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SECRATARY'S LETTIR

Well, .here I am on Labour Day, at the beginning
of Home Jirth Week, writing this. Highly appropriate even if well overdued!
You may sll bz wondcrirng what is going on in the world of domiciliary midwifery

- despite my silence, all is ticking over nicelye

teeecesesecscsssscscesassssassssdince my rather public stand in 1983, when I
attended the home birth of a women who did not have a "medical practitioner taking
responsibility for the care of the patiemt", my practice has gone shead and 1989
will be my busiest year ever. I have since atiended about three other births
without a supervising doctor amd I have becn paid for them zs well! The situation
in Nelson is now that when I have a woman who cannot get medical support for her
home birth, I notify my PPHN and they attempt lo find someons %o cover. In reality,
this has meant the woman writing to the PPN and describing her zttempts to obtain
a dostor and to state her intention of staying ai home to give birth, I then make
it clear that if that woman c2lls me when she is in labour, I am obligated, both
professionally and ethically, to attend here The reason that this series of events
occurs is that I have never been lucky enough to have a MOH prepared to cover me
when women insist on staying at homee Now, after eleven years of mpractice, I have
lost the last G.P. in Motueka who has been covering homebirthe It seemns that Nelson
digtrict G.P.s are particularly suscepbible to peer and 0&CG rresszure and the number
of GePes willing to attend home births has gralually dwindled ovar the ysarse. Roll

on antonomcus practice, that's all I can say.
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ecesssconssessnesensennsssveeeedoth Joan Donley and myself nave represented e
on the Department of Health working party for Safe Options for Low=risk childbirthe
Wirst thing this group I'm in did was change the titlel! So itz now Policy
Recomrendotions for Care for Fregnansy and Childbirthe Much betterd A number of
you will have seen the Sixth draft of the ducument and have commented, I didn't
send it to ubsolutely everyone hecamnse ¢f the time pressure we're under to have
comments back to Wellington. Hopefully, the rest of you will have at least heard,
if not seern, the document through the College. Mnyone who hasun't and would particularly
like a copy, could get in touch with me, The final meeting is in liellingfon on

November 15th after which it will be presented to the ¥inister for her approvale

ssesevsssesssesesesssesssssssccl RCPe all of you are getting involved with the
College of Midwives at yocur locsl regione I know that domiciliary midwives have a
lot to show the others about midwifery perspective and practicee. There szems to be
real thirst for knowledge amongst midwives, especially for knowledge not based on
the prevailing medical model of childbirth, Even amongst DM there is a real hunger
for information znd I was really aware of a need for time to share and discuss
cases and experiences at this year's ammual meeting in New Flymouth, So to provide
ug with an opportunity to get together, I have booked the hostel here at Riverside
for anyone who would like to come and socialise and share, It will be a weekend
just for us -~ I will need to know who is coming by Fovember Z0th so I cen orgauise
food etces The weekend will start about 6dpm Friday evening and go until Sunday or
Monday = whernever evryone has leftl! Sc think sbout joining in and let me know if
you want to comes If there is emough interest I will organise discounis through
Air New Zealand for those who are flying but if you book soon, you will be able to

get cheap air fares. Sc, ring me (0524) 77807 and I'll bock you in,

Changes to the Murses Act: The Nurses Act Anendment

Y XXX I EZIR IR E RN R AR N R X RN N J
Bill has been drafted although it has yet to be presented to Parliament, It amends
Section 54 to read M.eesewhere a medical practitioner or registered midwife has not

undartacen responsibility for ths care of the patient. I'm waiting for it to go to
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Select Commitites and then I'll mresent o submission suprorting it. Individuals need

to0 present sulmissions too so get your Home Birth Zssociztion members und sister
midwives %o write in as well just o counteract all the negative stuff from the medicsl
ard rursing profsesionse 4 if you're worried abevrl teing iudervendent, -utonorovs

and aceocuntable ~ cone $o0 our weekend in Wovember and let's +alk about it!

