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your letters....
Desr Zditor,

rale Vidwives: Thanks for esking for the feelings_of rwembers on
tnis Issue. Personslly T would not like to see males trained in
midwifery. ) .

Faving a xele ridwife sttend me 2t my birth would Jjust shatter
me, becsuse he - as a male - would represent so ruch of what 7
-am sgainst, in this particuler field. T would feel most insecure
and even threstened.

T hope you will vote a2geinst this propossl for the seke of the
distance we heve come from the mele dominaticn in obstetrics.

Yours sincerely
G.M. Aiken (¥rs)

Dear Save the Midwives,
T oppose the Save the kLidwives policy of not accepting men as
midwives, a policy of which T was not sware untill it was ment-
ioned in the last newsletter.
Because of their conditioning snd the present male domination of
the heelth system men may, on aversge, hold more closely to the
pathological model of childbirth and be less sensitive to the
needs of a woman in lsbour. But to put & blanket veto on 21l men
seems to me a very clumsy rethod of adressing this problem - =znd
elso counterproductive, 2s it excludes thcse men who do not Pit
this generalisation. I find grossly insulting the irplication
thst no man is capable of acting in the best interests of 2 wom=-
an in labour and no doubt many potentislly good midwives would
be lost by this policy. Tf my 5P was barred from obstetrics
merely because of hls sex no rolitical erguement could justify
the loss of his skills to the many women in this sres who rely
.91 iz for caring non-interventive delivery of their bhabies.
Lore importent then the exclusion of males is the need to change
the emphasis of ridwifery training so that birth can be exper-
ienced as tke natursl process that it is. 3mpathy =2nd a real-
isat%on of the eggfionﬁl needs of z woman ‘n lebocur would '
evelop zore reedily when ding GP geliver? i mall hosp-
{tels gnﬁ homre deligerigs %ﬁggn{nnfhéphfgéiggghegurgoﬁngiégQOSP
of 2 large hospital.

Yours fgithfully,
¥eg Davidson.

Dear Judy,

Pleasehaccept this cheque ss o donstion towsrd the good work
thet the sssocistion does. Riverside Corrunity strongly believes
in the right of women to have choices in childbirth and heve
teen responsible for e to be able to continue my carser as g
doriciliary midwife without worrying sbout mskine s reslistic
living wage. -

So our regards and best wishes for your important work in sup=
porting midwives.

“ronwen Pelvin on bYehslf of the Comrunity.

Q om -y s . 5
j'“'“ s.extends their waerrest than%s to the Riverside Corrunity
Tor their generous denestion of 3$2c0.00.

R. UMicholson Iewsletier Convenor,



Deer Editor,

T kave hed the privilege of working with, and participating
in the treiring of, msle midwives in third world countries
snd YTew Zeelsnd. Save the Midwives, by discriminsting against
their membership of the orgsnisastion is, in my view, showling
unwsrrented discriminstion esgeinst men. Should your pollcy
rerein unchanged T will witlhdrsw my mexbership 1n suprort of
the ‘male members of the profession.

Yours sincerely,
Jo Xawdsley
Lidwife.

Desgr ledam,

T wish to sdd my support to lele Midwives becoming members of
this sssociation. I think there are 2 Yale Yidwives practising
in Mew Zesland at present, bcth whom trained.in the U.X.

T personally have employed one for 4% yesrs In a clinical
setting with nothing but preise for the highly professional
caring sttitude of this gentlemsn well liked by his clilents.

~ reslly enjoy your megszine snd the many excellant articles.

Nome witheld on request.

A RDOK. REVIEW. ...

RECOVERY AFTER CAESAREAN
produced by the Auckland Caesaren Supgsort Group.

This booklet was compiled by the Auckland Casarean Support Group
(Inc), a group of mothers wha all experienced birth by Gassarean
section., They wers concerned at the lack of support and informatian
available for caesarsan parents so they set up their group with the
following aims:

1 To provide emotional and practical support to caesarsan families
immediately after the birth and later if required, e.g. in
subsequent pregnancies.,The support is provided through tele-
phune conversations, home and hospital visits, and regular
informal discussion meetings where mathers can get together
and talk about their experiences.

2 To provide information and promote educatiaon about caesarsan
birth. A library of relevant literature is being set up and
pamphlets produced on such topics as the above~-mentioned aone,
vaginal delivery after a previous section, and antenatal
information for all prospective parents to consider about
caesarean births,

This 12-page booklet has been prepared with suggestions btased
an medical advice and women's own experiences and covers areas
such as physical effects of caesarean birth, recovery exercises,
breastfeeding, bonding, going home, and emotional side-effects.

NN AN AN NN AN AN AN

Valid reading fgr all praspective parents;a must for those women
and their families who have recently had a cassarean sactian

and for those with conditions which may indicate a caesarean
delivery; and enlightening reading for midwives, doctors and
other health profasssionals who work with women undergoing
caesareans.,

CONTACT PHONE NUMBERS : Auckland Philippa Rodgers 598 441
Judy Fredriksan 564 205
Pip wWilliams 548 670

ssswrfitten by Ruth Nicholson:

»



NEWS 8 EVENTS

M OBSTETRIC REGULATIGNS 1886,

The new obstetric regqulations have some horrific connotations for
midwives, mothers, and babies. Excerpts include:

11} .
"Domiciliary practice' means the carrying out of gbstetric nursing...
by a reglstered midwife or a registered nurse approved to carry ogut
obstetric nursing under Section 110 of the Social Security Act 1864,

"

In every obstetric unit there shall be a registered miduwife being a
person who is also @ registered general cbstetrlc nurse-or registered
comprehensive nurse on duty at all times."

The mind boggles! One midwife per obstetric unit! Who is going bo
give expert quality care to labouring women? House surgeons? Enrolled
nurses? Registered nurses? Who is going to staff post natal anc ante-
natal wards?

|

In every maternity unit there shall be a registered mxdwlfe being a
person who is an RGON or an RCN on duty Tat all times.

Once again leaving enrolled nurses and registered nurses to play the
part of midwives!

‘“Reglstered nurse' means a person who is bath an RGON and a reglsteré
midwife or a person who is both an RCN and a registered midwife."

So, are we no langer going to be called midwives? Is the directwentry
midwife the only real midwife left? Will this further limit our alredy
limited sphere of midwifery practice?

QHAT CAN YOU DO about the Obstetric Regulations?

Write and tell the Minister of Health, Dr Bassett, what you think.,
Send a copy of your letter to your M.P, Write to the Director-General
of Health, Dr G Salmond, telling him what you think,Do it Now!

Dr M Bassett Or G Salmond
Minister of Health Director-General of Health
Parliament Buildings Health Department
Wellington. P C Box 5013

Wellington.

MOOMICILIARY MIDWIVES PAY

The great news here is that their pay has been increased by 50% tq
$270.,00 per casel This is the fist step in amn increase in pay that

will ensure that plamned home birth becomes an option available to

all New Zealand women, according to the Minister of Health , Or Bassett.
Write to the Minister telling him what this increase for the midwives
means to you, and to hcme birth.

#& SUZANNE ARMS RETURNS

to New Zealand in November, She will be giving public 'nd private
lectures in Auckland - more news from fMaternity Action's newsletter
canvenor, Lynda wWilliams, 18 lMcEntee B8d,,Waitakere. Send an s.a.e,

¥ SAVE THE MIDWIVES MEETINGS
hugust 4, November 3, February 10 (1837), 24 Ashton Rd.,Ak., 8 g.p.



