the result,” the letter says.

It is understood 50 midwives
employed by Health Waikato have private
caseloads.

MsAdlamhas refusedtocomment
on the letter, which tells midwives they
must decide their future with Health
Waikato by the end of the month.

She said theissue was a personal
matter between her and the midwives.

But midwives contracted by the
Walkato Times say some are seeking
legal advice.

Homebirth midwife Maggie Banks
said shewas concernedthe banon private
work mightbetheforerunner to closureof
outlying hospitals.

“Itthe majority of midwives choose
to go out on their own, it might be Health
Waikato which says it hasn’t got enough
midwives to staff theses rural hospitals,
and closes them,"|

HealthWalkato figures showbirths
costthe CHE mostin matemnity hospitals

at outlying towns such as Huntly and Waihi.

New Zealand College of Midwives
Waikato branch chairperson Raewyn Park
described the letter as “intimidatory” and an
open declaration of war on independent
midwives.

Themidwives'union, the New Zealand
Nurses Organisation, wants the January
deadline defermed until March.

NZNO organiser James Ritchie said
he could understand Health Waikato “wanting
its employees not to engage in conflicting
employment”. But the timeframe was too
short and midwives were being asked to
make decisions without all the information
before them.

Mr Ritchie said he had been told the
restriction imposed on midwives would be
applied throughout Health Waikato.

But Health Waikato obstetrician
Amelia Hart said she and her colleagues
weretold before Christmas they would notbe
asked to drop thelr private caseloads.

The times understands six of the
seven obstetricians employed by Heaith
Walkato have private clients.

Obstetricians working privately are,
like midwives and GP's, eligible for public
funding underthe Maternity Benefit Scheme.
The scheme, administered by Midiand Health,
covers care of women during pregnancy.
childbirth and a few weeks after birth.

“To most of us the future seems
unsure, but then it always has been,
and we who have seen great changes
must have great hopes”.
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MEDIA WATCH

mm STATE POLITICS

Western Australia 11/11/93

DOCTORS OUT TO GET ME: MINISTER

Health Minister Peter Foss hit out yesterday at his critics in the Australian
Medical Association, accusing them of trying to batter him into kowtowing to their
agenda. @~

He said the doctors were angry because he was the first Minister to tackle
them head-on.

The AMA called thisweek forMrFosstobe sacked if he continued to ignore
advice and based his decisions on personal views and experiences.

it claimed MrFosswas dangerously promoting home birthswhile hiding the
extra risks.

But Mr Foss said the AMA was using home births as an excuse to get at
him because he would not be their lap dog.

He said the AMA was arrogant and had complained over his head to
Premier Richard Court because it wrongly believed it was owed something.

The Federal AMA backed the Liberal Party at the last Federal election.

Mr Court said he was happy with Mr Foss's handling of the health portfolio.

He said Mr Foss had brought a refreshing approach to the job.

AMA state president Keith Woollard said he was worried Mr Foss was not
coping with the pressure of his three portfolios - health, arts and fair trading.

He said Mr Foss was not spending enough time on health issues.

The AMA and other doctor groups denied earlier that their comments were
motivated by possible loss of income.

Australian College of Midwives WA president Carol Thorogood said itwas
sad that mothers and babies were being used as a political football.

She defended Mr Foss, saying he was prepared to discuss matter with
family and health groups rather than just doctors.

Health Commissioner Peter Brennan denied that Mr Foss was ignoring
Health Department advice.

He said the department had no argument with more babies being bom at
home as long as there was support from a doctor if needed.

About 30 women and their home-bom babies rallied in support of MrFoss
yesterday in front of the Federal Health Department offices. B
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Qur Vision

Wae discussed ourvision forthe College. We see a College which is recognised
asthe authoritative voice on Midwifery and childbirth matters by midwives and
the public alike. An effective and efficient process of reviewing all registered
midwives standards of practice and ongoing competency would develop. The
College would provide up to date information to members on Midwifery
practice and related issues and would be involved in development of new
knowledge through co-ordination of midwifery research. The College would
have a major role in education, pre and post registration, through approval of
curricula and providers of midwifery education. The provision of an education
role would expand. The College would promote midwifery through marketing
strategies and public relations. The College would negotiate contracts with
RHAs on behalf of members and increase its industrial role. The College would
work towards a separate Midwives Council to ensure midwife and consumer
control over registration and discipline of midwives. The College would have
a secure financial base and all midwives in New Zealand will wish to be
members.

Restructuring

We felt very excited by these possibilities and there was a strong belief that
these were attainable if we could develop an administrative and managerial
structure which would enable action on all fronts.

We identified the key areas as :

1 Marketing and public relations
2] Quality Assurance

3] Professional development

4] Membership

5] Industrial

The National Committee members have divided into groups to address these
areas and to develop job descriptions and terms of reference for the people
who might be employed in these positions in the future.

Clearly there is a need to employ more people to spread the load and
responsibility currently carried by the Nationa! Co-ordinator, and to enable
adequate time to be devoted to key areasto really make substantial progress.
The positions need not necessarily be full-time and possibly one person could
fulfi! two roles initially.
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An efficient and enlarged secretarial role will be necessary. The National Co-
ordinator could take on more of a supervisory, co-ordinating role and have
responsibility for ensuring that objectives were met. The National Co-ordinator
would continue to liaise directly with the National Committee who would
continue to direct policy. A new structure has not yet been clearly defined and
there is much work to do. An obvious difficulty is finance and members will
need to considerwhat they want from their professional organisation and what
they are prepared to pay for. Borrowing money is aiso a possibility which needs
to be investigated. It has the benefit of shifting some of the financial burden
on to future members as well as present ones.

