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ABSTRACT

The role of the midwife throughout the world is in a state of change. This is

particularly true of midwifery in the Western world as the profession strives to

maintain, or in some cases re-establish a primary role in the care of childbearing

women. In this study, the current state of midwifery in New South V/ales is

examined, utilizing a case-study methodology. The regulatory structure, education

and practice of midwives are described in detail. Issues related to the autonomy of

the profession are also explored through in-depth interviews with midwives.

The results of the study indicate that midwifery in New South Wales is in a

dynamic state as changes are occurring in the regulatory structure of the profession,

the education and practice of midwives. The autonomy of the profession is subject to

the influence of a number of complex factors including the relationship of midwives

with medicine and nursing, issues within the profession itself, the setting of practice

and frnally, midwives' relationship with women.

The findings of the study and their relevance to the development of midwifery

in Canada are also presented.
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1.0

CHAPTER ONE

Introduction

Midwives throughout the world have much to learn from each other, not only in

the areas of practice, education and research but in the way in which the profession

struggles to preserve and in some cases establish a role within complex and ever

changing societies. Many of the issues that face midwives are universal and are not

subject to being contained within national boundaries. This is particularly true of

midwives in the Western world who face similar challenges of preserving their unique

role to women in childbirth as well as maintaining a degree of professional autonomy in

keeping with their recognized scope of practice. These midwives function within health

care systems where physicians have established a dominant role in the care of women

during pregnancy and birth and where the management of childbirth has become

increasingly complex. These central issues remain relevant in 1993 whether they involve

midwifery in Australia, where the profession is recognized and fully integrated into the

health care system, or in Canada where midwifery is in the process of gaining legal

recognition. Therefore this study of midwifery in New South V/ales (NS\Ð, Australia

holds valuable insights that are applicable to the development of midwifery in Canada.
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1.i Background

At the present time, no national policy on midwifery exists in Canada. Progress

towards legalizing the profession is centred at the provincial level with provinces at

various stages in this process. Ontario was the first province to legalize midwifery in

December of 1992 and is scheduled to begin the first midwifery education program in

Canada in September of 1993. In 1991, the Quebec government authorized the practice

of midwifery within the context of eight pilot projects. In Septemb er 1992, the Alberta

government designated midwifery as a health care discipline and in May 1993 the

government of British Columbia announced its intention to Legalize midwifery and

incorporate the services of midwives into the existing health care system. Finally, in

Manitoba, two reports submitted to government support the legalization of midwifery in

principle while differing on specif,rc matters of education and regulation of the profession

(College of Physicians and Surgeons and Manitoba Association of Registered Nurses

Report 1991, MACSW Report 1988). The most recent report, that of the Working

Group on Midwifery in Manitoba, was submitted to the Minister of Health in Januarv

1993, but has yet to be released to the public.

Within Canada there are varying views on the mechanisms by which the

profession of midwifery should be controlled and regulated and how midwives should be

educated. Supporters of midwifery generally agree that midwives must work within the

health care system and with other health care professionals. They also generaliy agree

that the scope of practice should be suff,rciently wide to allow for midwives to function

in a variety of practice settings as well as rural, urban and isolated parts of Canada.
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Agreement is lacking on the degree of professional autonomy midwives shouid have, the

mechanisms by which midwives should be controlled and regulated, and the degree of

control they can exercise over their own practice.

The Ontario Task Force on Midwifery undertook an extensive review of

midwifery in the United Kingdom, Scandinavia and the United States and produced

valuable information on the education, regulation and scope of practice of midwives

(Task Force Report 1987). However, these countries have a different socio-demographic

profile when compared to Canada.

Australia is a country which has similarities with Canada in terms of it's history,

population composition and distribution. Like Canada, Australia was settled by immi-

grants from Northern Europe, primarily from Great Britain, but the population today is

comprised of a multi-ethnic mix plus the indigenous people. Australia also shares

similarities with Canada in terms of a comparable standard of living for its population,

but with significantly lower standards for its Aboriginal people. It has similar rates of

perinatal mortality and life expectancy for the general population but again with higher

rates of mortality and lower life expectancy evident among Aboriginal people. The

history and development of the professions of medicine and nursing are also comparable

between the two countries. Like Canada, differences in health service provision vary

across state boundaries. Australia and Canada also share similarities in the extent to

which technology is used in pregnancy and childbirth and in the general state of

obstetrical knowledge (Maternal and Perinatal care in NSW, 19gg). unlike canada.
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however, midwifery is legal in Australia and is integrated into the health care sysrem.

It is for these reasons that this study of midwifery in Australia has relevance to

the development of midwifery within a Canadian context. Where possible, the insights

derived from this study of midwifery in NSW will be related to the development of

midwifery in Canada.

L.2 Research design and objectives

The overall aim of this project was to conduct a study of midwifery in Australia.

Recognizing the limitations of conducting such a study on a national basis, one state,

NSW, was chosen as the study site for the research project.

The specific objectives of the study were as follows:

1) To undertake a study of midwifery in NSW by examining three aspects of the

profession; regulatory structure, education and practice.

2) To examine issues related to the autonomy of midwives from the viewpoint of

members of the profession.

A case study method was used to study the current state of midwifery in NSW.

This method used a variety of data sources including historical records, related

documents, interviews, site visits. In-depth interviews with midwives were used to

examine issues related to the autonomy of midwives in NSW. The study was conducted

from June to December L991.



1.3 Thesis outline

This thesis will be orguized into nine chapters. Following this introductory

chapter, Chapter Two will provide a review of the literature and will outline the

conceptual framework used for the study. Chapter Three will describe how the study

was designed and carried out. Chapter Four will provide a general overview of the

history and organization of the Australian health care system. It will include details

regarding health ca¡e funding, issues related to the delivery of health care services, the

development of health care policy and facts regarding the health status of the population.

Major features of the Australian and Canadian health care systems will also be compared

and contrasted. In Chapter Five, the history of midwifery in Australia will be described

and the current issues facing the profession from a national perspective will be

highlighted. Chapter Six will provide a description of the case study site, NSW.

Midwifery in NSW will be described in depth in Chapter Seven. This chapter will

include an historical and contemporary perspective on the education and regulation of

midwives, a detailed description of midwifery practice in NSV/, and will highlight the

current challenges which face the profession. Issues related to professional autonomy,

from the viewpoint of midwives in NSV/, will be presented in Chapter Eight. This

chapter will discuss the results of in-depth interviews with midwives in NSW concerning

this issue. The concluding chapter of the thesis will provide a summary of the f,rndings

of the study and will relate them to the development of midwifery in Canada.
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2.0

CHAPTER TV/O

Conceptual framework and literature review

The erosion in the role of the midwife is a common theme in international studies

of midwifery (Oakley and Houd 1990). While the specihc features that charactenze the

changing role of the midwife will vary from country to country, mmy issues are common

to all. This chapter will provide a review of the literature related to the changing role

of the midwife and will draw from the literature issues relevant to autonomy of the

midwife-a central theme of this thesis. A conceptual framework for the analysis of

professional autonomy will also be presented, providing a model for the analysis of the

data obtained in this study of midwiferv in NSW.

2.I Sociological perspectives on health professions

Several theoretical concepts are useful in the analysis of health occupations. They

include professionalization, proletarianization, medicalization and medical dominance.

The concept of professionalization is used to refer to the process by which an

occupation comes to attain particular attributes and becomes self regulating (Coburn

1988). The ultimate goal of professionalization is the attainment of professional status

and autonomy. The defining characteristics or attributes of a profession may range from

an emphasis on the possession of unique knowledge and an orientation to service to a

more detailed list of criteria. According to Benoit (1991) most sociological dehnitions

define a profession as having most or all the following:
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A specialized body of knowledge.

A process of formal training to acquire this knowledge and skills.

A commitment to public service.

An ethical base for practice.

Power to accredit new members and exclude others without formal credentials.

Relative autonomy from administrators, clients and other occupational groups.

An association membership for the pu{pose of establishing control over their

specialty.

The concept of professionalization has been used in the analysis of health

occupations such as nursing. In an analysis of Canadian nursing, Coburn (1938) argues

that the content and nature of nursing has changed from its early goals of altruism,

service and dedication to the care of the sick to a contempomry emphasis on grearer

credentialling, higher education and the development of nursing theory and research. All

such activities charactenze the struggle of nursing to free itself from the control of both

physicians and the bureaucratic institutions (hospitals) in which most are employed.

At the same time, Coburn (ibid) suggests that nursing is undergoing a process of

proletarianization. Central to this process are the def,rning features of moving from self-

employment to wage labour, the organization of wage labour into large bureaucratic

institutions, ild finally, the subdivision of and deskilling of formally skilled work

through a process of fragmentation and separation of the mental and manual components

of the work. Nursing, he suggests, has moved from self-employment to employment by
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others, and is now subject to managerial control in large complex health care institutions.

Finally, the work of nurses has also increasingly become fragmented and routinized.

Nurses are reacting to this process by increasing alienation, militancy and unionization

but at the same time, some within the profession are increasing efforts toward

professionalization.

Those who have applied the concept of professionalization to the study of

midwifery have suggested that midwifery has not achieved full professional status but

rather is a semi-professional engaged in the process of professionalization (Benoit IggI,

Rothman 1984, V/illis 1989). This is largely due to midwives' inability to secure relative

autonomy in their professional practice and in some jurisdictions, achieve self regulation.

Others maintain that Western midwives in fact have lost professional status, and have

become deprofessionalizeÀ,. This is largely due to the medicalization of childbirth by

physicians who dominate most aspects of childbirth, including the work of both midwives

and obstetrical nurses (Benoit 1991). In drawing the analogy between midwives and

other present day service workers Benoit (ibid) suggests that midwives no longer possess

the kind of professional freedom their forerunners enjoyed in solo practice, but are

instead clinging to an ever dwindling mandate in the care of chitdbea¡ing women. Like

nurses, the work of midwives has also become increasingly fragmented and routinized.

In order for midwives to perform their work effectively, "they are becoming more and

more dependant on complex reproductive technology, and are accountable more to

medical professionals and bureaucratic institutions than to the women in their care"

(tbid:2Z).
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The concepts of medicalization and medical dominance are frequently applied to

the analysis of health care occupations. Medicaliz¿tion is used to refer to a process

whereby many aspects of tife have come to be defîned in medical terms and are now

defined as medical problems. As the domain of medicine has enlarged, a wider range

of human experiences such as old age, anxiety, addiction, and childbirth have come to

be defined and treated according to the medical model (Willis 1939). Conrad and

Schneider (1990) suggest that the process of medicaliz¿tion occurs on three levels; first,

conceptually when medical vocabulary is used to define a problem. Secondly, at the

institutional level where medical personnel (usuatly physicians) define and supervise

treatment, and are the gate-keepers to systems for treatment. Third and fînally, at an

interactional level at which physicians treat patients' difficulties as medical problems.

Many authors suggest that the transformation of childbirth from a normal life experience

to a medical event, combined with the control of physicians over all aspects of maternity

care and the complex hiera¡chical nature of modern maternity institutions, is evidence

of the pervasive meÅícalization of the birth process particularly in the Vy'estern world

(Oakley 1984, Romalis 1981, Rothman 1984). The knowledge of childbirth has become

a specialized subject analogous to other pathological processes within the domain of

medicine, and medicine now has the power to control both the parameters of normal

pregnancy and the criteria for measuring successful childbirth. The consequences of this

medicalization of birth have been profound for both childbearing women and midwives.

The midwife has been displaced from her central role in the care of women in childbirth

and women have been prevented from active participation in the most essentially female
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function, human reproduction (Rich 1975, Oakley 1980). A further consequence for

midwives is that the process of medicalizing birth has created a model in which the

services provided by physicians have come to be expected and desired by women

contributing to the further erosion in the role of the midwife.

Finally, the concept of medical dominance is closely tied to the process of

medicalization and has been used to illustrate concepts such as subordination, autonomy

and control as they relate to the division of labour in health care. Medical dominance

as defined by Friedson (1970) refers primarily to the relationship of the medical

profession to most other health care occupations in the division of labour. Medicine, he

argued, has assumed a dominant position in the occupational hierarchy of health care in

which other occupations are obliged to work under the supervision of physicians and take

orders from them. He adds:

With it's exclusive license to practice medicine, prescribe controlled drugs,
admit patients to hospitals and perform other critical gate-keeping
functions, the medical profession is portrayed as having a monopoly over
the provision of health care services (ibid:35)

The central feature of medical dominance is the power or autonomy of the medical

profession to control the content of their work (and by implication the work of others)

which according to Friedson is the defining characteristic of what it means to be a

profession. V/hile many of the other attributes of a profession are important such as

possessing a unique body of knowledge and theory, an ethical basis for practice and

commitment to the public service, the key to becoming a profession is having control

over one's work and placement in an organized division of labour. In the division of
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iabour in health care, it is medicine that has such professional autonomy and all he¿lth

occupations including midwives are therefore subo¡dinate "semi-professions".

Can the concept of professional autonomy be adequately explained as simply

having control over one's work or is it a more complex concept involving control of both

the content of work and other aspects of an occupation's structure. The concept of

professional autonomy will be examined in. more detail in the following section of this

chapter and will be developed as a conceptual framework for this study of midwiferv.

2.2 Professional autonomy: a conceptual model

Some have suggested that as a profession, medicine is declining in power and

dominance, and is becoming de-professionalized (Coburn and Kaufert 1988). Others

have argued that although in decline, medicine has maintained it's dominant position in

the overall division of labour in health care. Friedson's concept of medical dominance

in the division of labour in health care still holds true despite increasing involvement of

government in the funding and allocation of health care resources. Critics of Friedson,s

work such as Coburn (1988) have maintained that the concept of professional autonomy

which is so central to his analysis of medical dominance, is unclear and poorly developed

conceptually.

Coburn maintains that professional autonomy, or controlling one's work, is a

complex concept involving two main aspects. The first, occupational control, involves

first recognition as a distinct and separate profession which ultimately becomes self-

regulating. The second feature of professional autonomy involves control over the labour
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process or simply stated, having control over one's work. Control over the labour

process also involves power and authority at two levels. The first involves control over

the bounda¡ies of the job or the breadth of decision making. The second level involves

control within that sphere, whether or not that sphere is controlled by others.

Professional autonomy then can be viewed as a more complex concept involving both

occupational control and control over the labour process. Seen in this way an occupation

could have control over its regulatory structure and yet the scope of practice and actual

work of that group is subject to the control of others.

In an analysis of Canadian nursing, Coburn (1988) maintains that at one time the

nursing organizations were controlled by physicians resulting in the subordination of

nurses. These organizations later became autonomous when they became controlled

entirely by nurses. Therefore, f,rrst through occupational recognition, and later by

gaining the power over it's regulatory structure, nursing achieved occupational autonomy.

However, the actual work of nurses has been and still is controlled by physicians, and

by health ca¡e administrators. While nurses may have control over how their work is

carried out, the overall aims of nursing work remain under control of medicine. As

Coburn concludes, this control by others has been resisted by nursing. "The gaining of

occupational control and autonomy has now been supplemented by various strategies all

aimed at greater independence by nurses and control over the day-to-day tasks both in

the hospital and (they hope) outside in the community as primary care workers" (ibid:

4s3).
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Professional autonomy can also be viewed as a dynamic concept with variable

degrees of autonomy particularly at the level of the labour process. It is at this level that

the influence of a number of variables will determine how much control an occupation

will exercise over its work in any particular setting. These other influences include inter-

professional relationships, forces within the profession, the process by which the

knowledge and tools of the profession are acquired, the relationship of the profession to

the consumers of it's ca¡e and finally, the features of the work setting itself. Attempts

by an occupation to increase its degree of autonomy will involve efforts and the

resolution of issues at both the level of occupational autonomy and at the labour process

level. This process will also entail efforts to mediate the effect of the additional

influencing va¡iables as described above.

The following diagram illustrates the key elements of Coburn's approach. It

provides a conceptual model of professional autonomy which will form the basis for the

analysis of the data obtained in this study of midwifery in NSW.
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The remainder of this chapter will provide a review of the literature relevant to

the changing role of the midwife and will focus on the variables which influence the

autonomy of midwives both at the level of occupational control and at the labour process

level.

Literature review

The concept of professional autonomy is implied in the widely accepted definition

of the midwife (International Confederation of Midwives, International Federation of

Gynaecologists and obstetricians, world Health organization, 1972).

A midwife is a person having been regularry admitted to a midwifery
education program duly recognized, ín the country in which it is located has
successfully completed the prescribed course of studies in midwifery and
has acquired the qualihcations to be registered and/or legally licensed to
practise midwifery.

They must be able to give the necessary supervision ) caÍe and advice to women
during pregnancy, labour and post partum period, to conduct deliveries on her
own responsibility and to care for the newborn and the infant. This care includes
preventative measures, the detection of abnormal conditions in the mother and
child, the procurement of medical assistance and the execution of emergency
measures in the absence of medical help. They have an important task in health
counselling and education, not only for their patients, but also within the family
and the community. This work should involve antenatal education and preparation
for parenthood and extends to certain areas of gynaecology, family planning and
child care. They may practise in hospitals, clinics, health units,domiciliary condi-
tions or in anv other service.

This definition suggests that the midwives knowledge of pregnancy and birth

enable her to care for women "on her own responsibility". The midwives claim to a

scope of practice are legitimized by a possession of knowledge and expertise in the care

of women during pregnancy. This knowledge of childbirth is based not only on an
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understanding of the physiological basis of pregnancy, but on the specific knowledge and

unique understanding of a particular woman and her pregnancy. The skills of the

midwife are primarily of a non-technical "hands-on" nature and include skilled support

of women to achieve birth without intervention. This knowledge and skill are integrated

into a model of birth which emphasizes a holistic view of pregnancy and birth and where

birth is seen as a normal life event not an illness or disease state (Lichtman 1988). This

approach to childbitth also acknowledges the importance of emotional, psychological, and

cultural influences on birth and is charactenzed by an emphasis on counselling and

support.

In contrast, the medical model of birth tends to view birth more as an illness or

a potentially abnormal activity (Oakley 1980). Physicians therefore, are primarily

concerned with the application of scientific knowledge to assure the physical wellbeing

of the mother and child with a resultant emphasis on physiologicat and abnormal aspects

of pregnancy (Walker 1976).

The predominance of the medical model and the medicaliz¿tion of birth has

consequences both for the claim by midwives to a unique scope of practice and to the

knowledge and skill which midwives bring to their practice. Some authors suggest that

the power to define normalcy in childbirth has come to be determined by medicine

(Annandale 1989, Rothman 1984). The resulting tendency to view birth as abnormal and

only normal in retrospect has caused some midwives to observe "where all was normal

until shown to be otherwise, the reverse now appears to be true" (Walker 1976). As a

result, the midwife f,rnds her opportunities to act "on her own responsibility" and function
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in an autonomous role limited as the number of births classifred as normal dwindles.

This change in the fundamental manner in which the process of birth is conceptu alized

ie. potentially abnormal vs. normal has resulted in a change in how birth is managed and

a divergence of skills between midwives and physicians.

Some authors have observed that the distinction between the management of

normal and abnormal pregnancy has increasingly become blurred (Robinson 1989, Tew

1990). The care of women experiencing normal pregnancy now may include a number

of routine diagnostic and preventative measures, some of which can only be performed

by physicians. As new techniques to gain more information about pregnancy become

routine, the involvement of physicians in normal pregnancy becomes essential since they

control the means to obtain this necessary knowledge.

As the management of childbirth becomes more scientific and technological, the

midwife is also forced to rely more heavily on increasingly complex technology in order

to do her job. Some have suggested that in order to maintain a role, midwives have in

fact been forced to re-skill themselves in new techniques which in many cases invoive

complex technology (Broome 1984, Lewthwaite and Robinson 1989). In some cases,

mastering the technology has taken precedence over the use of non technical methods of

assessment which are the traditional skills of midwifery (Garcia 1985). As these non-

technical skills fall into disuse they erode, resulting in a loss of confidence in the

midwives ability to use them. This "deskilling" of the midwife is also accelerated by the

high value placed on technical and scientific skill at the expense of non-technical and

traditional skills (Barclay 1985).
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Several authors @enoit 199L, McDonnell 1991, Robinson 1989, Willis 1989) have

noted the significance that this deskilling of midwives has on the reproduction of

knowledge. As the opportunities to use midwifery knowledge and skill diminish,

practitioners lose confidence in their expertise and are less able to pass their knowledge

on to new recruits to the profession. As experienced midwives become lost from the

work force it becomes more and more difficult for students to learn from skilled experts.

Thus the skill and knowledge which enable midwives to claim a right to autonomous

practice are in danger of being lost.

The fundamental role that the educational process plays in the development of both

the knowledge and skill of an occupation is highlighted by many authors. However, as

McDonnell (1991) observes, many teachers of midwifery are no longer practitioners.

Allowing the teachers of midwifery access to continued clinical practice has been

suggested as one way of ensuring that they are able to remain clinically competent and

are able to pass their skills to students (McDonnell 1991, Varney Burst 1990). In

addition, McDonnell (ibid) suggests that in order to learn the skills that form the basis

for independent decision making and autonomous practice, midwives must be allowed the

flexibility to learn midwifery in a variety of settings other than the hospital. Most

importantly, they must be allowed to learn midwifery in settings where the midwife is

able to function independently. Some suggest that hospital based training for midwives

not only diminishes a student's opportunity to gain expertise in normal midwifery, but

the predominance of the medical model of childbirth also strengthens their orientation
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towards viewing pregnancy as a disease and increases their dependence on technology

(Benoit 1991, Robinson 1989).

In a study which compared three major styles of midwifery education-traditional

apprenticeship, vocational schooling and university based-Benoit (1991) found that only

in a vocational setting were students able to learn the art and science of midwifery and

become competent committed practitioners. She describes the cottage hospital, the

clinical setting for vocational schooling, as a "relatively autonomous space" where the

midwife is able to create, transmit and apply her knowledge. Rothman (1990) concludes

from a study of nurse midwives who changed their practice from hospital to home that

changing the setting of practice required them to reinte¡pret much of their knowledge

about childbirth which previously had been defined within a medical context. In many

cases' they had to relearn the basic skills of midwifery which provided them a foundation

from which independent care of childbearing women could be based.

Finally, a trend away from requiring education in nursing as a prerequisite for

midwifery is occurring in the English speaking world, as midwives critically examine

barriers to regaining professional autonomy. Many argue that nursing, with its history

of subservience to medicine, does not prepare practitioners to function in a primary care

role and therefore is inappropriate as the basis for midwifery education (D'Elmaine 1991,

Ontario Report 1987, Willis 1989). As well, they maintain that prior training as a nurse

only strengths the view of pregnancy as an illness. An increasing tendency by midwives

to see themselves as a separate occupation from nursing has resulted in some fundamental

changes in the education of midwives in some jurisdictions. In the United Kingdom, the
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number of direct entry programs has dramatically increased since 1985 as English

midwives increasingly support the view that midwifery knowledge and skill are distinct

and separate from nursing (Field 1990). In the United States, where the majority of

practising midwives ¿lre nurse midwives, this trend may only be beginning. The

American College of Nurse-Midwives has recently reaffirmed it position of preserving

nursing as a prerequisite to midwifery (American College of Nurse-Midwives position

Statement, 1991) but is open to dialogue about the future feasibility of developing

multiple routes of entry to midwifery education (schlatter 1991).

The relationship between midwives and other health care professionals is another

factor which must be considered when analyzing issues related to the autonomy of

midwives. In the majority of jurisdictions where midwives have the legat right to

practise, their control over the day to day work is subject to the influence of the medical

profession. Both the boundaries of the midwives's job and the actual work of midwives

are subject to this influence.

While the roles of the midwife and the obstetrician appear to be complementary

with the midwife being responsible for the care of women experiencing normal pregnancy

and the obstetrician with abnormality in pregnancy, the reality of midwifery practice is

not consistent with this ideal division of labour. As Robinson (1989:165) observes:

The history of the midwife in Britain has been one of a gradual change in
role from an independent practitioner providing comprehensive care
throughout pregnancy and birth, to that of being a member of a team of
health professionals in which the midwife is only to be involved in onlv
one part of this care.
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In a British study of the division of responsibility between midwives and other

health professionals, Robinson (1983) examined the role of the midwife throughout

pregnancy. In antenatal care, she found that although midwives were still involved in

performing many of the tasks associated with antenatal care, the overall responsibility for

antenatal assessment had been taken over by physicians. As well, she found that while

the majority of deliveries in the UK were still conducted by midwives, their right to

determine the pattern of care was diminishing as the involvement of physicians increased.

In addition, she noted the introduction of policies for the management of labour further

contributed to restricting the freedom of midwives to exercise their own judgement in the

management of labour and delivery. These policies which set the boundaries for decision

making by midwives, were generally fo¡mulated by medical staff. This process did not

always include provision for prior consultation with senior midwives.

In a review of studies on the midwives's role in developed countries, Barclay

(1985) also concluded that the midwives' autonomy was diminishing as a consequence

of medical involvement in an increasing proportion of normal cases. A survey conducted

by the WHO on perinatal services in the European region also found that the role of

midwives was being diminished due to a number of factors which included the increasing

involvement of obstetricians in the routine care of normal pregnancies, the replacement

of midwives by nurses, and the movement of midwifery practice into hospital (WHO

1985).

Several authors (Walker 1976, Thompson 1990, Robinson 1989, Ryan 1991) have

suggested that some confusion appears to exist between midwives and their medical
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colleagues about the role and responsibilities of the midwife. V/alker (1976) concluded

from a study of midwives' and obstetricians' perceptions of the midwife's role that

whereas midwives appeared to view their role as separate but complementary to that of

the obstetrician, obstetricians saw midwives more as nurses who assisted them but who

had more decision-making responsibility than a normal nurse. Obstetricians were more

tikely to see care in no¡mal childbirth as an area where they had responsibility overall

but which could be delegated to the midwife but also taken back at will. According to

\Malker (1976), in cases where conflict occurred between midwives and obstetricians,

midwives were more likely to sur¡ender their right to decision making and appeared to

work harder at resolving conflict than their medical colleagues.

In a ¡ecent survey of midwives in Australia, the need for role clarification between

midwives and obstetricians was identified (Ryan 199I). Improved understanding and

respect for the contribution each makes to the care of childbearing women was suggested

as a way to enhance the working relationship between the two professions. The author

concludes from the results, that there is evidence of tension in the relationship between

midwives and obstetricians, and this is most evident in larger maternity care units (ibid).

Graham (1991) in a U.S. study, examined the conflict that occurred between

midwives and physicians when a nurse-midwifery program was added to a physician only

service. In a structural analysis of physician-midwife interaction she describes the

conflict that occurred as a result of each profession holding differing views on the role

of the midwife, lines of authority and expected mechanisms for interprofessional

collaboration. Her analysis suggested that midwives interpreted their role as separate
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but equal to that of physicians. In contrast, physicians interpreted the relationship as

hierarchical with physicians having ultimate authority over midwives. Graham suggesrs

that in order for conflict and role ambiguity to be minimised, it is important for both

groups to share the same view of their structural relationship, and to agree upon the

extent and mechanism for collaboration. She concludes that where no formally

recognized structure exists, the framework for interaction rests on patterns established

in different settings. In some cases these patterns result in physicians exercising

authority unilaterally in response to midwives increasing autonomy within their work

setting (Breece 1989).