eesecesssosssssvsssassassscssssiomiciliary Standards Review Comnittees: How are you
21l going with establishing one in your area? Committees are now ur and running in
fuckland, Whangarei, Rotorna — anywhere else? Let me knowe I have copies of the
document describing the terms of reference of DMSRCs plus domiciliary standards
additional to Standards of Midwifery Practice end I will send these to anyone who

wants them ~ just write and ack and I will try to be prompt!

cosesceunsessencocusseascessses fiilison Livingstons and Kslly Grovehills zre still
working on ouir behslf to complete nsgoiiazbtions cn our contract. T: scems to me that
contrzetsd DMs are going %o be in a very good position once the law changes and I
imagine we'll be locking ot extending our practices to ircorporate DOMINO clients
once wWe czn negetiate with irea Health Boards for the use of their {ocilities,
Great, =h?

Cresacautensessansnsssvessssessibacriptions. A3 you will read in ths minutes of
owr meeting in ¥ay, subz have gone up to %O/::eazu The main resson for this is so
that we can coatiaue o employ Allissr and Kel]y Lo repreucnt us for negotistions
on cur pey rotes. 3ome of you have ment in subs =t the old rule ¢f 410 - you can send
anosher 3710 whenever, Heaps of you haven't sent anyihivg ab 21l = you know o you

arall A1l ‘5-’}89,/90 subs are Gue noy — plecse £ill oul enclesed form amd mail 4o ne,

Gessaveccssenestascivattes ety il that's ail from me. Ha.p;}:{ :‘!‘ea’ding - h‘.}ﬂe Jou anjoy
and pleocse think uhout coming to our weekend here in lovember,

Hapoy home hirthing!

fronue.



Autonomy, accountability and

choice...

Sheila defines professionalism and its implications for mid-
wifery and how choices in childbirth can enhance rather than
threaten our professional role.

As a professional | believe my practice as a midwife isbased on
research, knowledge and experience. In the unit where | work
1 exercise probably more than an unusual degree of profes-
sional autonomy. | can control my own practice and make my
own decisions. | am certainly accountable for the decisions |
make, and the actions 1 take in my practice, and 1 whole-
heartedly believe in the woman's right to choose how her care
should be managed.

Doesthislast statement raise a dilemma for midwives? Can
we as professionals allow the consumers to choose and does
this participation dilute our professional status?

1 would like to develop this argument further by considering
Autonomy, Accountability, and Choice in turn, Autonomy is
irrelevant without discussion of professionalism. Today we have
professional footballers, professional plumbing, professional
house painters. The word professional equates with the feel-
ing of an expert.

Friedson (1970) says “a profession is an occupation which has
assumed a dominant position in a division of labour so that it
gains control over the determination of the substance of its
own work". Additionally Walker (1978) states A profession is
an occupational group which has had more success than other
occupations in controlling its own work”.

A profession controls its members, regulates recruitment,
selects for training, determines and evaluates the way its work
is performed. A profession is based on a body of knowledge
and conforms to agreed ethical standards.

Insection 17(1) of the Nurses, Midwives and Health Visitors
Act it states "A person other than a registered midwife or a
registered medical practitioner shall not attend a woman in
childbirth”.

Thus professionalisation is the process by which an occupa-
tion obtains exclusive rights to perform a particular kind of
work. Members of a profession, if it is a true profession, are
answerable and accountable for their actions and decisions. In
midwifery, the profession is controlled and regulated by the
UKCC. The control exists to safeguard the standards of care and
to protect the midwife. '

Goodman (1978) describes autonomy as “the ability to
initiate a task and do it one's own way" and the Oxford Dic-
tionary defines it as "The right of self government and personal
freedom”.

I believe that conflict can arise when an individual striving for
autonomy, i.e. “initiating and doing it my way". is working within
the broader constraints of a profession.