Where to from here?

Regional chair people will be reporting back to you and the National Committee
will be continuing to develop a possible structure at the next meeting in May.
meantime, specific members have the responsibility for working on identified
areas and reporting back at the next National Committee meeting. If youwish
to contribute to any of these areas, please contact the individuals directly. We
will be most grateful for your input.

Public Relations/Marketing - Jo Coco 09-426-7049
Sally Pairman 03-477-3014 extn 8149
Rea Daellenbach 03-332-5739

Professional/Education - Paulette Whitford 07-856-0130
Chris Hendry 03-348-8347

Industrial -  Karen Guilliland 03-377-2732
Bronwen Pelvin  03-528-8762
Carey Virtue 04-384-7261
Jo Mawdsley 03-442-6023

Membership - Julie Richards 03-377-2481
Sue Lyttle 03-355-6289
Karen Bamnes 03-351-9984

Quality Assurance. It was decided to wait until after the May education
workshop to identify specific people to look at the further development of this
role for the College. We are aiready working hard on standards review but
have not yet tackled competencies and need a structure which combine both
aspects. Perhaps annual standards review with a smaller committee than at
present and five yearly assessment of competency which is linked to the
practising certificates?
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*lthas a very important task and that is rationing health care, and it should
not be disguised as anything else. *Then we can assist them in this and
the public can continue to be involved.”

EDITORS NOTE: /t seems the College of GPs Chairperson can see the
problems associated with guidelines and have a much broader view than
her Matemity Beneftt negotiating colleagues. Why do they believe
pregnant women to be the only group of health consumers who need to
have protocols attached to theircaregivers? GP negotiator Lyn Coleman
says,

*If the RHAS are only worried about medical-legal issues in the sense of
legality, then they're going to let midwives do theirthing and it won't be until
the auditing process when they see high levels of complications that they
say, maybe we should've had a doctor involved in this case. That's why
we're stressing the importance of scopes of practice and guidelines for
referral whereas the midwives don't befleve them to be as necessary. But
| can't see how you can make a system work without them for the safety
of the patients.”

Apartfrom the obvious libel attached to such statements this rationale very
clearlyidentifies the midwife competition to be the issue not patient safety.
The chairperson of the NZMA negotiating commitiee Heather Thompson
openly admits "members want to stop this threatfrom midwives* While the
NZMA keep seeing midwives as the threat the RHAs/CHESs and health
reforms dismantie women'’s choices within the matemity service.

Fed of Women's Health Council
CVS RISKS TO BABIES NovDec 1008 ncils

CVs is used to collect cells from the developing placenta which, when analysed, can
revealwhether a fetus carried one ofa number of genetic or chromosomal abnormalities.
Awoman who gave birth to a child with a deformed limb after having a chorionic villus
sampling (CVS) was so convinced there was a link that her persistence prompted
geneticist Helen Firth to conduct a studythat forced the medical profession to think again.
In December 1992, a small group of eminent obstetricians, geneticists and epidemiolo-
glsts met to take stock of research findings since Frith's study. The evidence, they
concluded, strongly suggests that CVS carried out in the first nine weeks of pregnancy
can cause limb defects. The groups made the following recommendations:
1. CVS should not be carried out before nine and a half weeks' gestation
2. More research is needed into the damage done to the placenta

(From New Scientist, April 199;33)



COLLEGE REJECTS CORE COMMITTEE
GUIDELINES

- NEW ZEALAND DOCTOR NEWS -
09/12/83 -

RHAs should not write Core Services Committee guidelines into GP
contracts, according to RNZCGP chairperson Tessa Tumbull. Dr Tumbull
said the consensus guidelines have been included in agreements be-
tween the Crown and the RHAs and they may feel obliged to pass them
on. "This is clearly not appropriate, considering the way they have been
developed so far,” she said

Dr Tumbull said the consensus guidelines may have had some GP input,
but they have largely failed to take the special needs and complexities of
general practice into account.

"They have generally gone along the lines of traditional, hospital-specific
protocols and don't fit comfortably into general practice,” she said.

Thereis awealth of evidence to showthat savings made by sticking to strict
protocols are small and that training, continuing education, peer review
and audit are much better ways to change doctors' behaviour.

Dr Tumbull said protocols for use in general practice must be based on
general research and not imposed from on-high.

"There needs to be a perceived need, such as a problem like glue ear or
asthma, and local input is of absolute importance." Having identified a
problem, a general practice team can sit down together and discuss ways
to improve care in that area.

"It is best if this is based on some sort of audit The practice can look for
appropriate outcomes such as use of an asthma educatororpeak flowuse
or cutting down hospital admissions.”

Dr Tumbull said the direction of the Core Services Committee should be
re-examined.
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We are only at the beginning of a possible change in management structure
for the College and there is much to discuss and think through. The structure
is not yet clear and we hope to have something more for you to see after the
next meeting. The possibilities are exciting but wili require commitment from
members. Tell us what you want!

i

0 Changes in bone density with lactation by M Sowers, G Corton, B
Shapiro et al J Am Med Assoc 1993:2698-3130-35

Results of research on the relationship between bone loss and lactation
have been mixed and confusing. Bone lossduring lactation is presentin many
animal species including dogs, cows, sheep, pigs and rats: thus bone loss may
be considered a normal physiological process during this period. Following
lactation, however, bone mass density rapidly retums to baseline levels.