Finally, in a case study of obstetrics in the United States, Annandale (1989)

concluded that the increasing popularity of midwives has contributed to the erosion of

physician's monopoly of childbirth. From her study she concludes that the reaction of

the medical profession has been to attempt to exercise greater control over the social

organization of the worþlace and the work of midwives. Their response to the

increasing autonomy of midwives has been to impose more rigid def,rnitions of normal

birth and introduce strict protocols for the management of labour.

For some midwives the relationship with nurses compounds their struggle to

achieve professional autonomy. Willis (1989) has suggested that the subordination of

midwives in Australia was effectively achieved by their inco¡poration into nursing, an

occupation which was structurally located in a position of subordination to medicine.

Many suggest that nursing, because of its historical relationship of subservience to

medicine has never been able to successfully claim a role as a primary care giver (Witlis
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1989, Sullivan and Weitz 1938). Being seen as a speciaity of nursing then is problematic

for midwives as they seek to reclaim their professional autonomy. As previously

discussed in this chapter, many suggest that midwifery knowledge and skill are quite

distinct and separate from nursing and so the basis of midwifery education in nursing is

considered to be inappropriate. As well, some argue that in order to further their

professional goals, midwives must also achieve occupational autonomy and secure the

right to control the regulatory structure which governs the practice of midwives

@othman 1984).

The degree of control that midwives have over their practice is also influenced by

the setting in which they work. While the definition of the midwife acknowledges her

right to practise in a variety of settings, in the United Kingdom, United States and

Australia, the most common place of practice is the hospital. Robinson (1989) notes that

the degree of independent decision making available to midwives will vary from country

to country and from unit to unit within countries but of all the sites the hospital provides

the most challenge to autonomous midwifery practice.

In Britain, several authors have noted that the decline in the autonomy of

midwives has paralleled the move of birth from home to hospital (Kitzinger 1988, Oakley

and Houd 1990, Robinson 1989, Tew 1990). While initiatly this involved more births

taking place in smaller general practitioner units where the midwife continued to play a

central role, Tew (1990) notes that a policy of centralization of maternity care

predominated in the 1970's resulting in care being controlled in large units under the care

of consultant obstetricians. Under such a system, continuity of care by a midwife was



25

anddifficult to accommodate, resulting in fragmentation in the role of the midwife

specialization in only one part of the care of women in childbirth.

As well, the concentration of maternity care in hospital further increased the

medicalization of childbirth contributing to greater erosion of midwives autonomy (Fietd

1990, Robinson 1989, Tew 1990). In response to this Tew observes:

Midwives found practical compensation for the erosion of their
independence and responsibility. To set against the loss of the job
satisfaction of providing total continuous midwifery care is the attraction
of predictable hours of work in hospital, albeit with the impaired
satisfaction of providing fragmented care (ibid:15).

Only in the few remaining general practitioner units, separate from consultant

units, where midwives able to retain a degree of autonomy (Robinson 1983, Green,

Kitzinger & Ceuphano 1986, Tew 1990). This is consistent with the findings from a

study of midwives in Newfoundland and I^abrador in which Benoit (1991) found that only

in the small cottage hospitals were midwives able achieve professional autonomy, free

from community and "medical-bureaucratic" control. In her study, she concluded that

the size of the work site, the complexity of the division of labour and the level of

technology proved critical in the degree to which midwives retained control over their

work.

Several authors have noted that one of the reasons why the role of the midwife

was diminished historically was due to a lack of organization on the part of the

profession (Arney 1982, Barrington i985, De Vries 1989, Donnison 1977, Willis 1989).

In the case of Australia, the United States and Canada, this may have been due to the

separation of midwives geographically but contemporary writers suggest a lack of unity
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among present day midwives may be a contributing factor to disunity (DeVries 1989).

This lack of solidarity has resulted in midwives being unable to protect their interests

against domination by more powerful occupational groups such as medicine and nursing,

therefore hampering a coordinated effort at achieving professional autonomy. Discord

within the profession may be on the basis of fundamental issues such as education and

the setting of practice.

In the United States the majority of midwives have prior education in nursing, and

midwifery is generally seen as an advanced specialty of nursing. However, a

comparatively smaller group of non-nurse, or lay midwives also practise in the United

States. These midwives have received training in midwifery through a variety of means

including apprenticeship with practising midwives, self-study and through non academic

midwifery courses. Conflict between the two groups of midwives is evident as each

proclaims to practise "real" midwifery (DeVries 1936). L^ay midwives are critical of

nurse-midwives because they feel nursing education strengthens the midwives' orientation

to the medical model of childbirth and places them in a position of subordination to

physicians (ibid, Sullivan and Weitz 1988). Nurse-midwives'criticisms of lay midwives

include that they are uneducated, unsafe and confribute to the prevailing view of

midwives as marginal healers (McCool 1989, Sullivan and Weitz 1988). Conflict among

midwives may also arise from the setting of midwifery practice-some maintain that

legitimate or real midwifery practice is only possible in the home setting and midwives

who practise in an institutional setting are more like obstetrical nurses than midwives

(Varney Burst 1989).
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In some jurisdictions, this conflict has led to the creation of separate organizations

of midwives each claiming to represent the legitimate interests of midwives. In Austra-

lia, midwives are represented both by the Australian College of Midwives Inc. (ACMI)

as well the Australian Society of Independent Midwives (ASIM). Membership in ACMI

is only open to registered midwives however, membership in ASIM is available both to

registered midwives and the small group of lay midwives who practise in Australia. In

Britain two organizations, the Royal College of Midwives and the Association of Radical

Midwives represent midwives. Both groups represent registered midwives, but

differences are apparent in the philosophy and objectives of each (Field 1990). In the

United States, nurse-midwives are represented by the American College of Nurse-

Midwives and lay midwives by the Midwifery Alliance of North America. Many authors

(DeVries 1986, McDonnell 1991, Rothman 1984, Varney Burst 1989) maintain that this

conflict within the profession itself is counteqproductive, divisive and a major barrier to

midwives achieving their professional goals.

Others suggest that midwives' strength lies in the ability of the profession to return

to the basic purpose of midwifery and "be with women" (Barclay 1989, Oakley 1989).

The recent success of midwives in Ontario and British Columbia in attaining the legal

right to practise can in part be attributed to two groups of midwives, from nursing and

non-nursing backgrounds, uniting toward a common goal of achieving occupational

recognition (Ontario Report 1987, Relyea 1992). Flint (1989) suggests that midwives as

a group must "heal from within" in order to protect their role and effectively care for

women.
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The importance of gender has been noted by many authors who have studied

midwifery from both historical and contemporary perspectives (Arney 1982, Barclay

1985, Benoit I9g1, De Vries 1986, Donnison 1977, Michaelson 1989, Rothman Ig84,

Willis 1989). Many suggest that while the process by which midwives have been

dominated, particularly by "medical men" vary from country to country gender is a

common factor. In short, it has been suggested that as a predominantly female

occupation, midwifery has declined as a result of the overall domination of women by

men in a patriarchal society. While many view gender as contributing to the demise of

the midwife, others consider that the key to regaining autonomy is for midwives to once

again align themselves with women who are increasingly looking for alternatives in

childbirth (Newby 1990, Oakley 1989). Gender, has emerged as a important issue for

midwives and serves as a basis for identif,rcation with the female client rather than the

male physician. However, as several authors have noted, this process of realigning

midwives with women must involve a re-education of all women about the role of the

midwife and the value of midwifery care.

Some maintain that midwives, in their struggle to regain autonomy and

professional status, have become aligned too closely with medicine @arclay 1985,

Pettingil 1990, Sullivan and v/eitz 198S). Petingil (1990) suggesrs rhat this is nor unlike

other subordinated groups who internaJize the norms and values of the oppressor group

because they feel it will lead to power. The result of this alignment with medicine, the

dominant group, is that midwives have become alienated from women, the very group

they claim to serve (Barclay 1985, Rothman 1984). Barclay (1985) suggests that
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midwives' alignment with medicine has been a "strategic success" for medicine since it

needs midwives to accept "vicarious prestige" from this relationship in order (for

medicine) to maintain a position of dominance.

The emerging political power of women and visibility of women's health issues

are considered to be trends that midwives must recognize and take action on (Newby

1991). Pettingil (1990) suggests that power for any occupational group will accrue

through the development of a professional identity as individuals provide caring services.

Power will be forthcoming from the users of the service as they perceive that their needs

are being met and a demand for services is generated (ibid). Finally, recent evidence

from an international perspective suggests that when midwives combine forces with

women, changes in the provision of maternity care and an increase in the autonomy for

midwives is both a realistic and achievable goal (House of Commons Report lgg},

Relyea 1992).

2.4 Summary

This chapter has provided a ¡eview of the literature related to the changing role

of midwives and presented a conceptual model that will be used in this study of

midwifery in NSW.

A review of the literature suggests that the changing role and occupational

autonomy of midwives has been influenced by a number of complex and inter-related

processes. These include; the rise in dominance and influence of medicine over

childbirth leading to the medicalization of the birth process and a change in the overall
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management of childbirth. These historical processes facilitated a divergence of skill

between midwives and medicine with greater value being placed on medical skill (the

application of scientif,rc principles) than those of midwives which are primarily of a non-

technical nature. The change in the setting of birth, from home to hospital also

accelerated the erosion in the role of the midwife in many jurisdictions. Although

midwives and physicians continue to work with each other throughout the world, the

relationship between the two is often characterized by conflict. Efforts by midwives to

increase their occupational autonomy has often been met with resistance by organized,

medicine.

A re-emergence of a desire by women to have less intervention and decreased

medical involvement in the birth process has stimulated greater pubtic recognition of the

midwives' role in enhancing normal birth. It has also prompted midwifery to re-examine

its occupational identity, its commitment to women and its close relationship with other

occupational groups, particularly nursing. Conflict among midwives is also evident as

debates concerning the goals and issues facing midwifery emerge.

A model for conceptualizing professional autonomy was also presented in this

chapter. Within this model, autonomy is viewed as a concept which includes both

occupational control and control over the labour process or the actual work of any

occupational group. Autonomy at both levels is subject to a variety of influences which

include the process by which an occupation learns the skills it utilizes in practice, the

setting of practice, inter and intra-professional issues, and the relationship of an



occupation with consumers of its care.

in this study of midwifery in NSW.

3T

The next chapter will outline the methods utilized
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CHAPTER THREE

3.0 Research methodology

The principle objectives of this project were to conduct a study of the profession

of midwifery in New South Wales (NS!Ð, Australia and to explore issues related to the

autonomy of midwives in NSV/ from the viewpoint of members of the profession. These

research objectives guided the process of selecting an appropriate research strategy.

After reviewing the variety of research methods that were available, a case study

approach was selected as the preferred strategy over survey or experimental methods due

to the nature of the research question and in light of the unique features of a case study

design.

As Yin (1989) suggests, case studies are the preferred strategies when "how" or

"why" questions are being posed and when the investigator has little control over the

events being studied. In addition, case study design is also an appropriate method to use

when the study involves a contemporary phenomena in a real life context (ibid, Marshall

and Rossman 1985). Yin (1989) also suggests that one strength of a case study strategy

is that the data can come from a variety of sources including documents, archival

records, interviews, direct observation, participant observation, and physical artifacts.

These features of a case study design were particularly appropriate to meet the f,rrst

research objective, that of describing the current status of midwifery in NSW. This

objective required a descrþtive approach, drawing on information collected from a

variety of sources. In this way, the process of examining a broad range of historical,
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attitudinal, and observational issues relevant to the current state of midwifery in NSW

could be facilitated. This drawing together of variety of perspectives on a common point

of interest is another strength of a case study approach (Marshall and Rossman 1989).

The second resea¡ch objective which related to the autonomy of midwives in

NSW, required a more focused approach. In addition to drawing on information about

the autonomy of midwives from the above sources, key informant interviews were

conducted. This drawing together of evidence from a variety of sources or triangulation

(Yin 1989), formed the basis from which a further and more in-depth exploration of

issues related to the autonomy from the viewpoint of midwives could be undertaken. In

this way, the case study method facilitated the integration of both research objectives,

and identif,red links between the history and current state of midwifery in NSW, ild
issues related to the autonomy of the profession.

3.1 Study site

NSW, the study site for this project is similar to Canada in many of the

characteristics which make Australia a useful model in which to study midwifery. These

include population composition and distribution, health status of the population, the

general organization and funding of health services and f,rnatly, issues related to the

provision of health care services to a variety of locations, including rural and remote

areas. Unlike Canada however, NSW also has a long and rich history of midwifery
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dating back to the arrival of the first settlers to Australia. A detailed description of NSW

will be provided in chapter six of this thesis.

3.2 Research design

The study was designed in two parts. The first involved the collection of data

which formed the basis of the case study and which described the infrastructure and

foundation of midwifery in NSW. The primary sources of data were archival material,

documents, interviews, site visits and non-participant observations at meetings. In the

second part of the study, which focused on issues related to the autonomv of the

midwife, interviews with selected key informants were the main data source.

The research was canied out in Sydney, NSW between July 1991 and December

1991.

3.3 Access issues

The initial period in the research process involved familiarizing myself with the

history of midwifery in NSÏV as well as gaining an understanding of the cur¡ent context

of midwifery practice. It also involved developing an awareness of who the leaders of

the profession were, and identifying those midwives who would become key informants

in the study.

Initial contact was made with the Executive of the New South Wales Midwives

Association (NSWMA). They were provided with a copy of the research proposal and

a preliminary meeting was held with them to further explain the objectives of the
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research and to answer any questions regarding the project. At the time of our initiai

meeting I also requested permission to attend the monthly meetings of the Executive of

the Association in an observational capacity. A letter explaining the objectives of my

research was included in the September issue of the Association newsletter.

3.4 Data collection

3.4.1 Documents/archival records

Documents and material were collected on the following general topics:

The history of midwifery in Australia and in NSW.

The organization of he¿lth care in Australia and in NSW, including maternity

services.

3) Reviews of maternity services and policy documents related to women's health.

4) National policy statements, standards of practice and the code of ethics for

midwives.

This material provided the general background in which to set the case study of

midwifery.

A more detailed and focused collection of data was required for NSW.

Information was collected in three main areas: education, regulation and practice and

included:

t) Regulatory Structure: Copies of the most recent Nurses Act which contained the

specific clauses pertaining to the practice of midwifery; other pieces of legislation

relating to midwifery.
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2) Education: Guidelines for midwifery education and core competencies (See

Appendix 1). Lists of all midwifery schools in NSW and samples of the curricula

from a variety of hospital based programs as well as those which were being

developed in university departments were collected.

3) Practice: Standards of practice and scope of practice documents, policies

regarding visiting rights and accreditation of visiting midwives, general guidelines

and policy documents related to the provision of maternity services.

A list of these resources are included in the bibliography.

Other relevant documentation gathered resulted from a review of alt midwifery

and nursing journals, conference proceedings and newsletters from the state and national

midwifery associations for the past several years.

3.4.2 Site visits

Site visits were usually conducted in conjunction with interviews with midwives.

They included observational visits to birth centres, teaching and community hospitais,

suburban hospitals, private offi.ces of independent midwives, and early childhood centres

and f,tnally, schools of midwifery. In some cases several visits were made to the same

institution to observe the context of different areas of midwifery practice; for example

labour ward, birth centre and midwifery clinics. Notes were kept on the circumstances

of each site visit and included information on changes in the role of the midwife in the

particular setting, as well as other relevant details.
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3.4.3 Observational settings

I attended all the monthly meetings of the Executive of the NSWMA, the

Executive meeting of the Australian College of Midwives Inc. held in Sydney, the Joint

Birth Consultative Meeting in Sydney and the annual state conference of the NSWMA

in Dubbo.

3.5 Selection of key informants

Informants were selected on the basis of their knowledge and expertise in

midwifery and represented three main areas of the profession: education, administration

and practice. The initial list of potential informants included the Executive of the

NSWMA and faculty members of midwifery schools. Additional informants were added

to the list during the course of the research process as the names of those active in the

profession, whether as educators, researchers, policy makers or practitioners became

known. Informants were also asked to identify other midwives who they felt would be

appropriate key informants. In this way midwives themselves were used to expand the

list of possible informants. Given the diverse nature of midwifery practice in NSW,

every effort was made to select midwives from as many practice areas as possible and

to include those who were working in rural and remote areas of the state. In total thirtv-

eight in-depth interviews were conducted.
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3.5.1 The interview process

All potential informants were contacted and informed of the objectives of the

research and their verbal consent to participate was obtained. The interviews generally

took place in the informants place of work, and in some cases they occurred in

conjunction with a site visit. In cases where it was not possible to conduct the interview

in person, such as those with midwives who were working in rural and remote areas, the

interview was conducted by telephone. Those informants who were interviewed in

person were asked to sign a consent (see Appendix 2) and all verbally gave permission

to having the interview tape recorded. The level of cooperation from midwives in the

study was high, all those who were approached to be interviewed agreed to participate.

3.5.2 Interview format

The initial portion of the interview consisted of seeking the informants assistance

with clarification of details or issues which had already been identified in the course of

the research. Informants were also asked to briefly describe their history as midwives.

The remainder of the interview focused on the autonomy of the midwife. Open-ended

questions were used to illicit their view on the present level of autonomy of midwives

in NSW and in their place of practice if appropriate. They were also asked to identify

factors which influenced this degree of autonomy and to identify the major barriers to

midwives preserving or extending their level of autonomy. A flexible structure for the

interviews facilitated the addition of questions and allowed for more in-depth exploration

of some issues. An example of the interview format is provided in Appendix 3.
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Most of the interviews were one to one and one-half hours in length and in a few

cases, cerüain informants were interviewed a second time if one hour proved to be

insufficient. Some informants were contacted by telephone following the interview if

further clarifrcation of details or issues was required. Additional field notes were also

kept on each interview.

In total, 38 in-depth interviews were conducted and the informants were selected

from the following areas:

Education:

Heads of schools

I-ecturers/Clinical Teachers

Practice:

Hospital Based

Birthing Centre

Independent Practice

Administration:

Senior Public Health Officials

Directors: Area/City Health Authorities

Hospital Administration

Nurses Registration Board

TOTAL

a
J

6

10

5

5

,)

a
J

1

1

38
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3.6 Data analysis

The primary data sources for the project consisted of existing documents,

interviews with key informants and notes based on observations from the field. The

process of first organizing and then analyzing each data source required a different

approach.

3.6.1 Documents/archival records

Photo copies were taken of all relevant documents and records. The organization

and sorting of the information occurred according to the framework outlined in Appendix

4. Under each broad subject heading were additional subheadings which identif,red issues

or related topics which required supporting data. Documents were reviewed, sorted and

organized according to the main subject and related sub-headings. A system of cross

referencing was also required in cases where one item of information proved to be

relevant to more than one subject area.

3.6.2 Field notes

Field notes were also reviewed and categonzed in the same manner according to

subject heading and incorporated into the file. This supplemented the material already

obtained from other sources. In addition, relevant details contained in the transcripts of

the interviews were also added to the subject file. As a result each subject and sub-topic

area often had data from all three sources.
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3.6.3 Key informant interviews

The first step in the organization and analysis of the interviews was the

transcription of the audio tapes to computer files. After extracting any relevant details

which were related to general topic areas (ie. historical details, other details regarding

regulation, education, and practice), the content of the interview transcript was reviewed

in-depth. The main objective of this content review was to identify common themes and

categories of information contained in the interviews. From this analysis, five major

areas of information emerged. All contained a characteristic message or theme which

related to the central concept under study, that of the autonomy of the midwife.

Linkages between the themes were identifîed, creating a converging pattern of relevance

around the central concept of professional autonomy.

For example, many midwives spoke of the importance that the loss of the total

spectrum of midwifery skills had on the ability of midwives to function in a primary care

role. Thus, one component of autonomy ie. the boundaries of the job or scope of

practice was influenced by the degree to which midwives felt they had lost skills they felt

were essential to meeting the requirements of the job. This theme of "Lost Skills,'

contained several related issues including: the relationship of fragmentation in the role

of the midwife to the loss of skill and professional confidence, the displacement of

"hands on" skills by those involving the use of technology and finally, the weakening of

professional boundaries due to the loss of midwiferv skills in certain areâs.
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The overall framework interpreting the themes was provided by the conceptual

framework used for the project which was theoreticalty informed by a review of the

literature.

Ethical con siderations

A consent form for the interviews was developed (Appendix 2). All informants

who agreed to be interviewed were asked to sign this consent. All complied with this

request and in those cases where the interview took place by telephone, the consent was

read and the informants verbal acceptance obtained. Informants were additionally

informed that they would not be named in the report and other identifying information

such as place of employment would be altered.

3.8 Limitations and sources of bias

One limitation of the project was that I was not able to travel to all areas of the

state including the remote regions to undertake site visits and personally interview

midwives working in these areas. In most cases, these interviews were conducted by

telephone which limited my ability to establish a relationship with the informant and

could have inhibited a more spontaneous expression of thoughts and ideas. A greater

understanding of the issues, and indeed the questions to be asked, could have been

facilitated if the context in which the midwife works could have been seen. Having a

mental picture of this context would have added to the richness of the descriptions of the

diversity of practice.
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One potential limit¿tion of the study relates to the generalizability of the research

findings. In designing the project I was aware that questions about external validity or

generalizability are central criticisms of qualitative data (Marshatl and Rossman 1989).

Two strategies were used to strengthen the studies generalizability. The first was

triangulation in which information from a number of different sources was brought to

bear on a single point, that of the changing role and autonomy of the midwife. For

example, as issues emerged from a review of documents or archival material they were

included in the interview format for key informants. Here they could be further clarified

and developed more thoroughly.

The second strategy involved the use of a relatively large number of key

informants. In recognition of the complexity and diverseness of midwifery practice in

NSW, informants were selected from all segments of the profession, thereby enhancing

the representativeness of the views expressed. Informants themselves were also used to

identify other key individuals within the profession who could provide the view of

midwives whose area of expertise was similar to their own. Both strategies strengthened

the generalinbility of the project.

In summary, utilizing a case study design, this research project sought to study

midwifery in NSW. The project involved an examination of three main components of

the profession: regulatory structure, education and practice. Issues related to the

professional autonomy of midwives from the viewpoint of midwives in NSW was an

additional research objective the project sought to examine through the use of in-depth

interviews with midwives.



44

The following chapter will provide the context for this study of midwifery in NSW

by describing the history and current organization of the health care system in Australia.
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CHAPTER FOUR

4.0 The Australian health care system: an overview

Midwifery in Australia is integrated within a health care system whose unique

history and current features form the larger context for contemporary midwifery practice.

This chapter will provide an overview of the history and main features of that health

care system and is based on more extensive works by Dewdney (1989), Davis and

George (1988), Palmer and Short (1989). The chapter will begin with a brief discussion

of the similarities and dissimilarities between Australian and Canadian health care

systems. The organization of perinatal services and the manner in which midwifery is

integrated into the Australian health care system will be described in detail in Chapter

Six and Seven of this thesis.

4.L Background

Aboriginal Australians had for centuries used an elaborate system of plant

remedies and ceremonial activities to combat illness and promote heatth. The first

organized health service was introduced to Australia with the inception of the NSW

colony in 1788 (Dewdney 1989). The role of government in the provision of health

services at this stage of Australian history was significant. It held the total responsibility

for the provision of heaith services for convicts and the military who formed the majority

of the first settlers to Australia. By the end of the 19th century the delivery of health

care had evolved into a combination of public and private provision which was similar
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to the mixed system which prevailed in England at the time. Within this system, the

government had the primary responsibility for essential environmenúal services such as

water supply and waste disposal, as well as the regulation of some health related matters

such as food standards and working conditions. Government shared the responsibility

for the provision of basic hospital care for the ill with private charities and religious

organizations. Privatepractitioners of medicine, dentistry, and midwifery, among others,

provided services to those who could afford to pay either directty or through insurance

schemes such as those provided by the Friendly Societies and hospital contributory

schemes (ibid).

In 1901, when Federation occurred, the new Commonwealth government assumed

only one specific a¡ea of control in health care, that of quarantine. Over the next 40

years the Commonwealth government remained relatively inactive in the area of he¿lth

with the exception of providing a health service for ex-military service personnel. The

state governments retained much of the legislative and regulatory power regarding health

and the health care professions with some responsibilities being delegated to local

government authorities. The actual provision of heatth care services remained much the

same as in the pre-confederation era.

The current health care system in Australia has evolved into a structure where the

sponsorship of health care is divided between the public and the private sector with

varying levels of support and control. It can best be described as a two tiered system

where government provides a basic universal health service in the form of Medicare and

a public hospital system. In addition, those who are able, may purchase further health
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care insurance in order to receive additional services and benefits beyond the basic

medical and hospital services. The features of this system will be described in the

remainder of this chapter.

4.2 Power and responsibilities in health care

4.2.1, The role of government

Public responsibility for the funding and delivery of health care services in

Australia is shared among the Commonwealth, st¿te and local governments. These three

levels of government share power in three main areas; funding, the provision of services

and the regulation of health services and health personnel.

4.2.1,.1 Health ca¡e funding

The Commonwealth government has the primary responsibility for the funding

of health care services in Australia. Since 1942 it has held the income tax powers, and

therefore collects the bulk of the revenue which finances the health care system. Funding

for health care is provided both directly and indirectly. Direct funding is provided for

hospital, medical, and pharmaceutical benefits in each state. These funds are made

available in accordance with the terms of Medicare Agreements which are negotiated

between the Commonwealth and State governments on a regular basis. The Common-

wealth government also subsidizes specific heålth related activities of non-governmental

agencies such as those of the Red Cross blood collection service and health research

funded by the National Heålth and Medical Resea¡ch Council. State governments finance
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heaith care from revenue obtained through the Medica¡e Agreements and other Common-

wealth health grants which may be made for specif,rc pulposes (e.g. alternate birthing

services funding). These funds are supplemented from state revenues in order to provide

hospital, community and other services for the population in each state.

I-ocal governments provide limited heatth care services which are funded by both

the State and Commonwealth governments. The role of local government in the

provision of health care is primarily related to the delivery of public health services such

as immunization and the regulation and monitoring in areas related to public health, such

as water quality, sewage disposal and food standards.

4.2.1.2 The provision of health care services

The state governments hold far greater powers of legislation related to matters of

health when compared to the Commonwealth government. The responsibitity for the

development and delivery of health care services lies with each state government. One

consequence of this division of power has been that no two states have developed their

health care systems in the same manner leading to differences in how services are

organized and delivered in each state. The development and quality of some health

services varies from state to state and the degree to which there is community

involvement in the development of health care policy also differs across state boundaries

(Dewdney 1989).



49

4.2.1.3 Regulation of health services and health care providers

The regulation of health services and heatth care personnel is also a state

responsibility in Australia. State legislation controls both public and private hospitals,

nursing homes and matters related to the public such as occupationat health, and food,

drug and safety standards.

