SAVE THE MIDWIVES

SUMMER 88/89

CONTENTS :

A Higher & More Positive Profile For Midwifery Care..cc.ceceeessl
From The NZ College Of MidwiveS.ceeeecaceccstncencoceseansansna
Opening The New Separate Midwifery CouUrS@...cecceccsecessncsssel
Dates To Remember..cccceeesccaccnssosorenssocssnascassnsasosesel
UK Direct Entry Study.eeeeeeceeessssasecscsnssacasascccnnnoonsed
Elizabeth Noble Auckland WOrkshop...:cceceeeseecsosceecaanaaasll
Bits & Pileces. ... ssecccianonsosasioiilinfonsassnsssssioneneenssslld
Research/Ethics & Promoting Pre-Conceptual Care€....e.eseeess.1é
A Feminist Perspective In Midwifery..ceeeeeecceescsnsassssaaaall
Setting Up A Domino Scheme (UK)eeeseesescocccooscnsescaseneesl?

Michel Odent Auckland WorksShoOp..eccecececosccscesasssssaonseeeld



A HIGHER AND MORE POSITIVE PROFILE FOR CHILDBIRTH AND MIDWIFERY

CARE:

The encouraging number of childbirth activists visiting NZ to
increase the awareness of womens inherent ability to birth
competently and superbly when 1left to birth spontaneously
without interference is a real strength for both the childbirth
and midwifery movements.

Clearly the need for change within conventional obstetric
practice is something which is being felt worldwide. Equally
strong is the need for women to reclaim control of childbirth
so the power, achievement and ecstasy of birthing is not denied
them by reducing them to vulnerable victims of an insensitive
and often invasive process.

Elizabeth Noble further challenges the role of childbirth
education. Rather than telling women what to do and how to
breathe.....she emphasises the inappropriateness of a shared
reality where in actual fact all birth experiences are very
different and the best preparation is to assist women to trust
their body to allow themselves to let go during birth,
permitting labour to take its natural course.

The challenge to midwives is to be able to accept a less active
hands on role, which is in line with the knowledge that women
are very well equipped to give birth and the less interference
of any kind - the better. Research consistantly shows that the
less interference - the more positive the outcome, both in
ppactical and physiological terms and also in the level of
maternal satisfaction.

Parenting is such a profound and perilous journey to embark
upon, it is absolutely essential that the journey get off to a
good start. Undermining the confidence and ability of pregnant
and birthing women is to be avoided at all cost. The role of
the midwife as advocate to the woman is an important and
empowering responsibility.

" The mystery of life is not a problem to be solved
but a reality to be experienced. " Alan Watts

Women can further be empowered by being better informed about
the risks of procedures involved in other aspects of their
health care. For example re-use of plastic disposable
speculums has been observed as an effective way of spreading
the genital warts virus. As a midwife, are you aware of this
happening? As a woman, when you have a cervical smear test do
you ask what sort of speculum will be used and if it is a
disposable one, do you ask if it has been used before? Ensure
you are aware of all risks and procedures. Judi Strid




FROM THE NZ COLLEGE OF MIDWIVES:

They have been asked by the Department of Health to provide a
representative from the College to Took at Safe Options for
"Low Risk" Childbirth and to draw up a Dprotocol with a
technical group (consisting of Obstetricians, GP's and
Midwives). This protocol is to act as input into a second group
which is to include additional representation from both
consumers and professionals.

Self-adhesive bumper stickers MIDWIVES MAKE IT A LABOUR OF LOVE
are available at $1.50 plus 40 cents postage from the College
PO Box 21 106, Christchurch.

First AGM of the College will be in Christchurch 2.4.89 -
Enquiries - NZ College of Midwives, PO Box 21-106, Christchurch

THE BOOK OF NZ WOMEN

Is to be a comprehensive, biographical dictionary of women
teaching back as far as possible. It will include women whose
lives usually escape the record as well as those who are well
known. The purpose of this book is to offer an alternative
herstory of women, bringing into awareness women whose lives
otherwise pass unnoticed. Publication is anticipated late 1990
so if you know of any interesting women whose lives have a
story to tell send details as soon as possible to -

The Editors, Charlotte McDonald & Bridget Williams
c/-The Stout Centre, Victoria University, PO Box 600,Wellington

Details required - Name, DOB and death where appropriate & a
short paragraph explaining what she did. State whether you are
prepared to write the article or if you can suggest someone who
would. A fee will be paid for any contribution.

MIDWIFERY EDUCATION 1989
Two options for midwifery training are now available -

Separate Midwifery Course - full-time is available at
Otago/Southland Polytechnics - Sally Pairman -38 weeks duration
commencing 2Z.>.89. Applicants need at least 1 year post-basic
exXperience and there have so far been 52 applicants for 10
places! Curriculum developed between consumers & professionals
Wellington Polytechnic - Beryl Davies/Laura Lambia - 40 week
course commencing Feb'89 until Nov'89 with a pre-requisite year
including obstetrical or maternal/child health required. 17 of
20 places so far accepted. Curriculum consulted consumers also
Auckland Tech. Institute - Liz Smythe Jacki Gunn & Liz Schollum
38 week course commencing Feb'89. 20 positions available with
clinical experience in variety of hospitals, with dmw's & GP's.

Advanced Diploma In Nursing/Midwifery Option available at=-
Christchurch Polytechnic - applicants so far

Hamilton Polytechnic - has 14 applicants




PRESS RELEASE FROM JUDY KEALL, MP FOR GLENFIELD, ON THE OPENING
OF THE NEW MIDWIFERY COURSE AT I.T.I., MONDAY, 13 FEBRUARY 1989

SEPARATE MIDWIVES COURSE ESTABLISHED

Opening the separate midwifery course of training at the ATI,
Judy Keall said, "This course is a major step forward for
midwives. It gives recognition to the fact that midwives are an
independent, professional group."

"Midwives are reclaiming their independent status and are being
helped in this by the many women who are comming to realise
that with the help of a midwife they have a better chance of
giving birth normally and naturally."

She said that many women were now questioning the extent of
interference by doctors in the birth process. Recent statistics
show that NZ has a high incidence of birth by caesarean section
and it was difficult to believe that all such operations were
justified. Other types of intervention that could be challenged
were the use of an oxytocin drip to bring on a birth early and
the routine use of an episiotomy. Some forceps deliveries could
also be questioned.

"It is clear to me that when a woman is in the care of a
trained midwife there is far 1less 1likelihood that any
intervention will be necessary, and this is one reason why more
women were choosing home birth as an option."

She reported that the Government had encouraged domiciliary
midwives to practise by increasing their fees and she was
pleased to note that there had been an almost 50% increase in
the number of domiciliary midwives in the last year.

"Midwives claim that 85% of women can give birth normally and
naturally, and I am keen to see them operating independently in
all low-risk birth situations."

We are entering an exciting era with the advent of the Area
Health Boards and an increasing emphasis on community health
services. Already the Auckland Area Health Board is revamping
its midwifery service to make provision for home visits by
midwives after a hospital delivery. In such cases, the midwife
would visit mother and baby in their home until satisfied they
could be discharged from the service.

"I predict that Area Health Boards will use midwives more and
more often for 2 main reasons: their professional skill, and
their cost effectiveness."

She congratulated midwives on setting up their own professional
association to promote midwifery. "I congratulate all those who
have worked so hard to establish the separate course for
midwives. Government approves this move and I am very pleased
to be able to declare the course open."




DATES TO REMEMBER

SUPPORT PLANET EARTH - The Centre For Continuing Education,
Auck. University presents a major conference THE LIVING EARTH
Exploring the Gaia Hypothesis that the Earth Ts a single living
organism with interlinked life systems and species- March 22-26

FIRST AGM OF NZ COLLEGE OF MIDWIVES, Christchurch 2 April's9
Enquiries: NZ College of Midwives, PO Box 21-106, Christchurch

MAMMOGRAPHIC SCREENING FOR BREAST CANCER - BENEFITS OR RISKS?
NATIONAL CERVICAL SCREENING PROGRAMME - WHAT PROGRESS 1S BEING
MADE? - Tues. 4.4.89, 7-I0pm  Cost-3I1 Auckland University

MEDICAL ETHICS SEMINAR - Ethical Issues in Clinical Research
Panel. Monday 17.4.89 7.30-9.30pm Cost $5.50
Centre For Continuing Education, University of Auckland.

NATIONAL HOMEBIRTH ASSOCIATION CONFERENCE, New Plymouth

12-14 May 1989 Theme: CONCEPTIONS & CREATIONS
Papers & workshops on - bi-cultural sensitivity, immunisation,
acupuncture/acupressure in childbirth, maori medicine,

taditional childbirth......and others.
Enquiries: Jasmin Hales, 33 Wrantage Street, New Plymouth

10TH NATIONAL AUSTRALIAN HOMEBIRTH CONFERENCE Sydne
12-14 May 1989 Theme: CELEBRATING A REVOLUTION IN BIRTH

Enquiries: 521/197 Pittwater Road,Manly, NSW 2095,Australia

9th INTERNATIONAL CONGRESS OF PSYCHOSOMATIC OBSTETRICS AND
GYNAECOLOGY, Amsterdam, The Netherlands 28~-31 May 1989

The main theme of the congress will be "Psychological,
emotional and emancipatory aspects of women's health care."
Enquiries: Congress Secretariat, c/- QLT Convention Services,
Keizersgracht 792, 1017 EC Amsterdam, The Netherlands.