It could be argued that if midwifery is a truly autonomous

profession, then all the rights and freedoms associated with
childbirth are the midwives’ and not the womens.. If this is the
case then women should be given no choice and no opportuni-
tytoselect from the options available. When there ismore than
one option the professional may see it as appropriate for her
to take it upon herself to select the method or course of action
she favours or considers more appropriate. The woman would
then be presented with a fait accompli; her opinion would be
neither sought nor considered. By retaining this full control, the
midwife as a professional can be confident. She has made a
decision based on research, knowledge, experience and
previous success. Her autonomy and professionalism is not
threatened.

However, today’s consumers are becoming increasingly ex-
perienced and well-informed. They are frequently articulate
and more assertive than ever before. Now more and more
women from all social classes and from more ‘occupational
groups are asking for their views to be considered and their
preferences to be taken into account.

But where does this leave the midwife?
If she as a professional, autonomous and accountable, has
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taken a professional decision based on research, knowledge
and experience, is she putting herself at risk to allow choice?

Will this midwife feel that she does not want her position
weakened and her autonomy diluted by accepting a course of
action that, in her considered opinion, carries a greater risk?

There is no doubt that today’s midwives are accountable for
their actions. The independence of the midwife in her practice
is stressed in the Midwives’ Code of Practice of the UKCC.

“Each midwife as a practitioner of midwifery is accoun-

table for her own practice in whatever environment she

practises” page I.
and

“Present day maternity care is essentially the work of a

Reproduced with permission from Association of Radical Midwives Newsletter, no 36, Spring 1988, pp 9-10.
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team. Within the team the midwife has a defined sphere
of practice and is accountable for her actions, her profes-

sional judgement and the care she gives to mothersand -

babies™. page 3.
Is this whole debate really about power? The feminist move-
ment has urged women in today’s society to change from their
traditional role and become more assertive in controlling their
ownbodies, their health and their future. Is not this an attempt
to redistribute power?

Weber (1985) says that power is "the probability that a per-
son in a social relationship will be able to carry out his or her
own will in the pursuit of goals of action, regardless of
resistance”.

1would suggest that, in most instances, the midwife is the per-
son in the relationship holding the power. That power isupheld
in hospital policies, rules, procedures and fear of litigation. The
midwife may choose to impose her will on the women in her
care and justify thatimposition with veiled threats of “it's what
doctor wants”.

1 would suggest that consumer choice arouses fear and con-
flict not because it brings into question the midwife's profes-
sionalism, but because it undermines her power in the situa-
tion. It must be seen as threatening to think that someone else
{the consumer) knows as much as you!

Do we not as midwives, in league with medical men, begin
to assert this power when a woman undergoing a normal
physiological event is admitted into hospital and redefined as
a patient. Once a woman is admitted to hospital, the respon-
sibility for the pregnancy is taken out of her hands and placed
firmly in the hands of the midwife and the obstetrician. The
woman becomes a patient, becomes passive, and does what
she is told. The midwives become warders rather than guests
in her home.

If pregnancy is illness, then there is no place for choice or
alternatives. The midwife in charge of this pathological state
must dictate the rules. There is no provision for individual varia-
tions or wishes.

Hence the conflict is intertwined with the medicalization of
childbirth. By making pregnancy an iliness, the midwife and
medical men assume control. The case is out of the womens'
hands. By accepting a provision for choice and encouraging
alternatives and the woman's involvement in her own preg-
nancy, some will argue that the midwife's control is diminish-
ed, her autonomy diluted, and inevitably her power weakened.

Perhaps you are now mumbling to yourself that you allow
choice, you do not feel a loss of power in consumer choice, but
why are many women who arrive with a birth plan labelled
“eccentric, troublemakers, or NCT freaks'*? Why do books such
as Stanway and Stanway's "Choices in Childbirth"” have to be
written? It has a chapter called “Making the best of the system”
and another "Drawing up a plan of action”. It gives a step by
step guide to being preghant and assertive.

I feel thisis a sad reflection on my profession, my image of
the midwife as being ‘'with women’ does not include fighting
to beat the system.