The registration and regulation of the heâlth professions including medical

practitioners, dentists, pharmacists, nurses, midwives, and chiropractors is also a state

responsibility. Although the criteria for registration generally altow for portability of

professional qualifications among the states, differences in the regulation of health

professionals may result in variation in the practice of these practitioners in each state.

4.3 The role of the private sector

The private or non government sector of the Australian health care system can be

divided into two components. The first operates according to business principles,

seeking to earn a profit from the sale of health related goods and services. This

component includes private hospitals and nursing homes, the pharmaceutical industry and

the private practice of health professionals. Although this component operates in the

private sector, income for goods and services rendered in part comes from government

sources. As Dewdney (1989) suggests, this reliance by the private sector on government

funding, ensures a measure of compliance with the policy intentions of the government.
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The second private sector component in the heatth care system is made up of

agencies and organizations which do not aim to produce a profit for their investors.

Included here are private hospitals and nursing homes run by religious and benevolent

bodies and volunteer agencies who provide education, support services and research into

health related matters. These non-profit agencies also may derive some or all of their

funding from government either as payment for services provided or by way of grants

for approved activities.

Health care costs

The cost of maintaining the health care system in Australia was 20 billion dollars

for the year 1985-86 which represented 83% of the Gross Domestic Product (Australian

Institute of Health: Information Bulletin 1983). Revenue for heatth care is derived from

three main sources, a Medicare levy of 1.4% on all taxable income, Commonwealth

general revenues, state taxes and private sector sources. Since 1980, the cost of health

care in Australia has been redistributed from the private to the public sector with the

Commonwealth and State governments now providing approximately 75% of the funding

for health care (Davis and George 1988). This can partially be explained by rhe

introduction of Medicare in 1984, as well as an increase in the number of Australians

who are eligible for additional subsidies because of unemployment, sickness and

supporting parent beneficiary status (ibid). The difference in the amount collected from

the Medicare levy and the cost of funding the universal health service is made up from

general government revenue sources.
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4.4.I Pattern of expenditures

Institutional services including hospitat and nursing homes make up the majority

of expenditures on health care in the public sector. The next highest category of

expenditures is non institutional services such as salaries. A small proportion of health

care expenditures are spent on health promotion and research. The following table

illustrates health expenditures in Australia for 1985-86.

Health Expenditure, Australia, 1,985-86

Services or Goods Supplied Percentage of Recurrent
Expenditure, 1985-86

Institutíonal Care: Total

Public hospitals

Private Hospitals

Mental health institutions

Nursing homes

Other (ambulance services etc.)

Non-ínstitutional care: Total

Medical services

Dental services

Other professional services

Community health services

Pharmaceuticals

Medical appliances

Other non-institutional

Other health related activíties: Total

Health promotion and illness prevention

Research

Administration

$s4.3

$40.1

$5.6

$34.4

5.7

3.9

8.6

1.7

$18.1

5.4

3.4

2.8

8.4

1.7

0.4

0.9
1/1l.T

3.3

Total rc}%

SOURCE: Australian Institute of Health: Information Bulletin. Health Care
Expenditures
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A great deal of expenditures on health remain in the private sector such as dental

and self-medication expenses. Here the "user pays" principle prevaiis and private health

insurance may provide some coverage.

Like many other Western countries, the control of health care costs are a major

concern for all levels of government in Australia. The reason for the growing cost of

providing health care services are complex and involve issues which relate to the

concentration of health care dollars in expensive acute care services, the role of service

providers in determining patterns of treatment and the patterns of utilization among

consumers of health care services (Sax 1989; Davis and George 1988). As Davis and

George (ibid) note, the medical profession has a great deal of autonomy in influencing

the pattern of expenditures in health care by its freedom to determine treatment and

diagnostic practices. In addition, consumers have come to expect a cerüain standard of

treatment which involves the extensive use of medical specialists and a range of

diagnostic technology. Other sources of excess health care costs include over-servicing

by service providers and inappropriate use by the public (ibid). Concern over rising

health care costs has resulted in some restructuring of the health care system in many

states and a general trend towa¡d the rationalization of health care services.

4.4.2 Health insurance: public

The move to provide universal health care by government began in Australia in

1939 with a l¿bour government platform which included a commitment to provide a

range of prescription medicines to the population free of charge. This move was opposed
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by the medical profession who interpreted it as the beginning of the nationalization of

medicine in Australia @ewdney 1989). The ensuing conflict between the government

and the medical profession culminated in a constitutional amendment in 1946 which

allowed the Commonwealth government to extend it's powers to include the provision

of pharmaceutical, sickness and hospital benef,rts as well as medical and dental services.

Also included in the amendment was a condition which disatlowed any form of civil

conscription which was allegedty added to safeguard the interests of the medical pro-

fession (ibid). The effect of this condition is that physicians cannor be forced by the

Commonwealth government into providing particular services or accepting salary rather

than fee for service payments. The right to extra bill for services is also maintained.

While this amendment was significant in that it extended the constitutional power of the

Commonwealth government into matters of health, it also secured the rights of private

medical practice. The result has been that the dominance of the medical profession

within the health care system has been maintained and the pubtic control of the health

care system has been signifrcantly constrained (Davis and George 1988, Willis 1989).

A National Health Act was proclaimed in 1953 and enabled government to provide

medical and hospital insurance benefits to the entire population of Australia. The manner

in which these government sponsored benefits have been made available varied in the 30

years following and are currently provided by Medicare, the national medical insurance

system which includes the public hospital system, which was introduced in 1984. Under

the Medicare system, medical, hospital and allied health services are provided universally

to all citizens. Medicare was created by a l-abour government in accordance with basic
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ideological principles which included "fairness in that contribution to costs are made in

accordance with the ability to pay: affordability, in that costs to the individual are

subsidized, and simplicity in that complex procedure for determining eligibility are

eliminated and standard benefits can be easily understood by the public" (Sax 1989: 111).

This system has been successful in providing a health service in keeping with these

founding principles but it is not without limitations. These include: not having the

physician of choice for hospital services, waiting lists for some elective surgeries, limited

choice in the level of hospital accommodation and finally, only essential health care

services are covered under the Medicare scheme. Under Medicare, citizens are allowed

to choose their physician for medical services outside hospital. They have the choice of

physicians whose policy is to "Bulk Bill" or one who does not. The policy of "Bulk

Billing" means that the physician will submit a bilt for 85 % of the Medicare schedule fee

directly to government, and the patient will not pay directiy for the medical services

provided. Those physicians who do not "Bulk Bill" will charge the patient directly for

the full schedule fee, and the patient will be reimbursed for 85 To of that schedule fee.

Under Medicare, patients are not allowed to have their physician of choice in

hospital and those who attend outpatient hospital clinics, such as for antenatal care, often

experience long waiting times for appointments and a lack of continuity in medical care.

There are also long waiting times for some diagnostic procedures and elective surgery

within the publicly funded health service. As well, not all services provided by health

professionals in private practice are covered by Medicare, including those of

physiotherapists, chiropractors, naturopaths and midwives. Some services provided by
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these practitioners may be partly covered by private heatth insurance funds. In order ûc

overcome some of the limitations and inconveniences of the services provided by

Medicare, some Australians chose to purchase private heatth insurance which covers

them in part for services beyond those of Medicare.

4.4.3 Health insurance: private

In 1990, 52% of Australians were covered by some form of private health

insurance (Australian Bureau of Statistics 1990). Private medical insurance provides

some of the features which Medicare does not, mainly choice of physician in hospital,

prompt treatment for elective surgery, preferred accommodation in public hospitals and

finally, coverage for extras which may include services provided by non medical

practitioners such as dentists, physiotherapists, psychologists, and naturopaths. Most

private insurance companies do not cover the services provided by midwives who work

outside the publicly funded system.

The cost of private medical insurance will vary according to the type of service

provided. Coverage ranges from basic to top hospital cover which includes

accommodation and services in hospitals and other ancillary services. In general, private

medical insurance will pay a portion of the difference between the Medicare fee and the

full amount charged by the physician or institution and will provide the patient with a

choice of bed accommodation in both public and private hospitals. Many choose private

insurance coverage to ensure prompt treatment for elective and non-emergency surgery

if they or their family should require it. However, since private medical institutions and
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the medical profession retain the right to set fees, even those with top private insurance

cover may still pay if they choose hospitals and physicians who set rates higher than

those covered by private insurance companies. According to a health insurance survey

conducted by the Australian Bureau of Statistics (1990), the most frequently reported

reasons for having private health insurance were security/peace of mind (40%) and

choice of doctor (37%).

4.5 Hospital services

Australia has a mixed system of public and private hospitals. Hospitals are

designated as such according to legislation in each state. The primary difference between

the two classifications is that public hospitals receive the majority of their funding from

the state or territorial government and are open to anyone who is in need of the in-patient

or outpatient services it provides. In contrast, private hospitals do not receive any

government subsidies and have strict admission policies, excluding the public at large.

Hospitals run by benevolent or religious organizations on a non-profit basis but who have

a restrictive admission policy are designated as private institutions.

The majority of public hospitals provide general medical and surgical services and

in most cases provide obstetric, gynaecological and paediatric ca¡e. The range of

services increases in the system from basic services offered by smalt rural hospitals to

a wider range in district, base and suburban hospitals with 200 to 300 beds. I-arge

teaching hospitals in urban areâs may have 400 or more beds and offe¡ a wide range of
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specialist treatment and diagnostic services. A few hospitals specialise in one form of

care, for example maternity and gynaecotogical care, or paediatrics.

In general, private hospitals offer a more limited range of medical and surgical

services but offer prompt admission for the diagnostic procedures and elective surgeries

they provide. All emergency and long term intensive care services for both paediatric

and adults are available only in the public hospital system.

The division of labour in health care

An overview of the division of labour in the Australian health care system shows

differentiation on the basis of skill, status, power and gender (Davis and George 1988).

At the top of the hierarchy is the medicat profession who enjoy a high social status in

Australia and who are a powerful and highly paid professional group (Wiilis 1989). The

ratio of physicians to the population is one of the lowest in Western countries. This ratio

differs from state to state and from urban to rural areas (Davis and George 1988). In

general, physicians tend to be concentrated in urban areas and the problem of recruitment

and retention of medical practitioners in rural areas is ongoing. The profession is

segmented into specialist and generalist practitioners and into public and private income

sources. While the majority of the medical profession are paid on a fee for service basis,

there is a growing trend for specialists to combine income sources and become salaried

full time members of staff in public hospitals and as such are granted limited rights of

private practice in that institution. As a result there is a mix of public and privately

insured patients in some public hospitals. Physicians are the main professional group
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who are allowed provider numbers which enables them to be paid on a fee for service

basis by the Medicare system. They also have the freedom to set their own fees and

their interests are well represented by their professional association, the Australian

Medical Association (AMA). The AMA has developed its own fee schedule and some

physicians bill in accordance with these rates which are higher than those of the Medicare

schedule (Nelson 1993).

Of the 300,000 people employed in health occupations in Australia, over half that

number are nurses. Despite their large numbers they occupy a lower position in the

health care hierarchy. The majority of nurses are salaried and are employed in hospitals,

community and occupational health settings. Their salaries are comparable to those

earned by nurses in similar North American health care settings. Dewdney (1989)

suggests these salaries are low in light of the level of responsibility and education that

is required by nurses to work in an increasingly complex health care system. Nursing

in Australia has been characterised as a profession which is attempting to realise its

potential power in the health care system (short and sharman l9g9).

Three recent changes reflect this current struggle. The first occurred in 1983

when a national referendum of members of the Royal Australian Nursing Federation

resulted in the removal of a no- strike clause in their constitution. The second occurred

in 1984 when the Commonwealth government announced that nursing education would

be transferred completely from hospitals to the colleges of Advanced E¡ducation. NSw

was the first to implement this change and in 1985 entry to nursing through hospital

training schools ceased. The third historically significant event was a hfty day nurses
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strike in victoria in 1986 when over 170,000 nurses walked off the job in prorcst over

delays in the resolution of industrial claims. As Short and Sha¡man (ibid) observes, the

occupational struggle of nurses in Australia represents two contradictory tendencies,

professionalization and proletarianization. This view is consistent with others who have

studied current issues facing canadian nurses (coburn 19ss).

when one considers gender in the division of labour in health care, it is apparent

that while females form the majority of the workforce, it is males who are concentrated

in decision making positions such as medicine. Men are also more often in self

employed occupations such as pharmacy, optometry and chiropracty. women in contrast

occupy lower positions in the hierarchy and more often are in secondary roles such as

nursing' within the medical profession, women make up rg.9% of physicians but are

under represented in specialist areas. There are few women in high status specialties

such as surgery and more in psychiatry and paediatrics. women physicians also report

lower incomes than do their mare colleagues (Davis and George rggg).

4.7 Population health status

In Australia, as in most western countries, there has been a steady rise in life
expectancy at birth in the last 50 years: from 64 for males in 1935 to 72 yearsin 19g3.

The corresponding fîgures for women were 6g years in 1g35 and 7g years. This

improvement reflects the marked drop in infant mortality rates from 50 deaths per 1,000

live births in 1935 to less than 10 per 1,000 in 1985 (Better Health commission 19g6).
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The improvement in life expectancy from age 45 is less rema¡kable: an increase of 2

years from 1935 to 1983 for men, and 5 years for women.

The major causes of death for middle aged and older Austraiians are ischemic

heart disease and neoplasms and for those Australians under the age of 44, accidents,

poisons and violence are the major killers. Deaths due to infectious diseases have

declined markedly in the post war period but emergence of AIDS has brought to light the

continued threat of infectious diseases.

Generalizations about thepatterns of he¿lth and illness in the Australian population

must be balanced with the fact that there are significant differences in the health status

of certain segments of the population. The most striking example of this is in the

Aboriginal population. After adjusting for differences in the age structure of the

population, Aboriginal mortality ranges from twice that of the total Australian

population, for Aboriginals in the remote Kimberley region of Western Austraiia, to

approximately four times as high in country areas of NSW (fhomson 1989). Estimates

of life expectancy for Aborigines vary, with the best levels being 61 years for males and

65 years for females (ibid). In all areas the major causes of death for Aborigines were

diseases of the circulatory system, including ischemic heart disease followed by those due

to accidents, violence and poisoning. The mortality of Aboriginal infants, despite

improvements over the last 10 to 15 years, remains on average three times higher that

for non Aboriginal Australians (ibid). After allowing for the higher birth rate among

Aborigines, the maternal mortality rate was 3 to 5 times higher than that of other Austra-

lians in 1982-1984, the last triennium for which data was available (ibid). Finally, the
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is 2 to 3 times higher than non-aborigines and 5 times

years of age (ibid).

4.8 The distribution of health care

Universal access to health care was a fundamental principle which led to the

formation of a publicly fi.rnded health care system in Australia. However, the distribution

of health resources and therefore access is unequal on the basis of geographic and ,'moral

evaluation" @avis and George 1988).

Demographic changes have been cited as one reason for the inequality in the

geographic distribution of health resources throughout Australia (ibid). At the time of

Federation, the population of Australia was more evenly distributed in rural and urban

areas. In the 1930's, a period of hospital construction occurred in rural areas through

a sha¡ed program of Commonwealth and State government incentives. However, as a

result of industrial development and immigration, the population has now become

concentrated in urban areas and around seaboard cities. Consequently, the need for

hospital services in rural areas has declined. The current situation reflects a need for a

redistribution of hospital resources from rural to urban areas. In contrast, the rural areas

have an undersupply of medical practitioners and experience on-going problems of

recruitment and retention of medical personnel.

In the remote areas of the country, the Flying Doctor Service provides emergency

and limited acute care services to a population which is scattered over a large geographic

area. Other programs have also been developed specif,rcally for the remote areas such
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as the government funded Patient Travel and Accident Assistance Scheme which enable

sick persons to be accompanied to the city for treatment. The general problem of service

delivery to remote areas of the country and in particular the provision of services to

pregnant women have been highlighted in recent reports @eport of the Working parfy

on the Care of Pregnant Women in Remote Areas 7984, Ministerial Task Force on

Obstetrical Services in NSW 1989). Access to specialist services which are concentrated

in urban areas and large teaching hospitals is also difficult for the population who live

in the rural and remote areas of the state. Initiatives by government to more equitably

redistribute heâlth care resources have been met at times with opposition by health care

providers who have already established their own patterns of service provision (Davis and

George 1988; Dewdney 1989).

Equality of access is also influenced by the priority given to cer[ain needs by

decision makers and by society at large (Davis and George 1988). As a result, equal

access by certain groups and for certain medical conditions cannot always be guaranteed.

Several examples are offered by Davis and George (ibid) to illustrate this point. They

include the special needs of the multicultural community which have only recently been

recognized by health policy makers despite 30 years of major immigration. As well, the

contrast between the health of Aboriginal when compared to that of white Australians has

only recently been se€n as a problem worthy of extensive government investigation and

funding.

Priority also appears to be given to certain areas of medicine such as maternal and

child health when compared to more controversial health issues such as abortion (ibid).
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Other women's heålth issues are also less recognized and less likely to be supported with

funding (Government of Australia: Women's Health Policy Report i989). Finally,

technologically complex medical specialties area also appear to be highly valued in

Australia (Davis and George 1988; Palmer and Short 1989). Australia is among the

leaders of resea¡ch into reproductive technology and organ transplantation both of which

consume a high proportion of health care dollars. In contrast health promotion, public

health education initiatives have received a far lower proportion of the health care funds.

4.9 Summary

This overview of the Australian health care system reveals some basic similarities

between the Australian and Canadian systems of health care. Both countries provide a

universally accessible and publicly funded heâlth care service. Within this system, the

central government has assumed a primary role for funding health care services through

a system of agreements with the provinces/states. Australia is different than Canada

however, in the extent to which this funding ¿urangement is dependant upon compliance

with the tefms set by the central government.

In Canada the flow of funds from the Federal to the provincial governments is

subject to the principles of the Canada Health Act-accessibility, portability, universality,

comprehensiveness, and public administration and whose terms also do not permit extra

billing or user charges. In contrast, in Australia, no such strict conditions apply to this

overall funding arangement, although the Commonwealth government will attach some
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anconditions on how the money is to be spent. The concept of extra billing is also

integral part of medical practice in Australia.

In both countries, the organization and delivery of health care services is the

primary responsibility of the state/provincial government resulting in some variation in

the regulation and practice of the health professions and the delivery of services in each

state/province. The development of general health policy remains a state/provincial

responsibility with the Commonwealth/Federal government having a peripheral role but

nonetheless remaining influential by funding health related research through agencies

such as the National Health and Medical Research Council in Australia and the National

Heatth Resea¡ch Development Program in Canada and the Medical Research Council.

Both central governments also exert influence through the development of health policy

guidelines that may be used to assist in the development of health policy at a

state/provincial level.

Canada and Australia also share the challenge of providing health care services

to rural and remote areas of the country and face similar problems of recruitment and

retention of medical personnel to these areas.

The increasing cultural diversity of the population and the contrasting health

status of the indigenous peoples in both countries is also an area of similarity between

Canada and Australia. The pattern of health care expenditures in Australia parallels that

of Canada as does the concern at all levels of governments over rising health care costs

leading to health care reform in many parts of Canada and its Australian equivalent the

"rationaJization" of health care services.
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In both countries physicians, remain the dominant profession in the division of

labour in health care and remain the overall gate keepers to the health care system.

Other health care occupations such as nursing having far less power and status.

The Australian health care system is most unlike that of Canada however, in its

two-tiered structure of public and private health care where the government pays for a

basic universal service, and those who have the financial means may purchase private

health insurance to cover additional benefits and services. Australia is also unlike

Canada in that care in childbirth by midwives is a service that is generally available

within the heâlth care system.

In summary, the particular challenges of providing health care in Australia

include those which acknowledge the geographic diversity of the country, the differential

health status of the population as well as the need to balance the interests of health

service providers, health care institutions and the health care insurance industry. How

midwifery is integrated into this complex system will be examined in detail in the

remainder of this thesis beginning with the following chapter which will describe the

history of the midwifery in Australia.
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CHAPTER FIVE

5.0 Midwifery in Australia: an historical overview

5.1 Childbirth: an Aboriginal perspective

Although the primary pulpose of this chapter is to describe the history of Western

midwifery in Australia, it must be recognized that the indigenous people of Australia

already had a well established system of beliefs and customs surrounding childbirth as

well as their own traditional birth attendants prior to the white settlement of Australia.

Aboriginal beliefs about childbirth and their birth practices \ryere deeply rooted in

the Dreamtime, a complex cosmological belief system, and were practised in accordance

with the Grandmothers Alukara I-aw (Abbott 1985; Devereux 1990). For Aboriginal

people, childbirth was essentially seen as "women's business", and the overall approach

to birth radically differed from Western beliefs and pracrices @eid 1933). Abbott (1985)

suggests that Aborigines approached birth or "Borning" not just as an act of labour but

as an integral part of a wider symbolic process. "This process began at the time of

conception in a particular area of the country, and was inseparable from the Dreamtime,

the Law and the people, resulting in strong traditional affiliations, rights and responsi-

bilities to that country fibid:2).

Aboriginal women were attended at birth by other women skilled in the

Grandmother I¿.w. These women could be grandmothers, sisters or aunts. They

performed the ceremonies and assisted the woman in accordance with the principles of
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the I-aw. The following birth story illustrates the role of these birth attendants and

highlights some of the features of the Grandmother l¿w.

They had been working together most of the night. The woman had left her
husband's camp and gone to her grandmother when she felt the pains start.

Her grandmother, aunts and sisters prepared the Alukara-the women's camp.
They build windbreaks around it for shelter and privacy, and fires for warmth.
During the labour the women's female relatives stayed with her, keeping her
company, talking to her and massaging her tummy. To begin with she walked
about between contractions, stopping to lean on a tree during the stronger ones.
When the birth was close, her grandmother helped her into the squatting position
over a shallow hole lined with bark and encouraged her to push. The báby was
born on the ground, on to her own country. She started to cry and her mother
picked her up and put her to the breast. The grandmother was there to advise her
and perform the ceremonies needed to help the baby and mother grow strong.
The cord was cut with a stone in a special way, not too short and the placenta was
buried close by. V/hile the mother and the baby had a rest, the other women
prepared special fires to smoke them. Special leaves were used which gave off
medicinal smoke to stop the mothers bleeding, to bring in plenty of breast milk
and to protect the baby and make her grow strong.
The new mother and her baby daughter stayed at the Alukura for about three
weeks, looked after by the same women, fed good foods, nurtured and supported.
More ceremonies were performed including the naming of the baby by the
grandmother (Devereux 1990:21).

Like many other aspects of Aboriginal culture, the opportunity to maintain these

traditional beliefs and practices surrounding childbirth was undermined in the two

hundred years following the Western settlement of Australia. Attempts to assimilate

Aborigines into the white Australian society resulted in the displacement of the traditional

birth attendants and the Grandmother l-aw by western midwives, physicians and their

approaches to childbirth. Following the introduction of health policy changes in the

1970's, even those Aboriginal women who lived a more traditional life in remote and

isolated camps or communities, were evacuated to larger centres for delivery.
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Despite these significant changes to this fundamental aspect of Aboriginal life, the

Grandmother's I¡.w is still very much alive and Aboriginal women are now asserting

their desire to integrate the Law into contemporary childbirth practices. Issues related

to their efforts will be discussed elsewhere in this thesis.

The remainder of this chapter will provide an overview of the history of 'Western

midwifery in Australia and is based on more extensive works by Adcock (1984), Barclay

(1985), Sullivan and Weitz (1988), Willis (1989), and inrerviews conducted for this

study.

5.2 The development of midwifery in Australia

The initial development of Western midwifery in Australia was influenced by the

British origin of those who first settled the country. V/itlis (1989) suggests that the

decline in the role of the midwife in Britain had already begun prior to the settlement of

Australia. He concludes that the transition in the attendance of childbirth from midwives

to formally trained male physicians and the fixed position of midwifery as a lower status

occupation was already established in Britain prior to the colonization of Australia.

Many other factors however, were to influence the subsequent development of the

midwifery in Australia. They include the involvement of the government, the timing of

regulation, the power and influence of the medical profession, and the geographic

realities of health care delivery in Australia. These developments will be described in

several historical periods.
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5.2.1 The convict era

The First Fleet of 11 ships arrived in Australia in 1788. Among the 1350 people

aboard were 191 convict women and 33 marine wives. Historical records do not indicate

whether any midwives were among the First Fleet which marked the beginning of the

white settlement of Australia (Adcock 1984). The need for midwifery services in these

early years was great. In the first 50 years of settlement more than 11,000 \ryomen were

transported to Australia to redress the imbalance of the sexes in the colony. Free settlers

also arrived in this period, attracted by the government's promotion of economic

opportunities in the new colony.

The f,rrst maternity institution in Australia was at the "Female Factory" in

Parramata, NSW (ibid). The Female Factory was established by the Governor both to

provide work for female convicts, and to serve as a place where the sexes could be

separated. Female convicts who worked in the community, primarily as domestic help

for settlers and military families, were also sent to the Female Factory to be confined.

Fertility rates among these women were high and a number of female convicts became

midwives out of necessity. The mortality rates among infants born to the convict v/omen

were very high and the living conditions for these women were severe. Life was also

diff,icult for women settlers who became pregnant. Adequate housing was scarce and so

some were forced to live in huts or tents around settled areas. These women lvere

assisted in childbirth by their neighbours, and at times by Aboriginal women in the area

who acted as midwives. Most women helped each other out in time of need and

physicians were only called in the case of emergencies.
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By 1820, records indicate that a convict was employed as a resident midwife at

the Female Factory in Parramata (ibid). A second Female Factory was established in

Hobart, Tasmania during this time and women from this factory began to provide

midwifery services to the more affluent women of the community. The first formally

trained midwife in Australia, holding a diploma in midwifery from Edinburgh, opened

a private midwifery service in Hobart in lg24 (sullivan and weitz 19gg).

The transport of convicts to Australia ended in 1868, the Female Factories were

closed and midwifery services moved exclusively into the home.

5.2.2 The pioneer era

By 1901 Australia had changed from a struggling penal colony with little in the

way of government infrastructure, to a developing nation with a need for reformation in

its social and economic organization. The success of the wool trade and the discovery

of gold in 1851 had contributed to the increasing wealth of the country and also resulted

in an influx of a large number of immigrants. This rapid growth of the population

necessitated an increase in the numbers of physicians and midwives.

The majority of physicians who emigrated to Australia at this time had been

educated in Britain and had emigrated to Australia in search of better economic

prospects. They were generally from the middle class in Britain and to them Australia

represented a less competitive environment, a less rigid social structure and a better

economic future (ibid). The British middle class background of most 19th century

Australian physicians had a significant influence on the development of midwifery.
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Willis (1989) argues that unlike the more elite and affluent members of the profession

in Britain, who opposed training in obstetrics for physicians, those who emigrated to

Australia had few r"r"*ations about attending women in childbirth. As a result, training

for attending births was included in the curriculum of the first medical school in

Australia in 1862. This was more than 20 years earlier than it occurred in Britain, when

in 1886 the elite of the medical profession ended their opposition to its inclusion.