SIXTH BIENNIAL CONFERENCE OF THE AUSTRALIAN COLLEGE OF MIDWIVES
Darwin, Northern Territory 21-23 June 1989

Theme: Midwifery - Back To The Future Key Speaker=- Ruth Lubic
Enquiries: Teresa Raines, Conference Convenor, ACMI NT. Branch,
PO Box 41781, Casuarina, NT 0811, Australia.

1989 INTERNATIONAL ICEA CONVENTION, Minneapolis USA June 23-25
For all those who work with women inm any childbirth related
field, consumers, childbirth & parent educators, nurses,
midwives, physicians and other health professionals.
Enquiries: ICEA Minneapolis Convention,PO Box 20048,
Minneapolis, Minnesota 55420-0048, USA.

PROMINENT BRITISH FEMINIST, SOCIOLOGIST & WRITER *ANN OAKLEY%*
WILL TOUR NZ - Sept'89. She is well known for her work in the
area of women's health & childbirth issues, and for her books
"The Captured Womb" and The Sociology of Housework & Housewife

Enquiries: Centre For Continuing Education, Auckland University




DIRECT Elv 11 Y

TOMIDWIFERY

ESPITE the support of the

Enghsh National Board for

Nursing, Midwifery and Health
Visiting, a recommendation for such
courses from the Department of Health
and Social Security, the backing of the
Royal College of Midwives and the
Association of Radical Midwives,
encouragement from various lay and
‘consumer’ groups, and press eulogies,
direct entry midwifery training is only
available in one scliool. Several other
schools are planning or considering
such programmes, but the progress is
slow. To investigate this paradox, and to
research all aspects of direct entry
midwilery training, the ENB obtained
funding from the DHSS and
commissioned the Department of
Educational Studies at the University of
Surrey to carry out an independent
study. These two articles report on some
of the findings of the study — the first
gives a brief historical background and
reports on the current state of
development of direct entry midwifery
training programmes. The second will
look at some of the areas which will be
important in determining the courses of
the future - the potential candidates and
educational issues.

HISTORICAL AND IDEOLOGIGA".
BACKGROUND

Arguments about how a person
should be trained are based on
assumptions and beliefs aboul what
skills and knowledge the qualified
person needs and should have, which in
turn depends upon her role. Those who
see midwifery as a ‘separate tree’ feel
there is a need for a distinct and special
training. There is often a belief that
training a ‘different sort’ of midwife will
improve and change the delivery of care
and the actual role. Some feel that nurse
training is actually undesirable as a
preparation for midwifery, others that
the present role of a midwife recuires
her to have nursing knowledge, and that
nursing training is an important
foundation for becoming a midwife.

These assumptions and beliefs are
rooled in history. On the one hand,
there was the gradual erosion of the

status of the direct entrant and the
change from the practice of midwifery

-as a separate professnon to ‘a branch of

intensive care nursing’. On the other
hand, there is the tradition of the

DEC]SIONS .

FOR ORAGAINST
DIRECT ENTRY MIDWIFERY
TRAINING WERE USUALLY BASED
ON PERSONAL EXPERIENCE OR
OPINION — INDEED THE SAME
FACTS WERE USED TO 'PROVE’
THE CASE FOR OR
AGAINST NON-NURSE
MIDWIVES

midwife as a practitioner in her own
right, and the current trend of
‘de-medicalising’ childbirth. From 1906
until 1916, there was a single path for
nurses and non-nurses to enter
midwilery — a three month course. In
19186, this was changed to three months
training for nurses, and six months for
non-nurses. The training was
lengthened in 1926 (six months for
nurses and a year for non-nurses), 1938
(a year and two years respectively), and
1981 (18 months and three years). The
increase in lraining time acted as a
disincentive to direct entrants. Other
influences on the declmmg number of
direct entrants were various reports
such as Stocks!, Salmon? and Briggs®
and the lncreasmgihospltahsatlon of
childbirth. Figure 1 illustrates how the
proportion of direct entrant student
midwives changed over the years,
The last decade has seen a swing away
from the medicalised model of
childbirth towards natural birth.
Writers such as Inch® and Kilzinger"', as
well as an increasingly high media
profile for childbirth related topics and
the feminist lobby have increased
interest in the role of the midwife as the

“survey of all regions,

specialist in normal childbearing,
particularly non-nurse midwives, who
are seen as ‘untainted by the sickness
model’.

Another influence was the increasing
contact with Europe and its different
traditions and trainings for midwives.

The '80s aiso brought a flood of
educational documents relaling to
nursing and midwifery - the RCN
Commission on Nursing Education®,
the ENB Strategy Document”, RCM’s
Role and Education of lhc Future
Midwife®, ARM's The Vision® and Project
2000'". The midwifery profession
reacted with- surprising vigour to the
initial Project 2000 proposals to
incorporale midwifery as a branch of
nursing. Seemingly challenged and
stimulated by the Project 2000 debate,
midwives moved on to seck an increase
in specialist direcl’ entry midwifery
training programmes. To accelerate
development one must first know what
influences it, and determine the stage it
has reached so far. The following scction
briefly describes the national picture
regarding direct entry midwifery
training and the factors influencing
decisions on its implementation.

PRESENT NATIONAL SITUATION

The excellent response rate to the
districts and
schools (100%, 91% and 99%), and the
co-operation of a multitude of
interviewees (managers, tutors, student
midwives, clinical staff, representalives
of statutory and professional
organisations, and lay agencies, and so
on) ensured that a comprehensive
national picture was gained. Overall,
there was considerable interest
expressed in direct entry midwifery
training. Figure 2 shows the policies of
regions and districts. Figure 3 shows the
actual situation at the time of the
survey. :

A slight shift was evident in "the
position of several health authorities
during the course of the project, which
can be largely attributed to three
factors. At the beginning of the study,
many of the RHAs were in process of
investigating midwifery staffing and




education in order to formulate
strategy, and some DHAs were studying
the possibility of direct entry midwifery
training. Some of these investigations
were completed during the project and
caused a change of policy, one way or
another. A few resulted in
recommendations to run direct entry
midwifery courses, and one district
found they would be unable to afford
such a programme. Second, the DHSS
recommendation that each region
should have a least one such course (ina
letter to do with nursing recruitment, 7
August 1987) caused certain health
authorities to reconsider a neutral or
negative stance. Finally, as people
became aware of the University of
Surrey study, many deferred a decision
until the results of the study became
available.

INFLUENCING FACTORS

Decisions for or against direct entry
midwifery training were usually based
on personal expe.fience or opinion —
indeed, the same facts were used to
‘prove’ the case for or against non-nurse
midwives. [n some cases the RHA, DHA,
and school were all in agreement about
the desirability of such a programme,
but had diametrically opposite ideas
about the purpose, content and conduct
of a course. In general, the RHAs and
DHAs wanted to implement direct entry
midwifery training for pragmatic
reasons. The most important reason
given by RHAs and DHAs was present
and/or predicted manpower shortages.
There was also the hope that a three year
course would be more cost effective
than RGN training followed by 18
months training. Tutors and midwife
managers in favour, although they saw
direct entry as a possible solution to
manpower problems, espoused the
cause because they felt it would
re-establish the special role of the
midwife.

Decisions against non-nurse
midwifery training were also made on
both pragmatic and ideological
grounds. The practical factors
inhibiting it are the organisation of
funding for post basic training, shortage
of tutors and lack of information (on
supply of candidates, structure of
course, acceptable experience and so
on). The historical and ideological
factors inhibiting the development of
non-nurse midwifery training are
touched on above. Downes’ current

D IRECT

ENTRY WILLNOT
NECESSARILY SAVE THE MONEY
WASTED ON TRAINING THOSE
WHO DO NOT PRACTISE.
WASTAGE WILL DEPEND ON
SELECTION AND ORGANISATION
OF TRAINING
[ v aves ]

study'® on attitudes to direct entry
midwifery should provide interesting
detail on the prevalence of the various
viewpoints.

The perception of cost effectiveness
was a very important factor for most of
those making a decision on the
implementation of new training. Yet few
of the respondents had done detailed
costings — partly because this is
impossible until decisions on
curriculum are made, and partly
because many felt they needed
guidelines on costings. The study
produced a costings guide, which
proved effective in trials. This shows
both net and yearly costs to the
mmaternity budget, DHA and NHS. The
cost of a direct entry course would vary
dramatically depending on the amount
of service contribution, shared
learning, and organisation of training.
Direct entry will not necessarily save the
money wasted on training those who do
not practice. Wastage will depend on
selection and organisation of training. If
the selection procedures and learning
conditions are similar to nursing,
wastage during training will be high. If

- working conditions on qualification are

unchanged, qualified wastage among
single qualified midwives will be as high
as among their RGN, RM colleagues —
they may not return to nursing, but
many other careers are still open to

them.