MIDWIFERY TRAINING - conclusion (see 2 previous issues for
: parts I and 2)

In response to the meeting held at the end of I98S5 &s a
result of an official ‘complaint lgid by Midwifery students
regerding the poor quality of their training, with Auckland
student midwives repregsentitives, A.T.T's Assistant Director
Ian Turner, E.0.D. of Nursing Yvonne Shadbolt and e repre-
sentitive from Save the Midwives an "Ad Foc Advisory Committee
Meternal and Child Heslth Nursing" was set up.Nurse/midwife
tutors and nurse tutors/sdministrstors of the course formed the
bulk of the committee with student midwives being invited
guests. The first meeting took place in February. snd discussed
the revised format for the "T986 Kidwifery Clinical Option of_
the Advanced Diploma in Nursing (4DN)~ Course." :

A thoroughly comprehensive -snd detsiled- course cutline for the
Eidwifery Clinicel Cption Y986 had been prepered ( & copy to
each midwife and tutor) snd included well defined theoretical
end clinical objectives for the 4 sreas of childteering - ante-
netal, intrapaztug,hpostpartum and neonetsl., Evalusztion plans
and sssessment criteris were slso included. . .

Specific dates when students should hsve reached the expected
gstandard of clinical competence end due dates for exams, assign-
ments gnd client follow through azsignments sre also specified
‘so students know what is expected of them end can plan their
work well in sdvance. .

Nursing Concils requirements for registration es leid out in the
document "Standards snd Criteria for the Registration of Mid-

- wives who enter & M.Z..A.D.N. course from 925" are slsc in-
cluded in the course outline - once egein to eneble students

to know what is required of ther.

Ciker chenges include. more clinical experience oversll thsn in
-9€S - 3 days rmore in the antenatal wards and neonstal units, .
2 days in Delivery Suite and 6 more days in the Antenstal clinic

(every little bit helps!).

The engsgement of sn experienced, recently practising midwife
(who was tutoring the obstetric component of the Comprehensive
courge in T985) will ensure cansistent tutor coverage for the
clinical areas, that there are enough midwives aveilsble to
mark the test papers of students (last year non midwives were
rarking some parts of them) and that s timetable of the terms
midwifery progrsmme be svasilable et the beginning of every term.

There is to te.meore domicillary input with one of the three
client follow' through csse studies being z plenned home delivery
if the stu“ent wishes. The student attends the sntenatal classes
with the client run by the A.E.B. A. and in doing =0 receives
e more belanced outlook on childbirth - the remainder of their
experience being undertsken in Auckland obstetric base hosp-

I itels. = R 3

The obove chenges 576 81l positive and an improvement on the
I985 course content. The T9€6 student midwives are reassonsbly

heppy with the waz Terr I has progressed thouch erg still, frus-
trated by the lac of midwifery tiieory and clinical experience.
Term I mostly comprised of A.D.N. work.

This cannot be chenged however unless rwidwifery is removed from'
the A.D.N. and installed es s seperate course on its own. Only_

then, would the students get s broader outlock on midwifery es
more time would be sble to be spent out in the ‘community, with
domicilery midwives and in smaller maternity”hospitals"where
‘emphssis is on normel childbirth not requiring interventionist
obstetrie prsctices.

RUTH NTCHOLSON
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é MIDWIFERY: A DISCUSSION PAPER Comrnittiee -
? . 233, Maw Zzzlend
TRTRODUCTION o ' o '3?' cara of ezt ;

This paner has been prepa:ed by the Women' ] Health Committse
and draws together the views expressed in submissions made
to the Committee. The Committee was established in 1985 to
advise the Board of Eealth on matters welating to policy on
the health of all New Zealand wamen, in particular to
identify current and future needs in the area of women's
health and to establish priorities within these. - Rather
than itself determining the priorities the Women's Health
Committee called for submissions. More than 250 submissions
identifying 1600 issues were received. A preliminary
analysis of these submissicns was published late last year
in the first Bulletin released by the Committee. |,
This paper examines one area or topic in more detail by
focussing on those submissions which discussed midwifery.

The views and ideas expressed ares those of the submission
writers, and are not necessarily those of the Committee or
its members. The members of the Committee regard the sharing
of information and ideas as one of their major functions -
sharing information both with those who made the submissions
and those involved in policy and decision making. For this
reason this summary of submissions on midwifery bkas been
prepared to share the differing perceptions and points of
view expressed in the submissions and tc encourage further
discussion and debate about these issues.

MIDWIFERY SUBMISSIONS

In 2ll, 32 submissions (13% of thae total) made some refarsnce
to midwifery. 17 submissions made only passing reference

to midwives, whila the remaining 14 raised sevezral issues or
gave a wider overview. The great majority of the submissions
are concerned with domiciliary midwives rather than with
hespital basad midwives. The main reason given for the
improvement of a domiciliary service is to safeguard the
provision of home birth. 1Issues such as female birth
attendants, continuity of care th:cughcut the pregnancy and
low levels of technical intervention in the birth process
figure highly.

R The Role of the ﬁidwife

In the majority of the suhm;sszons ‘the midw;fa was
envisaged as the prime health care provider during
pregnancy and birth. Most groups were convinced that
a midwife was competent to oversee the entire process
of birth and delivery in most cases. Thus, one group
suggested that a research project to compare the birth
outcomes of low risk mothers by "midwife only care”
and "specialist obstetric care” (140) would support
the assertion of midwifa competency. . Only cne group

-.. suggested that midwives should perform deliveries

- - without the presence of a GP.

SOme submissions stressed that a midwife is ideally
placed to provide antenatal care, especially for home
birth mothers and women who had chosen an early discharge
from hospital. There was some support for the concept
of a "woman's right to a2 midwife up to 14 days post-
partum”, =
A number of submissions stressed that midwives were in
the unique position of being able to provide ongoing
continuity of cara (88). Because of this, it was felt
that a midwife could provide more persenal involvement
and contact than, for instance, a Plunket nurse (81).
One woman in a rural area -‘narrated her period of
antenatal care and the experience of having been seen
‘i by 10 different practitioners during her pregnancy.
While this may be an extreme casa, continuity of care
is obviously an issue of importance tc many women.
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A number of the submissions commented on the decline in
status generally of midwifery. This was attributed in
scme cases to factors such as "male specialists clinging
to their control” (S51) of the birth process. Some
submissions stated that midwives are "care givers who
can offer alternatives to the medical model of childbirth".
We see midwifery as the major source of alternative care
(86) . Thus the call for increased numbers of midwives
is rslated in some cases to a rejection of routine
technical intervention in birth. Midwifery is also
supported as a female profession which ministers to
women and which can provide important role models.
‘Finally, according to one submission, midwives are
valuable because they concentrate as much on the health
of the woman, as the health of the baby (81).

2 Remuneration and Facilities

A large number of the submissions expressed great concern
at the shortage of midwives in New Zealand. This
shortage had implications such as inadequate midwifery
sarvicing of community health centres (73), a threatened
domiciliary service (161) and the increasing threat to
home birth as a viable option for women (174). Many
submissions stressed that this shortage would coantinue
and worsen unless changes were made to present training
systems and payment for services was increased. .

The low level of payment for domiciliary midwives was

the most frequently mentioned topic in this set of
submissions. Several women pointed cut that under the
present system there was in fact a financial dis-incentive
to do domiciliary work. One group suggested that a
midwife with a full caseload of 50-60 births a year at
present would earn approximately $10,000 (86). This

same group was the only one which indicated what they
considered adaequata levels of payment. They suggested

» ..: reimbursement of a standard equivalent to a hospital

charge nurse midwife; a flat rate per caseload of $350
or a salary system.

A number of submissions also believed that the list of
equipment which domiciliary midwives were preseatly
raquired to own was prohibitively large. It was
suggestad that some equipment should be provided by the
government.