During the second half of the 19th century, physicians established lying in

hospitals in Sydney and Melbourne. Their primary pu{pose was to service the poor, and

to provide a site for medical students to gain clinical experience in childbirth. Training

programs for "ladies monthly nurses" were also established during this time (Adcock

1984). These monthly nurses acted as trained assistants to physicians who attended the

home births of wealthier citizens, and as their name suggests, they stayed with these

women for a month, providing care and assistance with domestic duties. Some monthly

nurses expanded their role to include attendance at birth and set up midwifery services

out of their residences. This early form of independent midwifery practice was strongly

opposed by physicians. The service was in demand in the community however. Many

of these practices became well established and were successful, despite the disapproval

of the medical community.

By this time the settlement of Australia had extended into the rural and outback

regions, far from medical services of any kind. Many who settled in these areas were

very poor and times were difficult, especially for the women. The particular hardship

which these families experienced was increasingly recognized by the Australian public.
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As a result, the need for midwives in the rural and remote parts of the country was

strongly supported by the general public and more reluctantly by physicians. As Sullivan

and Weitz (1988) suggest, this was an important period in the history of midwifery in

Australia. The geographic and economic realities of life in Australia during this time,

combined with continued close ties to Britain, where midwives were more established,

combined to ensure that physicians opposition to midwifery did not eliminate midwifery

in Australia. While the geographic and economic influences in Canada at the time were

similar, the powerful influence of the United States (where the practice of midwifery was

actively opposed by medicine) may have been a contributing factor to weakening British

influence on the development of midwifery in Canada and adding ultimately to its

demise.

5.2.3 Regulation and inco¡poration

The first program to provide formal education for midwives began in Sydney in

1870 and was soon followed by the establishment of a similar program in Melbourne.

Both were based on the Nightingale nursing model. The content of these early programs

was both academic and practical. Their hierarchical structure was also evident, as

physicians lectured on the science of obstetrics and nurses provided training in nursing

and domestic duties. Willis (1989) suggests that this early formal basis of midwifery

education in nursing facilitated the eventual incorporation of midwifery into nursing.

The enactment of midwifery registration in Britain in 1902 stimulated debate about

whether or not a similar act should occur in Australia. While some physicians supported
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the registration and regulation of midwives, most opposed it. Some physicians did not

support the regulation of midwives because of the potential diff,rcuity of providing enough

registered practitioners for the rural areas of the country. Others saw it as a way of

increasing the strength of midwifery by legitimising it as an occupation (ibid).

Nursing was beginning to seek occupational recognition through formal regulation

at the time and increasingly regarded midwifery as part of its occupational territory. The

regulation of midwives therefore, was opposed by nurses on the basis that it would create

a separate occupation and weaken their own argument for registration (ibid). Despite

opposition from both groups, the first Midwives Act was passed in Victoria in 1915.

The control of midwives by physicians was very much evident in this first Midwifery

Act. The regulatory board which governed the practice of midwives was made up

primarily of physicians and did not include midwives. Unlike physicians, registered

midwives were required to pay a fee upon registration and extensive limitations were also

imposed on their practice. Despite this increasing control by physicians however,

midwives remained independent of nurses. This period of relative independence ended

in the years between 1920 and 1928 when the separate midwifery boards were eliminated

and the control of midwifery came to be vested in the various nursing boards in each

state (Barclay 1985). Willis (1989) suggests that while expediency was the primary

reason offered for the dissolution of separate midwifery boards, the combined efforts of

nursing and medicine were the main force behind the successful elimination of a separaie

regulatory structure for midwives. This period in the history of midwifery in Australia

was significant in that it represented the ultimate subordination of midwifery (ibid). This
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process was initiated first by the limitation of midwifery practice by regulation and

finally by incorporation into nursing which was already located in a position of

subordination to medicine. Willis concludes:

By becoming in effect, a special branch of nursing, something the leaders of the
occupation of nursing encouraged as a strategy in their own attempts at
professionalization, midwifery changed it's structural position within the health
division of labour from an independent status to a subordinate one. (ibid:93)

Despite formal regulation and control by nursing, entry to midwifery training was

still available for non-nurses, ild practising midwives who were not nurses were

encouraged to take the opportunity to improve their knowledge and skills through

programs of instruction offered by maternity institutions. However, it increasingly

became customary for midwives to be educated first as nurses. This was reinforced by

the fact that career advancement in nursing was often tied to the acquisition of a second

qualification such as midwifery (Barclay 1985).

As the preceding discussion has suggested, the development of midwifery in

Australia in the beginning of this century was influenced by a number of factors,

including the relationship of midwives with medicine and nursing. The links of midwives

with both nursing and medicine appear to have strongly influenced how the practice of

midwifery was to evolve. Both medicine and nursing appear to have been successful in

facilitating a change in the role of the midwife from that of an independent practitioner

to a more subordinate role. Both also gained from this process. The efforts of nursing

in seeking occupational recognition were strengthened as midwifery became incorporated

within its scope of practice. Efforts to gain a wider and more dominant role in the care
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of women in childbirth by medicine were also enhanced by the successful subordination

of midwifery and its incorporation within nursing.

5.2.4 Post World War I influences

Initiatives by the Commonwealth government following World War I were also

to influence the development of midwifery in Australia. The growth of the capitalistic

economy at the time was believed to be dependant on the quality and quantity of the

workforce (Willis 1989). During this time, however, the birth rate in Australia was

declining and maternal and infant mortality rates were high. Maternal and child welfare

therefore became a national priority for the government.

In order to encourage families to have more children, and to subsidize the cost of

obtaining trained assistance in childbirth, a national program of f,rnancial assistance was

established by the Commonwealth government. The "Baby Bonus" as it was called was

available only to white families and was given regardless of frnancial need. The program

was opposed by physicians on the grounds that it would increase the use of midwives in

childbirth. Midwifery practice at the time was often characterised by physicians as

unscientific and unsafe (Willis 1989). Midwives were also publicly accused by the

medical community as being major contributors to the high rates of maternal and infant

morbidity and mortality (ibid). The Baby Bonus in fact did not increase the use of

midwives, but had the opposite effect. In the decade following the introduction of the

program, the proporlion of births attended by midwives was halved throughout the

country. While the program appeared to encourage the use of physicians in childbirth,
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their attendance did not have an appreciable effect on the rates ofpuerperal fever or an

infant and maternal mortality. V/illis (ibid) points out, the false linking of unfavourable

birth outcomes with midwifery practice was slowly realised. Signifrcant reductions in

these rates were only observed after the principles of antisepsis were adopted by

physicians, in addition to the introduction of antibiotics.

By 1936, 80% of births in urban areas of NSW had a physician attending or

supervisory capacity (Adcock 1984). The situation was different in rural and remote

areas of the state where midwives continued to practise extensively. One example was

the Bush Nursing Service which was established in NSW (ibid). This service, which was

analogous to the Frontier Nursing Service in the United States, provided midwifery

services to many remote areas of the state. In many cases, the midwife was the only

trained medical person available to the population of these isolated areas. Similar

services were also established in other states and with the development of the Flying

Doctor Service, these midwives were able to function with the backup from physicians.

In addition to practising in remote areas of the country, midwives continued to

provide care in private cottage hospitals. In both of these settings, the midwife enjoyed

a considerable degree of autonomy. Many of these small cott¿ge hospitals closed during

the Depression for economic reasons and during War l1 due to staff shortages. After the

war their use fell further as they lacked the medical technology that was increasingly

considered to be necessary in modern childbirth (Thornton 1972). The demand for home
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birth also declined significantly during this period as the Australian public came to accept

the view that birth in hospital was safer and preferable to birth at home.

5.2.5 Post V/orld War II influences

By 1950, almost 100% of births in Australia occurred in hospital, a move that

occurred two decades later in Britain (Tew 1990). Midwives followed women into

hospital and continued to deliver the majority of women in public hospitats (Hayes lgg2).

However, the ca¡e they provided was now more subject to the supervision of physicians

and, as salaried employees of institutions, their autonomy was further timited as their

work became increasingly subject to the structure of policies and procedures dictated by

their institutional employers. The organizatíon of work in these institutions resulted in

fragmentation of midwifery care and increased specialization of midwifery into one or

more aspects of maternity care. This loss of autonomy for Australian midwives was

offset by improved working conditions which were achieved as a result of unionization

by nurses in the 1930's. Many of the remaining small maternity units or lying-in

hospitals were closed during the 1950's despite the fact that they provided continuity and

personalised care, features which were becoming difficult to obtain in larger maternity

institutions (Adcock 1984). The 1960's and 1970's saw the rise of obstetrical practice

in Australia and a parallel increase in the medicalization of birth (Lumley and Ashbury

1980). The numbers of obstetricians multiplied during this time and changes to medical

care insurance provisions made it increasingly possible for women to have a physician

for antenatal care rather than attend a hospitar crinic where they would receive care bv
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a midwife (Adcock 1984). Childbirth preparation during this period also emphasised the

importance of adequate nutrition, a modest weight gain and stressed the importance of

regular antenatal care by a physician to ensure a healthy outcome (ibid).

Antenatal care now increasingly involved a wide range of tests and routine

investigations, reinforcing the prevailing view that childbirth was an illness that required

medical surveillance and hospital confinement. Birth in hospital was also subject to

increasing intervention in the form of routine induction, elective caesarian and operative

delivery. Intrusive and restrictive labour ward practices also became commonplace

(Lumley and Ashbury 1980). In the 1970's public concern over the excessive rates of

intervention became evident as did the demand for alternatives in childbirth including a

renewed interest in home birth.

With the exception of the few midwives who began to attend home births during

the 1970's, there was little left in the way of independent territory for midwives during

this period (Barclay 1985). Increasing regionalization resulted in the closure of smaller

maternity units and the introduction of policies which called for the evacuation of women

in remote parts of the country, reduced the need for midwives in the outback.

5.2.6 The 1980's - a time of change

Studies of the midwives' role in hospital during the late 1970's and 1980,s

revealed that midwifery skills were frequently under utilized and were subject to

increasing specialization (Barclay 1985, Kilver 1976, Stenning 1989). This significant

erosion in the role of the midwife by the 1980's led some to observe that midwifery in
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Australia now more closely resembled obstetrical nursing than midwifery @arclay 1985,

McDonnell 1991). In the absence of any national policy for midwifery, differences the

education of midwives and the limits imposed on their practice emerged between states

(Barclay 1985). The review of nursing acts also began during this period and revealed

a trend toward the erosion of the exclusive territory of midwives by nurses who did not

have training in midwifery.

Other developments in the 1980's however, brought more positive changes to

midwifery throughout Australia. First, midwives began to organize themselves as a

distinct professional group separate from nursing, and began to see the benefrt of having

strong national leadership. The Australian College of Midwives Inc. (ACMI), which

began as a special interest group of the Royal Australian Nursing Federation in the late

1970's, become a separate professional body in 1983. It now represents the interests of

midwives at the national and state level. In the last ten years, the ACMI has been

successful in raising the professional prof,rle of midwifery in Australia, and has

established formal links with the associations which represent Obstetricians and General

practitioners (Birth 2000, 1991). Additionat accomplishments of the ACMI include the

development of standards of practice, an accreditation process for midwives in

independent practice (ie. midwives who are not salaried by institutions but who work in

private practice) and the creation of policy positions on all aspects of childbirth and

professional practice. Midwives in Australia also gained the respect of the international

midwifery community by hosting a very successful International Congress of Midwives

Conference in Sydnev in 1984.
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In the 1980's health policy reviews at both national and state levels articulated

women's discontent with many of the features of the existing system of childbirth care

and highlighted the desire of some women for care by midwives throughout childbirth

flMomen's Health Policy Review 1989). These were followed by reviews of maternity

services in some states which further emphasised the need for change in childbirth

practices and a return to a wider role for midwives.

Finally, the beginning of a process that would change the primary site of

midwifery education from the hospital to a university environment began in the 1980's.

5.3 Summary

This overview of the history of midwifery in Australia has shown that the role of

the midwife has evolved from that of an independent practitioner at the time of the

settlement of Australia, through a period characterised by a significant loss of

professional autonomy, to the present, where midwives are attempting to regain a more

autonomous role. This evolution in the role of the midwife has been influenced by a

number of factors. These influences are complex and in many cases inter-related. They

include, the rise in power and authority of the medical profession over midwives and the

process of birth itself. The increasing involvement of medicine in childbirth which

facilitated a greater application of science and technology to the management of birth and

encouraged relocation of birth from home to hospital. Both factors resulted in a

divergence of skills between midwives and physicians, facilitating a further erosion in

the role of the midwife. This process was reinforced by the influence of gender and the
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overall subordinate status of women (nurses and midwives) to men (physicians)in

Australian society (Willis 1989). Finally, the emergence of a desire by women to de-

medicalize the birth process combined with their emerging political power in Australia

has brought greater recognition to midwifery and strengthened the professions to achieve

greater occupational autonomy. This case study of midwifery in NSW will highlight

many of the contemporary issues that effect the profession as a whole, and will describe

changes in the role of the midwife in NSW that are shared by many midwives throughout

Australia. These issues will be explored in greater depth in chapter seven of this thesis,

which will provide a more extensive examination of contemporary midwifery in NSV/.

The following chapter will provide a description of NSW, where the study took place.
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CHAPTER SIX

NSW: A DESCRIPTION

This chapûer will provide a brief description of the geography and population

features of NSW, the organization and delivery of perinatal services, and other

information related to the provision of health services for childbearing women.

6.0 NSW: an overview

6.L.1 Geography, population and climate

NSV/ is one of six federated states which together with the Australian Capital

Territory and the Northern Territory constitute the Commonwealth of Australia. Within

the State there are three levels of government: the Commonwealth with specific powers

derived from the constitution, the State government with residual powers and local

government with powers based upon a State Act of parliament. NSV/ was the site of

Captain Cooks original landing and of the first permanent white settlement in Australia.

FIGURE 2 Map of Ausrralia



83

The total area of the state is 801,600 square kilometres which represents one

tenth the area of Australia. NSV/ is Australia's most populated state and has the coun-

tries largest city, Sydney. In 1992 the population of NSW was 5.9 million (Australian

Bureau of Statistics 1992).

Natural features divide the state into four main zones, extending from the north

to the south. The narrow Coastal Region extends from the Queensland border south to

the border of Victoria. This region is 80 kilometres wide in the north and 30 kilometres

wide in the south. A low range of mountains, the Great Dividing Range lies just inland

from the coast and extends from one end of the state to the other. The pastoral Table-

lands extend west from the Great Dividing Range followed by the fertile farming region

of the Western Slopes. The Western Siopes fade into the'Western Plains, the NSW

version of the Australian outback. The Western plains which comprise two thirds of the

area of the state are dry, barren and scarcely populated.

NSW is situated entirely in the temperate zone, the climate is mild and generally

free from extremes of cold and heat. The range of mean temperature between the

hottest and the coldest month in Sydney is 11 degrees Celsius. The average rainfall

varies between 2,000 mm in parts of the North Coast to 200 mm in the far Vy'estern

region of the state.

Despite its large area, NSW has a highly urbanised population with 74% of the

population living in centres of 20,000 or more. The population of NSV/ was 5.9 million

in 1992 which is 34% of the total population of Australia. Fifty five percent of the

population or just over 3 million people live in Sydney, 5% live in Newcastle the states
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next largest city, followed by 4% in Wollongong and 3% in the cities of the central

Coastal Region.

Prior to World War II, Australia had a strict immigration policy which timited the

numbers immigrants entering the country, particularly those from non-white countries.

Following the war this policy was lifted, resulting in an increase in immigration from

countries of Eastern Europe and the Middle East. In addition, in the last twenty years,

Australia has accepted a large number of refugees from Asian countries, particularly

Vietnam. Many of the these immigrants to Australia have settled throughout NSW

adding to the cultural diversity of the population.

After Queensland, NSV/ has the highest Aboriginal population in Australia. In

1986, the Aboriginal population was 59,013 which represented I.l% of the total

population of NSW (Australian Bureau of Statistics 1986). The age composition of the

Aboriginal population in NSW, like that of the total Austratian Aboriginal population,

differs markedly from the age composition of the total Australian population. Forty

percent of Aborigines in NSW are under the age of 15 years, compared with 23% of the

total Australian population. While 15% of the Australian population are over 60 years,

less than 4% of Aborigines live longer than 60 years. The Aboriginal population in

NSW, like the rest of the population, has followed a trend of increasing urbanization.

6.1.2 Economy, population health status

The major part of the labour force in NSW is employed in the wholesale and retail

trade followed by manufacturing, agriculture and mining. In 1992just under I0% of the
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population in NSW were unemployed (Australian Bureau of Statistics 1992). The

average weekly income for workers in NSV/ was A$651.95. At the time of this study

NSW, like the rest of Australia was in the midst of an economic recession which began

in 1990.

In general, the citizens of NSW enjoy a high level of health as reflected in the life

expectancy of 80 years for females and 73 for males. However, the rates for the

Aboriginal population stand in marked contrast to these figures. In 1981 the life

expectancy of Aboriginal males was 51 years and for females it was 57 years. The

major causes of death in the total population are diseases of the circulatory system, the

major one being ischemic heart disease. This is followed by matignant neoplasms for

the non Aboriginal population and in the Aboriginal population by Accidental lnjury and

Poisoning (which includes accidental deaths and deaths due to violence).

6.2 Funding and organization of heatth services

The responsibility for the provision health care services in NSW lies with the State

government. The budget for the NSV/ Hea.lth Departmentin 1992 was A$3.098 Billion.

The state finances its health care expenditures through its own sources of revenue, mainly

by taxation. In addition to state generated revenue, grants are received from the

Commonwealth government for general purposes and capital expenditures. In 1992 these

grants from the Commonwealth government totalled A$18 million. In some cases, short

term grants are made for specif,rc purposes such as the Commonwealth sponsored

Alternative Birthing Services Program which made available A$400,000 to the State
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establishment of Birth Centres stâffed by midwives.

The remainder of this chapter will provide additional details relevant to

organization and delivery of health care services for childbearing women.

6.3 Organization of perinatal services

NSV/ is divided into a total of 16 health areas and regions. The highly urbanized

part of the state which primarity includes the city of Sydney and it's suburbs, is divided

into 10 health areas. The remainder of the state is comprised of six health regions.

Perinatal services vary within each area and region and are classified according

to the guidelines provided by the Ministerial Task Force of Obstetric Services in NSW

(1989). In general, the classification of hospitals providing perinatal care are determined

by physical facilities and on the availability of medical and midwifery personnel. A

description of the classification of obstetric hospitals in NSW is provided in Appendix

4. Most women in NSW deliver in Iævel Four facilities (38%) which provide both in-

patient antenatal and delivery services and have full time obstetrical, paediatric and 24

hour anaesthesia coverage.

In 1989, there were 135 maternity units in NSV/ of which 63 had fewer than 80

births per year. Most births occurred in public hospitals (92%) withT% occurring in the

six private maternity hospitals. Private maternity hospitals are generally classified as

level three institutions and do not provide services for high risk confinements or for

infants who require long term intensive neonatal care. Private hospitals are staffed by

86
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salaried midwives who provide care in labour and immediately post-partum. Home

deliveries represent about I% of the births in NSW are primarily conducted by

independent midwives.

For antenatal care, women who are not covered by private health insurance attend

hospital clinics which are staffed by salaried physicians. Midwives do participate in

these clinics but their skills are significantly under-utilizú, (Stenning 1989). The most

notable exception are those institutions which offer midwives clinics (midwifery practice

will be examined in-depth in Chapter Six). Those women who have private insurance,

see the obstetrician of their choice for antenatal care. A small number of women receive

antenatal care by their general practitioner who may share care with an obstetrician

(usually for delivery). These shared care arrangements are more characteristic of rural

rather than urban areas of the state.

Some hospitals which are classified as public institutions provide delivery services

to women who hold private health insurance, in addition to those who are covered by

Medicare. In 1987, just over one half of women in NSW held private health insurance

which covered childbirth services including the services of a private obstetrician

antenatally, delivery by a private obstetrician and hospital accommodation, the level of

which varied according to the degree of cover purchased (Ministerial Task Force on

Obstetric services in NSV/ 1989).

The organization of maternity care post partum is similar to that of antenatal care,

with women either returning to hospital clinics or to their private obstetrician for care

following delivery. Community based programs such as that of early posþartum
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discharge and neighbourhood baby health centres also provide nursing and midwifery

services. These programs will be discussed in greater depth later in the next chapter.

Care of women in remote/isolated areas

Women who live in remote and isolated parts of the state do not have the benefit

of having readily accessible health services while pregnant. Many receive antenatal care

from the Flying Doctor Service (which may include some care by a midwife) or travel

to a larger centre to see a general practitioner or obstetrician if available. All are

evacuated to larger centres late in pregnancy and with births occurring in the local

hospital. Upon discharge they return to their community with post-partum care once

again being provided by the Flying Doctor service or by a general practitioner in the

nearest country town.

6.5 Care of Aboriginal women

There is no separately organized system of perinatal care for Aboriginal women

in NSW, with the exception of the Aboriginal Medical Service (AMS) which is available

in some areas of the state. This medical service is run by Aboriginal people and

provides a comprehensive primary health care service. In areas where there is no AMS,

or women will receive antenatal care at the local hospitat ouþatient clinic, or from a

general practitioner or community health clinic. Those who live in isolated and remote

parts of the state receive antenatal care from the Ftying Doctor Service and are evacuated

to larger centres for delivery. As will be discussed elsewhere, the care of Aboriginal
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women in pregnancy is less than adequate and is one factor in the disparity between their

health and that of non-Aboriginal women in NSW.

Workforce

In 1987 there were four hundred and sixty obstetricians estimated to be practising

in NSW, of whom 14% were female and 13Vo ware over 60 years of age (Ministerial

Task Force On Obstetric Services in NSW 1989). Most obstetricians (74Vo) practise in

metropolitan Sydney, primarily in the southern metropolitan area. The practice of some

obstetricians includes both public and privately insured women.

General practitioners who provide obstetric services make up a very small

proportion of the workforce and practise primarily in rural areas. There is a significant

shortage of specialist neonatologists in NSW and insufficient training opportunities to

meet future requirements (ibid). A severe shortage of specialist neonatal intensive care

nurses also exists is NSW. Approximately thirty percent of registered nurses hold

midwifery qualif,rcations, however only 8.5Vo (3292) of those qualified practise as

midwives (NSW Nurses Registration Board 1990). Further details regarding midwifery

in NSW will be discussed in greater depth in the following chapter.

6.7 Facts abour childbirrh in NSW

Much of the information regarding childbirth in NSW is detailed in reports

provided by the Perinatal Epidemiology Unit of the Department of Health. This Unit
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began an extensive process of maternal and perinatal data collection in 1985 and this

information has formed the basis of yearly reports provided by the Department.

Midwives in NSW are largely responsible for the completion of the data base forms for

the Collection, as it is called, an example of which is provided in Appendix 6. The

information provided in this chapter will be largely drawn from the 1987 report.

6.7.1 Demographic information

In 1987 the¡e were 1.27 million women of childbearing age in NSV/. Of these

women, an estimated 25,000 were overseas born and spoke little or no English. Eighty-

four thousand were Aboriginal or Tories Strait Island women.

Eighfy-frve percent of childbearing women were between the age of 24 and 34

years of age, with I% being over 40 and5.6% under the age of 20. An analysis of

fertility rates in non Aboriginal women indicate that the rate was decreasing in women

under the age of 25 and increasing after 25 yean of age. This trend however, was

reversed for Aboriginal women. In the 15 to 19 year age group of Aboriginal women

the fertility rate was four times that of the non Aboriginal population and in the 20 to 34

group it was twice that of the non Aboriginal population. After age 35 the rate was

declining in Aboriginal women but showed an increase in the rest of the population.

In 1987, a total of 82,126 births occurred in NSW. The details regarding of 97%

of these births were reported to the Maternal and Perinatal Data Collection.
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6.7.2 Antenatal care

The results of the 1987 Maternal and Perinatal Collection indicated that 52.g% of

women received antenatal care by a specialist obstetrician. Of the remaining number,

2I.2% attended a hospital clinic and received care by the hospital medical stzff ,20.6%

saw a general practitioner, 4.8% had a shared care arrangement with a general practi-

tioner/obstetrician, or midwife/generalpractitioner and finally, 0.3 % attended,a midwife

for their antenatal care. Shared care Íurangements between general practitioners and

obstetricians appeared to be widely practised in rural areas of the state where the number

of obstetricians is small compared to urban areas.

A small number of women, 0.9Vo, reported fewer than two antenatal visits with

some regional variation. In some parts of the state this f,rgure rose to 30%, particularly

in areas with a large Arabic speaking population.

Twenty-eight percent of women received in-patient antenatal care for an average

length of stay of 2.83 days.

Recently, NSW has adopted a policy of allowing women to carry their own

antenatal care cards similar to the established system currently in place in Britain.

6.7.3 Delivery

Ninety-nine percent of births in NSW occur in hospital, with the greatest number

occurring in I-evel Four institutions (54.l%). Planned home deliveries accounted fo¡ less

than 1% of births. An analysis of home conf,rnements was not provided as data regarding

these births was provided to the collection in less than 50% of cases.
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Spontaneous cephalic delivery occurred in 67.7Vo of women. Stightly over half

of primigravidas, 53%, had a spontaneous delivery as compared to j7% of

multigravidas.

Operative deliveries occurred tn 32% of births, with mid/low forceps occurring

in 14.8% of cases. The caesarian section rate in NSW was 15.9% (elective 8.7% vs.

emergency 7.8) which compared favourably to the overall Australian rate of 16.7%. A,s

would be expected, the rate of spontaneous delivery was highest in hospitals classified

at lower levels of acuity and highest in the referral centres in which the majority of high

risk births take place. There was a degree of variation in operative delivery rates across

hospitals with the same classification however, with the highest operative delivery rates

occurring in private hospitals. Fetal distress was the most common indication for

operative delivery followed by failure to progress, previous caesarian and breech

presentation.

The over all rate of induction of labour in NSW was in 20.2Vo, with considerable

variation occurring in among private and public hospitals. In general the rates of

induction were higher in private hospitals when compared to public hospitals of the same

classification. There was also variation in the induction rates according to the mothers

country of birth. Women who originated from Asia and the Middte East were less likely

than Australian born women to be induced. The rate of induction was 13. 7% for Asian

women and 12.9% for women of middle Eastern origin. Aboriginat women had an

induction rate of 14 .7 % relative to 2I .6% for other Australian born women. Labour was

augmented in 17.4% of births but no data was available on the type of induction used.
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Other information regarding routine interventions such as episiotomy and

electronic fetal monitoring and other birth practices such as perineal shaves and enemas

are not part of routine data collection procedures in NSW. Therefore, it is diff,rcult to

determine how widespread these routines and practices are. Based on the interviews and

site visits conducted for this study, it was apparent that in general, the routine use of

such procedures and practices was declining, there was considerable variation across

institutions in this regard. Some institutions appeared to be committed to implementing

some of the recommendations based on the available research such as that found in

Effective Care in Pregnancy and Childbirth (Chalmers, Enkin, and Kierse 1989), in other

institutions change was occurring much more slowly.

6.7.4 Maternal medical conditions/obstetrical complications

Medical conditions were reported in a small number of pregnancies in 1987. In

the majority of pregnancies,95.7%, no significant medicai complications were reported.