The University of Surrey/ENB study
showed that although there was
theoretical support for non-nurse
midwifery training, few centres are
taking any positive steps towards
implementing such courses. Most areas
are ‘on the shore’, waiting for someone
else to ‘try the weather’ or for some
incentive to ‘take the plunge’.

Positive action must be taken if the
midwifery professioon really wants
direct entry midwifery to succeed.
Whether this action is taken by the ENB,
and UKCC, DHSS and HAs, RCM, ARM,
MIDIRs, NCT, and AIMS, depends on
resources available and the role each of
these wishes to play. More information
and support should be available to those
considering the direct entry option.
This could be done by newsletters,

. support groups, study days, or increased

advice from statutory and professional
bodies. Independent evaluation of
existing and new courses would provide
valuable lessons. The midwife’s role and
the possibility of direct entry training
should be more widely publicised. The
organisation of funding for such
training needs to be restructured. A
coherent national or regional strategy
for all midwifery training needs to be
developed.

Part two discusses the potential
candidates and the learning
environment. NT

For information on the availability of the full

report of the study, Direct entry: A preparation of |-

midwifery practice, contact the ENB.
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CEINICAL

In the second of their reports on the development of direct

MOST important issue, and one
on which there is little consen--
entry midwifery courses, Nancy Radford and

us, is the role of the qualified
midwife. All involved midwifery and

general managers, tutors, and so on
should be in agree-
ment on why they
want to implement
direct entry and the
ideal and the role the
midwife will per-
form once qualified.

Is direct entry
midwifery being
considered as an
answer to recruit-
ment or retention
problems, a cost sa-
ving exercise, or as a
radical rethink of
how a midwile should be prepared for
practice? Should the midwife work
under the guidance of doctors or as
‘obstetric nurses’ (as appears to be the
case in many areas'2. Or should she be
an independent practitioner? These
were among the questions addressed by
the ENB study, which was carried out by
the University of Surrey.

The reasons for implementing non-
nurse midwifery training will have
implications for areas such as the status
of the single qualified midwife, curricu-
lum, recruitment, selection and finan-
cing. For instance, if the single qualified
midwife’s training is similar to that of
the RGN plus RM training, but cheaper
and shorter, the status of the former will
be lower than the latter. A training
which costs less may often be seen as
being worth less. A completely different
specialist education/training would be
more likely to carry equivalent or
superior status.

The course curriculum is a vital issue,
which needs to be considered at an early
stage, as it will affect the feasibility and
cost of the project. What sort of expe-
rience and knowledge. base do the
students need? The accurate identifica-
tion of the role of the qualified
practitioner is an essential pre-requisite
for any curriculum design. The amount
and type of ‘general nursing’ experience
needed will depend on the role the
midwife will play on qualification. Cur-
riculum planners will need to be imagi-
native and resourceful in seeking out
appropriate placements in areas where
available experience is limited. One also
needs to consider the desirability/
feasibility of shared learning with other

Anne Thompson look at some of the issues that should be

H i

considered by those implementing such courses

DOSING

HE DESIGN

Table 'I Stages in considering direct entry

Consensuson
type of midwife
tobe produced -
and her role

Qutline cutriculum
— whatsortofexperience?
— who will do teriching etc,

Assestresources

— experience ureuls

-— polental candidates

— finance

— clinical staff

—teaching staff

— physical resources
{eg classrooms)

Detailed
curriculum

Stal preparation
- and support” '

&

i i
| Recruitmentand selection
of directentront

Course

Evaluation

Voaa

Reproduced with permission from Nursing Times, vol 84, no 32, 10 August 1988, pp 42-43.
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professions.

How will the students be supported
and supervised? The national survey and
the interviews demonstrated wide-
spread concern about adequate levels of
supervision and support for direct en-
trant student midwives. Inadequate
support for a student without the
customary knowledge base can place
her in embarrassing or even dangerous
situations. Current initiatives, such as a
mentor sysiem of student-to-midwife
attachment and the team approach to
the delivery of care, in theory hold out
hope of better support and teaching
opportunities. Staff attitudes will in-
fluence the effectiveness of these
methods in practice.

Resources will have to be assessed —
the supply and abilities of tutors, staff-
ing levels, classroom and residential
accommodation, number of sites, avai-
lability of experience (maternity and
other), possibility of collaboration, and
sources of finance.

Development of a completely new
curriculum will put an additional strain
on midwifery tu-
tors, but will also
act as a stimu-
lant. Several
midwife tutors
expressed delight
at the thought of
a ‘clean slate’ and
were glad that ‘we
won't have tol®
spend our time
debriefing them’.
(Comments from
interviews).

Shortages of
staff had held
back the develop-
ment of direct en- i
try in sorne areas, §
because it was felt
impossible to provide an adequate level
of support and supervision in the
clinical areas. Because students will be
in the midwifery school for twice as
long, additional classroom and residen-
tial accommodation may be required.

The shortage of experience, accom-
modation and tutors has led to moves to
rationalise midwifery training to make
better use of existing resources. A viable
direct entry project requires more facili-
ties than a small midwifery school can
normally provide. Co-operation and
amalgamation would change this situa-
tion.

SI-]\-’E RAL

MIDWIFE TUTORS
EXPRESSED DELIGHT ATTHE
THOUGHT OF A CLEAN SLATE!

ANDWERE GLAD THAT:WE WONT
' HAVETOSPENDOURTIME
DEBRIEFING
THEM'
——

‘mature women with

The study covers these areas in detail
and provides gundelmes on costing.
Current funding for midwifery training,
whether post-registration or direct en-
try, comes from the district health
authority (DHA) budget, whereas part of
the cost of RGN training is centrally
funded, so the 18-months course seems
at present a more attractive financial
proposition for the DHAs. The imple-
mentation of Project 2000 and/or
changes in the funding of midwifery
training could make the direct entry
midwifery option more financially at-
tractive.

A survey of potential candidates was
carried out as part of the study, and
though this provided only a partial
picture of the supply of candidates, the
exercise as a whole was of great value.
First, it showed the difficulty in finding
concrete evidence of demand, and
highlighted the need for detailed re-
cords of enquiries. Few schools had kept
any records of enquiries about direct
entry midwifery training. Those which

had, only recorded the number of

enquiries,
without any de-
tails of the indivi-
dual enquiring.
The impres-
sion one received
from the litera-
ture and some in-
terviews was of
enormous num-
bers of enquiries
from very sui-
table people. This
was difficult to
fsubstantiate.
From the results
M of the survey, it is
clear that charac-
teristics of res-
. pondents varied
greatly, and that certain of these charac-
teristics, such as age and dependants
influenced the type of course desired
(those with dependants tended to prefer
a part-time course and were less willing
to relocate or travel). Respondents did
not all fit into the popular stereotype of
children, " and
courses designed for such candidates
may not be appropriate in all localities.
Lack of awareness of the role and
responsibilites of a midwife was also
demonstrated. Many respondents see-
med unaware that midwives look after
women throughéut pregnancy, chil-

dbirth and the postnatal period. The
classic example of this were the 8% who
gave some variant of ‘I like babies' as
their reason for entering midwifery.
There must be greater understanding of
the midwife's role and conditions of
employment, otherwise, some poten-
tially suitable people may never apply,
and/or unsuitable ones may take up
training. If trainees’ expectations are in
conflict with reality, there will be a high
wastage rate during training.

The survey illustrated that some
enquiries about a career in midwifery
came from people who would not be able
to cope with the training requirements
and working conditions, either becazse
of immaturity, intellectual capacity or a
miultiplicity of other commitments.

To ensure the success of a direct entry
midwilery course, there must be a clear
idea of the characteristics required in a
student midwife, an active recruitment
campaign to attract people with these
traits, and an effective method of selec-
tion. Flexibility in organising of educa-
tion and working conditions will also
play a part in reducing wastage.

Commitment and co-operation
between education and service is needed
and a willingness to spend time in staff
preparation. Some staff will have nega-
tive attitudes towards direct entrants,
others will have difficulty coping with
the students who lack experience in the
medical field, but who were perhaps
mature, articulate, and experienced in
other fields.

There is some evidence from schools
with experience of direct entrants that
the fresh, questioning approach of the
unconditioned students may appear a
threat to a well established system, as
well as to individual members of staff.
Tutors and managers will need clear
strategies for the introduction of new
ideas, new practices and new people if
anxieties are to be calmed and the whole
project welcomed with any enthusiasm.
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Direct entry: a preparation for midwifery practice

Nancy Radford and Anne Thompson,
University of Surrey, Guildford, England.

Conclusions and Recommendations

1. Introduction

Onc of the most common misconceplions which the re-
scarchers had to tackle was about the purpose of this rc-
scarch. Many pcople thought that the project would result
in a judgement on dircct entry midwilery. This was not the
remil of the rescarchers. A decision in favour of dircct entry
had afrcady been taken by the ENB, and the rescarchers
were asked to asscss the factors affecting implementation of
that decision.