3  Training’

A considerable number of the submissions also raisad the
question of the content of midwifery training. Many
comments were to the effect that present training
programmes needed to be retained, and a number of changes
were suggestad. The N2ZNA Midwives Section, for example,
traced the low numbers of training midwives to the fact
that there is no reciprocity with other countries and
that once the qualification is gained no further advanced
courses are available. According to this group, the
present system which requires both completion of
registration and an advanced diploma is too time consuming.

A number of submissions called for specialised training

to continue but believed that direct entry (ie, with no
previcus nursing qualifications) was desirable (99). One
midwives lobby group suggested changes including:
instituting a greater practical component; extension of

the course from § to 18 months; some mandatory domiciliary
work and removal of the training from the Advanced Diploma -
of MNursing.

FUTURE ACTIVITIES

The Wemen's Health Committae has bequn to work on a number of
the issues raised in this pPaper. Recommendations and
suggestions are being, and will be, taken up with the
appropriate organisations, egq, Dapariment of Health, Department
of Education, Hospital Boards, ets. Interested groups will be
asked to support changes. In addition, a full report will be
prepared for the Board of Health and the Minister. The

members would appreciate hearing any feedback from you and
learning of further recommendations aor suggestions
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THE M]DWIVES’ DILEMNIA

N THIS DAY of the Conference, when we are
focusing on ‘‘choices of practice’”’, I have been
asked to address the topic of the midwives’ dilemma.

Recently, at the College of Nursing Australia Con-
ference in Adelaide, Jill Hamilton, in her paper titled

- “Nursing and the Scientific Revolution’, challenged the
growing trend of specialisation within nursing when she
said, “In an age where medical specialisation is an
established fact, nursing, too, has unfortunately been led
to specialising along the precise lines of the medical
specialist. There are now ostomy nurses, intensivist
nurses, renal nurses, orthopaedic nurses, midwifery
nurses and so on. Some specialist nurses have not ques-
tioned the effect on the profession at large of the divisive
practice of their separation into distinct autonomous
special interest groups outside the mainstream of organ-
ised nursing’’. Whart she said has a great deal of relevance
to midwives and I have picked up that gauntlet and wiil
attempt to address her very pertinent comments.

I have divided my remarks on this subject of midwifery
practice into three parts: Qur dilemma in defining the
parameters of our practice; Our dilemma in our relation-
ship with our obstetric colleagues; And, thirdly, our
dilemnma in developing and caring for ourselves personally
and professionally.

THE PARAMETERS OF PRACTICE

On reading the literature of midwives practising from
Malaysia to Milwaukee, Perth to Peru and Hull to
Hawai, it is apparent that in many parts of the world the
role of the midwife.is in a state of flux and challenge.

Within some countries and cuitures the traditional role
of the midwife is still the accepted role. For instance the
Dai of India and the bidan Kampung of Malaysia typify
the traditional, the cuiturally acceptable, the ‘‘spirit’® of
midwifery in their countries.

Similarly, in Holland the midwife seems secure in her
role, with the evidence of how safe and successful home
birth can be with infant mortality and morbidity figures
that statistically support that claim ...

But in those pilaces where problems of role definition do
exist the situations are diverse and complicated. In some
instances it is we who are the aggressors. In North
America the nurse-midwife is moving into the virtually
unchallenged territory of a male-dominated arena of
obstetric practice, and in developing countries it is the
traditional birth attendant who is meeting the onslaught
of the trained midwife,

Conversely, we have the obstetrician moving into our
areas of expertise more often and more rigorously and in

JUDITH A. DAVIS, Nursing Supervisor, Delivery Ward,

;

King Edward-Memorial Hospital for Women, i
Subiaco, Western Austraha

other areas of the US the ‘“lay’’ or *‘spiritual’’ midwife
puts claim to a philosophy of care that is not only holistic
but is more in tune to the ethos of midwifery, and that
presents a significant challenge to our practice.

In Britain the midwife is increasingly coming in from
the cold of district practice to join the rest of us in GP
clinics or hospital environments. It is here, within the
walls of safety, security, statistics and the sterility of ap-
proach, that most of us practise our art. It is also within
the confinement of these same walls that the dilemma and
pain experienced by the midwife are perhaps most ob-
vious.

Coafronted with Conflicts

In Australia last year [1983], at a National Mid-
wives’ Association Conference in Canberra, the theme
was ‘“The Art, Science and Spirit of Midwifery’’; it was
this theme thar clarified for me the ethos and dimensions
of our practice and profession. For if midwifery were
practised only as art and science then our dilemma and
our pain would not be so real, nor would our profession
demand such attention and agonising as it does. It is
because we have components in our practice that are’af-
fective and emotionally based that we are confronted with
conflicts, and that does not vary anywhere in the world,
whether it be Deihi, Dallas, Denpasar or Darwin. It is at
this point that Jill Hamilton and others could justly ask us
why we think we are so different. Why are we so different
from the general trained nurse? Why do we defend the
midwife title and role so jealously? Why is our practice
any more special than that of the intensive care nurse and
all the knowledge and expertise she has, with the oppor-
tunity of accepting a high degree of responsibility for her
practice? Or the oncology nurse who tunes into the fine
balance of drug therapy and therapeutic listening and
care? Then there is the gerontologist, with her mind on
the importance of supporting the dignity of the individual
inside a body and mind no longer able to accept that
responsibility, and doing it with loving and constant con-
cern. The community nurse, who takes on a whole family
unit, with all the implicit and explicit problems that that
presents, respecting the individual and his needs but with
due cognisance of his symbiotic relationship with that
family and the need to maintain an equilibrium. What do
we have, or think we have, in our practice that demands
so much of our attention in defining and defending?

I suppose that most of us would immediately react with
the comment that our attention is on the care of two
individuais—mother and baby. Furthermore, and more
unportantly, there is the fact that one of those individuals
is initially the unborn baby; the vulnerable, unprotected
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and defenceless being who needs the advocacy and protec-
tion of our care. That statement should not then imply
that the care is steeped in emotional responses, indeed,
that would be highly inappropriate . . . what I would
most like to convey is the complexity of -the care of that
mother and fetus.

For the interaction or symbiosis of the care is an in-
tegral part of the problem and approach. To illustrate this
point, may I say that at no other time in the history of fer-
tility has there been so much focus on the fetus. Not only
is his/her mere conception and implantation loaded with
more moral, legal and ethical issues than ever before (and
I do not intend to pursue that further here) but its sex,
growth and development, well-being or otherwise, can all
be measured and monitored with relative ease. The mid-
wives’ knowledge base relating to those procedures must
be sound and logical.

The effects of the mother’s nutrition, drug intake and
general health habits will determine the fetus’s outcome.
The fetus has no voice, nor a will to convey views about
the handling of its arrival into the world and the degree of
activity that that arrival should engender. It cannot object
to an inadequate blood or nutritional supply, nor to the
insult of nicotine or narcotics.

The long-standing argument about viability, mode of
delivery and degree of management is perennial and com-
plex. Often the volume of information that is given to the
parents becomes clouded with their own psycho-
emotional state and their often intense need for the fetus
to survive at any cost. Expectations of the parents are
mixed with those of the professionals responsible for their
care, and often these factors are diametrically opposed.

Personal and Professional Views

We need to sort out our own personai and professional
views about the complexities of in vitro fertilisation, ar-
tificial insemination and other issues so that we do not im-
pose our own values on others. We then have a respon-
sibility to be the voice in terms of providing appropriate
and balanced information about health and how that
relates to the fetus, remaining mindful of the cultural,
social and religious views of parents and balancing them
against safe and appropriate birthing plans.