Professionalism, autonomy, accountability and choice in
childbirth are complex and vital issues that the profession must
considér.

Rose Marx
2
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At the end of the day the midwife is responsible and
answerable to the UKCC for her standards of care.

She must ensure that the advice she offers isbased, not on-
ly on her experience, but on research-based evidence. She
must also be sure that parents, women and partners are fully
aware of the consequences of their choice. The midwife must
never abdicate her professional responsibility to give advice
in favour of freedom of choice. This is not the time to opt out
and let the consumer decide,

I believe that choice in childbirth, far from threatening the
professional status of the midwife, enhances and improves her
role to womens’ ultimate benefit. Choice in childbirth need not
lead to a deterioration in care, it may well improve it. Midwives
who are really autonomous are those who have escaped the
medical model of childbirth, and who treat the medical staff as
friends and equals with different roles: friends (male and
female) who can be called upon when childbearing deviates
from normal and becomes an illness. .

A midwife who acts within her sphere of competence and
follows ‘the rules’ has no need to fear being accountable. She
isin a unique position to be ‘with women’ at a most precious
time.

Sheila Hunt MSc Econ, SRN, SCM, RNT, PECE, ADM
Caerphilly
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SETTING UP OUR MIDWIFERY COLLECTIVE

Setting up our collective has been interesting, challenging and
fun. Initially it took a fair amoung of organising, meetings,
discussions and mulling over ideas. Now after six months it is
"working smoothly and running even better than expected. 1In
setting this up our aims (of equal precedence) were:

- Having regular time off that is not difficult to arrange.
Time when your family knew you would be with them (and not
racing off to a birth), when arrangements could be followed
through without interruption and when the night was ours
for sleep.

- To lessen the dependence of the woman on her midwife so
that they would be happy with any one of us at their birth.
To encourage women to have a good support network organised
and to encourage the realisation that it is her and not the
midwife who makes the difference.

- To have more antenatal input, not necessarily on a one-to-
one basis, i.e. run classes. These have been successful
and very enjoyable - we have learneds a lot from them.

There is a strong emotional bias to the classes in which
women feel free to discuss things and in which we can
stimulate a philosophy of independence and courage for
birthing women. These also fulfull the need for the women
to meet and get to know all three of us.

- More peer contact, sharing and support. We meet weekly for
1% - 2% hours before each class. In this time we sort out
jobs, organisation and next classes. We allow plenty of
time to discuss problems, worries, successes and share
things we have learned along the way. Our various
areas of strength/knowledge have been very complimentary
and we make sure we discuss any hiccups. This time is
invaluable. The knowledge that there is another midwife
to help should any aneneed it has made the job a lot less
stressful. Our collective arrangement has brought about a
much greater feeling of caring for, and sharing with, each
other and has enabled us to call upon each other more easily.

We started working on our idea about six months before we started
our roster. Fromfthat point on we told all women booking of our
arrangement, the roster, classes, etc. First we all stated our
ideas and needs of this arrangement - these boiled down to mutual
support, more antenatal input and quality time off. We agreed
upon two ‘days off a fortnight. In retrospect we should have
taken three x two days per month or even two days per week. We
set up the roster taking time off where appropriate (birthdays,
holidays, etc.) excluding Mondays as these were class days. (We
forgot that quite a few holidays fall on Mondays!) We made a
calendar for the classes. We worked on specific points we wanted
to cover in our information leaflet: (We have kept it as concise
as possible.)

THE LEAFLET -

Cover page (coloured) headed "This is an information leaflet
about Sian, Rhonda and Veronika" with-.acentral logo and on the
bottom "Please read thoroughly" and "Check the roster when you
are in labour".



How we work: A brief note on why we set up this co-operative
with a passport sized photo of each of us. (First page)

Support people: We have increased our emphasis on the woman
setting up a good support system for herself and family, during
the labour and afterwards. We have been specific about what

we think support people need to do (have a good relationship,
help with food, cleaning up, etc.) We also discuss this at the
third class (including visitors, help with children, postnatal
support, etc).