This study had four main goals:

1. To describe Lhe national situation regarding direct
cntry midwifery training.

2. To discover the factors inhibiting development of such
programmes,

3. To advisc on issucs which sheuld be considered by
those contemplating this option.

4. Torecommend ways in which the establishment of
non-nursing midwifery training could be facilitatcd.

The report covers all aspects of direct entry training, and
rcadcrs may not want to read it straight through. It was writ-
tcn Lo be used by a variety of people for different purposcs.

The chapters on cach aspect can be read cither in isolation, -

or as part of the whole. The report is structured to enable
readers to draw from it what they wish. This chapter will
first summarise the national picture, then highlight the
major influcncing factors, recapitulate some of the most im-
portant issucs, and finally set out some recommendations
for cncouraging the growth of the non-nurse componcnt in
midwifery. The authors wish to stress that for the full pic-
ture, the whole report should be read, and that the follow-
ing chapter is only a bricf rccapitulation of some of the
results of the study.

2. The national picture

The cxcellent responsc rate Lo the survey and co-opcration
of schools, districts and regions cnsurcd that a comprehen-
sive national picture was gained. In general, there was a
great deal of support expressed for the ideal of direct entry
midwilery training, but there scemed to be little agreement
as to who should be rccruited for such training, what form
thetraining should take, the curriculum, the appropriate cn-
vironment, etc. ctc. As Chapter 8 points out, the RHA,
DHA, and school may all be in agrecment about the
desirability of direct entry, but cach have diamectrically op-
posite ideas about purpose, content, and conduct of such a
course. Most dccisions for or against dircct entry were
based on personal experience or opinion - indeed the same
facts were used to "prove” the casc for or against non-nurse
training. There are few centres taking any positive sleps
toward implementing such courses. Most arcas arc "on the
shorc", waiting for somconc clse "lo try the watcr”, or for
somc incentive. The ENB was expected to provide the ini-
tial stimulus and ongoing support. (Chapters 3,5,6 and 8)

The survey of polential applicants indicated that there arc
peoplc intcrested in a midwifcry, rather than a nursing,
carccr. It demonstrated the need for investigating possible
recruitmeat pools, and the necessity of considering changes
in sclection proccdures and organisation of training. (Chap-
ter 4-6)

3 Influencing factors

The factors inhibiting devclopment of dircct entry mid-
wilcry training, like those encouraging it, are pragmatic, his-
torical, and idcological. The major pragmatic reason
encouraging the implementation of such programmes is
present and/or predicted manpower problems. The practi-
cal factors inhibiting it arc organisation of funding, shortage
of tutors, and lack of information (on the supply of can-
didatcs, structure and organisation of course etc.). Anynew
project will involve more effort and cost initially.

The historical background and idcological issues arc com-
plex. On the one hand therc was the gradual crosion of the
status of the direct entrant and the change from the practice
of midwilcry as a scparatc profcssion to "a branch of inten-
sive carc nursing”. On the other hand, there is the history of
the midwife as a practitioner in her own right, and the cur-
rent popularity of "de-mcedicalising” childbirth. Argumcnts
about how a person should be trained are based on assump-
tions and bclicls about what skills and knowledge the
qualificd person nceds and should have, which in turn
depends on her role. Those who see the midwilery as a
"scparate trce” fecl there is a need for a distinct and special
traming. There is often a belicf that training a "different
sorl" of midwifc will improve and change the delivery of care
and the actual role. Some fcel that nursc training is actual-
ly undesirable as a preparation for midwilcry, others that
the present role of the midwife requires her to have nursing
knowlcdge, and that nursing training is an important foun-
dation for becoming a midwife. (Chapter 2-6,8).

4. Issues to consider

The issucs which must be considercd by schools, districts
and regions contemplating the dircct entry midwilery option
are listed below as a serics of questions with a brief explana-
tion. The chapters dealing more fully with the issucs are in-
dicatcd in parenthescs. |

4.1 What sort of midwifc will be nceded? What should be
her rolc?

The most important issuc, and one which has not oftcn been
adequately addressed is agrecment on the end product. All
involved (cg. midwifery and gencral managers, tutors, ctc.)
should be in agrcement on why they want (o implement
direct entry, and the ideal and actual role of the midwife
(whichever route is used to produce her). Should the mid-
wile work in thc same scrvice rolc as present, but be
produccd at less cost and lower wastage rates? Or she be
someonc quite different (cg, independent practitioncr)?
The type of midwilc required will have implications for
areas such as the status of the single qualified midwile, cur-
riculum, recruitment, sclection, and financing. For cx-
ample, if the first option is chosen, it is likcly that the single
qualificd midwifc will havc a lower status than her dual
qualificd collcaguc, for her training would be along similar
lincs, but shorter, A completely diffcrent specialist training
would be more likcly to carry equivalent status. The im-
plications for curriculum are obvious, and it is clear that
decisions about the end product affect the choice of raw
matcrial and the final cost. Studies (Robinson et al, Garcia
ct al) have been done into what a midwife’s actual role is at
this timc, but not what it should or could be. This is a
decision which the profession must make. The report il-
lustrates the varicly of opinion within the profcssion on the
sort of midwife who should be produced and the implica-
tions of this decision. (Chapters 2,4,5,6,and 8).

4.2 What sort of training will be nceded?

The course curriculum is a vital issuc, which nceds to be con-
sidered at an carly stagg, as it will affect the feasibility and
cost of the project. What sort of experience and knowledge
base do the students necd? How will the students be sup-
ported and supervised? The study explored these and re-
lated issucs. (Chapter 5 and 6).

4.3 What resources will be required? What is availablc?

The resources required should be compared to thosc avail-
able

- human, physical, and financial. The report highlights the
arcas which should be considered, cg. as supply and
qualification of tutors, adequate staffing lcvels for clinical
support and supcrvision, classroom and residential accom-
modation, number of sitcs, availability of collaboration with
other institutions and sources of finance. (Chapters 4-7).
Appendix 6 providcs a formula for cstimating the cost of
proposcd and current courscs.

44 Who should be recruited? Is there an adequate
recruitment pool?
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The type of midwifc desired and course content will natural-
ly affcct the type of traince sought. The rescarch indicated
that the size and composition of the recruitment pool will
need to be taken into consideration when dcsigning a
course. This may rcquire changes in scrvice dclivery or
educational organization, and the clfects of these on the
quality of care nceded to be cvaluated.

The report suggesls ways in Which the local and national
supply of potential candidates can bc asscssed and the
charactcristics of this group determined. It highlights why
it will be nccessary to devise more active recruitment cam-
paigns and more rigorous sclection procedures, and sug-
gests ways to do this. (Chapters 4 and 5, Appendix 7).

4.5 What arc stalf attitudes to dircct entry?

The lindings of the study indicated that the level of commit-
ment to direct entry midwilery training will have a marked
cffect on the success of the project. Both managers and
tutors must be convinced of its valuc, and prepared to spend
time in stalf preparation to cnsure that all are ready to give
direct entrants "a fair chance”. (Chapter 6, and cnd of Chap-
ter 3).

5. Recommendations

Positive action musl be taken if the development of dircat
cntry training is to be accelerated.

5.1 Co-ordination

A liaison group or task force representative of all bodics
concerned should be given the responsibility for determin-
ing thc most eflective way forward for direct entry midwilery
training coordinating initiatives and maintaining the im-
petus. (Chapters 1-8)

5.2 Support

Grealer support should be given to those considering the
implementation of dircct entry courscs. {Chapters 3,5,6,
and 8)

a) An organised link should be formed between ali those
considering or planning a course as well as thosc who at-
lempted to implement a course and did not succecd.

b) A serics of study days should be run on coursc implemen-
tation cg. sclection, curriculum , finance.

c) Additional resources should be allocated Lo cnable the

midwilery education officers Lo help providc the extra sup-
port which dircct entry midwifcry projects requirc.

-

5.3 Information

Information on all aspects of direct entry (cg. potential can-
didatcs, costing, curriculum) should be casily available from
a central source. (Chapters 3-8)

5.4 Rescarch

a) Evaluation of existing and ncw courses should be carried
out. An independcent body and the {indings madc widely
available. (Chapters 3 and 5)

b) Each arca considering a direct entry project should carry
out a local feasibility study. (Chapters 4-7, Appendix 6)

5.5 Communication

Lincs of communication belween regions, districts and
schools should be improved, as should thosc between them
and the statutory bodics. (Chapters 3,5,6, and 8)

a) Thc ENB should clarify its role in the changing cduca-
Llion cnvironment.

b) Each region should appoint midwifcry adviscrs to coor-
dinate initiatives and to liaise between schools, districts,
region and the statutory bodics.

5.6 Publicily

The role of the midwife and the opportuaity of dircct entry
training should bc more widely publiciscd.

5.7 Funding

Further rescarch should be carricd out to identify the most
appropriate and elfcctive organization of funding for mid-
wilcry education.

5.8 Rationalisation

To cnsurc a sound base for the development of new cour-
ses, rationalisation of the structure and provision of mid-
wifery education is cssential. (Chapters 5-7)

59 Stratcgy

The agency responsible for strategic planning should be
clcarly identificd, and should control funding. (Chapters
3,5and 8)

5.10 Statistics
Statistics on potcntial candidatcs for direct catry midwilery

training should be gathered nationally in a standard format.
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When Ariane and Bianca grow up lucy will
have more in common to tatk about than the
average next door neighbours - they were
both at home, on the same day and
delivered by the same midwife.