Parenting.in Western countries has become a premium
experience. Only 2.2 babies nationally for fertile couples
and demographers tell us that will decrease in time.
Because of that, the quality of the experience has, and is,
undergoing quite a revolutionary process. Klaus and Ken-
nell, Enkin and others have shown us the importance of
bonding, of inter-personal involvement, of family-centred
approaches. Not only husbands and coaches but siblings
and relatives are involved and involving themselves in this
birthing process. Kitzinger preaches orgasms, warm feel-
ings and skin contact, and we are all now well versed in
the virtues of soft lights, soft music and the soft ap-
proach.

There is a parallel to be drawn on Maslow’s hierarchy
between those of us practising in Western countries and
our sisters in developing countries. In these latter cous-

tries day-to-day living is based very much at the lower
levels of Maslow’s hierarchy of needs, revolving around
sheer survival, food, shelter and protection. This applies
similarly to the issues of childbirth. That is if the baby sur-
vives at all, then one can be considered fortunate indeed
. . . to do so without trauma to either mother or baby is
nothing short of miraculous.

Low-key expectations

So there these mothers sit, with their very low-key ex-
pectations—~and where are our expectant women?
Somewhere at the top of that hierarchy self-esteem and
self-actualisation are not uncommon goals, for within our
fertile women are the oider, more professional, high
achievers, who want to do as well at their childbearing as
they have done with their academia or their other pur-
suits. If childbirth is not within their control, does not
measure up to their needs, results in an outcome that is
unacceptable, then they feel they have failed.

When some of us completed our midwifery pro-
grammes we came away with no thoughts about the
psychological traumas that the birthing process or our
rigidity in the postnatal period had produced. We had
never really thought about postnatal depression, the need
for caesarean section support groups and the likelihood of
mothers of twins needing to meet and talk, postnatal
follow-up of families in groups, and the short- and long-
term effects of still-born or neonatal deaths. Does that
mean that these problems did not exist then, or that we
were not aware of them, or that suddenly people are voic-
ing their discontent and concern? A mixture of all of these
things I am sure. And why do we have this birthing/
parenting revolution? Is it a response to the very effective
way in which we suppressed people’s freedom of choice in
the past? It is a natural phenomenon of social change that
the pendulum should swing so far in the other direction
from birth, and the preparation of it, being very private,
t¢ it being participated in, filmed, photographed and
t-~:d. It would be sad indeed if we were playing only lip
sc:vice to these issues without giving them some reai
thought and attention.

Educational Programmes

Having said that, we need to look criticaily at where our
educational programmes place their emphasis. It is ob-
vious with the complex issues [ have outlined, and with
the knowledge of the broadness and depth of the moral,
legal, social and cultural issues, that it would be inap-
nropriate if our programmes produced a midwife whose
¢ni: real competencies centred around cardiotocographs
‘-t their interpretation, care of epidurals, setting up for
Itra-uterine pressure and central venous pressure and in-
travenous therapy. For caring, empathy, loving concern
and compassion are indeed natural and necessary mixers
With good clinical skills to make a midwife. It may well be
argued that they are ingredients for any health care pro-
fessional, and that is true, but in midwifery they are not
Just necessary but a crucial combination.

It may well be that therein lies the dilemma and, for



many of us, the pain of arriving at the core of our prac-
tice.
Several facts are seif-evident:
1. There is 3 need to look criticaily at the philosophies
and content of midwifery programmes.
2. Midwifery and its practice needs a broadly-based
programme with the learner supernumerary.
3. If we believe that the “‘spirit’’ of our practice is im-
plicit, then we need to develop appropriate strategies in
selection, education and evaluation of both students
and midwives to encompass that affective behaviour.

Disquieting Revolution

Where have we, as midwives and women, stood while
all this revolution was going on around us? Sad to say that
many of us reacted rather than acted when change was ob-
viously not only necessary but long overdue. The impetus
came from our clients, not from our own critical assess-
ment of our practice and its inherent routine and ritual.
We have, in fact, been undergoing our own quiet and dis-
quieting revolution, for we are, for the most part,
women and midwives, and as women we have been pursu-
ing the same self-awareness and self-actualisation as the
women in our care. Maybe that is why we have become
willing and capable buffers and advocates of their move
from subservience into an independence we are also pur-
suing. As professional women we are making a painful
journey out of a time that has labelled us as second-class
citizens who have needed to prove our credibility and wor-
th, into a society that has increasingly given value to high
technology, the pursuit of scientific discovery and
achievement. Simultaneously, it has given little value to
warmth, caring and compassion. Women, to survive in the
competitiveness of the work ethic, have often had to
become slicker, quicker and smarter than men. Is that
where the basic mistake has been for us? That we have not
seen that those softer qualities are of an equal importance
and that their value cannot, and need not, be measured in
the same way. Nopetheless, we as a profession have con-
tinued to piay that game and devalue ourselves over and
over again, until many of us actually believe that we are of
no real consequence and that subservience is our role.

Subservience is not our role, as pointed out by Lesley
Barclay when summarising her work available at that time
(1983) on the practice of midwives in Australia; ““those of
us who have remained in midwifery have become experts
at taking a secondary or subservient role. That this is only
a superficial view and not our actual role is emerging
clearly in my present work’’. She went on to say, ‘“‘we
have the option of gracefully accepting the decline into
impotence that has already begun or we can become more
vocal, independent and throw off the social camouflage
that successfully hides our worth and importance. We
could reassert our expertness in normal midwifery and
make this explicit’’.

RELATIONSHIP WITH OBSTETRIC COLLEAGUES

It matters not too much whether where we are or are
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not with obstetricians in a conflict based on sexual or pro-
fessional grounds. The fact is that we do have a continual
dilemma in defining, maintaining and rationalising that
relationship. It is a“dynamic and powerful en face in
which both professions continually find themselves. The
roles and skills of the midwife and the obstetrician
overlap and are continually interchanging, being challeng-
ed and forever unde- scrutiny. We midwives jealously
guard our control of those women in our care to the point
of excluding the doctor easy access. On the other hand,

we put high demands on the doctor’s involvement. We ex- -

pect good, sound, clinical knowledge delivered in 2 warm
way. We demand excellence in the obstetrician’s delivery
skills but a right to voice dur own opinion about the mode
of delivery. The obstetrician should be readily available
for all deliveries and emergencies but without inhibiting
our control; involvement with his patient but not:so much
that we become redundant. No wonder the obstetricians
cannot win—and we will not compromise. I would be
more guilty than most of you in this room of adopting an
assertive and usually aggressive stance with them. The
questions are then ... At what level within our joint pro-
fessional bedies do we meet? How do we draw acceptable
lines and areas of responsibility? How do we convince our
own profession and obstetricians that what we have to of-
fer is a great deal of expertise in the care of the normal
pregnancy and labour which could be put to good use in
numerous situations? That this should complement rather
than challenge their practice and give us more satisfaction
in our professional activities? '

The brevity of these comments should not be inter-
preted as a measure of their lack of importance but rather
as a measure of my impotence in finding a solution.

CARING FOR OURSELVES

The final, and by no means the least important, com-
ments [ want to make, have to do with how we care for
ourselves professionally and personally. If we truly
believe Klaus and Kennell when they say that bonding bet-
ween mother and baby is *“‘a unique relationship between
two people that is specific and endures through time . . .”
then we have a formidable task in midwifery to produce
midwives who are committed to an ethos of excellence of
practice, mixed with compassion, tenderness and in-
telligence, and, having done that, to ‘“‘let them grow’’.
Midwifery, as any other branch of nursing, has its growth
stunted by the hierarchical framework of bureaucracy. A
framework which stifles development, kills innovarion
and devalues its members. Our profession will continue to
remain growth retarded without: enough space to grow

. sufficient nurturing and care ... the appropriate
cognisance of its needs, which are dynamic and diverse.
While nursing, and midwifery in particular, fails to
recognise its own value and its need to have a united and
trusting relationship then we will not artract the care
givers we need, we will not retain the ones we have and we
will burn out and gradually destroy the *‘spirit” which I
believe is the nucleus of our practice.