Accompanying midwife: If there are no support people and one is
needed, if the labour is long and we are exhausted and/or feel
another midwife may improve the outcome we want to be able to
freely call another midwife. We point out that only one midwife
is paid by the Government.

Children: We have five between us. That we aim not to bring
them to births but that they may come on occasional postnatal
visits.,

Phone calls: (takes almost a whole page)

DAYTIME - contact your midwife as soon as you know you are in
labour.

NIGHTTIME - ring when you need your midwife to come.

Let your midwife know of any plan., changes, emphasised urgent

calling instructions, best times for non-urgent calls, feel free

to ring anytime, beep if phone is engaged too long, call one of

the others if you cannot contact your midwife.

Roster key: and clear explanation of off call times.

Classes: (also takes a whole page)

Objectives: to meet all the midwives, meet other pregnant
women, focus more deeply on the emotional side of giving birth
and working on physical preparation. Format, venues, times,
cost and a table listing dates (i.e. if you are due in July

your classes will be May 6, 13, 20 and 27 - they start attending
at about 32 weeks.

3

We also suggest that women go to exercise-for-pregnancy classes
if they desire as we do not have enough time for this. We do

a little stretching and a breathing and relaxation time. It is
tempting to do more classes rather than just the four and include
more exercise. Most of the time is spent in discussion. The two
daytime classes are for women only and the rapport built up over
these two classes runs into the larger classes with partners and
support people. The women often say how much they enjoy this
format. Even though we are steering the class and making sure
various aspects are covered we are also very much part of the
group and it takes us off our pedestal. The women are sharing
more than they do on the one to one client/midwife basis.

At the second class we show videos (Active Birth, Channel for a
New Life and Midwife) and discuss them. We repeat these in the
hour before the third class so that partners are able to see
them (we are having a meeting nearby). Also at the third class
one of us collects a list of women for the next series of classes
and sends them an invitation letter reminding them of time,
venue, dates, etc. The $10 per class cost covers room hire,
postage and printing costs and very little else.



We have standardised our work in various ways. When women ring

to book we explain the co-operative to them and invite them to

the classes (we have thought of having an early pregnancy class).
We send them an envelope with four items: our information leaflet,
the Homebirth booklet, a Homebirth Association registration

form and our own one sheet obstetric record for them to start
filling out. At the first visit we leave all the necessary papers
(records, birth notifications, etc). We complete and take with

us our own obstetric record which we copy (with permission) for
each other so that we have a record of all the women. This sounds
complicated but runs smoothly.

At 36 weeks we do a final home visit to make sure the woman, her
partner and support people are completely comfortable with
arrangements, all questions are answered and worries discussed.
We check that they are conversant with the roster and midwife
calling procedures.

When actually covering for each other we call with brief details
of who is due, overdue and who needs postnatal visits. (We
generally only let the midwife know if births or important
events have occured when she comes back "on".)

We fill out a claim (H555) form when the work is done and leave
it in the woman's notes. The primary midwife sends this in when
she does the woman's claim. Little cheques arrive every now and
then. We book our own women and we only care for each other's
women while covering. We include any births we do in our own
registers:: and do HBA and DMSRC statistics.

Now that Veronika is pregnant Sian and Rhonda are working
together. In 1990 they are going to continue a similar pattern
but will take off two days each per week.
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Ihzd a birth recently I'd likes to chure and would aprraciate
seme fezdhack from you or cther miduives,

Chriztine wag having her 2nd baby and opted
for = home birth. Her 13t ckild was born 10 years azo and she
Lad been infertile tince,

Her st pregnancy went to 42 weeks when
she was induced, followed by epidursl, forcers ete, This 2nd
pregnancy had been conceived while oa fertility drigs and
under obutetrical care. You can imagine the obstetrician didn't
think she wzs bheing very "sensibje” when she refused a scan
and told him che wanbted to have this Bbahy &b houe.

nyuzy, I'm pleased to say she stecod up well
t0 all this presuure evon the old "I'l h&ie to see anything
happen o thig precious baby after ycu've waited for so long"
from GP, obstetricizn and some zo-czlled 'friends?,

The pregnancy procecded really well and
we were all very confident,

As 42 wieeks approached, we werc all getting
2 little on edge as the doctor concerned Was ailamont that that
was all he'd allow her tc go.