The purpose of this prospective study was to test the hypothesis that
significant bone loss occurs in lactation of greater than 5 months duration and
that bone mass retumed to baseline levels when breastfeeding ceased.
Participants were 98 healthy women residing in the midwest United States.
Bone mineral density (BMD) of the proximal femurwas measured attwo weeks
(baseline), two months, four months, six months and 12 months following
parturition. BMD of the lumbar spine was measured at baseline, six months
and 12 months after parturition.

Women who breastfed for a month or less following birth lost no BMD
at elther bone site. Women who lactated six months or longer had mean BMD
losses of 5.1 percent and 4.8 percent at the lumbar spine and femoral neck,
respectively, compared to baseline values. This bone loss was not explained
by differences in age, diet, body size or physical activity. Women who
breastfed six months or longer retumed to baseline levels of the lumbar spine
at 12 months after parturition. Women who continued breastfeeding for more
than nine months had Increased the BMD from its lowest point during lactation,
but had not yet retumed to their baseline level at the conclusion of the study.
Follow-up ended at 12 months.

The authors conclude that while extended lactation is associated with
bone loss, there Is evidence that baseline bone mineral level retum to normal
by 12 months after parturition. Transient bone loss and recovery that occurs
with long term lactation offers "little evidence to justify the therapeutic
intervention” according to the authors. This study suggests that, in the
presence of adequate matemal nutrition, maternal bone mineral loss during
lactation appears to be a normal, temporary phenomenon.

- Breastfeeding ABSTRACTS Nov 1893 Vol 13 No 2

(see subscription on page 43) 13



Informed Consent -
ICEA - Teaching Ideas Sheet #15

Informed consent is the process by which people receiving health care make
decisions about their care. To have informed consent you need:

Enough information to be able to make decisions about your care andthenthe
opportunity to make those decisions.

The information should include:

What the proposed treatment is.

What the benefits of the treatment are.

What the risks of the treatment are.

What the alternatives are to the treatment proposed and their risks and
benefits.

* What would happen Iif you did nothing.

* & £ &

Informed consent is not simply signing a form. Informed consent is knowledge
- given in your language, in a way in which you can understand. And informed
consent includes your opportunity to decide what care or treatment will be
given based on this knowledge. There should be no penatties imposed if you
do not agree to the recommended treatment.

Obviously, there may be emergency situations where you will choose not to
make decisions or where you are physically unable to make decisions, but in
most cases, you should be able to do so. Leam during pregnancy about your
alternatives in procedures, treatment or drugs for labour. Then you will have
time to decide what's best for you. Don't wait until labour begins.

Obstetrics, like other medical specialists, is not an exact science. Tests,
procedures, and medications are sometimes given out of habit and custom,
rather than because of scientific proof that they are safe or heipful. You can
avoid problems and share in the decision-making about obstetrical practices
if you have the information to do so.

Written by Mickey Gilmor, CNM
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Many women are eager to try to conceive again right away after being treated for
miscamriage. However, some clinical psychologists, concerned with the woman's
emotional health, feel it is wise to put off the attempt for a few months. This allows her
time to love the next child for itself and not as a “replacement baby". Doctors agree that
women should wait until they fee! psychologically ready totry again. Oncethey pass their
prior point of miscarriage, they can feel more secure knowing that the treatment worked
and the pregnancy will progress. s .

Mosedale, L. 1993. Miscarriage:The silent loss. Child 8:85-92.

@APEBS cont'd from page 7.....

Judith Richter, author of Vaccina-

CHILDBIRTH & PARENTING EDUCATION tion against Pregnancy, describes
BRCURCESE SESNIEES the methods as working in a totally
CALL FOR ABSTRACTS new way by tricking the body into
sttacking & natural part of reproduc-

Birth Issues tion in the same way it would attack

a germ. This type of reaction would
normsly be considered an auto-
immune disorder. The long (e

International Conference

Melbourne ;
25 - 27 November 1994 jrsaghomerisrleviiduiviydriot
birth are unknown.
The focus will be on
The book Vaccination Against Preg-
*  midwifery practice nancy: Miracle or Menace? /s avai-
*  research able from Heaith Action intemnational
*  birth centres - Europe, Jacob van Lennepkade
*  consumer advocacy 3347, 1053 NJ Amsterdem. The
*  childbirth education Netherlands.
*  support for childbearing
families

International speakers have been
invited. Abstracts or an expression
of interests in presenting a paper
should be sent to:

Jan Cornfoot - CAPERS
P O Box 567 NUNDAH QLD 4012
Fax 07 260 5009 Tel 07 266 9573




New Research Into The Causes Of Miscarriage
- IJCE Vol. 8 No. 4

New research into the causes of miscarriage has finally given women answers, hope and
a plan of action. In the past, miscarriage was often surrounded by secrecy and passed
over by the medical profession and well-meaning family and friends. Until recently,
doctors often didn't know what caused miscarriage and so they avoided dealing with and
helping women deal with it. The attitude about miscarriagewas to minimize the loss, but
this makes it harder for the woman to moum and then move on.

One in four women experience miscarriage. No matter when a miscarriage happens, a
woman will want to knowwhy. About 40% of first-time miscarriages that occur in the first
trimester are due to chromosomal abnormalities, for which there is no treatment. Ninety
percent of the time, the. woman will have a successful subsequent pregnancy. When
miscarriage happens two or moretimes in a row, it's ime to look beyond chromosomes
or lifestyle factors and suspect that a chronic physical problem may be preventing a full-
term pregnancy. The doctor will take a medical history and ask relevart questions about
the father's medical history too. The doctor maythen discuss thevarious possible causes
ofthe problem and plan a series of tests, usually beginning with the simplest procedures.