At 72 years old. Joan Donley is the *‘grand-
mother of midwifery" in the west, Bianca was
gsr&h §58th baby she has delivered, Ariane the

But among all those births she says she has
never come across such a string of coin-
cidenczs as on January 4.

'Next door heii;inbou;s. Bianca and Ariane wit

Coincidence for midwife

And it was far from expected.

Bianca’s mum, Donna Hyslop, was not
meant to give birth for two more weeks and
Ariane’s mum, Jenneke VandenBerg-Smith.
was one day late.

“It's weird all right,” says Mrs
VandenBerg-Smith. "But it's prelty good to
have company next door, someone in exactly
the same boat. We can sympathise.

“Now they can hear our baby cr{ing and we
can hear their baby crying, it's all quite fun-
oy " .

Danley.

Both decided on home births hecause “it’s
no hassle, no interference and altegther more
comfcrtable,” says Donna Hyslop.

She had had her first baby delivered by Joan
Donley and Jeneke decided to take Joan's help
as well because it would be so convenient -
though they never guessed just ho conve-
nient.

It certainly makes a change from rushing

acrass town to go from one birth to another.”
says Joan.




 Elizabeth Noble

Elizabeth Noble. and her partner Dr Leo Sorger inspired an
Auckland workshop on Feb.4th with their in depth examination of
the foundations of conventional childbirth techniques and
antenatal preparation. An important message was the need to
focus on a better understanding of the normal physiology of
labour with an individual approach to help each woman respond
spontaneously to the forces of labour and childbirth.

They emphasised that there must be no interference with the
normal process of labour without good reason; and Elizabeth
criticised the way women are often trained to struggle against
their bodies' in the name of a particular method of childbirth
preparation learned in a few weeks.

Women have abdicated their power over birth to the Medical
Profession - along with death. Even the language of birth has
been masculinised ie. a Leboyer birth, Lamaze breathing, Simms
position, incompetent cervix etc.

Often the interests of the mother and baby are in conflict due
to the attitude of the medical profession. Most women's
potential for normal, healthy childbearing has been obscured by
medical and media preoccupation with the abnormal aspects of
labour and technological interference in the natural birth
process. Studies have shown that the hospital is not safer than
the home for low-risk births, and medical intervention with
associated restrictions on midwifery care and homebirths have
become widespread.

Elizabeth describes the renaissance of midwifery as an
encouraging sign. An increasing number of women are comming to
realize that they have a greater chance of a natural birth with
a midwife...particularly one with a deep trust in the process
of birth. Maternity care workers who lack sensitivity and are
out of touch, are often those who have unresolved traumatic
birth problems they need to deal with themselves.

She emphasises the importance of recognising that each person
has their own experience so it is not appropriate to teach
women how to breathe and what to do. More useful and
appropriate preparation is in encouraging women to feel
confident and trust their bodies and the birth process.

skt What people need to learn, they can't be taught ek

It is important to explore fears which are usually about loss
of control, pain and death. By developing confidence, these
fears can be overcome and replaced with flexibility, intuition
and the ability to surrender to the birth process. Long
difficult labours can be due to the fear of losing control and
performance anxiety. The pain of labour - the opening up - then
becomes an intense body-mind crisis as the mental "garbage"
causes physical resistance. She describes pain in childbirth as
just another expression of lack of attunement.
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Elizabeth sees her role in antenatal preparation as one of
facilitating her clients self exploration as teachin is
inappropriate. Her feeling is, that when we are really free we
just do it, and are not troubled by the need to control and
direct the course of the 1labour and birth. Courage and
confidence are things that can be built up, but there is a need
to recognise various physiological aspects about the process.

For example

- being upright improves the drive angle of the uterus
gravity-assisted body mechanics

- breathing patterns are unphysiological as this is trying to
1. control an involuntary process
2. lower awareness and increase effort and tension
3. cause blood gas disturbances -hypo.& hyperventilation

- use of vocalisation as long as not breath-holding

- relaxation is the key to awareness and energy

She opposes instructing mothers to use strong, prolonged
pushing combined with breath-holding during the second stage of
labour as this is more 1likely to cause fetal hypoxia and
acidosis than the actual length of time in second stage. She
would like to see the definition of second stage changed to
when the head is on the pelvic floor.

Labour 1like 1life is striking in its variability. It is a
journey into the unknown so it is important to cultivate a
sense of mystery that accomodates knowing oneself, developing
self-reliance, insights and resourcefulness. Childbirth classes
should be the map or menu. There is no right way of preparation
and the technique in teaching is not important. Preparation and
helping women connect with their babies can be achieved through
many forums such as visualisation, music/singing, meditation,
relaxation, massage, stretching/yoga, dreams, intuition, art
etc. Childbearing integrates a woman's mind and body in the
most intense way, forcing her to rethink the meaning of her
life, and to deal with the inevitable changes of lifestyle and
family roles. She may experience birth with heightened
awareness & pleasure, or with fear & unresolved conflicts.

It is essential to avoid interference so labour can unfold
uniquely and spontaneously. Birth is instinctive, so those
present can affirm a woman who feels she's losing control
simply by saying "That's it". Coaching is bad; labour support
should help the woman sustain her courage, affirm her feelings
and actions,and provide fluids and foods.

Keeping midwifery strong is essential as is the need to return
the power of childbirth to women. She feels concern at
midwifery being defined by what it isn't ie. can't do breech
births, multiples and other risk factors defined by the system.
There is nothing new about the way women give birth, only about
the way that those around them control the birth enviroment and
the experience.
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-BITS & PIECES:

The Ministry of Women's Affairs has recently updated its
list of women's groups and organisations throughout the
country. For a copy, contact Linda Oliver at the Ministry.
If you want to be on the mailing list for the Ministry's
free newsletter, contact - Ministry of Women's Affairs

PO Box 10-049, Wellington.

Unnecessary Cesarean Sections: A Rapidly Growing National

Epidemic published by Public Citizen Health Research Group
USA 1s an 80 page report which concludes that at least half
of the c-sections performed annually in the US are medically
unnecessary. The research group found no relation between
the type of patients a hospital admits and its c-section
rate. The 3 most significant contributing factors to the
nation-wide increase are -

1. the continued policy of automatic repeat c-sections

2. over-diagnosis & overuse of c=-section for dystocia

3. over-diagnosis of fetal distress

Maternal risk is particularly highlighted with the maternal

mortality rate at 60.72 per 100,000 for c-sections.

The American College of Obstetrics & Gynecologists (ACOG)

has released a new policy on electronic fetal monitoring,
recommending it not be used routinely on low risk women.

In 1984, the minimum expenditure on ultrasound examinations
alone in the UK amounted to some £5,000,000 per annum (AIMS)

There is cicumstantial evidence that the bonding of mothers
and babies is disrupted by early separation. There 1is a

higher incidence of battering among babies born prematurely
and separated from their mothers for as 1long as they need
intensive care. Even the short separation while the mother
recovers from the anaesthetic she is given if the baby has
to be delivered by caesarean section surgery, makes a
dramatic difference to the Iikelihood that the baby will
later suffer physical abuse. Abuse is 10 times more likely

for a baby born by caerarean section. (Jane London/Health)

The 1988 Parents Centre National Conference passed remits
supporting both the introduction of a 3 year Direct Entry
Midwifery Course to train midwives, plus the establishment
of a separate midwifery course for nursing graduates.

The 1988 annual Labour Party Conference passed a remit
calling for the training and retraining of midwives to be
given priority in health services to increase the birthing
options for women,




Research and'Ethics

Following in the wakc of the
Cartwright Inquiry, thc Health De-
partment has sct rescarchers a strin-

gent set of guidelines. The new stan-

dard procceds on the premise that'the

patients’ rights ar¢ to be paramount

and lays down rules for gaining ap- .
proval for rescarch projects, as well

as the requirement that written con-

scnt is required from all patients in-

volved in research. The performance

of the cthics commiltee at National

Womens’ Hospital was attacked on

the grounds that it demonstrated a -
lack of comprchension of the impor- |
tance of providing information to :
paticnts.

Patient rights also assume alargc role

in the policy of the Waikato Hospital

Board. The Planning Manager, Dr

Alan Sinclair, has bcen reported as

advocating a national consent form

which would apply to all services

offcred by the Hospital Board. He

suggested in addition that there was a

nced for consumer input and that this

perspectlive may well become once of

the most important aspects of hospi-

lal board: policy over the next few

ycars. He wenton, “for that reason we

need to get it right.”

It secms that the issuc has not only

arisen in New Zealand, although its

local manifcstation has taken a much

more specific form. SYNAPSE, the

Canadian joumal of biomedical cth-

ics, has also commecented on the diffi-

culty prescntcd by what actually

constitutes rescarch. Thisis ducto the!
fact that the traditional definition of’
rescarch as a scholarly activity dis--
tinct from tcaching, consultation and
other forms of professional practice

is not applicable to ficlds such as

biomedical cthics in which thcory

and practlice arc intimatcly linked.