The baby felt quite large but everything
seemed 0. 42 weeks cane and fell on a Thursday. She managed
to persuade him to0 wait the weekend, e had tried most things
we knew of: nipple stimulation, sex, avoiding fish, eesting
vysters, castor 0il, homeopatitics but no luck, ile wWere getting

nigsler ot thed was zhout =2il.
LU
Christine won zick of -,-z"ying R

a
that it was in CGod's hands and what would be would be, She was

$0 go into hospital Sam iondcy.
On the sunday, I kappened to be reading

something Joan had written sbout inserting BEvening Primrose



0il vaginally which vworks as a natural prostaglandin. I rang
Christine who happened to have a jar at homes

How many do we use? How to insert it? Rae
Abraham suggested soaking a tampons Christine foand cnly one
in the house! She cut open 4 (capsules) into an egg cuy and
soaxed the end of the tampons It was about 10pm on Sunday night
when ahe inserted it. By 1am she was in labour and 5am fully
dilated, 6.15am she delivered a beatiful hezlthy 101b 130z
girl with a2 head circumference of 38,5cm! The delay in 2nd
stage was aided greatly with 2 positional change from
kneeling tc stending and in the last stagee, squatting.

Heither the placenta nor the baby looked
overdue and Christine was rezlly pleased with the oulcome as
ve 211 felt, had she been in hospital, things would have run
along similar lines to her first preguancy.

The Evening Trimroge Cil seemed to do the
trick and I'd be interested to know of myone else having

uged it,

(So weuld I - Bronwen, )



.INA Albma is the world’s most ; ific
— she’s given birth to a mmd—boggl_ ng 59

elnldren, all of them twins or triplets!

And incredibly, four of
her children — two sets

e

The amazing mum,
Gtnness Book &
the Guinness Book
orld Records and a
Chilean vital statistics of-
ficial, told pew Truth:

“It seems as if I've
been regnant more
times not in my life
—and'mr to have
more children if God
sends them to me!”

Leontina’s husband
Gerardo is the proud

of all 59 children.

“The first cluldren

e e
v labour was Jong

and difficult, but when [
held them in 'anns I
forgot ail about

“Neither they nor any
of my ether children
were in a hospital.
Some were born at hon
:ggt some on the family

“Other times I'd go out
in-a field, raise my arms
and hold on to a tree limb
when 1 felt contractions
to make it easier for the
children to come into the
world.

“Pwe always been too

for doctors.

“I really don’t re-
member of my chil-
drew’s birthdays and
where they all live. Vs
s;mp g too much in-

on to keep in my

And several of them
have the same names! I
just couldn’t think of any-
{ln&ongmalatthet!me

“For example, 1 have
three Sn::zas three

v

other 11 died at tnrth or

in an earthguake. she
- said.

DIFFICULT

The tiny home she now
shares with her busband
and 13 children, ages 21
months to 18 years, has

At mfht the famlly

“Our table seats onl
slx, s0 we take furns eat-

ends meet is
dlfﬁcult, she admits, Her
husband, a retired mu-
nicipal worker, receives
a pevs:on of only $196

per mon
They also et a govem-
ment subsnf for

child under 18 but 1t
amounts to only $3.50
per child per month,

To earn exira money.
she and her husband buy
wool from a factory and
;;l: it from thepegant
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NINUPSS OF MERLTHG HSLD 12TH XAY, 1989.

34 midwives Tresans(d)
Sian Birgess facilitated.