Essential hypertension, diabetes and asthma formed the majority of the conditions

reported. The authors of the 1987 Maternal and Perinatal Report suggest that under

reporting of medical conditions in pregnancy was thought to have occurred in the

collection of this data, limiting the reliability of the reported figures.

Under reporting was also thought to have occurred in the area of obstetric

complications (ibid) as the figures show that most women, (86.4%), experienced no

complications of pregnancy. Pre-eclampsia was the most common obstetric complication
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(5.2% of pregnancies), followed by pre-mature rupture of membranes (2% of

pregnancies) and finally, antepartum haemorrhage was reported in 1.1 % of pregnancies.

No formal risk scoring system for childbirth is used in NSW.

6.7.5 Bifh outcomes

In 1987, the overall perinatal mortality rate for NSW was 10.4 per 1000 births.

There was some regional variation in rates with the highest occurring in the Far West

regions of the state. The rate for Aboriginal infants was 24.7 per 1000 births which is

2.4 times greater than the overall NSW rate and 2.6 times greater than the rate for

Australian non-Aboriginal infants (9.6 per 1000). The perinatal mortality rates for

infants of women who were born in the Middle East and Europe were 14 and 11

respectively. Infants born to women who attended less than two antenatal visits had a

perinatal mortality rate of 33.8%.

Ninety-two percent of infants had a birth weight of between 2,500 and 4,499 gms

with 5.8 % having a low birth weight. The rate of low birth weight was highest in the

Aboriginal population.

Five hundred infants died within the first four weeks of tife and six hundred were

stillborn. Four thousand and twenty premature deliveries occurred in 1987 and 1000

infants required ventilatory assistance for an average of 17 days. The neonatal mortality

rate was 3.2 per 1,000 live births The maternal mortality rate was 2.3 per 100,000

women.
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6.7.6 Posþartum Care

Care of the mother and baby in the immediate postpartum period in NSW is most

commonly provided within hospital maternity units. The average length of stay in

hospital following birth in 1987 was 6.2 days. In areas where a demand for obstetric

beds was high, the average length of stay was shorter and the development of earty

discharge programs by some institutions further decreased the length of stay. Care

following discharge is largely provided by a network of professionals including early

childhood nurses, midwives, physiotherapists, general practitioners and medical

specialists. In hospitals with early discharge programs, midwives provide postnatal care

to women in their own homes, women who discharged after a normal length of stay do

not receive home visits by midwives. An extensive number of publicly funded

neighbourhood baby health centres stâffed by midwives and early childhood nurses, are

utilised by a large number of women for support and advice on parenting and child

development post discharge. Family care cottages also provide day care services for new

mothers and parents with feeding, sleeping and child development problems. A.small

number of residential mothercraft units also provide intensive support and advice to

women whose babies or children require special assistance with feeding or behavioral

difficulties. A voluntary network of community based services such as the Nursing

Mothers Association are also available to \vomen who require information and support.

Despite the wide range of services that appear to be available to women in NSW

following birth the estimated incidence of significant postpartum depression is 15-20%

(Ministerial Task Force on Obstetric Services in NSIV 1989).
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6.8 The ministerial task force on obstetric services in NSW

NSW was one of the first states in Australia to undertake a comprehensive,

government sponsored review of maternity services. The Ministerial Task Force on

Obstetric Services in NSW was struck in 1987 and over a period of two years undertook

an extensive review of all aspects of the provision of maternity services and examined

many of the issues related to childbirth from the viewpoint of service providers and

consumers (Bennett and Shearman 1989). In an analysis of the Task Force, Walker

(1990) suggests that the reasons for the establishment of the Task Force were varied.

Women's dissatisfaction with many of the features of the current system of care in

childbirth had been one of the principle findings of an earlier review of women's health

policy in NSW (Report of the Womens Health Policy Review Committee 1985) and was

also a major f,rnding of a national review of women's health policy (National Womens'

Health Policy Report 1989). Other reasons given were: a need to reform obstetric

practices in general, a way to justify the redistribution of resources and a political move

designed to win votes (ibid).

The Task Force was headed by a highly respected professor of obstetrics,

Professor Rodney Shearman, which as Walker (ibid) concluded, guaranteed respect for

the Review from his colleagues and the community. Membership in the Task Force was

broad and included representation from the health care professions, consumers and the

multi-cultural and Aboriginal community. The Task force received a total of 219

submissions from various individuals and organization, held consultations with the

community and conducted a wide range of site visits.
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The Final Report of the Ministerial Task Force on Obstetric Services in NSW,

more commonly known as the Shearman Report, was released in 1989. The Report con-

tained a comprehensive ra.nge of recommendations which involved all aspects of

maternity services provision. In general, the recommendations called for a redistribution

of obstetrical resources to areas of the state which were currently under-serviced, the

need for improved services for low-risk birth and a more natural and flexible approach

to childbirth. It also highlighted the need for mechanisms which would improve access

and services for certain groups of women such as single and young women, Aboriginal

and non-English speaking women and women who are isolated geographically. The

report also acknowledged the importance of consumer input into the Review process, the

need for improved education and support for childbearing families and the importance

of monitoring medical intervention in the birth process. Finally, the recommendations

of the Shearman Report clearly recognized the value of the midwives role in the care of

childbearing women and in general, provided a policy framework from which changes

in midwifery practice could occur. The recommendations which relate to midwifery in

general and the role of the midwife relative to the needs of the Aboriginal and

multicultural community will be discussed in greater depth in the foliowing chapter.

In summary, the objective of this chapter has been to provide the context for this

case study of midwifery in NSW. The following chapter will provide an in-depth

description of midwifery in NSW including details regarding infrastructure of profession,

the changing nature of midwifery practice and f,rnally will highlight the goals and issues

that currently face the profession.
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CHAPTER SEVEN

7.0 Midwifery in NSW: a contemporary view

This chapter will provide an in-depth view of midwifery in NSW including it's

history, current organizational structure and educational system. The process whereby

the profession has organized itself and developed strong network of midwives within the

state will also be discussed. In addition, the diversity of midwifery practice wilt be

described with a focus on the changes that within the health care system which have

affected midwifery practice. The degree of autonomy that midwives have across practice

settings will be a central element in this description. Finally, the issues and challenges

facing the profession will be highlighted as midwives and their work are described.

7.1 The regulation of midwives

The history of the regulation of midwives in NSW parallels that of midwives

throughout the rest of Australia. Until the later part of the 19th century the practice of

midwives who were predominantly informally educated, was unregulated. These

midwives cared for the majority of women and enjoyed a considerable degree of respect

in their communities (Adcock 1984). The first attempt to control the practice of

midwives through formal regulation began in 1894 with the efforts of a physician Dr. J.

G¡aham who introduced a bill in the State Legislature which would have formed the

framework for the education and regulation of midwives. There was not a great deal of

support for his efforts and the medical profession appeared divided on whether formal

regulation would increase or decrease the competition from midwives (Van Der Klei
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L99l)- The Bill was also opposed by others on the grounds that there would not be

enough registered midwives to f,rll the needs of the population in all areas of the state

(Adcock 1984). Failing in this first attempt, Dr.Graham along with the Australian

Trained Nurses Association, formed a midwifery subcommittee that established a

mechanism for the voluntary registration of midwives (Purcal 1985, I-ove 1979). While

this registration provided a way for midwives to increase their status through regulation,

few took the opportunity. In 1901, g0% of practising midwives in NSW were

unregistered and not formally trained (Van der Ktei 1991).

Efforts to regulate midwives over the next 30 years were unsuccessful, until the

passage of the Nurses Registration Act of 1924. As elsewhere in Australia, this

legislation officially brought midwifery under the control of nursing. Midwifery ceased

to be a distinct and separate occupational group from a regulatory viewpoint and the

historical distinction between the two occupations became increasingly blurred from that

time on (Willis 1989). The Nurses Registration Act of 1924 was replac"d by a new Act

in 1953 which also included provisions for the regulation of midwives or "midwifery

nurses" as they were often referred to in practice. The practice of midwifery was still

subject to specific conditions, and the distinct nature of midwifery practice was

recognized by separate clauses, including those which dealt with domiciliary practice.

Midwives also had provision for representation on the Nurses Registration Board and a

separate register was also set up for midwives. However, some of the features which

gave midwifery a distinctness within the regulatory structure of nursing were to disappear

over the next 30 years. The conditions which related to domiciliary practice were
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removed in 7975 and amendments to the Act in 1985 and 1987 eliminated the separate

register for midwives as well as the specific provision for representation of midwives on

the Nurses Registration Board (NSW Nurses Registration Board 1990).

The 1953 Nurses Registration Act was subject to a review by a Ministerial

Working party in 1990. In light of the changes that had occurred in the health care

system since 1953, a review was considered necessary and appropriate. The primary aim

of the review was to creare a new regulatory structure that would reflect the reality of

current nursing practice in NSV/. The overall disciplinary provisions provided in the

1953 Act were also regarded as unsatisfactory (either too lenient or too severe), the efh-

ciency of the Board required improvement, and finally the regulations regarding

midwifery practice needed "tightening up" (Collins, 1991). More specifrcally the

Department of Health and the Nurses Registration Board felt that the current regulations

were not effective in prohibiting the practice of midwifery by non-registered midwives.

The 1953 Nurses Act stipulated that a person shall not practise midwifery unless

that person is a registered nurse who is authorized to practise midwifery (Section 23 (2),

2l (4). Exceptions were provided to:

1) Any medical practitioner.

2) Persons giving assistance in emergency situations.

3) Students of midwifery, nursing or medicine.

4) V/here the woman did not reside within 20 kilometres of a medical or midwifery

practitioner or appropriated practitioner is unable or unwilling to attend.
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The latter provision was regarded as providing a way in which lay birth

attendants, the majority of who practised in rural areas could practise midwifery and not

be in conflict with the Nurses Registration Act.

Under the 1991 Act, the specif,rc clauses related to the unauthorized practice of

midwifery were revised and now include exceptions give to:

1)

2)

3)

Medical practitioners.

Emergency situations.

Medical or nursing student or any accredited nurse acting under the supervision

of a registered nurse who is authorized by the Board to practice midwifery @art

2, Section 7 (2)).

The third clause gives non-midwifery trained nurses the right to practise

midwifery under the supervision of a qualified midwife. The nature and extent of the

supervision was not specified in the Act.

The changes to the sections of the 1991 Act that were relevant to the practice of

midwifery were opposed by many midwives throughout the state and officially by their

professional association, New South Wales Midwives Association. The objections of

midwives related both to the process of consultation that occurred when the Act was

reviewed and to the potential implications of the changes that related to midwifery

practice. The NSWMA maintained the position that the consultation that had occurred

during the drafting of the Bill had been ineffective, and that given the level of concern

about the provisions for midwifery practice in the Act, specific representation by
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midwives on the Working Party should have been provided (Haertch 1991). The

opinion of both the Nurses Registration Board and the Department of Health was that

proper consultation had in fact occurred (Phillips 1991).

The NSWMA and many midwives in the state opposed the Nurses Bill most

strongly on the basis that it represented a serious threat to the future of midwifery

practice and ultimately to the health and safety of mothers and babies @'Elmaine 1991;

Griff,iths I99I; Haertch 1991; Robinson 1991). By authonzing unqualified practitioners

(ie. non-midwifery trained nurses) the right to practise midwifery they argued, the Act

erodes the exclusive right of midwives to practise midwifery and effectively opened the

door for a cheaper and less qualified health care worker to enter into the occupational

territory of the midwife (Griffiths 1991). Some argued that the new Bill effectively

implied that there was no special skills or knowledge was required to practise midwifery

(ibid) and facilitated a trend in which many nurses in leadership roles were to regard

midwifery as just another specialty within nursing. The NSWMA also argued that the

nafure of the supervision stipulated in the clause was unclear, poorly defined and open

to broad inteqpretation. Therefore, the Act placed undue responsibility on midwives to

provide supervision of unqualified practitioners and that this would jeopardize the care

of childbearing women.

These concerns expressed by the midwives were countered by the argument of the

Department of Health and the Nurses Registration Board that the realities of cur¡ent

practice in the state, particularly in rural areas resulted in non-midwifery trained nurses

looking after childbearing women and the inclusion of the supervisory clause in effect
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made the situation safer because it now required supervision whereas it previously did

not (Dent 1991, Meppem 1991).

Despite a vigorous media and lobbying campaign by the NSWMA to seek changes

to the Act it was proclaimed in March of 1992. Since that time midwives have been

successful in having a midwife elected to the Nurses Registration Board; however, their

efforts to have the Act amended have thus far been unsuccessful.

Despite the implications that the 1991 Nurses Act has for the future role of the

midwife in NSW, the right of midwives to function as autonomous practitioners is still

maintained by the regulatory structure provided by the Nurses Act of 1990. In accepting

the definition of the midwife adopted by the International Confederation of Midwives and

the V/orld He¿lth Organization, the legal right of the midwife to provide care on her own

responsibility in NSW is recognized by its regulatory body. Other states limit the

autonomy of midwifery practice in a number of ways; for example, Victoria restricts the

right of midwives to advertise and accept payment on a fee for service basis. There is

also a legal requirement that the clients of a midwife also be under the care of a

physician. There are no such restrictions placed on the practice of midwifery in NSW.

Therefore, midwives in NSW are legally entitled to function with a considerable degree

of autonomy in keeping with their recognized scope of practice. Whether or not the

practice of midwifery reflects this relatively broad or enabling regulatory structure will

be examined later in this chapter.
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7.2 Professional organizations of midwives

There are two organizations in NSW which represent the interests of midwives.

The NSWMA which is a branch of the Australian College of Midwives, Inc., is by far

the largest with 1200 members. The Australian Society of Independent Midwives has

approximately 30 to 50 members in NSW (I-ecky-Thompson 1993).

7.2.1 The New South Wales Midwives Association (NSWMA)

In relative terms, midwives in NSW have only recently

representation by their own separate professional association. For

had

the

the benef,rt of

majority of the

time since formal regulation occurred midwives have come under the umbrella of various

nursing association within the state (Hayes 1992).

The origins of the NSWMA can be traced back to the beginning of the century to

the midwifery branches of the Australian Trained Nurses Association (ATNA). These

early midwifery interest groups provided an opportunity for midwives to meet regularly

to discuss matters of mutual concern regarding education, practice and legislation (ibid).

The association with a professional nursing body continued until 1983 when the midwives

in the state separated from their affiliating body, the Royal Australian Nursing

Federation, to form their own midwifery association. The events which led up to this

separation can be traced back to 1970 with the visit to Sydney of Margaret Myles the

famous British midwife and her colleague Marjory Bayes. At that time, a process was

initiated that would eventually lead to Australian midwives being granted membership

into the International Confederation of Midwives (ibid).
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It was at the International Congress of Midwives in Lusanne in 1975 that

Australian midwives were first exposed to the antagonism that existed among their

midwifery colleagues internationally towards nurses and desire by many to have a

separate identity from nurses (ibid). This is best illustrated by the following:

Miss Margaret Porter, the Director of Nursing of the Royal Hospital for Vy'omen,
Paddington in Sydney took her place and began to deliver her paper. Using nurse
and midwife interchangeably, as was the current Australian fashion, she became
very bewildered about the very, very long line of delegates who stood up to
question her on the use of the terminology (ibid:17).

It was in this international context that Australian midwives began to appreciate

the tenuous relationship between nursing and midwifery, the value of enhancing

communication between midwives in all states and the benefrts for midwives of having

a national organization. In 1978 with only fifty members, the NSWMA became one of

the founding members of the National Midwives Association which eventually was to

become the Australian College of Midwives, Inc. In 1984, although the NSWMA had

only 73 members, NSW was the host state for the 20th Congress of the International

Congress of Midwives; an event which was an organizational and f,rnancial success.

Since that time the activities and the membership of the association have increased

considerably.

The NSWMA now has an elected executive board of 12 members, part-time

executive and educational officers and in 1991 the association purchased official

headquarters in Sydney. The Association has five active sub-branches which serve as a

network for communication among midwives throughout the state as well as coordinating

the efforts of the Association at a local level. The activities of the Association have
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expanded to include the production of a quarterly newsretter, the provision of continuing

education opportunities, the establishment of a midwives scholarship fund and a

mechanism for ongoing liaison with the nursing and medical professions. As the state

branch of the Australian college of Midwives Inc. (ACMI), the NSWMA also

participates in the activities of the profession at a national level and has gone from being

the smallest of the founding members states to the one whose members form the largest

number of ACMr members. But most importantly, the Association has emerged as a

strong and effective organization which now represents the interests of midwives and is

increasingly consulted whenever decisions a¡e made which wil effect midwives and

midwifery practice' The pride that many midwives expressed about their professional

association is reflected in the statement by the following independent midwife.

You can't help but feel as sense of pride when you look at what the Associationhas accomplished in a very short pèriod of timL. we have gone from being asmall group of very dedicáted group of midwives to a strong professional bodythat is t4ng its strength felt. rf we find out that we have not been consultedwhen decisions are being made about midwives or health care for childbearingwomen we make a point of rectifying that situation.(K)

7.2.2 The Australian society of Independent Midwives (ASIM)

As the name suggests, the ASIM is an organization for independent midwives

throughout Australia (Independent midwives are those in private practice. For a more

detailed discussion of independent practice see section 7.7). The total membership is

approximately 150-200 (Lecky-Thompsom 1993). Estimates of the number of registered

midwives in NSW who a¡e members of ASIM is between 30 and 50, and approximately

five unregiste¡ed or lay midwives hold memberships (ibid). Many registered midwives
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in independent practice belong both the ASIM and the NSWMA, atthough some only

belong to the NSWMA.

ASIM was founded by a midwife from NSW and its national office is in NSW.

The organization was started in 1989 as a result of the perception of some independent

midwives that as a group with special needs and skills, they were not given consideration

within the Australian College of Midwives and by implication the NSWMA. While both

ASIM and NSWMA support improved maternity services for the women and upholding

the role of the midwife, ASIM differs both in the origin of its membership and over all

approach to change (Communique 1991). ASIM was started by a group of midwives

who were considered by the rest of the profession (and indeed themselves) as being

somewhat radical and who saw the need for significant changes both within the

profession and with in the health care system in order to better fulf,rl the needs of

women. While many of the midwives who formed the ACMI were midwifery tutors

and came with strong academic backgrounds, those forming ASIM were practising

midwives in independent practice (ibid). In the view of some ASIM members, they

needed a sepatate organization which could provide support and communication, since

the very nature of independent practice means that an umbrella of professional support

from a hospital or other health care organization is unavailable to them.

While the primary aims of ASIM are to uphotd the role of the midwife, and to

work for improved services for childbearing women, ASIM has also become involved

recently in the education of midwives. A program of midwifery education called the

Midwives Academy was developed by members of ASIM and will be offered in 1993.
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It will provide education for midwives who wish to enter into independent practice. The

Academy is also available to practising midwives who wish to update their knowledge

and skill in certain areas related to independent practice.

The Communique, the official newsletter of ASIM, is published four times per

year and acts as a vehicle for communication between independent midwives throughout

Australia.

In summary, despite changes to the regulatory structure of midwifery in NSW

over a period of 70 years, the legal right of midwives to function autonomously had been

maintained. The basic control of midwifery however, remains within the regulatory

structure of the nursing profession. Despite the influence and control of nursing,

midwives appear to be effectively organizing themselves in order to meet the distinct

goals and needs of the profession. These changes are occurring at a time when system

of education for midwives is undergoing a period of change. These changes will be

discussed in the next section of this chapter.

7.3 Midwifery education

The history of the education of midwives is very closely tied to that of the history

of the registration of midwives in NSW since education was to become the basis upon

which registration was possible. Prior to the registration of midwives which began in

L925, the majority of midwives in NSW had no formal training although some

educational programs had been available in the state since 1877. Despite the fact that

much of the practice of midwifery occurred in the home and community, these programs
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were hospital based. The influence of the Florence Nightingale philosophy and style of

training was very much evident in these early educational programs, which stressed the

subservient and supportive role to be played by midwives in relation to the physician.

The initial basis of midwifery education in nursing was to influence the development of

midwifery throughout Australia as previously discussed in Chapter Four. Some have

speculated how the future of midwifery could have been shaped if these early models of

midwifery education had followed the European tradition of midwifery education being

separate to that of nursing, creating a distinctly and separate occupation (Barclay 1989,

Willis 1989).

The first school for midwifery nurses, as they were often called, was established

in Sydney in 1877 at the Benevolent Asylum which later became the Royal Hospital for

Women (Adcock 1984). The number of hospital based schools increased in the years

following as the trend for attaining formal education for midwives became the rule rather

than the exception. By the time of the Nurses Registration Act of 1924, the number of

untrained midwives had declined considerably and continued to do so until traditional

midwifery had disappeared by the mid 1940's (purcal 1985).

Entrance to midwifery training was possible through nursing and by direct entry.

The training for non nurses was extended by several months (I-ove lg7g, Nurses

Registration Board 1990). However, although direct entry was possible, the majority of

midwives were trained in both nursing and midwifery. Education in both discipiines was

considered necessary for those who practised in rural and remote areas in the state where

work involved caring for the ill as well as attending women in childbirth. Further
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training in midwifery was the frrst related discipline where nurses were able to atûain an

additional professional cerlificate. This benefited those who wished to advance their

careers in nursing, since promotion was usually given to those who held a double

certificate (Barclay 1985). Although direct entry to midwifery education was possible

in NSW until 1971, few midwives received their education through this option (Nurses

Registration Board 1990).

The early education of midwives was conducted in both the hospital and

community, with small lying-in hospitals providing the setting for domiciliary practice.

However, as the trend to hospital delivery increased in the 1930's the opportunity for

students to learn how midwifery skills were practised outside of a hospital environment

diminished.

Since its inception with the initial regulation of midwives, the NSW Nurses

Registration Board has set the regulations that determine the content of the curriculum

and the clinical requirements for midwifery education. Prior to 1980 the Board also had

the responsibility for setting registration examination and skills assessments for students,

but the responsibility for the examination of midwives was then given to individual

schools of midwifery. However, the Board still must approve alt midwifery curriculum.

The most recent guidelines regarding midwifery education were released in 1990 and

outline the Board's philosophy of midwifery, the competencies that must be achieved and

basic clinical requirements for student midwives (Appendix 1).

The education of midwives in NSV/ is currently in a period of transition between

hospital and tertiary (university) based programs. With basic nursing education now
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being provided totally in the tertiary sector in NSW since 1985, the move of midwifery

education was considered by many to be both inevitable and desirable (Van Der Klei

1991). The need for improvements in midwifery education that would reflect a srronger

academic focus were also supported by recommendations of the Ministerial Task Force

on Maternity Services in NSW (1989) as follows:

That tertiary and professional colleges ¡eview the theoretical and practical training
components of undergraduate and postgraduate, medical, midwifery/nursing and
allied health professional programs to ensure that adequate attention is given to
the development of communication , counselling and cross cultural awareness and
technical skills relevant to normal and complicated pregnancy, childbirth and
postnatal care @ecommendation 2.22).

The move of midwifery education to the tertiary sector was also supported by the

Australian College of Midwives Inc. which recommended that the transition be achieved

by 1995 following an "orderly transition" (ACMI Policy Statement 2.1.0,1989). Despite

this recommendation there is no organized plan for moving midwifery education to the

tertiary sector as there was for nursing education in NSW. The reasons for this are not

entirely clear.

A survey into the nature and conduct of midwifery programs throughout Australia

by Hancock (1992) revealed a disparity among the states in the planning and

implementation of the move, as well as a diversity of the type of degree given to

graduates of existing programs. Hancock results indicated that NSV/ was the most

advanced in terms of the transition to the tertiary sector. At the time of this survey,

there were five university based programs in NSW offering programs in midwifery.

Three of which were at a Bachelors level and 2 at a Graduate Diploma level.
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A survey on the status of midwifery education in NSW was conducted by Van Der

Klei in 1991. Results of the survey indicated that of the 24 hospitals in st¿te which

offered basic midwifery education, the majority either had no plans to discontinue their

midwifery courses or had not yet entered into negotiations with a university Department

of Nursing to take over their programs. Those hospital based programs who had started

planning for relocation to the tertiary sector, were at different stages in the process of

phasing out their programs. Some had already made plans to transfer all of their

placements to the university, while others were at various stages in negotiations with

universities. Although the hospitat based program of midwifery education is currently

being phased out in NSw, the hospital remains an integral part of the educational process

and remains the primary setting where students learn the clinical skills of midwifery.

While the content of midwifery programs may vary from one tertiary setting to another,

some features will be common to them all. The academic portion of the program will

be provided at the university level and will consist of courses which will also be offered

to students undertaking post graduate course in other areas of nursing. The primary

clinical component of the program will continue to be taught at an aff,rliated hospital.

The graduate diploma in Health Science (Midwifery) offered by the University of

Sydney Faculty of Nursing is one example of a tertiary based program which will be

offered over two years of part-time study. During the fîrst year the student may be

employed in any area of nursing and will take a combination of core (nursing) courses

as well as basic midwifery courses. In the second year of the program, the student must

be employed in an approved midwifery institution. During this second year the student
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will learn and practise most of the skills required for midwifery practice. The student

will graduate with a graduate diploma in midwifery which could be converted to a

Master's with further study. (This is assuming that a basic baccalaureate degree in

nursing is already held.)

It is also expected that the tertiary based programs will provide the opportunity

to have some flexibility in the development of the curriculum content and will include

courses which are considered important to midwifery students as they gain the knowledge

and skills that will prepare them to function in a primary care role. In addition, there

is now a potential for greater flexibility in choosing the settings where students learn the

clinical skills required of a midwife. At the time when this research was conducted these

programs were in the developmental stage, therefore the specifics which settings could

be chosen had not yet been determined. However, based on the views of those

interviewed, these settings could potentially include those serving a multi-cultural

community, independent midwifery or birth centres, depending on the interest of the

student.

7.3.I Continuing education for midwives

While not a requirement for continued licensure, ongoing education is also

available for midwives through courses provided by the NSWMA, the NSW College of

Nursing and the Australian Society of Independent Midwives.

In March of 1992 the NSWMA, in response to growing request from midwives

throughout the state, began a se¡ies of short courses in midwifery which were designed
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to update practising midwives in the areas of teaching skills, physical assessmenr,

research and management. The first midwifery refresher course NSW was also

developed by the Association. This course is designed to meet the needs of those who

are returning to midwifery practice or those who feel they are out of date with current

midwifery practice and education. The midwifery refresher course combines classroom

instruction with a self study approach and also includes a clinical component. These

courses are offered in addition to regular half and one day courses in variety of topics.

The Association also holds an annual one day conference.