The answer, it is said, lics in a mul-

tidisciplinary approach with a more

pragmatic and mundanc cmphasis on

aspects such as casual conversation
or formal or infoermal consultation.

The magazine cmphasiscs that what
is nceded is a network for communi-
cation among rescarchers to avoid

needless duplication and to “signal

important topics in danger of nc-

glect.”

MintAL HeaLi NEws = Drecimsir 1988
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It makes a difference
if it’s your decision

OH THIS ISN'T TO HELP THE BABY
-eee ITS TO HELP THE DOoCTOR'S

70255i9£f

The Association
For the Promotion of Pre-Conceptual Care.

aims to take steps to secure optimal health & nutritional
status in both prospective parents, prior to the conception of
the baby; and to instigate research aimed at the identification
and removal of potential health hazards to foetal development,
12.fge external enviroment in which the mother will carry the
child.

"Fores@ght" believes much can be done with nutrition and
education of the parents to reduce perinatal deaths and
cngenital deformities. The work of Dr Weston Price & Dr Frank
Pottenger proved conclusively thaf many disorders [formerly
tﬁougﬁt to be genetic, could be reproduced or eliminated at
will by dietary manipulation. They found that where people were
11v1ng_on natural, whole, unprocessed foods, the children were
born with no disadvantage. However the children of the first
generation to change to tinned & processed foods were prone to
tooth decay, dental arch & allergic syndromes. Later births

showed skeletal anomalies along with brain and central nervous
system damage.

xNutrition Against Disease" by Dr Roger Williams states

It all human mothers could be fed as expertly as prospective
animal mothers in the laboratory, spontaneous abortions
stillbirths and premature births would disappear; the birth of

deformed and mentally retarded babies 1d b i
oF the maceon y wou e largely a thing

This organisation offers a number of publications for sale
(further details available from pamphlets in our library).

The annual subscription is £5 - The Secretary, The 01d
Vicarage, Church Lane, Witley, Surrey, GU8 5PN, UK.

Thanks to Taya van Roon
for this contribution
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A Feminist Perspective in Midwifery
MAVIS KIRKHAM

(From Feminist.practice in women's health care. Ed.C.Webb)

The word midwife seems to me to mean in concrete terms exactly
what feminist means ideologically: with women. I want the women
I care for to have confidence and faith in their own bodies,
and really to "tunme in" to their selves and their children.
They need to take responsibility from the start for the great
responsibility of parenthood. Our society does not help women
to trust their bodies, so as feminist midwives we need to offer
a setting where women can learn a great deal and feel confident
to make choices, knowing that we will support them.

A midwife brings her technical skills to care for a mother and
her baby, but the essence of these skills is the very quiet art
of ensuring that the woman is safe and strong. Often the
important thing is not to act, but to be there to ensure that
the woman feels safe to do what she feels best. Perhaps the
difference between being the ring-master and being the safety
net is really the difference between doctors and midwives.

Woes of the hospital midwife

Midwifery 1s defined as care during and around normal birth.
The midwife is with the woman at crucial points in pregnancy
and throughout labour. She helps the woman to give birth and
she supports her later as she gains confidence and strength to
care for her baby and resume her life.

Midwifery has a long and proud but largely unwritten history,
although much was written to malign midwives by the rising male
doctors who saw them as a great threat (Donnison 1977). Today,
I feel that a crucial part of a feminist midwife's work is the
defence of normality in the face of male-dominated obstetrics
and its attendant technology and medical ideology.

Women still have a right to choose the place of birth of their
children, and if we lose that right many other choices in
childbirth will be lost too. Feminist midwives inevitably work
to maintain that right in reality, and to support women in
their choices. I find I do this mainly through women's groups
outside my actual job.

The vast majority of births in this country (UK) now take place
in hospital, and I work in a hospital. Hospitals are strongly
hierarchial institutions and in such a setting the place of
women, whether as staff or patients, is usually at the bottom.
The underlying values which 1led to the centralisation of
maternity care in hospitals largely dictate their structure,
and therefore give rise to the problems of women within that
structure. Hospitals exist to centralise medical expertise
(largely male) and equipment (expensive & largely male-
designed) for maximum efficiency, and women come (at whatever
cost% to the experts (often in order to be told to rest). The
woman is the consultant's '"patient'" and he controls the "care"
of "his" patient, although he may never see her. Such a
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hierarchy of institutional expertise limits the autonomy of its
workers as well as those it serves.

Midwives still cherish their description as practitioners in
their own right but as normal birth moved into hospital the
reality behind the definitions changed. Previously all
pregnancies were seen as normal until judged otherwise, a
judgement usually made initially by the midwife. The reverse is
now true, as all pregnancies now fall under medical management
and are "normal only in retrospect". By this logic, the midwife
as practitioner in her own right is defined out of existance.
The hospital midwife's work therefore becomes either obstetric
nursing or what medical staff define as provisionally normal
and are therefore prepared to delegate. Fortunately, 1in
practice, it also embraces the vast areas of work which doctors
either do not have the time for or do not see as important.
Doctors are expensive and in a hurry but pregnancy and labour
are long, as is the real work of the midwife.

Nursing and midwifery, too, have strongly hierarchical power
structures. The way the nurse or midwife feels her position
within this structure greatly affects those she cares for. As
Sheahan (1972) observed of American nursing, "If power
corrupts, so much more so does powerlessness. It corrupts by
changing our perceptions of ourselves....being too subordinate,
too alienated or too weak to effect change." Our training
within hospitals and our socialisation as women make it all too
easy to accept the constraints imposed upon us. Yet by our
example we teach the pregnant women to accept them too. We are
the ones who spend time with the women, and it is our actions
which teach patients to be patient and to accept the system. We
do not have to do this. We know it is not healthy.

We who are with women can listen to them and encourage them to
listen first to their own bodies and their babies. There is
immense scope to do what we believe to be healthy within the
National Health Service despite its structure and, ironically,
the present cuts give us more scope whilst giving us much more
work.,

We are there to care for these women and therefore we must work
to improve the system, but never in a way that will hurt the
women it serves. I feel that confrontation between midwives and
doctors usually falls into this potentially hurtful category. I
have often seen a confrontation between doctor and midwife
acted out, sometimes years later, on the body of a woman who
was not part of the original confrontation. This poses terrible
dilemmas, but together we must be able to find wiser ways of
moving towards real change. Through our own research and
teaching we can alter attitudes, and a wide range of political
channels are open to us as women and as midwives.

I believe that change will come through struggling at the level
of everyday life as a midwife.
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Setting up a
Donuno Sc

|

by Lilian Meccran, SRN, SCM, ADM,
Senior Midwaife, St. George's Hosptial,
London

A description of
how the scheme
was set up in a
London hospital.

he Domino (Domiciliary In and

Qut) Scheme enables women to be
delivered in hospital but go home as soon
as possible, usually between six and 24
hours after delivery. An important compo-
nent of the scheme is thiat women recieve
care from community midwives through-
out the antenatal. labour, delivery and
postnatal periods. This cnables the indi-
vidual needs of the mather 1o be met
through more personalised care. Ideally
each woman would have a single midwife
assigned 1o her and responsible for all her
care but in practice this is rarely achicv-
able and a tcam approach which facilitates
the development of relationships of trust
and understanding has been adopted.

Domino schemes were introduced in

the late 19600% at a time when there was an
increasing trend towards hospital confine-

ments. Up until 1960 approximately 60
per cent of women delivered at home but
this decreased dramatically following
recommendations supporting hospital
confinement in 1959. The justifications
for this recommendation were that the
risk of dzath 10 mother and infant was
lower in obstetric hospitals, and that the
advantage of hospital confinement is so
great that it should override any disadvan-
tages such as the distress it may cause (0
the mother or the physiological or
psychological morbidity which mothers
or babics may suffer as a result’.

In response to pressure from women
the Domino scheme was offered as a com-
promise between home and hospital con-
fincment, operating initially in general
practitioner units.

Hospital deliveries at St. George'’s Hos-
pital were approaching 3,500 per year in
1985 and in order to relieve pressure on
beds whilst providing a high standard of
maternity care a modified Domino
scheme for women resident in
Wandsworth was proposed.

The aims of the scheme were stated as
being:

1. to give mothers more personalised
care in which individual needs could
be identified and met,

. to provide continuity care,

. to give the midwife the opportunity
to use all her midwifery skills in car-
ing for thc woman antenatally, in
labour, during delivery, and postnat-
ally.

In addition it was anticipated that job
satisfaction for midwives would be en-
hanced.

Women who were to be considered as
being suitable for the Domino scheme
werc those in the lowest risk groups. It
was agreed that this could include
primiparous women.

Antenatal care would be provided in a
varicty of ways. Community midwives
could undertake shared care with the GP
cither at the surgery or more informally in
the client’s home. Care could also be
shared by the community midwife and
the hospital consultant either at a
peripheral clinic or again in the client’s
home. All mothers would attend the hos-
pital for booking and again at 34-36
weeks gestation.