Bronwen Pelvin secretaried,

Secretary's report resl and acceplede

Matters ariging: Letter to NZ College of Midwives anthorising use of word 'Midwives®
in their title.
Agreed that the Domivilisry Midwives Society affiliate to the New
Zealand %ollege of Midwives,

Midwives ' reports:

Sian Burgess, Mcklmnd: Good year, has orguanised a cnllective practice with 2 other
midwives,

Veronika Muller, Muckland: Has hal 6 months offs Good to be part off collective and
have time off and not worry; running entenstal classes with
other midwives in collective, charge $10/person/class. Midwives
meet weekly before classes, do claim forms then,

Jenry Johnston, Wellington: Geod year; has lost woman GP who's been doing homebirths
for 10 years. Acknowledges "my nesd to te with people"; finds
it hurd to give up cases and have time out/ofz".

Jan Klamsen, Rotoruas Started last Cotober Wit doctor pulled out at last minute from
supporting first case in Tanpo; las hal 2 primips since;
Support from Ame Sharplia at I"'a,p»amoa; lack cf confidence re
Llocd lose and manzging breastfeeding, Hus organised for hospital
aids to do home help for 2hours/day for home birth mums and
a nappy service as well! Paid for Yy Area Health Board.

Kali Judd, Rawene: Lay midwife practising for 6 yearsz ia response to women in
grea staying at home =2ither noil acceptable for home birth or
not waating established midwives, DMs in areas restricted to
10km radius around hosptale MOH mourted witch hunt this year;
threatened to prosecute; now not going to. Would do direct
entry training if availables

Feliz Barnett, Whangarei: "0 months of being somewhere between centre channel and
shore on a swift outgoing tide." Withstood complaint to Mursing
Council; felt most violzted as person and midwife with Nursing
Council procedure = complainant not knoun; statutory bodies
are now subject to Official Information Act tut weren't abt the
time. 30 grateful for all support -~ cen't express, Fursing
Council hears complaint only ~ doess 1ot resolve. Chief Nurse

accepted nc reponsibility for her staff member; Principal Nurse
facilitated meeting between Feliz and complainant — Feliz

was 'not careful for a few minutes" asked for and received
written apology. Otherwise okay; 28 births and 8 transfers.
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Iynlay MacTarland, Whangarei: Part-time covering for Feligz. Feliz gained tremendous
respect in the system through her ordeal.

Ruth Pouly, Rawene: 3 homebirths inarea; only attended one. Mo work at Rawene
bospitzl = no on call, no domino option.

Jenny doodley, #nckland: 25 deliveries; 4 supportive G¥c; student midwives following
throuzh cases.

Jene Sykes, Nasterton: Parent Centre is support group; boockings have increased 250}
on last year ! 6 supportive GPs; no problems with transfnr'%;
now working part-time at hospital; mums get nappy service;
is paid for transfers, Marion Griffiths now cortracted for
back-up; telepager a big plus. Une cot death; extending area.

Chriscie Sygrove, Kaitaia: Lots of negative comments from staff at Kaitaiaze
Zlizabeth Carlaw, Hemilton: HNow set up for preactice.

Jan Stojanovic, Otaki: Working part—time in Levin, One bocoking; 6 suppcrtive GPs
Home birth group.

Mary Garner, Wellington: Prof Hatton declared ™o home births on the Kapiti Coast™ ¢
Intense politics this year; now 6 supportive GPs,

inne Sharplin, Tauranga: 1004 increase. Hal to transfer very flat baby with meconium
inhalation =nd mother with retained placenta. Has done 130
early discharges/P¥ care. Te Puke has closed. 3 supportive
GPse One used prostin pessaries at home, Has 0. and flow
meter. Back-up and cover from elen Parsons, Ii'?me birth group
strong; paid home help; firee liunen pack,

YMary Hampend, mokland: Cleaar about lezve and ccver — learning to "let zo', "Standing
ta2ll" in hospital. Dealing with all problems not just ‘'failure
to progress's Surveyed doctors, hzld mesting — GPs irndicated
support. Colin Mantell said no nesd to efucate re homebirths
for Dip Obs. Talked %o him gbout it ard Jenny Woodley asked
+0 spedk.