The NSW College of Nursing offers certificate courses for midwives through their

advanced nursing studies program. The program was developed in response to requests

for post registration studies by many nurses including midwives, infertility and women's

health nurses. The certificate program in Advanced Midwifery is funded by the NSW

Department of Health and is available to midwives throughout the state. The students

of the program came largely from country areas, reflecting the desire of rural midwives

for more ongoing education (NSW College of Nursing 1990). The program is designed

with a central core of topics related to women's health. Three specialties areas have

been developed from this basic core curriculum: midwifery, infertility and women's

health. A large portion of the program is designed on distance learning principles to

accommodate the large number of requests from midwives in rural areas. The emphasis

in this program is on broadening the midwives theoretical understanding of women,s

health issues, professional development and the value of research in midwifery practice

rather than on the refînement of clinical expertise in midwifery (ibid). C-ourses designed
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specifically for midwives in independent practice have been developed recently by the

Australian Society of Independent Midwives. The curriculum for the Midwives

Academy, as the program will be called, was developed in response to the demand for

further training in the midwifery skills necessary for independent practice and will be

complementary to the basic midwifery education programs now curently offered. The

primary aim of this educational program is to provide midwives who wish to enter into

independent practice with the opportunity to learn and practise the skills that will enable

them to function autonomously and fulfil the international definition of the midwife

(Communique 1992). The Academy will operate under the auspices of the ASIM,

lecturers will primarily be midwives in independent practice. Students will have the

opportunity to learn skills in nontechnical settings and in a variety of apprenticeship

models.

To summanze, the educational system for midwives in NSW is undergoing a

period of change. At the time of this study it was in a state of transition from a long

tradition of hospital based training to one in which the midwife will now be prepared in

both an academic and clinical environment. Opportunities for midwives to extend their

education into the area of primary care are also developing. These changes are in

keeping with the changing role of the midwife in NSW and are necessary to prepare

midwives for the new opportunities in practice as they develop. The changing nature of

midwifery practice in NSW will be discussed in the following section of this chapter.
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7.4 Midwifery practice in NSW

The total number of registered midwives in NSV/ in 1990 was 18,960 (Nurses

Registration Board 1990). This represents almost one third of the 70,299 registered

nurses in the state but a relatively small proportion of those who qualify actually practise

midwifery. The number of registered midwives employed as midwives was 3292, or

only 8.3 % of the total nursing workforce. Another 2.6% of midwives are employed in

neonatal intensive care and mother craft (childbirth education). The Nurses Registration

Board does not keep detailed statistics on the a¡ea of practice in which registered

midwives work. However, statistics on both the type and place of employment were

available from the NSWMA. The NSWMA had 1200 members in lgg2, representing

approximately 40% of employed midwives in NSW.
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7.5 Current models of midwifery practice

Midwifery practice in NSW can best be described as being in a state of change.

As new variations in practice models have emerged, opportunities for midwives to

expand their role and regain some their professional autonomy have increased.

The majority of midwives work within two main models, hospital and

independent practice.

7.5.1 The hospital based model

Most midwives in NSW work within a hospital based model and are salaried

employees. It is within this model that the greatest amount of variation in practice

occurs. For example in one institution you may have a wide range of practice options

for midwives, from labour and delivery, to clinical education, to early discharge

programs or midwifery clinics.

The autonomy of the midwife within each variation of hospital based practice is

also varied and is largely determined by the polices of the institution. In some hospitals,

midwives are less constrained by policy and are more able to make decisions based on

their own judgements. In others, midwifery practice is more subject to the control of

institutional policy. As a result, there is a great deal of variation in the autonomy of

midwifery practice across institutions often within the same city.
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7 .5.2.1 Unit based practice

In many institutions it has been customary for the midwives's role to become

fragmented with specialization occurring in one area of maternity care. As a result,

some midwives practice in one area only, working exclusively in a delivery, antepattum

or post partum unit but not all three. Only a few institutions have policies which require

that midwives rotate through all areas. The most notable exception are smaller maternity

units, particularly those in rural areas, where it is customary for midwives to work in all

areas. unit based practice has undergone signif,rcant changes in the last 10 years

and in general, midwifery practice is now much less subject to the strict policies and

procedures which were prevalent in the 1970's particularly in the delivery unit. The

contrast in midwifery practice in the 1970's and the 1990's is described by the following

excerpt from an interview with a one delivery suite midwife.

I trained in the late 1970's. Those were the days of big intervention. In this
hospital we had an induction room with 8 beds that was staffed from 7:30 am to
10:00 pm every day except on the weekend. The midwives role at that time was
to get them into labour in a hurry, so we had quick-fast inductions, with lots of
syntocinon. We used lots of early epidurals, to keep the noise down...The main
skill was to get them to almost full dilation, get them out of the induction room
which involved getting an epiduralized patient onto the trolley wheeling the trolley
and the IMED pump into the delivery room and onto a deiivery table and have the
doctor arrive just as the head was crowning...Now that was a skillful midwife!
The whole practice of midwifery at the time was dictated by hospital policy which
really was made by the VMO's (visiting medical officer)..it was very rigid ...Now
it is different...things are more relaxed the place is the same but the skill in
helping someone have a normal delivery and using your judgement is more
recognized..we have a good deal of autonomy in the management of normal
cases...back in the 70's we tended the machines and looked after the
technology..now we diagnoseproblems and act..we often had to ask before. (I)
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The degree of control over decision making that midwives in unit based practice

hold is also influenced by whether or not the woman holds public or private insurance.

In many matemity units in NSW there is a mixture of pubtic and privately insured

women. In the case of those women who do not hold private insurance, midwives will

totally manage labour in uncomplicated cases, including the delivery and consult with the

house medical staff only if required. In contrast, the midwives role in the care of those

who hold private insurance is much the same as a labour and delivery nurse in Canada.

The midwives will provide care in labour, keep the physician informed of the progress

of labour, carry out their orders regarding the management of labour and inform them

when the delivery is imminent. If the physician does not arrive in time for the delivery

it will be conducted by the midwife.

In summary, at the unit level, in many maternity institutions the constraints on

midwifery practice as dictated by policy appear to be decreasing. However, variation

in the autonomy of midwives in unit based practice is still evident throughout the state

in both rural and urban areas.

7.5.2.2 Midwives clinics

Since the establishment of midwives clinics in hospitals, midwives in NSW are

again involved in the provision of antenalal care. This aspect of the midwives role had

largely disappeared in the 1970's (Adcock 1984). Studies of what remained of a

midwifery role in antenatal care in the 1980's indicated that the midwives skills were

widely under utilised (Stenning 19S9).
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The selection procedure and management guideiines vary from one midwives

clinic to another but generally this form of care is available only to low risk women.

These hospital-based clinics are provided as an option to women by participating

institutions, usually following an initial assessment by a physician. Women who attend

midwives clinics generally have a repeat visit with a physician in the later half of

pregnancy or as required. Midwifery-based antenatal care is also provided in the form

of outreach clinics where midwives provide clinics in a particular neighbourhood or in

some cases remote or distant communities as a way of increasing access for some women

who would otherwise not seek care. Midwives clinics have also been successfully

established for specihc groups, such as adolescents who appear to benef,rt from the

unique approach that midwives provide. The changing role of the midwife in the

provision of antenatal care to Aboriginal women and women from the multicultural

community will be discussed elsewhere in this chapter.

7.5.2.3 Early postnatal discharge programs

Postnatal domiciliary care programs are hospitat based services which offer

midwifery care to women who elect to be discharged within 24 to 48 hours following

delivery. This option is not universally available to women throughout NSW and is

provided only by hospitals who elect to develop such a program. The first program

began in NSW in 1984 and in 1991 there were a total of 28 programs available

throughout the state (NSW Department of Health 1991).
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Under the program, women in pregnancy, aÍe offe¡ed the option of early

discharge and home midwifery postnatally subject to medical and obstetric screening.

Midwives in the program begin their care of these women immediately post discharge

and continue midwifery care and support in the home environment for a period of seven

days and longer if required. Within this model the midwife has a greater degree of

opportunity to independently manage the care of women postnatally with the general

guidelines for care developed by the program. The success of such a model has been

well documented both in terms of outcomes, cost effectiveness and job satisfaction for

midwives involved (James et at 1987) . Eligibility criteria for the program is also being

assessed, and in the future may include women who have had more complicated

deliveries including caesarian section.

7.5.2.4 Birth centre practice

Birth centres are another variation within the publicly funded hospital system

where midwives may now practice. The concept of birth centres was f,rrst introduced to

NSW in L979, but it was not until this decade that they became more widely available

as a place to give birth and emerged as a practice setting which facilitated a more

independent role for midwives. All birth centres in NSW a¡e administratively linked to

a maternity hospital. They are organized differently; however, the philosophy of Birth

Centres appears to be consistent throughout the state. Several key elements appear to be

common to all Birth Centres. These include: the recognition of the normalcy of birth,

the importance of assisting women to deliver with a minimal amount of intervention. the
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need to return the control of childbirth to women and to encourage their active

involvement in pregnancy and birth (O'Donnell 1991). There is also consensus on the

central role midwives play in supporting and assisting women at the time of pregnancy

and birth.

In some cases the birth centre is located geographicatly separate from the labour

and delivery unit. In others, they may be located directly next to the labour and delivery

unit. Although the luxuriousness of setting varies, all birth centres have attempted to

create an environment which is more home-like, quiet and in which technology is

strikingly absent. The important contribution of a calm and peaceful environment,

separate from the labour and delivery unit, to the birth process was summed up by one

birth centre midwife.

The environment is very important in creating a feeling of safety for women as
they labour..there should be a minimum number of intrusions, that is why I feel
the birth centre has to be set apart from the delivery unit. If it is too close then
you will get people, mostly doctors drifting in...that makes it harder for the
women to concentrate and do their work and the midwife to do hers. (O)

Protocols for eligibility and the criteria for transfer of care also vary among birth

centres with some restricting the service to women who are low risk, while the criteria

developed by others makes the service available to women of low and moderate risk

(O'Donnell 1991). Limiting the criteria for the birth centre to low risk women is also

being challenged by those who believe that the features of the birth centre should be

available to all women regardless of risk (Rowley and Saxton 1992). Recently a birth

centre service is being made avaiiable to women of all risk categories in the Hunter

Valley (ibid).
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Staffing patterns for birth centres also vary with some having a separate staff,

while others provide the opportunity for all midwives to rotate through the birth centre.

In general, most are staffed by small numbers of midwives in order to facilitate

continuity of midwifery care. The opportunity to have a single midwife throughout the

entire pregnancy and birth however, is not available in birth centres.

In the case of women who do not hold private health insurance, midwives provide

the majority of care antenatally with the exception of one or perhaps two visits with a

designated birth centre physician. Midwives provide all the care at the time of birth and

immediately posþartum with physician consultation provided at their discretion. Women

who hold private insurance receive care on a shared basis antenatally with both medical

and midwifery involvement. At the time of delivery midwives will provide all the care

in labour, however the physicians will be called for the birth and in some cases conduct

the delivery. While efforts a¡e made to keep the relationship between the midwife and

the physician collegial, the preference for the relative autonomy of the midwives role

in the care of women in the public system was expressed by one birth centre midwife

as follows:

The mix of public and private patients is sometimes a problem for me..I prefer
the care of the public women because I can just get on and do things ..its not that
the care really is any different really.. it is just that you have a different mind set
at times..that link that there and in the back of your mind you know this is a
private case..at the same time I wouldn't want to exclude women with their own
doctor from having the care provided by a birth centre, the whole idea is that we
want to provide options for women and some wish to have their own doctor..that
option should be available rather than excluding it because it limits the autonomy
of midwives. (K)
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Birth Centres are also available to some independent midwives who have been

granted visiting rights, although the numbers of midwives who chose this option over

home deliveries has not increased dramatically. The greater availability of birth centres

has increased the options for women within the publicly funded system to receive the

majority of their care by midwives and has resulted in the opportunity for a small number

of midwives to both provide continuity of care and function more autonomously.

However, the option is not universally available. The self selection of the clients is well

recognized by midwives, many of whom believe that this model of care should be more

readily available. Some have suggested that the service is not reaching those who would

perhaps benefit most from this form of midwifery care (o'Donnell 1991).

In 1992 there were a total of seven birth centres in NSW. The rapid increase in

the availability of this option has been in part a result of the recommendations of the

Shearman Report (1989), the availability of funding to the state government through the

Alternative Birthing Services program sponsored by the Commonwealth government, and

the direct lobbying efforts of women.

7.5.2.5 Team midwifery

The newest form of midwifery practice in a hospitai setting is Team Midwifery.

This concept of practice had its origins in the Know Your Midwife Scheme (Flint 1987)

but it has evolved in a unique way in NSW. In 1991 there were three variations of team

midwifery in NSW with two being available within the publicly funded system and the

third offered by a team of independent midwives who had visiting rights to a large



127

teaching hospital. The third form originated in 1984 when for the first time in Australia,

midwives were granted visiting rights to the obstetric department of a major teaching

hospital in the Hunter Valley in NSW (a rich wine growing and coal producing valley

just south of Sydney). This initiative became the model for the accreditation process

subsequently developed by the Australian College of Midwives Inc. and later by other

hospitals NSW. The concept of a midwifery team evolved into a system in which a

small group of midwives offered continuity of midwifery care to their clients throughout

pregnancy and birth. Consultation and referral to participating obstetricians is built into

the approach. The team midwives based in the Hunter Valiey are all self-employed,

therefore clients pay them directly for their services and were also responsible for paying

the participating obstetricians fees. Clients are largely from the middle class, most held

private health insurance and many are from the health and teaching professions (Rowley

1991). The majority were primigravida and were considered to be of low and moderate

risk although2l% were high risk. This midwifery team provided ca¡e for a total of 559

women form 1985 to 1991 with excellenr outcomes (ibid).

A second team project began in 1990 out of the same institution in the Hunter

Valley. It again involved a small group of midwives providing total care within a

collaborative model with participating physicians. The main difference is that in this

case team midwifery is available within the publicly funded system and is part of a

research project designed to evaluate the cost and effectiveness of continuity of midwifery

care. Designed as a randomised control trial, the project enroled 720 participants and

was completed in November of 1992. Preliminary results indicate that the team functions
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well, midwives report an enhanced level of autonomy and a collegial relationship exists

with the participating medical staff (Rowley and Saxton 1992).

The third team midwifery project, which began in 1991 in Gosford, is also

available to women in the public funded system. The team was selected from the

existing staff of the hospital and provides continuity of care to women who are

considered to be low risk. This program is relatively new and had some initial problems

in establishing support within the medical community, and in providing total coverage

on weekends and nights. Reports suggest that the program is now working well and has

been well received by the midwives and their clients. A fourth team midwifery project

has recently been announced for the tù/estmead Hospital in the western suburbs of Sydney

(Midwifery Matters 1992).

1.6 The independent practice model

Midwives are quick to point out that independent practice refers to a private

contractual arangement between the midwife and her client, but midwives who practise

in this way are not independent from the health care system. Impticit in this model of

midwifery practice is the concept of autonomy within the recognized scope of practice

of the midwife.

Midwives in independent practice are all registered midwives with the exception

of a small number of lay midwives. Records of the NSWMA indicate that approximate-

ly 40 of their 1200 members are in independent practice. Their influence and public

profile are greater than their numbers would suggest.
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This model of midwifery practice has been gaining in popularity since the 1970's.

The few early practitioners practised alone; however, group practice is increasingly

common. Payment for independent midwifery care is on a fee for service basis with fees

ranging from A$700-$1200. Many independent midwives augment their income from

independent practice by working in birth centres or in other midwifery positions.

This model of midwifery ca¡e is primarity community based. Many independent

midwives have their own offices or provide care in their clients home. Most have

arrangements with physicians who provide backup and consultation services. In most

cases the midwife will suggest that the client see the backup physician at least once

during the pregnancy; however, they are not legally obliged to do so. While a large

proportion of births conducted by independent midwives occur in the home, some

practitioners who have visiting rights to hospitals or birth centres and can provide this

additional option of a birth centre confinement. Some independent midwives only

provide services in a birth centre.

The provision of continuity of care and a deep commitment to the right of women

to retain control of their childbirth experience are cornerstones of this model of

midwifery practice. The practice of independent midwives is not subject to the control

of hospital policies and procedure. As a result, each midwife exercises her own

professional judgement when making decisions about selection and care of clients, the

appropriate place for birth in keeping with the broad standards of practice as set by the

ACMI and by knowledge of her personal clinical competence and expertise. Despite the

autonomy of practice that is inherent in this model, independent midwives are limited in
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the degree to which they can directly access the services of the health care system.

Access to laboratory or diagnostic services is only available through a physician and

clients of midwives are not able to claim a medicare rebate for their services. With the

exception of few private health insurance funds, no monetary reimbursement from private

heålth funds is available to clients of independent midwives. Therefore, access to

independent midwifery services is dependant on a woman's ability to pay, effectively

eliminating it as a choice for many women in light of the current economic recession in

Australia.

Independent midwives in NSW were instrumental in negotiating a contract for

liability insurance which has been available since 1991. Prior to that time those

practising did so without benefit of liability insurance. The current policy provides

liability in the amount of one million dollars. Many area health authorities would prefer

that midwives have a higher level of cover, but the NSW Heatth Department has

endorsed this level to be acceptable for the present time (Meppem 1991).

This model of practice provides a great deal of autonomy for the midwife, and

offers a high degree of job satisfaction. However, the economic realities of independent

practice are such that most midwives must seek additional employment. The numbers

of midwives in independent practice have decreased significantly from 1988 to 1992. In

1988 3% of midwives were in independent practice, this declined to I.8% in t992

(NSWMA 1992).

The relative isolation that the few midwives in independent practice experienced

in the early 1980's is now decreasing as this model of practice increases in acceptance.
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The contribution these early practitioners made to the evolution of independent midwifery

practice however is frequently acknowledged and valued highly by many of their peers:

I consider those early home birth midwives to be real pioneers, they were isolated
by everyone-their peers, the established medical system, even by mainstream
Australian society...but they were very strong and courageous..if it had not been
for them we wouldn't be where we are today...we owe a lot to them. (L)

7.6.1 Other areas of independent practice

The concept of independent or private practice is not exclusive to midwives who

provide primary care to women in childbirth. A small group of midwives have

established private practices offering a variety of non-clinical services to women in

pregnancy and birth ranging from childbirth education classes, posþartum support and

private pregnancy counselling. All such services are on fee for service basis and clients

are not eligible for medicare or private heâlth insurance reimbursement. One recent

exception is antenatal education provided by midwives which is now being covered by

some health plans (Midwifery Matters 1993).

7.7 The Shearman report: implications for midwifery practice

Many of the midwives interviewed for this study considered the Shearman Report

to be a landmark document which accelerated the changes in health policy related to

midwifery practice that many in the profession had been working towards for many

years. The Report clearly recognized the role of the midwife in the care of childbearing

women and its recommendations supported the expansion of the role of midwives both

within the hospital based system and the integration of independent midwifery practice
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with the hospital based services. In addition, it also rer,ognized the right of women to

chose the place of birth including the home.

The granting of hospital visiting rights to independently practising midwives was

recommended by the Task Force as one strategy to expand the provision of midwifery

services and to improve consumer choice. The extension of visiting rights to independent

midwives included privileges for normal births in labour wards and birth centres and

allowed for a continuing role for the midwife in the care of women who elect to have a

home delivery and who require transfer or admission to hospital.

In addition to the granting of visiting rights to independently practising midwives,

several recommendation were made regarding the redef,rnition and expansion of the role

of hospital midwives. They included the introduction of an integrated system of

community midwives, with privileges in local maternity units. The British "Know your

Midwife Scheme" was also suggested as a suitable model for the provision of midwifery

care and one which enhanced continuity of care and improved choices for women. The

Task force also recommended the expansion of Birth Centre facilities as a means of

improving access to natural, family centred childbirth across all hospital settings

including specialist obstetric units, smaller district and rural maternity units. Within the

Birth Centre model, midwives were identified as primary care givers who would provide

care to women though pregnancy, birth and immediately post-partum.

The development of midwives antenatal clinics was also recommended as a means

of ameliorating deficiencies in antenatal care as expressed in many submissions received

by the Task Force. The dissatisfaction expressed by women included long waiting times
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in public clinics, the impersonal nature of care, and in general, hightighted the

inadequacy of the current system in meeting the needs of pregnant women in the

Aboriginal and multicultural community and those with special needs, such as

adolescents.

Other strategies in addition to the expansion of midwifery services antenatally to

the multi-cultural community were recommended by the Task Force. Following the

release of the report, positions for midwives as Ethnic Obstetric Liaison Off,rcers have

been established within the multi-cultural community. These midwives do not provide

primary care to women, but rather conduct antenatal classes, support women in labour

and provide support and assistance in the postnatal period. They also act as a liaison

between the particular cultural group and the health care system. In some cases these

midwives have effective in making hospital services more culturally appropriate

(Roumieh 1992).

The Task Force also recommended the expansion of interpreter services for the

multicultural community, the development of culturally appropriate antenatal educational

materials and finally, the development of continuing education opportunities for health

care personnel to increase their awareness and sensitivity to the needs of families from

non-English speaking backgrounds.

The Task Force also highlighted the continuing high levels of maternal and infant

mortality in Aboriginal communities and noted the need for a review of the existing

arrangements for the antenatal care and confinement of Aboriginal women throughout

NSW. Current health policy in NSW has determined that Aboriginal women who live
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in remote and rural areas of the State are routinely evacuated to larger Base hospitals for

confinement. In addition, those who reside in communities where no medical facilities

are available must travel long distances for antenatal care. Others received care in their

own communities by medical personnel resident in the community or by the Flying

Doctor service. Some of the strategies designed to improve the care of Aboriginal

women recommended by the Task Force included an expansion of sha¡ed care

arrangements with maternity units and Aboriginal medical services; the establishment of

Aboriginal liaison officers in institutions which serve large Aboriginat populations, more

involvement of Aboriginal health workers and community midwives in the provision of

antenatal care, improved accommodation for Aboriginal women who are evacuated to

base hospital from remote and rural areas for confinement and finally, a greater

recognition and involvement of traditional birth attendants. Elsewhere in Australia

significant progress has been made re-introducing traditional Aboriginal birth practices

and integrating the Grandmothers I¿w. In Central Australia Aboriginal women have

been successful in establishing the Congress Alukura in Alice Springs. The Congress

Alukura is a centre where Aboriginal women now receive antenatal care by their own

people (and Western midwives). In the near future they will also have the opportunity

to give birth in a centre where their traditional birth practices will be honoured and used.

At the time of this research no similar progress had been made in NSW.

Several recommendations related to the specific role that midwives could play in

improving services to Aboriginal women. The establishment of positions for Aboriginal

liaison midwives has occurred in a small number of institutions which provide care to a
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large numbers of Aboriginal women. The main role of these midwives is not to provide

primary care but to assist in prenatal education, and to improve communication links with

community based services such as the Aboriginal Medical Service. Positions for

community midwives have also been established in some country areas of the state. They

provide antenatal ca¡e in Aboriginal communities and have proven to be quite successful

(Midwifery Matters 1992). The cultural values and practices of Aboriginal women,

particularly the preference for female attendants, is also being acknowledged by the

system in general. However, many of midwives interviewed agreed that progress in

improving the pregnancy and birth experiences of Aboriginal women has been small and

it remains a complex issue which requires action and change on a variety of policy

levels.

7.7.L Implementation of the Shearman report

The Shearman Report was fully endorsed by the Minister of Health and a process

for the implementation of its 105 recommendations was established following its release.

This process included the establishment of a multi-disciplinary review group which then

priorized the recommendations and suggested actions regarding their implementation.

All Areas and Regions were requested to develop Five Year Plans to implement the

Report's recommendations and where possible, these plans were to be implemented

within cuffent resources. However, enhancement funding was also made available

through the State for the development of maternity services until the end of the

199211993 year.
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In the two year period following the release of the Shearman report the NSW Area

He¿lth Services and Regions collectively implemented 80% of its recommendations

(NSw He¡ìlth Department, 1991). Progress on implementing some of the

recommendations however, has not been uniform throughout the state. This is

particularly true of those which relate to expanding the role of the midwife. Some

Health Regions and Areas moved quickly to establish and implement guidelines for the

accreditation of independent midwives while others have been slow to provide action on

this recommendation. Similarly, the establishment of birth centres have not occurred in

all areas of the state despite the desire expressed by women throughout the state to have

access to such facilities. In areas where the opposition from the established medical

community has been strong, the reforms which involve a more expanded role for the

midwife and the establishment of alternative birthing facilities have been slow to develop

(Gleeson 1991).

The process of implementing the recommendations intended to improve access

and the quality of care for the Aboriginal and multicultural community were also

initiated. However, progress in improving this areas of maternity services provision has

also been slow and will involve action over a long period of time given the complexity

of the many issues involved (ibid).

I-ay midwifery practice

The exact number of lay midwives in NSW is unknown. An estimate provided

ASIM (I-ecky-Thompson 1993) indicates that there are approximately five

7.8

by
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unregistered midwives practising in NSW. A report by the Complaints Unit, a unit

within the NSW Department of Heatth, which investigated complaints about the health

care system, was released in 1991. The report was undertaken after reports concerning

unfavourable outcomes of home-births involving lay birth attendants were received.

From 1989 to March 1991 the Unit received a total of 10 such complaints mainly from

rural areas where communities who have adopted alternate lifestyles such as communal

living, are located (NSW Complaints Unit 1991). The complaints originated from

hospitals or health care workers rather than the women giving birth or their family and

friends. In contrast the complaints received in the same time period concerning births

involving doctors or registered midwives totalled 36 and 7 respectively, and originated

from the woman involved or her family (ibid).

The conclusions reached in the report indicate that the situation is one that will

"surface from time to time but does not require extensive resources of the Complaints

unit" (ibid:22). The recent changes made to the Nurses Registration Act make the

penalties for the unauthorized practice of midwifery sufficiently harsh to deter most lay

midwives from continuing their practice. Recent advertisements for registered midwives

to take over the practices of lay midwives appear to suppoft this view (Communique

1992).

While lay birth attendants are offered membership in ASIM and their cause is

supported by some of it's members, the NSWMA does not consider lay midwives

authorized to practise midwifery and is not supportive of appeals for assistance in having
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the Nurses Registration Act 1990 amended to recognize the practice of non- registered

midwives @obinson 1992).

7.9 Summary

This examination of midwifery in NSV/ reveals that significant changes are

occurring in the education, practice and the regulatory structure of the profession. New

variations in hospital based practice are now providing an opportunity for midwives to

function with an increased degree of autonomy. In addition, the concept of independent

practice has emerged as a practice option for midwives and is increasing in acceptance

within the established health care system. Changes are also occurring in midwifery

education. The long history of hospital based training for midwives is about to undergo

a significant change as it moves into an academic environment. The interests of

midwives are also now represented by two professional associations, the NSWMA and

the Australian Society of Independent Midwives. Midwives in NSW are rediscovering

their identity as midwives, and are mobilising to reclaim their right to act as primary care

givers to women in childbirth. This process has prompted a critical analysis of their

relationship with both the professions of medicine and nursing. The changes in the role

of the midwife have further been facilitated in part by policy initiatives at both the state

and federal level which have recognized the unique role of midwives and the desire of

women for more choices in childbirth which include having the choice of midwives as

their primary care givers. However, many of midwives interviewed for this study agreed

that the profession is far from achieving the level of professional autonomy and ideal role
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to which many aspire. What midwives consider to be the barriers and challenges that

face the profession as they attempt to achieve these professional goals will be examined

in the next chapter.
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CHAPTER EIGHT

8.0 Achieving autonomy: a midwifery perspective

As the previous chapter has described, midwifery in NSV/ is in a period of

change. These changes are effecting the infrastructure of the profession, the practice of

midwives and the relationship midwives have with the professions of medicine and

nursing. Many of these changes have given midwives a greater degree of autonomy and

have allowed them to more effectively meet the needs of childbearing women. The

pulpose of the interviews conducted for this study were to discuss with midwives the

changes that have occurred in the profession over time and to examine issues that

currently face midwifery. These midwives were also asked to identify the factors that

effect the efforts of midwives in NSW to achieve greater independence in their

professional practice.