Aristotle, who lived and died between the years 384 and

e

e
H




| 3

322 BC, found enough time in his day to write down what
he saw as our role . . . a midwife should be of middle-age,
neither too old or too young and of good habit of
body, not subject to disease, fears or sudden fright, nor
are the qualifications assigned to a good surgeon im-
proper for a midwife: viz. a lady’s hand, a hawik’s eye and
a lion’s heart. She ought to be sober and chaste and no¢
subject to passion but bountiful and compassionate and
of even temper, cheerful and pleasant. A midwife is the
most necessary and horourable office being a helper of
nature.

I wonder how well we, any of us, fit into that descrip-
tion? '

Change & Challenge

I know that in the pace and pressure of our busy days
we often don’t have a chance to reflect on our real value
and on our needs ... we contribute a great deal of our
personal seives to the care of those families in our charge
and to the creation of the best possible milieu for families
to birth and midwives to grow. There is a depth of com-
mitment and pursuit of excellence of our practice that
leaves many of us with little personal reserve. There are

feelings of sadness, frustration and impotence from mid-
wives who are right in the centre of the powerful scenario
of change and challenge. There are high rates of turn-over
and bumn-out amongst our profession. It is appropriate,
then, at a conference_such as this, to give one another
some of the warmth we may have missed out on ... tc
reaffirm our worth ... to recharge our batteries and to go
back Jor another round, feeling stronger, safer and more
assured than when we came. For, we are unigue and
special and a most precious commodity, and we should
never lose sight of that fact.
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THE AUCKLAND DOMICIL 1ARY MIDWIVES AND THEIR ACCOONTANT, ALL ISON
LIVINGSTONE, HAVE RECENTLY BROKEN DOWN THEIR INCOMES IN DETAIL TO WORK
OUT EXACTLY THEIR EXPENSES, HOURS WORKED AND EARNINGS. DOMICIL1ARY
MIDWIVES ARE SELF=EMPLOYED BUT HAVE A GONTRACT WITH TME HEALTH DEPART-
MENT WHO PAYS THEM A MATERNITY BENEFIT ON A FEE-FOR=SERVICE BASIS,

THIS INCOME WAS WORKED OUT ONM A HEAVY CASE LOAD THAT AVERAGED OUT
TO 6 CASES A MONTH, (1.E. 72 PER YEAR). FOR EACH CASE THE MIDWIFE 1S
PAtD 3180, X 72 « $12,960/YR, TIME INVOLVED FOR EACH CASE IS 48 HOURS,
(3 ANTENATAL VISITS, LABOUR,AND 12 POSTNATAL VISITS, TRAVELLING TIME ~
ON AVERAGE 20 MINS, EACH WAY, DELIVERING/COLLECTING EQUIPMENT FOR STER=-
ILIZING, SPECIMENS, LAS REPORTS, POSTING ETC.) COVER 1S PROVIDED 24
HOURS A DAY, 7 DAYS A WEEK, 52 WEEKS A YEAR. HOL IDAYS, SICKNESS,
UNSOCIAL HOURS OR MATERNITY LEAVE ARE NOT INCLUDED IN PAYMENTS = THESE
AND DAYS OFF RESULT IN LOSS OF EARNINGS TO THE MIDWIFE., HAVING NO PAID
LEAVE THEY ARE FORCED TO WORK CONTINUOUSLY TO PROVIDE COVER AND INCOME,

THIS INCOME TRANSLATES TO $3.75 BEFORE EXPENSES.

DOMICIL 1ARY FEES, , 12,960
LESS COST OfF SERVIGCES
~EQUIPMENT COSTS:

DISPOSABLE EQUIPMENT AND SUPPLIES 2,225

DEPRECIATION ON PLANT AND EQUIP, 351

HIRE CHARGES 360 2,936
=GENERAL BUSINESS OVERHEADS. 2,385
TOTAL,_COSTS 5,321
NET INCOME BEFORE TAX. .63

48urs, X 72 (cases) = 3456HRS/YR, : $7639/3456HRS = $2.22/ HR, '
®

(HOSP I TAL CHARGE NURSE CURRENTLY EARNING $26,500/YR ~ INCLUDES S1GK
PAY, MATERNITY LEAVE ETC, = 40HRS X 49wks « $13,52/HR )

MOTOR VEHICLE EXPENSES ARE PAID AT PUBLIGC SERVICE RATES IN RELATION
TO THE 16 PAID VISITS ONLY, SOMETIMES MORE VISITS ARE REQUIRED BUT ARE
NOT REMUNERATEQ, MAINTENANCE OF A RELIABLE VEHICLE 1S ESSENTIAL AT ALL
TIMES TO PROVIDE 24 HOUR COVER, ON THIS INCOME NONE OF THE MIDWIVES
_CAN AFFORD TO OWN OR OPERATE GOOD VEMICLES. PUBLIG HEALTH NURSES AND
OTHER HOME VISITORS ARE PROVIDED WITH TRANSPORT. MIDWIVES MAVE TO RELY
ON OTHER FAMILY VEMICLES AS BACK=UP OR OCCAS|ONALLY RESORT TO HIRE.cop
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A STATION WAGON OR LARGE SALOON IS REQUIRED SO THAT EQUIPMENT 1S ON
HAND AT ALL TIMES. MIOWIVES PROVIDE ALL THEIR OWN EQUIPMENT ANO DIS-
POSABLE ITEMS, THESE ARE FREELY AVAILABLE TO WOMEN OELIVERING IN
HOSP ITAL,

HOWEVER.... AT THE RECENT HOME BIRTH ASSOCIATION CONFERENCE IN
PALMESTON NORTH A NEGOTIATING COMMITTEE WAS FORMED AND IT WAS DECIDED
TO HIRE A PROFESSIONAL NEGOTIATOR, RON TROTT, TO PRESENT OUR CASE,

IT 1S HOPED THAT SUPPORT FOR THIS MOVE WILL COME FROM THE MEMBERS Of
tHe H.B.A. AT SAY, 35 £ACH, WE ARE PRESSING FOR AN INCREASE ofF $900
PER CASE ($20/MR FOR WORK WHILE USING EQUIPMENT AND $15/HR FOR TRAVEL,)

REAL {STIC REMUNERATION WOULD ENCOURAGE MORE MIOWIVES INTO OOMIGIL=-
1ARY PRACTICE, MAKE HOME BIRTH MORE READILY AVAILABLE TO THOSE WHO WANT
IT AND BE CHEAPER FOR THE TAX PAYER IN THE LONG RUN,

YOU CAN HELP ! FOR MORE INFORMATION ON THESE NEGOTIATIONS CONTACT
A MEMBER OF THE NEGOTIATING COMMITTEE,

AUCKLAND : ALLISON LIVINGSTONE., 17 MATAPANA RD., FaLm BeAcH, WAIREKE,
PH, Wainexe 8557,
Joan Domrey. 3 Henoow Ave., MT. ALserT. P 887759,
WELL INGTON: MADEL INE GOODA. 92 ALICE ST. MT, VicTORIA. PH,842628,
JENNY JOHNSTON, 1 CARDALL ST, NEwton, PH, 898255
NeLson; Bromwyn PeLviN, RiversiDe CommuniTy, R.D.2 UPPER MOUTERE.
NeLson. Pu Lower MouTtere 807,

MANY THANKS TO ALLISON AND ALL THOSE WHO HAVE PUT SO MUCH EFFORT INTO
THIS,

Vevoraka Muller.
o O Q5 05 QLo O e oo RS- OF O B B SR LR R AR

i-'WANTED e ]

zDochlllary m1dw1fe to work in Whangarel Area. S )
.Supportive doctors, back up equlpment and a strong network of
home birth support available. . e ;
For further informstion =

_Ph. Germashos Nicklin =- Whangarel 480224

or write to Judi Strid - P.0.Box I83 Rusksks Northland
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Impatence, infertility, birth
childhood cancer can be caused by exposure
to a wide range of common chemicals,
po!ticid-s. and drugs. according to a trade
union study spansored by the Equal
Opportunities Commission. This report
found that men are just as likely as women
to suffer reprouductive disorders when thay
are exposed to chemical hazards. Far
example, children born ta fathers who .work
with petrol and other hydrocarbons run a
significantly higher risk of developing
childhood cancers. Reproductive hazards to
women have received wider publicity but
this repart warns that naot #nough is being
done to protect women in the pharmaceutical
industry and the health Sevrvice.