A general checkup and pelvic exam is usually the first step. The following conditions are
known causes of miscarriage: medical disorders such as endometriosis, fupus and
diabetes, hormonal problems such as low levels of progesterons, thyroid gland disorders
and high levels of prolactin and anatomical factors such as abnomialities of uterine
structure, a weak or "incompetent cervix” or blocked Falloplan tubes. To check for such
anatomical abnormalities, the doctor can perform a hysterosalpingogram, in which dye
is injected into the uterus and Fallopian tubes and an x-ray is taken or laparoscopy, in
which a thin, flexibleinstrument, inserted near the umbilicus, is used to inspect the uterus
and Fallopian tubes visually. A small or imegularly shaped uterus can be corrected
through surgery and an incompetent cervix can be corrected with a simple stitch placed
onthecervix early in pregnancy. The stitchwill then beremovedwhen thewomanis close
to delivery. ’

Sexually transmitted diseases, often without symptoms, can cause miscarmiage by
interfering with either the fertilization or implantation process. Extreme cases of these
infections can cause infertility. A course of antibiotics can often alleviate the infection.
Other exciting break-throughs involve a new understanding of how problems with the
immune system affect the ability to get pregnant. It is now thought that immunological
disorders may account for more than half of recurrent miscarriages. in approximately 5%
of all recurrent miscarriages, a couple may not be able to createa viable embryo because
one or both parents carries chronically defective genetic material. Ageneticcause should
be suspected if the couple has produced a previous child with a congenital abnormality
or if either partner is over age thirty-five. Inthese cases, both partners will be interviewed
by a genetic counselior. Blood will be drawn for chromosometesting. Atthe presenttime,
there is nowayto alterthe body's chromosomal makeupifthereis a problem. Ifpregnancy
occurs, amniocentesis or chorionic vilius sampling can detect the absence of chromo-
somal disorders in the fetus. 10

DEFINING CONSULTATION

Greetings Kia Ora Malo el lelei Telofa  Kiaorann Nisa Bula

in a recent High Court case In relation to a Resource Management matter,
Mr Justice McGechan used the following definition of consultation:

*Consulting involves the statement of & proposal not yet finally decided upon,
listening to what others have to say, considering their responses and then
deciding what will be done.”

Mr Justice McGechan noted that consultation should be a reality, not a
charade. Although there were no universal legal requirements as to form, he
found that essential elements of genuine consultation should Include:

* sufficient information provided to the consulted party, so that they can
make intelligent and informed decisions;

. sufficient time for both the participation of the consulted party and the
consideration of the advice given;

. genuine consideration of that advice, including an open mind and a
willingness to change.

The Ministry for the Environment in their September 1991 document -
Consultations with Tangata Whenua - described the following asthe essential
ingredients of good consultation:-

honesty s certainty of purpose
- clarity of information . statement of what is required
v and provision of resources

Consultation does not just encompass the gathering of information. One must
also consider why the information is being gathered, how the information will
be used and the status that information will have in the decision making
process.

Community Services Councils should consider making use of these legal
definitions of consultations when proposals to/from Local or District Counciis,
RHAS/CHES, CFA and NZ Income Support Service, and any other SOE or
quasi-govemment body, are being considered and actioned.

This note taken from the June 1893 NZCOSS Newsletter and reproduced/
circulated by the Palmerston North Community Services Council. Please
feel free to photocopy and distribute widely.
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Obituary

CIn Memory
AGNES MASOE

RN, RM, BAppSc, MEds

A wonderful young woman and midwife | had the privileged to
meet and know died suddenly on September 20th, 1993.

Agnes was an interational person whose beliefs inthe healing
capacity of love arose from her strong Samoan heritage, her
New Zealand education and midwifery experiencesin Australia
and Fiji. She had a deep commitment to improving the life and
birthing situations for indigenous women. She had a special
commitment to Aboriginal and Fijian women and her ability to
*open doors" will be sorely missed.

Our deepest sympathy is extended to her family in New
Zealand and to her many friends and colleagues around the
world.

Agnes' family have established a memorial fund for research
studies in Fiji. If you wish to contribute, donations may be sent
to:
Agnes Masoe Memorial Fund
¢/- Mary O'Kello
Tropical Health Program
University of Queensland Medical School
Herston
Queensland 4008
Australia
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Vailey Diagnostics pathologist John McCafferty said the service at a charge of $260 was
started as a result of public demand.

He said Valley Diagnostics takes the sample and sends itto a US laboratory which sends
back an assessment of risk level.

* simply offer an established test by a US laboratory which meets the requirement of the
American College and that is the extent of my involvement.

*| always personally point out to every woman this is a screening test which suggests a
probability of Downs syndrome and we are certainly not touting it as a diagnostic test"

Dr McCafferty sald he would also liketo see a national screening programme but believes
the chances of getting one up and running are slight

*Our heaith system Is in such a mess we have destroyed any chance of that happening.”

DrMcCafferty said patients are paying the full cost of thetest and if women want thetest,
it should be available.

Wellington Hospltal obstetrician Peter Stone said, "At best the test picks up 60 per cent
of Downs syndrome babies which means you can more or less flip a coin to decide on
its accuracy.”

g

Healso points outwomenwho geta false positiveand go onto have
amniocentesis run a risk of miscarriage.