As midwives reflected back upon their practice over the last 10 to 15 years, they

described the magnitude of the changes that have occurred in the care of women in

childbirth generally and the way in which midwifery practice has changed particularly

in the hospital-based system. While these changes have been signif,rcant, they fall short

of achieving the level of autonomy desired by the leaders of the profession and the

choices for care in childbirth that midwives feel should be provided for women in NSW.

The interviews also reveal the complexity of the system in which midwives are

now attempting to achieve change. They also provide insight into how midwives view

themselves, their colleagues and their place with women in childbirth. The backgrounds
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and experiences of these midwives were diverse. However, an analysis of their

narratives reveal themes and issues that were common to all despite their differences as

midwives. Five major themes emerged from the interviews and were touched upon in

some way by almost all of the midwives. These themes are the loss of midwifery skills

(LOST SKILLS), the process of how midwives learn and maintain the skills of their

profession (RESKILLING), the relationship of midwives to the nursing and medical

professions (SHARING THE TERRITORY), issues within the profession itself

(BARRIERS FROM WITHIN) and finally, midwifery's relationship with women (BEING

"wrTH woMEN').

These themes will be related to the model of professional autonomy previously

described in chapter two of this thesis. Within this model, autonomy has two main

components which essentially involve the acquisition of control at two levels: at the

infrastructure of an occupation (ie. control over the regulatory structure) and control over

the labour process. Control over the labour process also involves two main features,

authority over the boundaries of job (scope of practice), as well as the work done within

those boundaries. Seen in this way, autonomy is a dynamic concept whose main

elements are subject to a number of influences. These influences or determinants of

autonomy emerge as themes or are contained within the themes brought forward by the

midwives interviewed for this study. These themes will be identified and explored in-

depth in this chapter.
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8.1 Autonomy: different meanings

The concept of autonomy which is central to this study of midwifery in NSW held

diverse meaning for midwives. Autonomy was interpreted differently and defined

uniquely by many of the midwives interviewed; however, there were recurring elements

to the meaning autonomy held for these midwives. As the following excerpts from the

interviews will show, these elements related to both aspects of autonomy; occupational

control, and control over the labour process.

For many midwives, autonomy meant simply recognition as a professional with

a sphere of practice that was unique.

For me it means a literal inte¡pretation of the ICM definition, as a midwife I am
recognized as being able to provide primary care within my own scope of
practice. (M)

Others pointed out that having professional qualihcations and being recognized as

having a unique sphere of practice does not always ensure that an occupation has control

over how their work is carried out. These midwives further expanded the concept of

autonomy as having professional status, arccognized scope of practice and having control

over decision making within that sphere of practice:

My qualifications recognise me as a registered midwife-but for me, recognition
as a midwife means having control over decision making for the women under my
care and having the freedom to consult someone based on my own judgements not
on policieS or procedure that are dictated by someone else. (J)

For some, an important feature of autonomy also meânt the right of a professional

to have an equitable degree of access to the larger health care system. This access was

critical to the midwives' ability to provide a level of care women both required and

desired:
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For me autonomy means being able to provide care to women in whatever setting
she wishes and fundamental to that is having the freedom to access the system in
the same way that physicians do. (M)

While having control over decision making and having an equitable degree of

access to the heâlth care system implies a degree of professional independence, most

midwives felt that being a part of a larger system of care was also important. For these

midwives autonomy of practice still held the responsibility of consulting with other care

providers as necessary.

Autonomy means that you are a professional and you make decisions but you are
still a member of a team..I mean I am a real team player, even though i am in
independent practice I like to feel that I can consult someone and not feel that I
have somehow failed or that I have sold out. (K)

No one is really truly independent of the system, not even obstetricians, nor
should they be..I mean even they have to consult..the difference is that they
control the process whereas midwives don't. (p)

Some felt, that having the freedom to practise autonomously allowed them to use

their knowledge and skills fully to meet the needs of women in childbirth. For these

midwives the goal of gaining professional autonomy was fundamentally connected to

what they felt was their responsibility to childbearing women.

I personally am quite happy with the autonomy I have in my practice but the role
I have as a midwife is very different from what the majority of what other
midwives have. So, while I feel that we are able to offer some women an optimal
level of care, that kind of care is not universally available to all *ãmen,
particularly those who I feel would most benef,rt from it..so I guess the goals that
I want for all in our profession can't be separated from what I want for women
in childbirth. (B)

What are the variables that influence the achievement of the goal of professional

autonomy that many in the profession desire? How do midwives view the context in
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which they are trying to achieve change? The thoughts and feelings of midwives

concerning these issues will be examined in the remainder of this chapter.

8.2 Major themes

8.2.1 I-ost skills

Much of the value that is placed on the midwives's role lies in her ability to

provide care to women throughout the entire experience of pregnancy, birth and

posþartum. Just as the experience of pregnancy is seen as a whole, the role of the

midwife is best viewed as a continuous one. Her ability to make decisions is based on

her knowledge and understanding of pregnancy in general and is strengthened by a

knowledge of an individual woman and her pregnancy. The skills required of the

midwife will vary according to the stage of pregnancy, but the knowledge of the past

history of a woman and the context of her life enhances the midwives ability to make

decisions about her care with confrdence and authority. The reality of present day

midwifery practice in NSW however, is that with a few exceptions, the opportunity for

midwives to provide continuity of care throughout an entire pregnancy and birth has been

lost. The midwives role has generally become fragmented and with specialization

occurring in one or more areas of pregnancy. The profound effect of this fragmentation

and increased specialization on the profession was expressed by many midwives

interviewed as they reflected on their own work or as they observed the work of their

colleagues. For some, this observation held a sense of loss as expressed by the following

midwiferv administrator:
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..the sad thing is that many of us have lost the ability to see ourselves as
midwives, we see our roles as post-natal midwives or iabour ward midwives...we
have the lost the ability to funition in all areas, what you have now is this role
that is broken down into parts..we have super labour ward midwives or great
intensive care midwives but few who can do it all. (p)

At the heart of this inability to function in all areas of midwifery was the reality

that many had lost the ability to use the fundamental skills that would allow them to

perform all parts of the midwive's role. The loss of skills can result in an erosion of the

confidence that is necessary to carry out the duties associated with those skills. The loss

of confidence in turn leads to an avoidance and resistance to attempts that would require

that the role be extended once again to all areas of midwifery. These problems were

anticipated by some midwifery administrators as they sought to introduce change in their

units:

We have thought about rotating our staff but with that you have the need to
upgrade the skills that been forgotten or perhaps lost and so we come up against
resistance..it is far safer to stay in one area where you feel you have the ability
to do the job welt. (A)

The loss of skills and a lack of confidence in performing the midwives full role

also has implications for the extent to which ownership of a role is felt. Identifying with

the concept that the midwives role is a continuous one throughout pregnancy fosters a

commitment to preserving the role in its entirety. This feeling of ownership and

commitment is important in strengthening a profession's resistance to attempts by others

to intrude on their occupational territory. This can be illustrated by the frustration that

many expressed about the involvement of other professional groups such as physiotherapy

and the most recently, lactation consultants in the care of women in childbirth.
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So now we have this new guru, the lactation consultant, who decides how all
women should breast feed...we have allowed them to have far too much input..it
is the midwife who has the training and the knowledge to provide advice on
something as fundamental as breast feeding. (L)

In the minds of many midwives, the combination of the loss of conf,rdence that

comes as they become deskilled, combined with the arrival of new experts in the freld

of maternity care has resulted in a further erosion and devaluing of the role of the

midwife. Ironically, some pointed out that the policies and guidelines for these other

professional groups are often developed by midwives.

This unwittingly reinforces the idea by midwives that they are not capable of

providing total care to women in childbirth:

It is as if we have this mental block or something..I mean on the one hand we
embrace the international definition of the midwife but when it comes down to
drafting guidelines and regulations we make statements that imply that the midwife
isn't capable of making those decisions and that they should call upon the
expertise of someone else. (M)

The skills required of a midwife are varied and complex. The evolution in the

management of childbirth in Australia has required that midwives learn new skills

particularly those related to the use of technology in childbirth. Some midwives

suggested that keeping up with the new developments in the management of birth placed

pressure on midwives to develop expertise in new and different areas. In some cases,

these new skills are those which relate to the use and interpretation of obstetrical

technology. These skills are also highly valued in a medical model of care reinforcing

the further erosion of midwifery skills in other areas. Those midwives who had been in

practice for a long time had the opportunity to observe how the skills required of a

midwife had adapted over time and how the value of the "hands on" skills was once



147

again being recognized. The changing perspective on the value of skills and the

emerging sense of professional pride in what some described as revaluing of the "basic

skiils" of midwifery is evident in the thoughts of a delivery suite midwife whose practice

spanned 15 years:

The real art and skill of midwifery at the time was to look after all the monitors
and to get the obstetrician there on time..not even to get a normat delivery just
to orchestrate it so that it might even be convenient for him to put on the
forceps..I considered it to be a real honour to be working at a large teaching
hospital in Sydney because I came from the bush, I mean I had friends that were
out there doing it all without all the technology but I thought I was doing real
midwifery....it has changed now, I meâ.n there is a real pride in hetping someone
get a normal delivery and do to it with out the bells and whistles..(u).

However, the work of midwives within the hospital system remains complex and

even though the degree of intervention in birth may have decreased, some midwives still

expressed the feeling that the skill in tending the machines had been replaced by other

requirements of the job. These included time consuming tasks associated with record

keeping, organizing aspects of care and communicating with others who may be involved

in a woman's care. In some cases this seemingly complex structure created for the

provision of care particularly in large maternity institutions, prevented midwives from

being at the side of women as they laboured and using their basic midwifery skills. This

view was expressed by an independent midwife who in the course of doing research, had

the opportunity to observe the work of her colleagues in hospital based practice:

I really noticed it when I did the project, I mean it was the student midwives who
were looking after the women, the registered midwives were either doing the
paperwork or were on the phone calling doctors and ordering tests. (c)
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The impact of the loss of skills and its implications for the profession were

profoundly felt by many midwives. Some practising midwives described their efforts to

regain these skills and the joy they felt at feeling they had rediscovered midwifery.

Others who were not currently in practice shared with me their feelings of how important

it was for midwives to regain the fundamental skills of midwifery and how best to

achieve that goal.

8.2.2 Reskilling

The educational system of any profession acts as a vehicle for the socialization of

newcomers to the profession and provides the foundation from which knowledge is

transmitted and skills are learned. This educational system must also prepare the student

to function competently, and equip practitioners to work within the reality of the work

environment. .Given these broad objectives, and the current goals of the profession, it

is not surprising that many midwives felt that the present educational system was in need

of fundamental change. This system, whose roots lay in a hospital-based model of

education and which included a commitment to meeting the service needs of institutions

needed changes in order to prepare midwives of the future. These changes involved the

process and context in which the basic skills of midwiferv are learned and what some

described as the "basic socialization" of the midwife.

Most midwives agreed that "hands on" skills lay at the heart of the profession and

that those skills must be preserved within any educational program. It was these basic

skills that many felt were vital to the midwives' ability to function competently across
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all settings. Some midwives, particularly those who chose to enter into independent

practice, felt their education did not prep¿ì.re them with some of the basic skills that were

so essential to them as practitioners:

The basic form of education I feel has fallen short of it's objectives. We had to
learn a lot of really fundamental things ourselves, tike ordering tests-which ones
were appropriate and which ones were not. Right down to what was the best way
to provide antenatal care, based on holistic principles not the five minute
encounter. (C)

Most midwives who chose independent practice turned to an apprenticeship model

in order to learn the skills that they felt were essential to their ability to function as

independent practitioners. For most, this involved a variable period of apprenticeship

with another independent midwife. Here they developed the ability to perfect the skills

they had been exposed to as student midwives and to develop others that became essential

to them as practitioners. One midwife, who recently qualified, described her feelings

upon receiving her midwifery qualification as acquiring not a license to practise but "a

license to learn midwifery". This midwife went on to apprentice with an independent

midwife before establishing her own practice. Midwifery has a long tradition of passing

on skills from one practitioner to another. The value of expert practitioners in the

transmission of midwifery skills was expressed by many midwives as they described

experiences that highlighted or influenced the way they developed their own clinical

skills. These "experts" appeared to exist across all practice settings and had a lasting

effect on those midwives who learned from them:
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I worked mainly nights as a student and at the time there were a group of Scottish
trained midwives on the labour floor who really had a hands off policy..they
didn't rupture membranes or do routine pelvic exams to assess progress in labour,
I learned the value of listening and watching women in labour..those skills have
stayed with me and are really useful to me now wherever I practice. (M)

It is the preservation of the input that these practitioners have to the educational

process that many considered to be one of the key elements that would better prepare

midwives to develop the skills that would form the basis of their ability to practise

autonomously. Some expressed concern that with the increasing value placed in

academic qualifTcation for teachers of midwifery could jeopardise the role of expert

clinicians many of whom did not have academic qualif,ications.

The environment in which skills a¡e passed on is also a key factor in the

development of the midwife. In many ways it determines what skills are iearned, which

ones become valued, and the degree to which confidence as a professional is developed.

The complex structure of a hospital environment which provides the structure for the

work of the midwives poses a challenge to process of education. The pervasive influence

of the medical model of childbirth, the lack of opportunities to learn the principles of

continuity of care and finally, a system which in many cases discourages the development

of conf,rdence and independence, were all recurring elements which characterised many

of the interviews. These elements are well expressed by two midwives, a former clinical

educator and an independent midwife:

The hospital environment is pretty limited as a place of learning..you have
fragmented care and a system which doesn't really encourage you to see the
broader issues..you can teach it in all in theory but the reality of the hospilal is
that it is very rigid-it makes you focus on the tasks. (R)
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There was always this focus on the abnormal, this overwhelming sense of- what
if something happens..as a student that really effects the way you view things..the
teachers made a really good effort at creating the view that pregnancy was normal
but their was always this fear of something going wrong-you could almost feel
it..I felt I turned a corner professionally when I didn't fear birth any more but
it took me a long time. (J)

In addition, some expressed the view that the exclusive use of the model of hospital

based maternity care on the education of midwives further increased a reliance on

technology and weakened the ability of the midwife to have conf,rdence in her skills

outside of a hospital environment.

Despite the criticisms that were expressed about the hospital-based model of

education, many midwives viewed the move to a university model with mixed feelings.

While on the one hand they realised that in order to achieve their professional goals a

change in the educational system was necessary, aiternatively some had suspicions that

a university-based model would further erode the acquisition of the "practical" aspects

of midwifery. These concerns appeared to originate from the experience of the

university based nursing programs that produced graduates who were "a11 theory" and

not able to function adequately in a clinical environment upon graduation. Whether it

was the preservation of the hands on component of midwifery education that most felt

was in danger of being lost, or the anxiety that is created when change is about to occur

that caused some midwives to express this concern, is unclear.

The anxiety expressed by some regarding the changes in midwifery education

appeared to be offset with a sense of renewed hope. The danger of losing some skills

was balanced with the anticipation that university education would result in the

acquisition of skills in the area of research, problem solving and more importantly, that
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learning would take place in an environment that would foster the development of

conf,rdent and assertive midwives. These skills were considered to be essential to prepare

future practitioners as one educator and independent midwife suggest:

The midwife of the future will be totally different than the midwife of the past,
some will say this isn't good but we have to change..when we trained in the
hospital the goal was to adapt to what was happening in the unit and to what the
doctors were doing and accepting that without question. (f)

There are pluses and minuses...I think a tertiary based program will prepare them
to stand up for themselves, to have more conf,rdence in their ability to question
things and being able to do research is a plus..However, I am concerned that they
will be removed from being with women and from the midwives who are really
skilled. (C)

Finally, the move into the tertiary sector will bring the education of midwifery

more closely aligned with that of nursing. Midwifery education will still follow the

acquisition of nursing education but it will no longer have the distinctness of being in a

separate school. Rather, it will become a specialty stream within larger nursing

departments. The implication of this weighed heavily on some midwives who considered

this to be a critical factor in the degree to which midwives would be able to develop their

own identity, distinct from nursing. In addition, some felt that the common core of

midwifery and nursing would interfere with a process of socialization which would form

the basis of being able to assume a primary care role. These concerns were well

expressed by one midwifery educator:

I think there is great potential to improve the profession by elongating the
education but in midwifery NOT nursing..we need to develop our own research
base and that won't happen in the present system. The only way to achieve it is
if from day one of the educational program the student is socialised into being a
midwife, an autonomous care giver, then they will have a better chance. Every
one of the students I have comes [o me first as nurse and five months down the
track they are still thinking like nurses. (M)
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However, this view was not universally shared, although most midwives could

accept the validity of the argument, many felt that the reality of midwifery practice in

many cases required that the practitioner possess both midwifery and nursing skills:

It is a conflict for me, I happen to think that if midwives are going to meet the
needs of all women and be able to work in places were they are really needed like
in the bush they are going to have to have to be all-rounders which means having
some nursing skills..so I guess that we need to retain it for that reason but then
get on with it. (F)

This debate will continue as midwives examine their t¡oubled affrliation with

nursing and attempt to redefine their relationship with medicine.

8.2.3 Sharing the territory

When one considers the development of midwifery in Australia and its historical

relationship with medicine, it was not surprising to find that the importance of re-

negotiating that relationship emerged as a dominant theme. Unlike Canada and the

United States where the medical profession was almost successful in eliminating a role

for the midwife, Australian midwifery survived such efforts. Nevertheless, like many

other Western countries, the role of the physician in childbirth in Australia remains a

dominant one. In NSW, physicians have retained their control over the care of women

in childbirth and to a large degree over the work of midwives. Although midwives and

physicians work closely together, some midwives observed that their medical colleagues

did not regard them with the same level of respect that they perceived other midwives,

for example those in Britain, are afforded by their medical colleagues.
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The prevailing view among physicians that midwives are assistants to physicians

originates in the socialization of physicians and is reinforced by the existing models of

care in which physician and midwives work together. The relative lack of a collegial

basis for this relationship was observed by some:

It is really interesting to see how they relate to midwives after they came back
from England after their exams..there they had seen a system where midwives are
treated with respect..it has an influence for a while but usually it isn't long before
the old boys get them in line. (L)

There is some indication that physicians' attitudes towards midwives, as well as

their degree of control over midwifery practice is changing, as midwives become more

successful in establishing new variations in practice in which they assume a more

autonomous role- As these new practice models emerge, they serve as an example which

influences how students of obstetrics view the relationship between midwives and

physicians. Evidence of the changing nature of this relationship was apparent in many

of the interviews as midwives spoke of both their past and present working relationship

with physicians:

Back in 1976 it was a real "us and them" situation, we were very subordinate,
very oppressed....the whole practice of midwifery at the time was dictated by
hospital policy with the backing of the VMO..now it is much different, we havê
a lot of autonomy in the management of the normal labour, we are viewed more
as colleagues and decisions about care in labour have to go through the midwife.
(H)

However, the change in the relationship did not happen quickly and early attempts

by the few midwives who sought changes and who approached physicians to provide

backup for them as they entered into independent practice, were often characterised by

a patronising attitude and a meâsure of disbelief:
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They were just so stunned at theeffrontery of us-they couldn't believe it..I'm sure
they though it was just a flash in the pan and that it wouid soon die off but we
didn't, we are still here. (I)

Many midwives indicated that physicians appeared to give a measure of acceptance

to the changes in the midwive's role in hospital, but the development of independent

midwifery practice was opposed by the conservative elements of the medical profession

who were in the majority. Enough support from key individuals within the medical

profession was available however, so that the growth of independent midwifery and other

variations of more autonomous practice have continued.

The control that medicine exercises over childbirth and the degree to which

midwives remain dependant on the support of physicians in their own attempts to regain

professional autonomy emerged as a strong element from many interviews. But the

nature of that dependant relationship may be changing as midwives rethink the advantage

their central role in childbirth may now give them:

It is interesting to watch, when they (doctors) first set up in practice they want to
do what women want and to be seen as progressive so they may work with us and
in turn we become a source of refenals. (S)

We had a very supportive head of obstetrics at the time when things really began
to change and he was not unaware that the statistics were showing that we had
really high rates of intervention which is a reflection on physicians'practice..so
I guess he felt that if you give a little more to the person at the bedside then it
could be turned around to make them look better. (p)

The potential inter-dependant role of the midwife and the physician may now form

the basis from which a new collegial relationship will be established. Strong opposition

remains within the medical profession however, and the support for more autonomy for

midwives remains scattered. The importance of building on the minority of those who
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are supportive appeared to be critical to many midwives, as suggested by the thoughts

of this highly respected independent midwife:

You don't need all of them to support us..what we have managed to accomplish
here is a result of building on the support of a few..in the beginning we had to
prove ourselves but now we have established our credibility and it works..for all
of us. @)

The influence of past ways of interacting and the historical relationship between

midwives and physicians have shaped the manner in which most midwives and physicians

view each other. Successful re-negotiating of a new relationship will in part be

determined by the degree to which both are able to reinterpret their view of each other

and develop a measure of trust:

A lot of them know me because I was a labour floor midwife so they know the
skills I have...that influences the way they see me even now that I am in
independent practice. (K)

I have a lot of respect for the person who acts as back up for me..I don't see him
as having the need to exert his power over me and so I trust that he will respect
our relationship and trust my judgement. (J)

The appearance of an evolving relationship in which the care of women in

childbirth is more equitably shared may however, be an illusion and not evidence of a

fundamental change in the degree to which physicians are willing to relinquish their

control of childbirth. By supporting new models of care that appear to give midwives

more autonomy, the medical profession is seen to progressive and supportive. However,

the medical profession continues to retain the power both of giving such "rights" and

taking them away. Allowing midwives to regain real autonomy would involve relinquish-

ing control over the mechanisms that would allow midwives to access to health care

funds and health care services, on an equitable basis:
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Nothing much has changed in the system yet that would prevent physicians from
taking back that role if they wished..viewed in a relative sense we have made
enormous gains but that fundamental control over access still is held bv doctors.
(L)

Many however, accepted the reality of their relationship with physicians and

expressed a desire to continue their efforts at re-negotiating the basis of that relationship,

a task which some characterised as a "consistent effort" and others a "hard f,rght".

The most consistent reaction that we got from the physicians here was bemused
indifference, but we are lucþ, elsewhere the changes have been met by real overt
hostility, the pompous ones can't wait for midwives to have problems so they can
resume their autocratic stance. (A)

The emergence of a desire to become more autonomous and to reclaim a primary

care role for women in childbirth appeared to be the stimulus which caused many

midwives to reexamine their relationship with nursing.

Like medicine, the issue was one of control, but not of the territory of childbirth,

but control over the decision making process related to the fundamental basis of the

profession including the regulatory structure, education and practice. Many of the

midwives interviewed appeared to be developing a resistance to further incorporation into

nursing which some felt would further result in a loss of identity for midwives. Some

midwives suggested that the historical relationship between the two groups appeared to

be satisfactory and until recently was accepted without question by most.

As a result of the growth of specialization in nursing the distinctiveness of

midwifery appeared in danger of being lost. Being seen as something other than just

another specialty within nursing emerged as an important issue for many midwives. As

previously discussed, with career advancement in nursing now being possible through
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other specialties, the traditional assurance that senior policy makers would in all

likelihood be midwives could no longer be assured. The implication for many was that

the control of decision-making on issues related to midwifery would now be vested in the

hands of nurses who could not be expected to adequately represent the interests of

midwives:

Midwives need to make decisions for midwives, we cannot expect nurses to do
it for us, they don't understand what the issues are because they are not midwives,
it is as simple as that... (H)

Having control over the early socialization of those in the profession also appeared

be a critical variable in determining the extent to which midwives could develop an

identity as primary care giver. For some, the prior socialization in nursing represented

a significant barrier to development of an identity as a midwife who was capable of

assuming an autonomous role. Central to this view was an examination of what many

saw as the nature of the differences in the work of midwives and nurses, as well as the

increasing tendency of midwives to critically examine the relevance of the medical model

of childbirth:

Although there are exceptions, nurses generally carry out the orders of physicians
and they care for ill people.. midwives on the other hand have the abilitv to make
a diagnosis and carry out a plan of care without physician invoivement and we
care for women who are well not ill. (E)

The differences in approach and orientation between nursing and midwifery was

also revealed in the tendency of nurses to look to midwives as they develop their own

strategies for developing more opportunities for autonomous practice. As one senior

nursing administrator observed:
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There is no question that midwives have led the way in the development of new
nursing roles in Australia..we have a lot to learn from them, there is no question
that nurses in general have lagged far behind midwives. (O)

The inclination to view midwifery as separate from nursing and the desire to

establish a separate structure for the profession was however, not universally shared.

\Mhile some midwives acknowledged the need to have more control over decision-

making, they were disinclined to see the advantage of further distancing themselves from

nursing and acknowledged the advantage that midwives held because of their access to

the strength in numbers of the nursing profession.

While conflict in the relationship between nurses and midwives emerged as a

dominant theme in these interviews, it is difficult to know how widespread the suppoft

for the development of midwifery as separate from nursing is among the profession as

a whole. However, it does appeâr to be a view that is strongly held by the leaders of

the profession and other midwives who are very active in the development of a more

autonomous role for midwives.

8.2.4 Barriers from within

The changes that have characterised the role of the midwife in NSW have not only

caused midwives to reflect on their relationship with physicians and nurses but have

resulted in a critical examination of factors within the profession which influence the

future development of the profession.

This process of self-examination revealed a need for fundamental changes in the

way midwives both view themselves and their role in childbirth. As some suggested, the
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development of more autonomy for midwives will result from changes to the system that

allow midwives greater flexibility and autonomy, but will also depend on the extent to

which midwives are willing to accept the responsibility that accompanies such change.