( Guardian » Jan.18,19856 on "Reproductive
Hazards of Work," a:C. Fletchar,
Opportunities Commission and ASTMS.)
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EPISIQTONY VS TEARS:

Postnatal perineal discomfort ia greater folloviag episiotomy than if the
structures are allowed to tear or the perineum is intact.
to mothers in Queen’s Medical Centre, Nottingham, compared the levels of
Hothers wvere given the questionnaire on their

PAIN ON HEALING

discomfort between patiemts.
firat aad fifth postaatal day (450 givea, 319 returned).

On the fifth day, 76.2% of mothers with intaet perineums had no pain, while
12.9% of thos: who had an epiaiotomy complained of very severe pain.
if perineal pain vas the most severs probles after delivery, 46.4% of mothers
who had an episiotomy and a normal vaginal delivery said it was.
pared with 27.8% of women who had vaginal or perineal, or labial tears and
9+7% of women with intact parineuss.

I Hothers were asked to draw the position on a diagram
they bad bdsen cut and how long it waa.
they thought wers involved.
turea involved.

(Catar, Nursing Mirror, 2 May 198&k) _

This com-

A questionnaire

Asked

of whare they thought
They were alao asksd what strustures
Most undersatimated the extent of the struce

SAVE THE MIDWIVES
24 ASHTON RD, MT EDEN, AUCKLAND
NEW ZEALAND

1. MIDWIFERY

with home birth is on narmality, on health, and the
apprapriate employer of health workers is the Health
Department, as is the case with public health nurses,

We do not support transfaer of employment af such
midwives to the local Hospital Boards.The emphasis

We support the retention of the Benefit paid to
domiciliary midwives under the authority of the

Department of Health.

1.1.1.

14

1.1,2. We support the retention of a Benefit paid to

domiciliary midwives =~

a)homebirth midwifary provides high job satisfaction,

thus ensuring goad retention of trained personnel,
b)home births, in our estimation, cost the State approx-

imately one-third that of an uncomplicated hospital
birth.This is a low cast option, the safety af which

has been well established, that should be much more

widely available to New Zealanders.
c)women who have given birth at home have a much lower

rate of postnatal depression than in the gensral

population, and are consequently less of a fipancial

strain on other aspects of the health service -

general practitioners, Plunket nédrses, counssellors etc,
d)the psychologlcal bepefits of home birth are considerable-

these are difficult ta judge quantiﬁatiuely but are

no less important for that., Satisfaction with tha birth

axperlence is of major importance to many mathers in

the subsequant development of the relationship with

their child - we beliave that a woman who has a goad

birth experience will find it easier to mother her

children well.

The satisfactiaon of home birth parents with the service

provided to them is very high,

“We are happy to provide data to suppart our statements if requested.
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Midwives are on the m-ove!m

Throughout the Western world midwives are struggling to regain
their autonomy, and some very positive and exciting developments
have resulted. :

1) In British Columbia, Canada, an underground midwifery school
graduated its first class in September 1985, and came out of the
closet. Fillippa Lutenburg, president of the Intermational Confed-
eration of Midwives was one of the panel of examinersl Fillippa
‘praised 'the high standard and quality of learning the students

-;had done"under the supervision of a handful of dedicated, vision-

ary teachers'. The midwifery school was organised and supported
by the Midwifery Task Force (MIF) and the Midwives Association of
B.C. (MABC). This is a direct entry school. During their academic
year the students were required to be primary attendants at 50
births and to attend 50 more. . They will now seek apprenticeships
with qualified midwives in other countries. (Maternal Health News,.
Dec 1985, vol 10, no 4. Contact P.0. BOx 46563, Statiom G, Vancou-
ver, B.C. V6R 4G8)

2) On the other side of Canada, in Ontario, ‘midwifery has been
legalised. This resulted from recommendations made by a inquest
Jury into the neonatal death of a homebirth baby. Midwifery will
now be recognised as.a part of the health care system. A task
force (which does not include any midwives) is to report back
within a year on whether or not midwives can become a self-regul-
ating profession. In Canada doctors maintain the exclusive right

.to deliver babies and midwives can be charged with practising

... Finally;—

'?::4) In April 1985 the World Health Organisation in a statement on

medicine without a license. Ontario is the first province to .

legalise midwifery. Contacts: Midwifery Task Force, Ontario, P.O.
Box 489, Statiom "T", Toronto M6B 929; Association of Ontario
Midwives, P.O. Box 85, Station C, Toronto M6J 3M7. '

3) In U.K. an Independent Midwives Association was founded in
July 1985. Its-members work outside the Health Service as pract-
itioners in their own right. IMA members work mainly with women
having home births. One of these IMA midwives, Melody Weig writes,
'most People are not aware that midwives are able to take full
respoﬁsibility for the care of child-bearing women, with or with-
out medical cover. We consult with other health practitioners as
necessary'. Enquiries: IMA, 65 Mount Rd, Streatham, London, SW16,
2LP. .

'Appropriate Technology for Birth' says: i;.:
‘The training of professional midwives or birth attendants
should be encouraged. Care during pregnancy, birth and éﬁgg
afterwards should be the duty of this profession'. .

Hurrah! Hurrah! Hurrahl

Joan Domnley.

/_-
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WHO CARES ABOUT BIRTH!
AFPROPRTATE TICHXCLCTY FCR BTRTY

~n April, the Zuropean regionsl office of the World Fealth
Crganisstion, the Pen Arerican Feslth Orgenisstion, snd the
WHO regionel office of the Americas held a conference on
appropriate technology for birth. The conferencg,.helﬁ in
Forteleza, Brezil, w&s attended'by-gver_so parylclpents repre-
senting midwifery, obstetrics, paediatrics, epidemiology,
sociology, psychology, econorics, health admlglstratzon and
mothers. Caereful review of the knowledge of birth tgchnology
led to unsnimous edoption of the recorrendstions which follow.
wEQ believes these recormendations to be relevent to perinatal

cservices worldwide.

ZIvery women has the right to proper prenatsl care and she has
s central role in all aspects of this cere, including pert-
icipstion in the plenning, cerrying ocut and evaluation of the
cere. Social, emotionsl and psychologicel fectors are fund-
ament2l in understanding how to provide proper prenatal care.
®iprth is s natural end norrel process but even "no risk" preg-
nencies can give rise to complicetions. Cometimes intervention
is required to obtain the best result. In order thst the.
following recomendstions sre viable, the thorough transfor-
retion of the structure of health services is required to-
gether with mo?ificetion of staff sttitudes end the redist=-
ibution of human and physicel resources.

JENMZRAL RITCCMIENDATTICIS INCLUDE

Fealth winistries shoul esteblish specific policies regarding
sppropriste birth technology for the private and naticnalised
heeslth services.