New test could halve Down's
syndrome births

A working party of the Royal College of Obstetricians and Gynaecologists - UK, have
concluded that serum biochemical screening identifies a group of women with a
sufficiently high risk of having 2 Down's syndrome affected child to justify the offer of
a diagnostic amniocentesis and if this proves positive the opportunity to terminate the
pregnancy. ‘The advantages of biochemical screening are that overall it will allow the
detection of twice as many pregnancies with Down's syndrome and under most
circumstancesit isafinancially more costeffective policy than screening by amniocentesis
based on maternal age. The biochemical testing method depends on the ratios of various
markerssuchas serumalpha-feto protein; human chronionic gonadotrophic; unconjugated
oestriol and free sub-unit of human chronionic gonadotrophic.
Press relcasc, July 1993
Royal College of Obstetricians and Gynaccologists, London
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suffered stress inthe process. Itis probably  back-up services from independent prac-
this fatter factor which has contributed to  tising midwives.
the obstetricians' decision towithdraw their

Judith L M Mair LLB RN CM DNE (NSW | ACKNOWLEDGEMENT
Coll Nurs) is currently Pro-Dean of the Reprinted "Birth Issues™ Vol 2 No 4/5
Faculty of Health Sciences, University of | gept-Dec 1993 published by CAPERS

Sydney. Judith is an author and regular
conference speaker on issues related to P O Box 567, Mundah, Qid 4012

pregnancy, chidbirth and the law. Australia
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TRIPLE TESTING NEEDS NATIONAL APPROACH

- NEW ZEALAND DOCTOR NEWS - 20 January 1994

Wellington Hospital specialists are refusing to interpret results for obstetricians using the
new antenatal triple test and are calling for a national screening programme.

At present only one private laboratory near Wellington and another in Auckland are
carrying out the screening test which assesses the risk of a woman having a Downs
syndrome baby.

National Women's Hospital is also planning to offer the test but Wellington Women's
considers it “inappropriate” to offer it at this stage.

Medical geneticist Joanne Dixon, who is the only geneticist currently working in New
Zealand, has been asked by obstetricians for interpretation of results since Valley
Diagnostics started doing the test.

However, she is refusing to do so, saying the results cannot be interpreted because the
analysis is done using US data which bears no reiation to the New Zealand population.

“The laboratory only provides a number representing a risk and the GP or obstetrician
is expected to interpret the results. The reality is they don't know how to interpret these
results and invariably we end up picking up the pieces with these women.”

However, she said many women still wantthetestbecausethereis nothingelse available.
She is calling for a Ministry of Health funded nationa! screening programme to be
introduced.

Such a programme would mean designated laboratories all use the same methods and
provide nationally coordinated computer analysis.

"You've got to do thousands oftests to getthe normal range needed forthis sort of testing.
in a small country like ours that can only mean a national programme and a central place
where the calculations are done.”
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CAMPAIGN FOR PARENTAL LEAVE DURING THE UNITED
NATIONS INTERNATIONAL YEAR OF THE FAMILY

- Fed of Women's Heaith Councils (Nov/Dec 1993 Issue p4)

The Waellington Working Women'’s Resource Centre is organising
collective action on parental leave to coincide with the 1994 Intema-
tional Year of the Family. There is no statutory entittement in New
Zealand to paid parental leave. Inthis regard New Zealand lags behind
most of the world where some form of paid leave is now taken for
granted.

The Centre also identifies another good reason for launching a
campaign for parental leave. The Department of Labour is about to
embark on a review of the Parental Leave and Employment Protection
Act. The report is due out in the middle of the year so there is a need
to highlight the importance of this issue as soon as possible.

Thereis aneed forgroups to provide whatfinancial assistance theycan
for the campaign.

For further information contact : Marian Wood Ph (04) 384-8117 or
Martin Coleman Ph (04) 385-8596

Telecom
Directories

YELLOW PAGES - A NEW OPPORTUNITY

In response to many requests, a new classification has been
approved. "Midwives" is now available in all Yellow Pages
directories.

You are invited to call free, on 0800 803 803 to find out more
about effective representation in the Yellow Pages.

Remember - all business customers are entitled to a free listing

in the directory.
ADVERTISEMENT

—s
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BRITAIN'S HEALTH CHANGES DISASTER
- Fed of Women's Health Councils (Nov/Dec 1983 issue p14)

UK Doctors are claiming that changes to the British health system are not
working and are haming patients. Reports from Britain (which sound
rather familiarl) show that:

1.

2.

the cost of restructuring there is currently running at 800 million
pounds (about NZ$2.3 billion)

the British people believe money could have been better spent
on health services

people are worried that trust hospitals will fragment the national
health system by concentrating on a limited range of ‘profitable’
services, while being reluctant to accept contracts for ‘uneconomic’
services.

people fear that patients can no longer be certain that clinical
decisions will be based on clinical, and not budgetary,
considerations. ,

There is deep disillusionment among medical professionals. A
survey in an issue of Doctor magazine showed that more than two-
thirds (85%) of the 3500 GPs who responded would get out of
medicine if they could, because of the pressure created by the
changes. 3% said thestress of being adoctornowwas sogreatthey
had contemplated suicide.