(VR 8]

During labour and dclivery mothers
would be looked after by the community
midwife in St. George’s Hospital. Pro-
vided that the delivery was normal and
both mother and baby werc well they
could be transferred home to the care of
the community midwife within six to 12
hours of delivery.

A six-month pilot scheme was begun in
Qctober 1985. During this time commu-
nity midwives provided care for, and de-
livered, 45 women. Clients were recruited
mostly in one cf three ways: during book-
ing and history taking by the community
midwife in the client’s home; referral by
the consultants from the booking or
antenatal clinics; from peripheral
antenatal clinics which ave staffed only
by midwives.

During the pilot scheme a number of
problems arose. Staff in the maternity de-
partment were unsure how the scheme
worked and there was confusion between
the function of the peripheral clinics in
relation to the Domino scheme. Some
general practitioners thought that the
scheme would work on the same principle
as in a GP unit and that they would be
called to autend for labour and delivery. In
responsc, mectings were held with mid-
wives, hospital doctors and general prac-
titioners in which these and other prob-
lems were discussed and the scheme
clarified.

At an carly stage it was recognised that
it was not going to be possible to guaran-
tee that a particular midwife would be
present during a mother’s labour and de-
fivery. Instcad a team approach was intro-
duced whereby a tcam of six midwives
known to the mother prqvided care an-
tenatally, during labour and delivery, and
postnatally. Tea partics werc held once a
month in the community midwifery basc
to introduce mothers 1o midwives.

Following the six-month pilot period it
was agreed that the Domino Scheme
should continue and by the end of 1986,
120 mothers had been involved in the
scheme. Although the Community mid-
wives were continually assessing how the
scheme was progressing and how it could
be improved 1o meet the needs of the
mothers, it was felt that this was an ap-
propriatc time to undertake a more formal
evaluation. A sclf completion question-

Reproduced with permission from Midwife, Health Visitor and Community Nurse, vol 25, no 6, June 1988, pp 231-232.
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naire was compiled and sent out to all
mothers who had been delivered on the
Domino scheme in 1986. We were con-
cerned to find out the view of mothers as
we knew that some mothers had becn dis-
appointed to be attended by a community
midwife not known to them during deliv-
cry, and there had been instances when no
community midwife had been able to be
present. Were we being unrealistic in the
number of mothers we were booking on
to the scheme in relation to the number of
community midwives available?

The response to our evaluation survey
was gopd with 80 per cent of clients re-
turning completed questionnaires. We
were gratified to find that 88 per cent of
clients said that the scheme had met their
needs, with 97 per cent saying that they
would use the scheme again. This was in
spite of findings which suggested that we
had not been totally successful in achiev-
ing our original aims.

Sixty-seven per cent of mothers re-
corded that the majority of their antenatal
care had been provided by a community
midwife with just 50 per cent recording
that they had a birth plan. During labour
and delivery 64 per cent were attended by
a community midwife but for almost 50
per cent of these women it was not a mid-
wife they had met before. All those
mothers who knew the attending midwife
felt that this made a positive difference as
to how they coped with labour and to their
feclings throughout this very important
time.

Almost 40 per cent of mothers went
home within 12 hours of delivery with 70
per cent going home within 24 hours. Just
17 per cent remained in hospital for longer
than 48 hours. More than three-quarters
of mothers went home within the time
they requested. Some of the reasons given
for having to stay longer were instrumen-
tal deliveries, babies needing intensive
care or mothers choosing to remain in hos-
pital for a longer period.

Mothers emphasised the importance of
continuity of care espccially in the de-
livery and postnatal periods in enabling
them to cope better. Postnatal follow-up
care proved to be the area where most im-
provement is required if we are to achicve
this. Only 35 per cent of the mothers were.
visiled postnatally by a midwife they
knew whilst almost all felt that knowing
the midwife affected postnatal care.

In response to the findings of the evalu-
ation study there have been changes in

duty rotas and more staff have been allo-

cated to the community to cope with the
workload. We are confident that more
mothers are now being followed through
from antenatal to postnatal by midwives
whom they know. We are continuing to
recruit mothers to the Domino scheme
and rcquests to join the scheme continue
to increase.

We will continue to assess our perfor-
mance and look for arcas where we can do
better. One example of this is, at the pre-
sent time the community midwives are
informed when the mother arrives at the
hospital in labour. We are working to-
wards the community midwife being able
to assess the mother’s progress in labour
in her own home so that the time spent in
the labour ward can be reduced. This is
scen as being desirable by both mothers
and midwives.

Arecent study? showed that the clinical
skills and judgment of many midwives in
relation to the assessment of pregnancy
were not being used fully. As midwives
we are aware that the client’s expectations
in the performance of her care are increas-
ing. She wants to be informed, to have a
choice, and more than anything else wants
continuity of care throughout pregnancy,
labour and the postnatal period. However,
it has been demonstrated that the role of
the midwife is still not recognised among
our medical and nursing collcagues, as
well as the general public, so that many
midwives fecl frustrated with the frag-
mented pattern of maternity care which
they experience®.

We as midwives still have a long way to
g0 in order to mect fully the cxpectations
and demands of our clicnts. Judging from
the response of our clicnts the Domino
scheme appears to be one way in which
this could be achieved. With the con-
tinued commitment of the community
midwives to this concept of care there is
no reason why the Domino scheme should
not continue to enlarge and provide
appropriate individualised care for an
increasing number of women.
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Nurses’
training
fund gets
big boost

WELLINGTON. — The Govern-
ment will invest an additlonal $25
million in nurse training over the
next five years, Assoclate Educa-
tion Minister Phil Goff and Health
Minister David Caygill announced
yesterda]'.

The funding will provide 176
extra comprehensive nursing
course places from next year.
which will see 477 additional
nurses in training by 1991.

“The increase in places will al-
low New Zealanders to fill highly
trained nursing positions for
which, because o? sgor ages in re-
cent years, New Zealand has had tc
rely on importing nurses with the
necessary skills,” Mr Goff said in a
statement,

The new training positions will
be avallable at polytechnics from
February. There will be 64 new
Blaees available at Carrington

olytechnic, 32 at Waikato, 16 at
Parumnoana, 48 at Wellington and
16 at Christchurch.

Mr Caygill said the additional
training places would increase
aumbers to meet workforce re-
quirements forecast by the De-
partment of Health.

Government approval of the ex-
tra training places also signalled
the completion of the transfer.
begun in 1973, of the three-year
.ursing programme from hospita!
schools to polytechnics, the min-
'isters said,
® MR CAYGILL also announced
domicillary midwives would re-
ceive a 50 percent increase in fees
and other payment increases. -

He said the Government recog-
nised home births as a genuine ap-
tion for women.

Wellington Homebirth Associa-
tion spokeswoman Madeline Gooda
said the increases were extremely
impressive,

It would be a big improvement
for midwives who, under the old
pay regime, had to supervise 60
home births a year to obtain an
income of about $21,000.

The association had been cam-
paigning for at least six years for
improvements to midwives’
payment, she said. There were still
places in the country where ob-
stetricians opposed home births, sc
there was a ot of educating to be
done yet.

Mr Caygill said the fee for su-
pervising labour and delivery for =
six hour period would increase tc
$250.

Time beyond the six hours
would be paid at $37.50 an hour.

Mr Caygill has also agreed tc
support an additional number o:
antenatal and postnatal visits.

Up to six additonal visits wii:
qualify for funding at the currem
fee of $16 per visit.

Mr Caygill said the increase ir
fees would be backdated to the
start of August.

Domiciliary midwives are cnn.
tracted with the Health Depart
ment.
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MICHEL
ODENT

Bestselling author of

BIRTH REBORN

veesses.addressed an Auckland workshop Dec 10th on
CHILDBIRTH - A TURNING POINT

Odent is well known for his outspoken criticisms of modern
maternity care, questioning the need for much of the medical
intervention that takes place. His years at Pithiviers Hospital
in France where he initiated dramatic changes to the childbirth
enviroment showed clearly that the less interference there was
during labour, the less likely problems would develop with the
birth.

He emphasised the need to observe 3 very important rules

- Don't distub the mother in labour

- Don't disturb the first contact between mother & baby

- Don't disturb breastfeeding
Then there is the need to question the various childbirth
practices used. For instance, research (Lancet Dec'87) has
found that foetal electronic monitoring creates a worse outcome
with a higher c-section & forceps rate. However, the medical
profession is trained to answer some questions and avoid
others.

Cultural behaviour with nutrition and particular eating/food
traditions may actually have a biochemical basis that we should
consider and ask questions about. For instance, in certain
countries fish is not to be eaten in particular situations.
There are some fatty acids which influence the synthesis which
is involved in childbirth, and these fatty acids are found in
fish oils. A report (Lancet 1986) on childbirth in the Faroe
Islands (north of Scotland) showed a very low rate of pre-
maturity but a higher mortality rate. The main diet is fish and
the average baby is overdue and overweight with difficulty in
being born. As fish oil seems to postpone labour, this raises
lots of questions about the value of using fish oils to 37wks
to avoid prematurity, stopping in time to avoid postmaturity.