The whole community should be informed of the various proceed-
ures 1in birth cere, so as to enable esch women to choose the
type of birth care she prefers.

Countries should cerry out joint surveys to evaluste birth
cere technologies.

Wo;en's rutual gié groups offer valusble sociesl support and a
unique opportunity to share informetion a-out hirth.

The mother and her Tsmily should te encoureced to practise
gelf-care in the perinstsl period end develap the understand-
ing of when and whet help is required to improve the conditicns
of pregnency, birth and efterwsrds.

Tnformel perinetal cere systems (including traditionsl birth
attendsnts) must coexist with the officiel systez end s collab-
orstive approsch must be meintsined for the benefit of the

.mother . Such relgtions, when eststlished in psrellel, can

be highly effective.

InformaEion on birth prsctices in different hospitels, such as
rates of ceesaresn secticn, should te aveilsble to the public.

The tresinins of professional ridwives or birth attendents
stould e encoursged. Care during normxsl pregnancy, birth and
afterwerds should be the duty of this profession.



The treining of health professionals should include communicet-
jon techniques in order to prorote sens’tive exchenge of

informetion between mexbers of the heelth team a2nd the pregnant
woren end her femily,

SPZCTFTC RECCIT.ZVDATICNS INCLUDE

The wellbeing of the new mother must be ensured through free
access of a chosen member of her farily during birth snd through
‘the postnetsal period. Tn eddition the heelth tesm must provide
. emotional supnort.

"mrmediate bresstfeeding should be encouraged even before the
mother leeves the dellvery room.

The heslthy newborn must remsin with the mother whenever
possible. Observation of the newhorn does not justify separst-
ion from the mother.

-

Countries with some of the lowest perinatsl rmortality rates
in the world have casessrisn rates of less thsn TC%, There is
gg #gitlflcatlon for any region to have & rete higher than

Women who give birth in an institution must retain their right
to decide about clothing (hers and her baby's), food, dis-
posal of the plecents and other culturslly significsnt practices

?hf_indgction_of labour should be reserved for specific medical
ind-cations. No region should heve rates of induced labour
11gher than TC%,

There is no indicestion for shaving putic heir nor for an enems
hefore delivery.

There is no evidence that csesasresn section is required after
s previous cessarean section birth. Vaginel deliveries after

a ceesarean should normelly be encouraged wherever emergency

surgicsl intervention is availeble.

There is no evidence that routine fetel monitoring hes o
positive effect on the outcome of pregnency. =lec*ronic
foetel menitoring should be cerried out only in cerefully
selected csses related to hich perinetel mortelity rates

ard where labour is induced. Resesrch should inveétigate

the selection of women who might benefit from foetsal monitor-

ing. Meenwhile, nationel heslth services should frai
7 > ti 1 h i h refrain from
purcrasing new equipment.

Tt is recormended thet the foetel heart be ronitored through
escultetion during the first stage of laour =nd more »ften

during expulsion.

Tt ie not recomrended thet the pregnent women be pleced in a -~
dorsgl lithotomy pesistion during lshour end delivery. Walking
should be enccuraged during lebour and eech women must freely

decide which posistion to &dopt during delivery.

=

m . - - L3R} 3
“he perineux should be protected whenever possitle. Systeratic
use of episiotoxy is not justified.

Artificiel eerly rupture of the membraznes as s routine process
1s not justified.

During delivery the routine edministration of snslgecic or
sngesthetic drugs (net specific2lly required to correct or
prevent eny complicetion) should be sveided.

19
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Further investigation should evesluate the m*nirum specizl cloth-
ing required for those sttending bSirth znd the new-orn.

TUPLENZVTATTON CF RECOLAITEMATTCONS  InCLUDES

The 2bove recorreniestions escknowledge ”1“erehce= between 4if =
erent regions snd countries, Tmplem entation must be sdapted to
these specicl situetions.

.Obstetric care that criticises technolca cal kirth cere end

respects the exmotionel, psycho’o ¢sl and sociel espects of
birth should be encoura.,u.

fovernmrent agenciss, universities, scientific societlies and

other interested groups should be able to influence the excess-
ive snad ur3u¢t1’194 use of csess-esn secticn by explcring and

publicising its negstive effects on mother snd infent.

The results of technology sssessrent chould e widely disser-
ineted in order to chenge the behsvicur of professionals and
the sttitudes cf the general publiec.

Goverments should consider the development of reguleticns to
permit the use of new birth technologies only after adequate
evaluation. _

Ystional 2nd regionel conferences on tirth to include heelth
providers, heslth suthoriti es, users, womens groups and th
-edla should be promoted

"EC and FAFO should designste & yesr during vhich attention is
focused on promotlng better birth.

: TEZ LaNCEZT, AUIUST 24, Toes.

ANOTHER Boor REVIEW....

Save the YMidwife Joan Donley
Auckland: New Wonmens Fress TOFP8

"Ziwen -support and patience, FEZ~¢£ woren cen give birth
normelly end naturslly. They don't need the routine _nterven-
tion backed up by high technology thet is cormon prsctice

in large hospitals today.”

“n this beook well ¥nown auckland rmidwife Joen Donely who believes
the gusrdian cf natural childbirth is the ridwife explores
what hes hsppened to miZwives and midwifery ‘n Yew Zeolend
this century. She traces the tekeover of childbirth by
doctors erred with forceps and sedat*on - and their relentless
underzining of the status of the midwife so that now the very
survival of her profess‘on is at stske.

Joan thoroughly resesrched her toepic and glthough meintains s
sense of humour throughout prov1des stiruleting and th ousht
provoking materlal challenging even the :oct esteblished
doctrines of the p'w«vemu'l elite” in the field of crllﬂb’rth
Vell worth 22C.CC to everyone with en irterest in thig fi

TS v ea W7 e—u.

Ruth Micholson.



Reoppiing Congezitel
by Janet Kingsepp -

Prom ﬁmﬁ%ﬁmﬁ OF TEXAS MIDWIVES NEWSLETTER
Wintar, » Vol. IV, No.

P.0. Box 584, Hawkins, Texas 75765

Most dabies born with congsnital heart defects
are full term and at & glance may appear
healthy. The heart is created between the
fifth and eighth weeks of embryonic life.
Statistics show that 25% of infants born with
cardiac disease have other congenital defects,
but_three-fourths of these are not severe,
The midwife may be the first to detect an -
abnormality during the newborn exam or follow
up vigits. To check for heart disease, you
must first have a good stathescope. Some
authorities recommend short (10-15 inch),
thick tubing. Be sure the ear pieces fit com-
fortably, The stethescope should have a heavy
bell-and-diaphragm end. Both parts are needed
for listening to the heart.

Ir making the assessment, be sure o have a
quiet atmosphere so that you can hear well.
The baby should be lying on lts backs Place
=he diaphragm end of the stethescope between
+he ribs directly under the baby‘s left .
nipple. Listen closely to the higher-pitched
sounds, then use@ the bell end to hear the
lower-pitched sounds. Count the pulse for a
full minute, listening for regularity as well
as rate. Also, feel for pulses in the groin
and inside the elbows. Is there a difference
batween these pulses and the apical (over-the-
heart) rate? Are the groin pulses weak or
absent?

Now tough the skin over the heart - both front
and back - and feel the beat. A "thrll}"
oroduces a feeling of vibration or buzzing.

mhis would also indicate possible heart problems.

Remavhar also to check the umbilical cord for
rurher of vessels. A cord having only two
vessels could indicate cardiovascular defects.