EDITOR'S NOTE :

NZ's changes are more extensive than those in the UK and have been
implemented far more quickly. Concern is mounting about the viability of our
health system. The Matemity Sesvices are really struggling with the competition
concept and the RHAs would appear to be abdicating responsibiltty for service
and quality to CHESs and individual providers under the guise of “budget holding".
The Coalition of Public Health is holding a public forum in Wellington to debate
these concemns. Midwives will need to keep informed and understand the
principles behind the changes initiated within their own areas and also &t &
National level if we are not to lose the impetus gained by the Nurses Amendment
Act to enhance Matemily Services.
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compensation will be payable. Costs will
usually be awarded against the plaintiff.

(i)  Should the court find that the ob-
stetrician's care was negligent, then the
obstetrician will be liable to pay full com-
pensation tothe plaintiff. Ifthe obstetrician
believes sfhe was not entirely responsible
for the harm that was caused, s/he may
seek to have the midwife joined as co-
defendant. This latter process mayleadto
difficult outcomes:

(a) The court finds that neither were neg-
ligent in which case the action will fail.

(b) The court finds both were negligentand
apportions liability according tothe extent
to which each was considered responsible
for the harm.

(c) The court finds that there was no
evidence of negligence on the part of the
midwife but the obstetrician was negligent
leaving the obstetrician fully liable to com-
pensate the plaintiff.

(d) The court finds there was no evidence
of negligenceonthepart of the obstetrician
butthatthe midwife was negligentinwhich
case the midwife will be heid liable to
compensate the plaintiff fully.

An altemativewould be foran obstetrician,
who is found negligent and required to
compensate the plaintiffin fully, to seekto
be indemnified by the midwife in a sepa-
rate action to the extent that s/he believes
the midwifeto be responsible forthe event.
However, the obstetrician would only be
successful in such an action by proving
that the midwife was negligent and partly
responsible for the plaintiff's harm.

Viceversa, a midwifewho is found liableto
compensate a plaintiff for negligent harm
could seek to be indemnified by an

obstetrician whom the midwife believes
was partly responsible forwhat happened.
Again, this action would only succeed if
the midwife could prove that the obstetri-
cian was negligent.

When a plaintiff sues both doctor and
midwife jointly, the same principles apply
aswhenthemidwife has been joinedinthe
action by the obstetrician. What is clear is
that neitherwill be required to compensate
a plaintiff where the facts either do not
disclose a cause of action or do not prove
negligence on behalf of either.

The fact that an obstetrician may be
joined as a defendantin an action against
a midwife does not mean that the obste-
trician will haveto compensate an injured
plaintiff. If there is no evidence of negii-
gence on the part of the obstetrician, s/he
will not be required to pay any compensa-
tionto the plaintiff. Likewise, itwould only
be on proof of negligence by a midwife
that the midwife would be liable to pay
compensation to an injured plaintiff. The
onus is on the plaintiff to prove that neg-
ligence caused the injuries complained
of..

However, an obstetrician who is innocent
ofwrongdoing could be held liable for the
negligent act or omissions of a midwife
where she employs that midwife in an
employer/employee relationship.

One problem which arises in negligence
cases where several persons have been
involved in the care of a patient is that the
plaintiff may be inclined to join all parties
as defendants in the action in the hope of
finding at ieast one who can be proven to
have been negligent. Adefendantwhois
exonerated from liability has nevertheless
incurred financial costs with respect to
his/er defence, spent time in working
with defence lawyers and has most likely
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ARTICLES OF INTEREST

SHARED CARE
Shared Legal Liability?

Judith Mair

The recentwithdrawal of medical services
by three obstetricians providing obstetric
back-up for an independent midwifery
practice in Queensland has raised the
question as to who is liable for injuries
suffered by a mother and/or child, either
prenatally or during the birth, when both
an obstetrician and a midwife were in-
volved in caring for the mother in preg-
nancy and labour.

To answer this question it is hecessary to
identify the ways in which the law accords
liability to compensate a plaintiff for harm
caused by a negligent act. Personal
liability is the liability each person has to
compensate other for tortiously inflicted
harm. Vicarious liability is the responsibil-
ity a person or institution has for the
negligent acts or omissions of others.
This latter fiability is found, inter alia, in
employment relationships. An employer
will be held liable for the negligent acts or
omissions of employees which occur dur-
ing the course of employment.

The question of liability in conjoint care
amrangement in child care has not been a
major issue in the past and only arises
now because of the development of inde-
pendent midwifery practice and the al-
legedincreasein obstetric litigation. When
obstetricians work with midwives in a
hospital-based setting, they have little
need for concem regarding the possibility
that they will be sued because of a mid-
wife's negligence causing harmtoa mother
and/or newbom. When the midwife is
employed by the hospital, the hospital is
vicariously liable for the midwife's'’s acts

oromissions whilst the midwife is operat-
ing in the course of employment. How-
ever, a private obstetrician has always
been, and still is, vicariously liable forthe
acts or omissions of any midwife, or any
person (including receptionists), who is
directlyemployed by him/herinthe course
of his/her practice. This is not new.

Forthe purposes ofthis particular discus-
sion, | will consider the different ways in
which joint care ofa pregnantwoman can
operate:

A The pregnant woman contracts
with the midwife solely. Should the mid-
wife detect a complication, the client is
referred to a specialist obstetrician for a
consultation. In addition, arrangement
may be made with an obstetrician for the
midwife's client to be seen at particular
times during the pregnancy. Thespecial-
ist may continue to manage a complica-
tion, eg diabetes, leaving the routinecare
of the woman to the midwife. A compli-
cated delivery would be camried outby the
obstetrician.