Amne Brown, Hew Plymouth: hed a year off, otherwise 12 births., Doctors a problem;
small hoaoltuls closing. Fo legal cover for one birth = covered
by Soecisal '-’C.lrlty Regulations,
June Marshall, Hastings: Stzble intarest, growing in Napisr. Micking oround with
contract. Vit X being pashed,

Tlizshoth Wolier, Danuavirkes Contract through, has attende? one birth,

Futh Moriis, Pslmerston North: Wenganui now has Home Birth issociztion and 1 GP.
Cne birth in Pzhigtuz. Palmerston Hordh cairice on =s usual.
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Jan Gergen, liew Plymouth:  Ime hirths; one domino,

VMaria dore, Christchurcihi: Indepsndent Midwives Gervize doing early dischiarge servico.
Closing Burwood -~ wani e chelr of snaesthesiolegy &b ChCh
dumen's

Jcan Donley, fucklend: 4 miluives wbiended 308 births in 1588 ~ 450 of honebirths
for geare New Dg reglisisring; incrsised case-locds fronm e.lew
dischearge woriyy Pilet TEIRC up :nd running - three Dils already
revigwed., Growing reguests for wf..u.x bir“l:hs- toliing ”:-Wifex-y
students ocul; new oi ﬂ'n fery course iz home bﬁrth oriented,
srurierly mesting with home birth deciors.
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Lay ¥idwifery:

Vegotiations:
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DMSRC:

Legalities:

Statistics:

Ultrasound:

Marijuanas

Bleeding:

homebirths, 5 transfers, all evcept one delivered by Iil
hozpitale 9 bk nogetives ! 2 births without Irs prapared
cover — ong hal a coctor who wouldn't be invelved; the
other ro dostor szt all. Sletlratzd 10 yesyrs as Dii.
I

Lay midwives able 1o bz open sbout vhat they're doing with Dils,
We're only group that suppert. Being outside law gives them
scime freedoms that s dun't have,

fgreed to raise subscriptica t¢ 50 to cover costs of employing
Kelly Grovehills end illizon Livingsions as our negotiubors

with Department of Heslth, Offer them 60 hours work at 337.50/
hour; will increase if our rate goes ups. Ccncern not 4o price

PN care out of market at $3'{o50/hour. Jiiz contract chould spescify
homebirths, Will we be contracted to irea Healih Boards? Xelly

to shepherd us through changes in system — protect intcrest
alredy gaineds DCHMINO contracts.

Domiciliary midwives = home birth midwives. Need to promote
DHS and ensure zll Diis helong.

FPilct scheme up and rumning in inckland; important to get sst
up elsewhere ecpecially larger centres; will have some weight
negotiating contracts with AHBs and prevent us from being under
OBstetric Standards Neview Comaittees.

Doctors responsibilities not speiled out anywhere - they umake
them mew wactevar thay want. If woman abtenling ductor zad he
has eccepted for AV care then he is responsible according to
Social Security regulations — can' just sidle out of it.
Women without Doctors at all — just attend them, what con
anyone do zbout it

Would like to be more dotailed to include informztion on
ecbolics, Vit K, Hep B, discharge weight, transfer cutcomes,
labour starts, labour established,

Overdiagnosis of IUGR discussed.

Concern over pregnant women smoking. Depletes body of manganesa,
affects testosterone levels in male foetus; self-regulating
doses

Piece of placenta in mouth. Vit E effective anti-coagulent,
people should stop taking it before due dabe.

Placenta stops post-natal depression — put it in fridge and
the thought of eating it siops you getting depressed §!
(courtesy Jenny Woodley!)

Hext years conference in Whangarei. Contact: indrea Wilburn

STILL NOT ENCUGH TIMZ FOR TALKING !}

15 Lovatt Crescent
ihangarei ph:71511

MID=-YBAR MIEEDIHG SOMEWHZRE SUGGEITED,