Murmurs are not always present in a baby with
a deadly heart condition. MNurmurs themselves
are common, but only about 10% are associated
with congenital defects. Those appearing in
the first days of lifes usually show left to -
right shunts or semilunar stenosis. Murmurs
can be heard as an extra sound: a sticking,
clicking, or swishing quality between or after
the usual lubb-dubb.

Since murmurs and listening alone cannot deter-
mine the condition of the heart, you will also
ne observing for cyancsis and signs of con-
geative heart failure.

cyanosis is defined by Tabers Cyclopedic
medical Dictionary as a: "Slightly bluish,
grayish, slatelike, or dark purple discolor-
ation of the skin dus to presence of abnormal
amounts of reduced hemoglobin in the blood."™
mwo-thirds of infants with cardiac disease
show cyanosis. Be sure to check the 1lips,
pums (mucous membranes), nailbeds and ears.
Checking the mucous membranes in the darker-
skinned oriental, hispaniec and black babies

is especially important in looking for cyanosis.

Any cyanosis lasting more than three hours
after birth should be suspect. Observe for
cyanosis in good light, the best baing day-
light. Watch the baby when crying, feeding,
or during a bowel movement. Cyanosis may
worsen with activity or only appear at these
times. Other things that may give the baby

a bluish cast to its skin might be a very
high hematocrit, or a subnormal temperature.
Cyanosis from a respiratory problem will be
alleviated with the administration of oxygen.
A good guide for deciding the cause of b
eyanosis is that if the problem is respira-

tory distress, the baby will get pinker when
erying, and with a heart problem he or she
will get bluer. Thoss defects showing
eyanosis are: transposition of the great
arteries, tetrology of Pallot, hypoplastic
left heart syndrome, atrssia of the pulmon-
ary or tricuspid valves, sevare pulmonic
stenosis and total anomalous pulmonary
venous return.

In the first weeks of life, feeding diffi-
culties may alert you to the possibility of
heart defects. These range from refusal to
suck to vomiting, choking, or fatigue (taking
a long time to finish a feeding).

Noneyanotic defects in infants often appear
with signs of congestive heart failure (CHF).
Symptoms are: tachypnea (over 50 respira-
tions per minute at rest), dyspnea (chest
retractions, grunting, flaring nostrils), and
tachycardia (over 150 beats per minute).
Diaphoresis (sweating) may be seen, especially
with activity. Edema around the face and eyes
and/or an enlarged liver may be late signs of
CHF. The most frequent causes of CHF in the
neonatal period ares hypoplastic left heart
syndrome, coarctation of the aorta, ventricular
septal defect (VSD), transposition of the

great arteries, and patent ductus arteriosis (FDA

If you feel the baby needs to be Seer by a
physician, don’'t waste time -- and don't bea%
around the bush about what you thirk may be
happening. If it turns out that the baby is
perfectly normal, the physician could only
credit you with being cautious. Be sure you
have copies of your records/charts ready as
well as a tube of cord or matsernal blood, if
possible. Oxygen by mask may be helpful during
a transport, but the main thing to remember is
to keep the baby warm. The best position for
the baby will be a semi-upright position, and
a standard infant seat may be useful. A very
eyanotic baby should be .placed in the knee-
chest position, Lie the baby on its stomach

and tuck the knees under the buttocks with his/
her face turned to the side.

Let the baby rest while awaiting medical exam-
ination. Postpone feedings. If the baby seems
really hungry, offer clear fluids. "

The parents’ needs are crucial at this time.
Allow them to touch the baby when possinie.
Explain your findings to them. Point out the
poor color or the breathing difficulties, but |
also point out the child's "normal" and .
attractive features. 7The baby may require
extensive surgery at a large hospital or may
be admitted for observation and medical (drug)
treatment.

If, indeed, the baby will admitted to the
hospital, informed, written consent is needed
for admittance and procedures. Any questions
remaining after the doctor*s explanation can
be directed to the nurses that will be involved
in the baby's care.

New techniques using circulatory arrest with
hypothermia to cool the body make by-pass
surgery possible on newborna to age three
months.
Dr. Paul A. Ebert, one of the bast-kmown ~~
padiatric cardiovascular surgeons in the ’
country has stutsd that the long-tarm results
of this type of surgery are bettar now :
because of early diagnosis and correction
bsfore daxage accurs from the defects.

Frieddberg, Charles X., Diseases of thms Heart,
3rd Ed. W.B. Saunders Ca., PFhiladelphia,
a. 1966, p. 1190.

The Merck Manual, Thirteenth Edition. p. 982.

Shor, Vivian A., "Congenital Cardiac Defects,”
Am se:n ou of Nu » Pabruary, 1978,
Pe .

Visieh, Mary Ann, "Aseessing Heart Sounds,®
Xyrsing 81

o+ Novamber, p. 72. . zl

Young, Patty, “Tiny Tasks,” Baylor Medicine.
January, 1984, p. 3.



" NEWS FROM OUR ORGANISATION i
* Save The Midwives is having a - < 24 ASHTON RO, MT EDEN, AUCKLAND
. membership campaign drive, This 1s the NEW ZEALAND

first time that we have actively scught
new members; until now midwives and parents .
have simply heard atout uUs by word of mouth. =
Midwife Veronika Muller has designed a poster
to be displayed in public places such as hospitals, Piunket raums,
doctors'' waiting rnoms, libraries, Citizens Advice Bureaux,

g suparmarkats, women's centres, church notice boards, staff lunch
rooms, cammunity houses and halls,

Wie have sent sach member two copies of the poster.Please make an
effort to put these up - we need cur members,to be affactxve, and
we must be effective to ratain midwifery as a prafession in New
Zsaland. Ws have a very good track rscord for achieving change,
and we can do sven better with a larger membership tc draw skills
and rescurces from,.

* We have sent in submissions to the Health Benafits Review(see inside)
and to tne Nursing Review.

* Ye ars presently morklng on a plan to introduce a Midwifery Clinic
as part of the service offered to Auckland maothers.This would
prav;de antenatal care and delivery by midwives, in cunJunctLan with
G.P,'s. This plan 15 in its very early stages - more an this in the
next issua,

We have farmed a Direct-Entry or Spe:ialist Midwife Task Force.

A member from Kaitaia, Micky Harrower, 1s heading the task force
and is currently surveylng Specialist NLdulrsry training programs
overseas, She will report an pragress in the next newsletter.

* We have donated $50.00 towards the castsof member Lynda Williams,
who is going ta Chicago in Jply to sttend the Intarnational
Childbirth Educatian Confersnce. The same amount has been sent to
midwife Jenny Woodley, who is attending the conference too. Midwives
from Middlemore Hospital have raised $1600.00 towards Jenny's costs!

SAVE THE MIDWIVES ASSOCIATION

Secretary: Judy Larkin, 24 Ashton Rd., Mt Eden, Ak 3,
Subscripsions Secretary: lLynda Schroeder, 18 Awa St.,Miramar,Untn.
Newsletter Convenor: Ruth Nicholson, 11 Morrin Rd., Ellerslie, Ak.
Newsletter Collective: Veronika Muller, Sally Morison, Jenni-
Churton, Ruth Nichulsan Judy Larkin.
Specialist Midwife Tak Force: headed by Micky Harrawer.

SAVE THE MIDWIVES |
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I can help m;th 3

-SAUE THE NIDuIVES ASSGCIATIDN SUBSCRIPTIUN FuRF ‘5§f'”'$§?i5%é“ SR

'please post to Lynda Schroeder, 19 Awa St Nzramar, Wel in gtan.ff;

Mame. ' i i Address. R 1 S A Rl 4
. . e S : o F FhOQe:

Midwife?__._ Mother?___ Other?__ . ‘o= o - . L io it

NEW? RENEW?_ Annual Sub(Your Cha:.ca) sa S8 51_;1
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