B. The pregnant woman contracts
with both an obstetrician and midwife to
provide conjoint care. The midwife and
the obstetrician both see the client on a
regular basis.

Where a woman or her child allege that
negligence caused harm to either, there
are several possible outcomes:

()] The obstetrician is sued solely. If
the court finds no negligence on the part
ofthe obstetrician, the casewill failand no
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For information about joining your local
women's health council, contact the
Federation's Head Office.

Newsletter subscription:

$15 unwaged/part waged

$25 waged

$25 women's groups

$40 supporting subscription

$__ donation towards the work of the

(" FeperaTiON oF WoMeN's ) [ e )
HeaLTH COuNciLs MEWIEE e
Aotearoa New Zealand Ancther cholce for your ohlidblrth experience

A NATIONWIDE VOICE Flourishing Independent Practice
has a vacancy for a Midwife Prac-
FOR WOMEN'S HEALTH titioner now. This position re-
Membership is only for women's health quires commitment to women's
ilsorwomen'shealth groups. Ho healthissues, energy and asense
ever, other groups and individual women of humour.
may subscribe to the newsletter.

Federation
e e e e e e
Name Volunteer Service Abroad
Address PRIMARY HEALTH CARE
SPECIALIST
" wanted for
Phone (Hm) LAOS
(Wk) If you have experience living in a group
Women's health areas of interest situation; living and working ina devel-
oping country particularly with women,
children and rural health workers this
Please detach and send to the: could be the job for you. For further
Head Office information and an application form,
Federation of Women's Health Councils contact Luciana Tizzoni
CPO Box 853 Recruitment & Selection Officer
Auckland Volunteer Service Abroad/Te Tuao Tawhai
Ph (09) 520-5175 P O Box 12-246
Fx (09) 5204152 Wellington Ph 04-472-5759
. AN AoveSEVENT

Please respond to:

Jean O'Neil
Hutt District Domino
Midwifery Service
P O Box 31-007
Lower Hutt

. v

C VSA
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UPCOMING EVENTS (d)  Conflict of Interest

- Conflict of interest only exists if there is competition for the same funds.

NZCOMI CON FERENCE 1994 ' - Those involved need to define/explore if any conflict of interest actually
exists.
*The Culture of Midwifery : Celebrating Women & Family” . NZNG/COM position s that ol rtareaadsts i
- position Is a con 1 exi where pubdlic
13, 1,4 and 1 5,AUQUSt 1994 - employment is undermined in favour of self employed practice. Since
Te Papaiouru, Ohinemutu, Rotorua doctors/obstetricians are the main gatekeepers to matemity services itis
unacceptableto view midwives as having conflicting interestswithout also
CALL FOR ABSTRACTS : Forward abstracts for papers to: applying that to doctors.
Nita van Boven, c/- Post Office, Lake Okareka, Rotorua (¢)  Guidelines and Protocols

NZNO and COM do not support protocols which deny clinical judgement and/or
women's choice. Professional judgement and informed choice and consent for
w women is fundamental to midwifery practice.

MURRAY ENKIN TOUR

Professor Murray Enkin - Obstetrician, Epidemiologist, Researcher

Protocols can deny women's individual needs and undermine midwifery
education, registration and therefore practice.

. P However guidelines which facilitate professional judgement are supported.
and Dlre_ctor of t!\_e Cochrane Cent.re (Pregnancy & Childbirth Data- These guidelines should be written by the profession, i NZNO and COM, with
base) will be visiting on the following dates. consumer input to ensure practice reflects needs of women. It is not the role of

the founder or other disciplines to write midwifery’s guidelines for practice. The
fMay 18 1994 Auckland May 21 1994 Palmerston Norlh\ funders role is to identify the outcomes required from the contracted service.

May 24 1994 Weillington May 26 1994 Christchurch

| May281994  Dunedin ) e i
Christchurch
Venues still to be arranged. Please contact your local chairperson or StephBreen
for details. . t;(z)t;::‘s; 2(%rgamsatlon
\_ _/ Wellington
( -
g ) No matter how much [
A exercise my body,
N
v
T s It refuses to go away and
L s - leave me alone.
20
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(b

(c)

- Midwifery education in NZ is now providing greater number of midwives
who actively practice midwifery under the WHO definition and legislation.

- Maternity Managers in CHEs should make it more attractive when
recruiting midwife employees eg
- enable flexibility in work practice
- encourage independent practice
- provide fair remuneration and working conditions which reflect

increased responsibility

Women want continuity of midwifery care and New Zealand needs its
midwives able to meet this need.

Retention of Midwlves

- To retain midwives we need to provide orientation back to the profession
in polytechnics as approved by NZNO and COM.

- Fair remuneration and working conditions which reflect increased
responsibility

- Effective communication between hospital and community midwives that
is open, co-operative and receptive.

Funding of Midwifery Care

Both NZNO and COM have policy positions supporting the integration of primary
and secondary care services.

For 75-85% of women the maternity service is a primary health service as birth
is a normal life process and the women are well irrespective of the place of birth
and how the midwife was paid for the service.

The remaining 15-25% of women may require the services of the secondary care
system. It is vital that these two services are integrated and work in co-operation
with each other.

BOTH ARE FULLY PUBLICLY FUNDED SERVICES ANDAN INTRINSIC PART
OF THE PUBLIC HEALTH SYSTEM, IE [T IS NOT PRIVATE ENTERPRISE,
WOMEN DO NOT PAY FOR MIDWIFERY CARE. SIMILARLY TO PLUNKET,
IT IS FREE OF CHARGE TO WOMEN.