Enviromental factors also have a profound affect on labour and
research on mammals (US scientist Newton) to discover how to
make their labour longer and more difficult showed that the
following will achieve this:-

1. Put the labouring animal in an unfamiliar place.

2. Move the labouring animal from place to place.

3., Put in a transparent glass cage to be observed.
Undisturbed animals seek a dark private place and as humans are
mammals this is a fundamental need for them too. At Pithiviers
they endeavoured to make the hospital a familiar place by
involving women in an activity there - a singing group. Privacy
was achieved with a small birthing room. Many people have
overlooked the importance of the size of birthing rooms, and
most are too big.
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Darkness is important too as light is a strong and powerful
stimulant. The sense of sight is the most intellectual sense
whereas during childbirth the active part of the brain is the
primitive part. Inhibitions come from the optic side so there
is a need to reduce this type of stimulation which inhibits the
process of birth. Darkness gives more of a feeling of privacy
and being unobserved and is easy to introduce for birthing
women.

Human Enviroment is also significant and primitive women still
go bush 1solating themselves and protecting themselves from
men. Traditionally birth is definately only women's business.
The presence of the baby's father at the birth is a very new
phenomena that coincided with the increase in hopitalised
birth, reduction in family size, and the change in social
structure ie. midwives diminished role, less support from women
and more fragmented family life which leaves only the couple
plus the practical need of the fathers role in transporting the
woman to hospital. Odent stresses the need for more time to
consider and understand all the implications of men at birth -
there 1is no simple conclusion. In 1940 Gantly Dick Read
observed that men may transmit fear during labour and are
therefore a negative pressence.

Now it is the couple giving birth rather than the woman. If the
man is actively involved and in front coaching, labour will be
long and difficult. When the woman is ready to "go to another
planet" the man wants to maintain eye to eye contact. This is
very 1inhibiting and disruptive. He has seen women lock
themselves in the toilet to ensure privacy, and if he sees the
man preoccupying the woman, he suggests she go to the toilet.
The more involved the man, the longer the labour.
Women are best left alone
%* %* * %* %
New Insights Into The Physiology Of Labour:

Midwives of the greatest value are those who are able to take a
back™ seat role. Vaginal examinations are an intrusion of
privacy and an experienced midwife should not need a finger to
know what is happening.

The end of the first stage is characterised by the need to
grasp. The first stage Is a passive one so at the end of this
stage more adrenalin is secreted so more blood is going to the
muscles and changes are easy to observe. An ecstatic state
indicates a high level of endorphins so the hormonal state can
also be an indicator. Dilated pupils, a dry mouth and wanting a
glass of water is due to a high level of adrenalin which
signals the muscles are being prepared for pushing. The
behaviour and hormonal balance are far more significant than
the state of the cervix. The need to grasp is the real key.

Women need the best possible enviroment for the birth, but just
at the special moment following birth - someone wants to do
something....catch the mothers eye, congratulate, ring on the
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phone, give a medical check, talk 1loudly.....all while the
mother is trying to establish eye to eye contact with her baby.
Important not to disturb the mother at this time as she is
still on "another planet" and knows instinctively how best to
hold the baby for breastfeeding if left undisturbed at this
critical point. The baby needs her touch, so don't wrap it up,
and look out for the man who is interfering with "what about
me" messages.

3rd Stage - is the time to avoid detachment of the placenta
until tﬁe right time. Again, the need for privacy and darkness
helps the mother secrete oxytocin so the process happens
undisturbed. Women will spontaneously choose an upright
position that won't compress the vena cava (big blood vessel),
so important to not interfere with this too.

The Value of Water - can be very helpful for women who find the
hospital inhibiting to isolate themselves. Water has a lower
level of gravity and less stimulation, but is most effective
after mid-dilatation. Women find the contractions easier and
more efficient and are better able to relax in the water.
However many will leave the water when they feel the birth is
close and the move to a cooler place stimulates additional
adrenalin so the birth follows very soon after.

Birth Under Water - is a possibility and it is important to
accept this. Where there is a pool it will happen at some stage
although he is opposed to planning the course of labour. Water
is best for hard painful labour, not good for re-establishing
labour where the woman is best left by herself in the dark to
sleep. The first breathe is triggered by the first contact with
the air so just bring the baby gently to the surface. There is
no reason to panic and rush in with hands. The best rule to
remember is to keep hands in pockets. Water birth after rupture
of membranes 1is not a problem; there is greater risk of
infection from germs in the throats of Drs and from vaginal
examinations. He recommends the use of a transportable pool
with disposable plastic liners. The magic of water helps
express emotions and is a traditional feminine symbol.

Technology is a masculine symbol but we must learn to use it in
a more positive way. People with the technical knowledge don't
understand how to use it. The role of the 0&G should be only
when needed, and c-section should only be a rescue process for
babies in distress.

The Process of Labour is often diagnosed too soon which can
affect the whole course of the labour and birth. Be relaxed
about it and avoid vaginal examinations. The mother is unlikely
to need ecbolics or other substitutes if left alone. The
question to ask if there is a problem, is what in the
enviroment is making the mother unable to do this. Best to
forget the clock for length of labour and to consider the
physiological time and affect on mother and baby.
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Screening is more appropriate during the first stage when he
can observe the effect on the mother and baby. He never refuses
anyone for a homebirth for medical reasons.

Postmaturity - may need to recalculate due date as this doesn't
usually consider the woman's private life or her cycles. He
ddvises against interference unless signs of distress, and that
fetal distress related to pstmaturity is not as common as we
think. Daily amnioscopy can be done to check vernix and fluid,
but he suggests overdue women ring him when they count 10
kicks, and if they ring by noon everything is OK.

Cord Check is unnecessary as the baby will find some way to be
born - then unwrap the cord. If the woman is in a good position
and nobody gives her orders the perinium doesn't need support.

Advice is something he generally doesn't give as he has a
policy of non-interference. However he does encourage the man
not to disturb the woman and not to be too anxious to do
things. Men often have difficulty understanding this. Where the
culture is for women to isolate themselves birth is usually
easy and fast. For the occassional birth that is difficult the
young people stand around yelling and shouting. This triggers
the birth by the increase in adrenalin. (Re.Canadian Indians)

Vitamin K is not necessary to be administered to the normal
aby. There is no ratiomal reason why it would be deficient in
this precise vitamin. There is a correlation between vitamin K
and jaundice and he feels the medical profession have become
attached to practices such as this for no logical reason. There
are early signs anyway if a baby does require vitamin K.

Ultrasound scanning is something he doesn't use as he operates
on the basis of "what are you expecting of a test and will it
change your attitude?" (otherwise why use it). He acknowledges
it is a way of being curious but the data doesn't change
anything and we don't know if it is safe so wvhy risk it. We now
know that ultrasound interferes with metabolic pathways/enzymes
but the long term effects are unknown. It could be a way of
reducing life expectancy, or increasing the likelihood of
cancer etc....nobody knows and there are too many unanswered
questions. He won't use the scan until the year 2030 when he
considers he will be informed enough to make the decision. His
advice to Drs is to ask women what they eat. This provides far
more useful and important information than a scan.

Childbirth Education Classes - are the modern substitutes for
the traditional birthing education and wisdom passed down
generations of women. As well as the isolation of the nuclear
family, there are now knowledge gaps as the last generation
discouraged breastfeeding, picking up crying babies etc. which
can be replaced by classes. Pregnant and breastfeeding women
also have a strong need to be with other women yet so often
they are isolated at this time; but for the day of the birth
when they need privacy, "everyone" is there!
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Doctor
promotes
natural
hirths

BY ELIZABETH
MITCHELL

French home-birth ad-
vocate Michel Odent of-
fers obstetricians and
midwives unusual advice.

The former surgeon, in
New Zealand this week to
speak to health profes-
sionals, tells colleagues to
keep their hands in their
pockets during births, and
let the mother get on with
it.

In the 19708, annoyed
by the power technology
was having over pregnant
women, Dr Odent started
his oWwn clinic in
Pithiviers Hospital in
France. He now writes
books and travels the
world teaching how to
“give birth back™ to
mothers,

Hizs methods include
getting tid of the bright
lights and the surgical
feel of modern delivery
rooms, letting women
give birth where they
want, and keeping as far
as possible from the use
of forceps and Caesarean
births.

Dr Odent says even the
vocabulary of birth has to
change before attitudes
can.

“When someone asks
me if I've delivered that
baby I say ‘No, the moth-
er gave birth.”

“Obstetriclan comes
from the same word as
obstaclé. We have to
make sure we don't dis-
turb the first contact be-
tween mother and bahy.

All other mammals
give birth In the dark and
it is the natural place for
it,” Dr Odent say=.

The “primal room" at
the French hospital which
has s¢en 1000 women a
year give birth in a dark
environment has an ad-
joining room with a pool
for women who choose a
water birth, -

No research has been
done into whether bables
faré better under the
Odent method but he says
they will be ax well off as
their mothers. “You can't
separate mothers and ba-
bies. What's good for the
mother s good for both of
them.”

Dr Odent will hold
workshops In  Auckland,
Tauranga, Wellington,
Clitistchurch and Dunedin,
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