Midwifery care (especially when autonomous) is cost effective both for women
and babies short term and long term wellbeing. The midwife is the primary
practitioner in matemity care as she provides the majority of care,
eg, all labour and postnatal care. GP Services often duplicate the
midwife service.
continued
24

NZ College of Midwives and NZ Nurses Organisation

DRAFT Position Statements

CONTINUITY OF CARE

"Pregnancy is a long and very special journey for @ woman. Itisa
journey of dramatic physical, psychological and social change; of
becoming a mother, of redefining family relationships and taking on
the long-term responsibilty for caring and cherishing a new bomn
chid. Generations of women have travelied the same route, but
each journey is unique.”

Matemity services should support the mother, her baby and her
family during this journey with a view to their short-term safety but
also their long-term wellbeing.”

UK NHS "Changing Childbirth™

NZCOM and NZNO see the midwife as having a special and specific role inthe matemity
services. Continuity of care is the cornerstone of midwifery practice and means that
midwifery care is provided in a continuous manner. itis primarily community based. The
woman needs to havethe opportunity to meetand developa relationship with the midwife
who will care for her throughout her pregnancy labour birth and post natal period.

ideally this would be the same midwife.

NZNO and NZCOM recognise that the majority of CHEs are not presently structured in
awaywhich facilitates continuity. itisalso recognisedthat some self-employed midwives
do not provide continuity of care.

NZCOM and NZNO are working towards strategies which develop @& supportive
environment for midwives to provide continuity of midwifery care.

Surveys of women who have experienced the maternity services have consistently
identified continuity of care as their top priority.

As the health reforms progress midwives need to be given the opportunity to update their
skills and knowledge base to meet the challenge of providing total care.

Studies have shown that continuity of midwifery care resuits in :-

. increased satisfaction

= increased breastfeeding rates

* less low birth weight babies

= fewer premature babies

* less unnecessary intervention

* less analgesic usage during labour
- shorter length of stay in hospital

=
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Continuity of midwifery care also improves the outcome for
* teenage mothers
* |ower soclo economic groups
* gthnic minority groups
* women classified as “high risk”

Continuity of care also improves the job satisfaction levels of the midwife providing the
care.

Teams of midwives provide a modified form of midwifery continulty. NZCOM and
NZNO recommend the following when considering team midwifery.
* The team should be a partnership between two midwives with a backup of
another one or at the most two teams for annual leave or sickness.
* A caseload for a team of two midwives should not exceed 40 women each
per annum when providing total care and enabling leave requirements.

MIDWIFERY PRACTICE

The NZNO and NZCOM support and promote the World Health Organisation definition
of the Midwife and her scope of practice.

The Midwife must be able to give the necessary supervision, care and
advice to women prior to, and during pregnancy, labour and the post-
partum period, to conduct deliveries on her own responsibility and to care
for the newborn and the infant.

This care includes preventative measures, detecting compiications in mother
and child, accessing medical assistance when necessary and carmrying out
emergency measures. She has an important task in health counselling and
education, not only for women, but &lso within the family and the community.
The work should involve preconceptual and antenatal education and
preparation for parenthood, and extends to certain areas of women's health,
family planning and child care. She may practice in any selting, including the
home, hospital and community.

Based on World Health Organisation Definition

There are four levels of midwifery involvement. THESE LEVELS ARE EQUALLY
APPLICABLE TO EMPLOYED AND SELF EMPLOYED MIDWIVES

(1)  Midwives as primary care givers for normal births

(2) Midwives consult with an obstetrician/physician and remain as primary care
givers when appropriate

(3)  Midwives refer clients with high risk pregnancies to obstetricians |=>
and continue to provide supportive care. continued

‘(4)  Shared care with GP and shared responsibility.

INDEPENDENT MIDWIFERY IS ABOUT HOW A MIDWIFE PRACTICES, NOTWHERE
A MIDWIFE PRACTICES.

Those midwives who choose to provide some components of a women's care, eg post-
natal care only, labour care only, have different responsibilities to the midwife who
assumes responsibility for total care. .

The midwife who provides only a component of care is not the lead professional and
responsibility is shared.

A lead professional is

*The professional who will give the substantial part of the care personally and who is
responsible for ensuring that the woman has access to care from other professionails as
appropriate.”

The difference in responsibility is generally reflected in the remuneration provisions. Both
organisations are working towards equalising remuneration for the level of responsibility
taken.

The NZCOM and NZNO acknowledge that midwives may choose either form of practice
while the matemity services evolve to incorporate the midwifery model of care.

MISCELLANEOUS POSITIONS
(a) Overseas Recruitment

- Active recruitment is not supported as it is not necessary. We
acknowledge howeverthat NewZealand can benefitfromtheinputof other
cultures.

- There are enough midwives in New Zealand. The focus should be
assistance with orientation back to the profession. Orientation
programmes should be approved by NZNO and COM through

Polytechnics.

- itis important to encourage a New Zealand midwifery model rather than
reinforce the medical model of maternity services provision as is the
predominant western world model. Overseas midwives may be
“culturally” inappropriate as NZ midwifery is a world leader in developing
the midwifery;Awomen partnership model in a bicultural country.

This model is women centred with the emphasis on women's

choice, continuity ofcare, and midwives practising inall settings, iehome/
hospital/birthing unit. It also affirms New Zealand's responsibilities
under the Treaty of Waitangi.
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