Many argued that lost skills, a lack of conf,rdence and a system which imposes strict

controls on practice, has produced midwives who are frnd change difficult and

threatening:

When I came here the role of the hospital midwife could only be characterised as
being oppressed and repressed, it was very difficult to introduce change in a
system where midwives had previously been sanctioned for stepping out of the
boundaries. (P)

The predictable nature of their work and the relative safety that comes from a

system which clearly defines the limits of decision-making has produced many midwives

who are resistant to change and prefer instead to accept the status quo. The barriers that

exist within the profession itself emerged as a strong theme as many midwives frankly

assessed the factors within their profession that constrained the further development of

autonomous practice:

Midwives can be their own worst enemies at times, we sometimes have a hard
time seeing ourselves as midwives, we resist change, and we get really distanced
from each other. (M)

The support of a peer group and the strength that comes from knowing that you

have acceptance and understanding from others in your profession is also an element

which influences the extent to which many are willing to challenge the system and to

establish a foundation for future change. As many reflected on the early experiences of

those who sought changes to the role of midwife, it was clear that in the beginning, the
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majority of midwives did not understand the need for change and did not provide support

to those who had the courage to defy the system:

I wouldn't exactly call it a witch-hunt but the opposition to home birth and to
independent practice was very intense among midwives in the early days..we
faced tremendous criticism from our peers it was often highlighted when we had
to transfer someonein..I'll never forget how I feltwhen another midwifewrote
"failed home birth by Sister B. " on the front of someone notes. (K)

As the changes to midwifery practice have evolved, so too has the degree of

acceptance that midwives have of each other. The feeling of isolation and loneliness

which charactenzed the experience of those midwives who were among the first to enter

into independent practice appears to have changed as one midwife observed:

I remember how lonely I felt when I brought someone in...and I'd spend the
whole time alone with a women in labour..it took time for them to accept me..I
had to prove myself in a way..it was so wonderful when someone appeared to
give me a hand or relieve me for a cup of te¿. (R)

Strengthening the bonds of trust and creating solidarity among midwives appeared

to be an element that many considered was crucial to ensuring that the energy of

midwives was directed at facilitating change rather than fuelling discord within the

profession. However, given the diverse nature of midwifery practice and the wide

interests of midwives, many realised what a difficult task it is to create such a balance:

We have so many different types of people..you have the plodders which some
consider me to be, then there are the enthusiastic ones who really want to get on
with it and then there are the way out ones who really feel the rest are so
conservative.and then of course there are those who are really apathetic. (L)

In addition, the development of a sense of collective strength and pride as

midwives can be undermined by the development of a attitudes which foster the view that

some midwives are considered to be practising are "real" midwifery, while the practice
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of others falls short of ideal midwifery practice. Again, despite their differences as

midwives many expressed a strong desire to minimise what many considered to be the

development of divisive forces within the profession:

We are all in this together, we are all midwives and we should respect each other
as colleagues..I mean who is the College?..We are the College and we should not
critical of a process that we have done nothing to try and change. (K)

Finally, existing in a system in which you have been controlted by others, and

which has fostered the development of dependence and a lack of confidence has caused

many midwives to underestimate the extent of their strength and power:

V/e should never underestimate the degree of power that we have as midwives and
we should develop natural alliances that foster us regaining what is rightfully ours.
(P)

8.2.5 Being with women

The evolution of the care of women in childbirth in Australia, like many other

Western countries, resulted in the displacement of the midwife from a central role as a

provider of primary care in pregnancy and birth. The rise of medical dominance in

childbirth and the structures that were created for the provision of maternity care,

facilitated a fragmentation in the role of the midwife and created what some midwives

considered to be a growing distance between midwives and women. The height of this

distance occurred in the 1970's when rates of intervention in childbirth were high, home

birth had virtually disappeared, and alternatives to the strict policies of institutionatbirth

were few. As some midwives noted, the movement for change in the management of

childbirth was initiated not by midwives but by women, their families and other

supportive groups such as childbirth educators. For some midwives, womens'
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dissatisfaction with the existing system provided a catalyst that caused them to re-examine

their work and ultimately their relationship with women. This critical examination led

to the realization that they had to stop and listen to women. This view is well expressed

by one long time clinical midwifery educator:

I remember when I was a student and the women used to say "But I could push
better if I could just sit up-or I'll be able to breastfeed once I go home when there
isn't this routine...then I started reading some of the early books like Suzanne's
Arms and I realized that it wasn't just a few women who were saying that..I think
it reinforced what I intuitively felt but wasn't able to do because of the system.
(M)

The highly regulated nature of hospital-based care and the pressure to function in

a system which did not always coincide with the real needs of childbearing women,

created conflict for many. As some midwives noled, this conflict led midwives to have

divided loyalties, one to the employer and one to women. The result was that for a time

it was difficult for midwives to meet the needs of both. The temporary loss of a central

goal of midwifery care-to act as an advocate for women-was articulated by one senior

midwifery ad ministrator:

The practice of hospital based midwifery became extraordinarily regulated and I
think midwives forgot their role as advocates for women. We have gone through
so many trends, for a time everyone had an episiotomy or an epidural and
midwives went along with it, for a time. But then we began to acknowledge the
fact that women and their families have rights and should have a choice and be
involved in decision making..that has really influenced the evolution of practice.
(A)

There is little question that midwifery practice has evolved over time and is now

more centred on the needs of women. These changes have coincided with a generai

process of change in childbirth practices combined with policy changes in the system

which now enable midwives to assume an advocacy role for women and function with
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greater autonomy. Many of the midwives interviewed expressed the view that in

returning to a role as advocates for women the profession had re-established a positive

public image. However, they had not yet established themselves in a role as legitimate

primary care givers in the eyes of women. As a result, ffiffiy suggested that one of the

major goals of the profession was to re-educate the public about the role of the midwife.

In addition, some also felt that it was necessary to separate the issue of midwifery from

the emotional debate that often surrounds issues related to the place of birth. These

complex issues are expressed by the following birth centre midwife:

We have to educate the public, and the consumers of childbirth services about the
role of the midwife and what we are able to provide, as well as reinforcing that
birth is normal and it isn't necessary to have a physician look after them if they
are having a straight forward pregnancy. Consumers get frightened-we get a lot
of negative press arising out of home birth and some of those who don't support
midwives use it against us. (K)

The task of re-educating the public was considered a difficult task in light of the

fact that Australian women have come to expect that care in childbirth should be

provided by physicians. This combined with the prevailing medical model of birth

represents a challenge for midwives:

If you actually canvassed the Australian public they would probably say you
couldn't have a baby without a doctor there just in case something went wrong.
But they don't see the doctor as just being there for backup, it is normal
procedure to seek out a doctor when you are pregnant. What they don't see is
that what they are getting for their money is a lot of over servicing and
intervention. (C)

Some midwives expressed frustration at having to disprove the prevailing view

that midwifery care is somehow second best when compared to the gold standard of

physician care. This need to prove oneself, in addition to explaining the role of the
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midwife over and over again is described by one midwife as she recounted her feelings

when she first began to see women as part of a shared care affangement with a consulüant

obstetrician:

It was a bit funny at first because I would do the whole antenatal check as he
would and then I would do all my teaching and I was really aware that they were
paying to see a doctor and they might be disappointed at seeing a midwife so I ask
them at the end if they want to see him even though there is no need..I f,rnd I
spend a lot of time explaining what a midwife can do, a lot of them lust aren't
aware. @)

In addition, given the changes that have occurred in the management of childbirth

in Australia in the last 20 years, the current choices that are available may represent

enough change to be satisfactory for many women so that they do not feel the need to

actively seek alternatives such as primary care by a midwife. As one independent

midwife pointed out when it came to chitdbirth, women have lost the "f,rghting power of

the oppressed" and as a result are less likely to seek the care of midwife, particularly

when they must often pay directly for this service.

Finally, for some midwives the key to increasing the collective autonomy of the

profession lay in the success of models of care such as Team Midwifery which facilitated

the continuous relationship with midwives and women. This model provides the greatesr

potential for proving the value and effectiveness of midwifery care as well as upholding

the principles of continuity of care and accessibility:

A lot of what has happened in the past few years has had the appearance of
change, and of giving control back to midwives. But atl the policy changes have
stopped short of giving midwives real power that comes with being able to be
provide continuous care and allow us to prove our value within the system and
to women. If we are able to practise in the system the way we should, as
midwives, then I think we will have enough support from women that having
access to primary care by midwives will become a political issue. (p)
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8.3 Discussion

How do the themes of LOST SKILLS, RESKILLING, SHARING THE

TERRITORY, BARRIERS FROM WITHIN, and BEING WITH WOMEN relate to the

concept of autonomy as presented in this thesis?

LOST SKILI-S

The theme of LOST SKILLS clearly articulates midwives concern over how the

evolution in the care of childbirth in Australia has resulted in the fragmentation in the

role of the midwife. The consequences of this fragmentation, and the subsequent

specialization in one aspect of midwifery, for many midwives has resulted in the loss

of the entire spectrum of midwifery skills. This has lessened midwives' ability to

function in accordance with a recognized scope of practice. Within this scope of

practice, the ability of the midwife to provide care to \ryomen throughout pregnancy is

implicit. Therefore in order maintain legitimate claim to this sphere of practice, the

midwife should in fact possess the skills and expertise to provide care within that sphere.

The loss of professional confidence that comes when skills are lost, combined with

a loss of authority as a role becomes devalued, both contribute to a weakening of

professional boundaries as well as influencing an occupation's ability to do the job in

accordance with that scope of practice. This overall weakening of an occupational role

facilitates the intrusion of other occupational groups into it's sphere of practice. Changes

to the NSW Nurses Registration Act which allow nurses without midwifery training to

provide components of midwifery care is one example of midwives' vulnerability to
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maintaining a claim to a unique sphere of practice, as well as their inability to control

the intrusion of another occupational group, in this case nursing.

RESKILLING

Equally important as the loss of skill is the challenge of RE-SKILLING midwives

with the skills that are considered necessary for maintaining the ability to make

independent decisions within their recognized scope of practice. As many midwives

pointed out, the non-technical "hands-on" skills of the midwife, are ones that must be

preserved and strengthened in order to foster confident and competent midwives who are

able to work across all settings. Learning the skills of midwifery exclusively in a

hospital environment where it was possible to defer decisions to someone else. and with

the availability of obstetrical technology, posed limitations on the extent to which the

midwife could develop sound skills which form the basis for independent decision-

making. In addition, the hospital environment not only subjects the work of midwives

to institutional control but it also determines which skills are tearned and how that

knowledge is transmitted. Despite efforts by midwifery educators to present alternatives,

the strength of the medical model of childbirth and the degree of bureaucratic control

over the work of midwives exerts a profound influence on the socialization of students

of midwifery. As many midwives pointed out, the importance of learning midwifery in

a variety of settings, and in particular settings where midwives provide continuity of care

and practise more in keeping with their legally recognized scope of practice appeared to

be critical to the development of future midwives. As more such practice models
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emerge, both in the hospital model (ie. Team Midwifery, Birth Centre), and as the

acceptance of independent practice grows, these opportunities will become more readily

available.

What also emerged from the interviews was the importance for midwifery of

acquiring additional skills, such as those of conducting research. Some of the midwives

interviewed suggested that these skills could prove critical for midwives as they sought

to demonstrate that increased professional autonomy was not detrimental to mothers and

babies, but in fact could result in more positive birth experiences for women, improved

birth outcomes and (hopefully) less cost to the health care system.

In addition to these influences some midwives felt that grounding midwifery

education in nursing hampered the development of a professional identity in which

responsibility for independent decision forms the basis for practice. This issue was

further developed within the theme of SHARING THE TERRITORY.

SHARING THE TERRITORY

Within this theme, the complex relationship that midwifery has with both nursing

and medicine emerged. In the case of nursing, this study indicated that midwives were

beginning to resist the degree of occupational control that nursing has historicatly held

over midwives in NSW. This authority was apparent both at the level of occupational

control and control over the labour process. The re-emergence of a separate and distinct

identity for some midwives in this study was indicative of efforts to achieve grâter

autonomy through the preservation of distinct occupational status and recognition within
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the regulatory structure of nursing. Some midwives in fact suggested, that the fïrst step

in achieving greater autonomy was to lobby for a separate Midwives Act which would

give midwives distinct occupational recognition and secure control over the regulatory

structure of the profession.

Midwives also appeared to be resisting the degree of control nurses had over the

work of midwives. Some midwives in this study maintained that because the nature of

the work differed between the two, nurses could not adequately represent the interests

of midwives nor make decisions which related to the work of midwives. The debate over

the changes to the Nurses Registration Act appeared to demonstrate for midwives, that

nurses could not adequately understand the nature or importance of midwive's work.

Therefore it was inappropriate for nurses to assume the responsibility for making

decisions that would effect midwifery practice. In addition, with increasing specialization

in other areas of nursing many midwives pointed out that the traditional assurance that

nurses in leadership roles would also hold midwifery qualifications could no longer be

guaranteed. Therefore it was imperative that the control over the decision-making

process as it related to midwifery practice be held by registered midwives. Many noted

the irony, that as nurses sought to gain more autonomy from medicine, it was midwives

to whom they looked for assistance in developing models for more independent practice.

Finally, the close alliance of midwifery and nursing was regarded by some midwives as

an obstacle to the negotiation of more autonomy vis a vis medicine, due to the overall

subordinate status of nursing to medicine.
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Like many other features of midwifery in NSW, this study suggests that the

relationship between midwives and physicians appears to be changing. Challenges by

women to the supremacy of medicine over many aspects of care in childbirth have

resulted in changes in the way birth is managed in Australia and have lessened the degree

of control that physicians exert over the management of childbirth. In many cases, this

challenge to the medical model of childbirth, has resulted in midwives assuming greater

control over decision making and greater opportunity to function independently.

However, as many midwives pointed out, the achievement of greater autonomy for

midwives is still very tied to the support of physicians. The success of new hospital

based models of practice such as Team Midwifery, and Birth Centre practice remain

dependant on the availability of physicians who are willing to act as consultants to

midwives. Similarly, midwives in independent practice who wish to offer their clients

the choice of birth in hospital are dependant on a system (which is largely controlled by

physicians) to grant them access, in the form of visiting rights, to the larger hospital

system. Even midwives in independent practice, who appear to have the greatest degree

of control over their work, remain dependant on physicians who act as gatekeepers to the

health care system and who will perform functions such as ordering routine tests and

diagnostic procedures if required. Finally, the impact of the Ministerial Task Force on

Maternity Services in NSW and the support of it's chairman, Professor Shearman, in

initiating policy changes related to midwifery practice cannot be under-estimated. Many

of the midwives interviewed suggested that while the specifics of recommendations were

not new, especially to many midwives who had been working toward change within the
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system, the fact that they were made by the Task Force and supported by it's chairman

increased the likelihood that they would be acted upon by poiicy makers. Building on

the support of key physicians appeared critical to the further evolution of practice

relationships between physicians and midwives in which midwives assumed greater

control over both the boundaries of the iob and the nature of the work within those

boundaries.

BARRIERS FROM WITHIN

In this theme midwives spoke of the issues within midwifery itself that influenced

the attainment of greater professional autonomy. Clearly, this goal involved change both

at the level of occupational control and at the labour process level. This goal is one that

cannot be imposed on an occupational group by it's leaders, but must be desired by the

majority in order to become a reality. While many of the midwifery leaders in NSW

appeared to desire greater occupational recognition and even the power to become self

regulating, one cannot assume that this is a goal that would be supported by the majority

of midwives in NSW. Although changes in midwifery practice which have given

midwives more responsibility and control over decision-making have been welcomed by

many, these changes have at times also been met with resistance by some and have not

been embraced by all midwives. With increased independence comes greater

responsibility for making decisions. Given the recent history of midwifery practice (ie.

1970-1990) where the role of the midwife had become increasingly fragmented and the

parameters of decision-making were defined by institutional policy, it is not surprising
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that some would approach the opportunity to practise with more autonomy with

uncerüainty. While individual midwives may not wish for more independence in their

own practice, it is an overall professional goal that is worthy of their support so that

midwives in the future will have the opportunity to have a greater degree of autonomy

in their practice.

BEING 'WTIH WOMEN''

The emergence of what some midwives described as their "midwifery identity"

has fostered a return to what some considered are the basic goals of midwifery. These

essentially are to act as advocates for women and preserve birth as a normal human

experience. However, in order to achieve these goals and effectively "Be with Women"

midwives must have control over both the infrastructure of the profession, as well as the

decision-making process regarding midwifery practice. For midwives then, the

importance of achieving greater autonomy is not attainment of professional power and

control in and of itself, but as means by which the birth process can be de-medicalized

and the control of childbirth returned to women. In order to achieve this goal however,

midwives and women must become allies in the process. Ironically however, midwives

must first re-establish the legitimacy of their role in the eyes of women, and dispel the

view that midwifery care is somehow second best when compared to that provided by

physicians. In short, they must create a demand for their services that will be heard by

policy makers. An increase in the accessibility of variations in practice models where

midwives are able to provide continuity of care, and remain relatively free of medical
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and bureaucratic controls within the publicly funded health care system, will enhance the

midwives ability to generate the support of women. This in turn may serve to enhance

the argument for greater access to public funds and the services of the heatth care system

by more midwives including those in independent practice.

In conclusion, these interviews with midwives indicate that despite a progressive

loss of autonomy in recent years, the role of the midwife in NSW appears to be

changing. Midwives are beginning to seek greater control over the decision-making

process which effects the education of midwives, the regulatory basis of midwifery and

f,rnally, midwifery practice. New practice models are now becoming established which

offer the opportunity for midwives to practise with a greater degree of autonomy as well

as providing an alternative to a physician-centred model of care. However, as many of

the midwives in this study suggested, these recent changes fall short of ensuring that

midwives acting in a primary care role are accessible to all women who desire such care.

The interviews conducted for this case study reflect the complexity of the system in

which midwives are now attempting to achieve further change. V/hile some of the issues

are specific to the context of midwifery in NSW, many relate to the experience of

midwives in other jurisdictions. The implications of the f,rndings of this study and their

relevance to the development of midwifery in Canada will be explored in the concluding

chapter of this thesis.
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CHAPTER NINE

9.0 Summary and conclusions

The purpose of this project was to conduct a study of midwifery in Australia.

The degree of midwives' professional autonomy and the professions' perceptions of the

factors which influence this level of autonomy, was the central question the study sought

to examine. The state of NSW was chosen as the site for the study, and the research was

conducted during a six month period, from July to December 1991.

A conceptual framework for the study was derived from an approach developed

by Coburn (1988). This approach suggests that professional autonomy involves control

by an occupational group at two levels; the regulatory level and at the labour process

level (the actual work of the occupational group). Control at both levels is subject to a

number of influences.

Utilizing a case study method, information on the regulatory structure, education

and the practice of midwives was collected. The principle sources of data included:

documents and archival records, interviews, site visits and observations at meetings and

midwifery conferences. In order to more extensively examine issues related to the

autonomy of midwives, in-depth interviews were conducted with 38 midwives. These

midwives were selected from the areas of education, practice and administration.

The results of this study indicate that midwifery in NSV/ is undergoing a period

of significant change. Changes are occurring in three main areas of the profession: its

regulatory structure, education and practice.
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Midwifery in NSW is included within the regulatory structure of nursing.

Changes to the Nurses Registration Act in NSW over a period of time have resulted in

the erosion of the distinctness of midwifery within the regulatory structure of nursing

and a diminished opportunity for midwives to have direct input into decisions that effect

their practice at the regulatory level. In addition, the most recent changes to the Nurses

Registration Act permit nurses without midwifery training to practise midwifery under

certain conditions. These recent changes suggest that the traditional occupational

territory of the midwife, -the care of women in childbirth-is vulnerable to the intrusion

of another occupational group, nursing. In response to these changes, some midwives

are beginning to actively resist the degree of control nursing has over their practice at

the regulatory level. This has been facilitated by strong leadership provided by their

professional association, the NSWMA, and the emergence of what some midwives

described as their "midwifery identity".

Changes are also occurring in midwifery education. The long history of hospital

based education is ending and is being replaced by educational programs located within

nursing departments at the university level. This change, while supported in general by

the profession, remains a source of concern for many.

Some fear the loss of the opportunity to learn and perfect the non-technical skills

of midwifery, a greater emphasis on academic skills than on the clinical practice of

midwifery and f,rnally, the threat of greater control of nursing over midwifery. Others

see the change as an opportunity for midwives to learn in an environment which supports

the development of confident, independent thinking practitioners and where the
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opportunity to learn midwifery in different settings is possible. Some in the profession

feel that learning in an academic environment will provide the opportunity for midwives

to learn new skills such as research.

Finally, changes in midwifery practice are also occurring. While midwives retain

the legal right to practise as autonomous practitioners in NSV/, until recently few did so.

However, new variations of midwifery practice are now providing the opportunity for

midwives to reclaim a more autonomous role. These variations are occurring within the

hospital system and include team midwifery, birth centre practice, midwives clinics and

early discha,rge programs. The model of independent (private) midwifery practice is also

gaining acceptance within the established health care system. Within this model

continuity of midwifery care is provided with the birth occurring either at home or in

hospital. Despite these re¡ent changes the overall autonomy of midwifery practise is less

than many in the profession would desire.

The issue of professional autonomy was examined in more depth in interviews

with key informants. The analysis of these interviews revealed five major themes which

midwives consider are critical influences on the degree to which midwifery will achieve

greater autonomy. These themes related to the loss of midwifery skills, the process of

how midwives learn the skills of their profession, the relationship between midwives and

the professions of medicine and nursing, issues within the profession itself and finally

midwives' relationship with women.

The implications of the studies' findings as they relate to the development of

midwifery in Canada will be discussed in the remainder of this chapter.
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9.1 Discussion

For many years Canada was the only industrialised nation in the world in which

midwives did not have the legal right to practise. As previously discussed in this thesis,

this situation is changing as more and more provinces announce their intent to legalise

midwifery and incorporate the services of midwives into their health care systems. These

events represent a significant victory for Canadian women, their families, and those

midwives who have lobbied for legal recognition despite signif,rcant opposition from the

established medical community.

The reasons why Canadian women and their families have fought for the legal

recognition of midwifery are not unlike those of Australian women who also desire

change within their system of maternity care. These reasons include: the desire for

continuity of care, less medical intervention in childbirth, and more involvement by

women and their families in the decision-making process regarding childbirth (Ontario

Report 1987; Alberta Midwifery Services Review Report 1992; Relyea 1992). In NSW,

where midwifery is fully integrated into the health care system, these requests have

supported a change in the role of the midwife, in Canada they have resulted in the

establishment of a legal role for the midwife.

Evidence from those provinces which have announced their intent to legalize

midwifery indicates that while not unanimous, support for midwifery as a self-regulating

profession is strong (Ontario Report 1987; Alberta Midwifery Services Review Report,

1992; British Columbia Ministry of Health 1993). The recommendations of these

provincial reviews, if acted upon by government, will establish midwifery as a profession
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in its own right, distinct and separate from nursing. Therefore, unlike midwives in NSW

who face the task of achieving greater control over their profession within the regulatory

structure of nursing, Canadian midwives will have achieved a degree of autonomy by

securing the right to control the regulatory structure of their profession.

The results of this study of midwifery in NSW indicate that the recognition of a

distinct scope of practice and the achievement of the legal right to practise does not

necessarily ensure that a profession will be able to fulfil its professional goals.

Achieving control over ones' work or the acquisition of professional autonomy at the

labour process level, is a complex task which is subject to influence at a number of levels

as discussed in this thesis. These influences effect the changing role of midwifery in

NSW and will also influence the successful establishment of midwifery in Canada.

Like midwifery in NSW, the autonomy of Canadian midwives will also be subject

to the influence of inter-professional issues as well as intra-professional issues.

Midwives will have to be prepared with the right balance of skills which will enable them

to practise in a variety of settings. The process of acquiring these skills must also occur

in environments which support the concept of midwives as practitioners in their own

right. Finally, issues around the accessibility of midwifery care and the ability of

midwives to fulfrl their role as advocates for women must be resolved.

9. 1. 1 Inter-professional relationships

One significant challenge facing midwives in Canada is the successful

establishment of a collegial relationship with both the profession of medicine and nursing,
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both of whom have well-established roles in caring for childbearing women. Using the

theatre as a metaphor, Kaufert (1992) has suggested that as the new player, the midwife,

emerges on the stage, she must be aware that other players with existing roles must move

and make way for the new arrival. This will be diff,rcult for some.

Canadian physicians have long held the exclusive right to provide care to women

in childbirth. The majority, unless educated elsewhere, have limited exposure to

midwives. Unlike physicians elsewhere in the world, they have also never had the

opportunity to learn the skills related to the management of normal labour from

midwives. In addition, they have not had the opportunity to work with midwives, who

function in a midwifery role. Despite this, many in the medical community appear to

support, in principle, the legalization of midwifery. However, the extent to which

physicians will support midwives functioning autonomously remains uncertain. Evidence

from this study and from the literature suggest that the increasing autonomy of midwives

is often met with resistance from physicians. The response from physicians is variable,

but may include efforts to impose stricter control over the parameters of midwifery

practice, or by controlling access to hospital privileges or diagnostic procedures. As

midwifery develops in Canada, an opportunity exists to create a framework where such

actions are constrained. Components of this framework should include; clear guidelines

for consultation and referral, developed jointly by midwives and physicians, limited

prescribing rights, direct access to diagnostic facilities for midwives and finally,

admitting privileges to hospitals and birth centres for midwives. Despite having

mechanisms in place that limit the control of physicians over midwifery practice, the
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successful integration of midwifery into the Canadian health care system requires the

support of the medical profession. Like midwives in NSW whose efforts to achieve

greater autonomy remain somewhat dependant on the backing of physicians, so will the

establishment of midwifery in Canada. It is unlikely that all physicians will actively

support the introduction of midwifery in Canada. Building on the support of a few and

establishing successful practice relationships will be critical. This will provide role

models for the further development of midwifery-based models of care. Like their

colleagues in NSW, building a collegial basis for these practice relationships may also

require both midwives and physicians to re-inte¡pret their views of one another and

develop a measure of trust.

In addition to establishing a professional relationship with physicians, midwives

must also def,rne their role with the nursing profession. Nurses in Canada generally have

supported the legalization of midwifery, but as a specialty of nursing not as a distinct and

separate profession. Despite indications that midwifery in Canada will be afforded

occupational autonomy (regulatory independence), midwifery will share a close

relationship with nursing both in education and practice. If the accepted model of

midwifery education is based on the concept of multiple routes to entry, then some

Canadian midwives will also have nursing qualifications. The reality of health care

provision in Canada, as in Australia, supports this model. It is unlikely that the current

heålth care system can financially support both nursing and midwifery services to rural

and remote communities. Therefore preserving the choice of nursing as a route for

entry to midwifery education appears logical.
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Concern for the preservation of sca¡ce educational resources also supports a model

of education for midwives which shares common roots (ie. in biological sciences) with

nursing, but is further deveioped as a distinct and separate discipline. This distinctness

in the educational process will also allow for the development of a midwifery identity and

the ability to be prepared for assuming a primary cale role, concerns which midwives

in NSW described as limitations to their present nursing-based model of midwifery. h

NSW there is no role equivalent to either the Canadian obstetrical nurse or the public

health nurse who provides care to mothers and babies in hospital and upon discharge.

Both roles are generally assumed by midwives in NSW. Therefore this study is limited

in the extent to which its findings provide insight into the potential for role displacement

and overlap between nurses and midwives. However, it is likely that the integration of

midwifery into the Canadian health care system will result in some degree of

displacement of nursing roles, particularly if the principles of continuity of care are

maintained. Nevertheless, the work of midwives and nurses will stitl be closely related.

In some cases, existing role relationships will require adjustment, particularly if

midwives who previously have functioned as obstetrical nurses now chose to practise as

midwives. Although role conflict between nurses and midwives may develop, the origins

will be different to those which exist in NSW. There the conflict arises from the degree

of control nursing exerts over the regulatory structure of midwifery and to a lesser

degree the actual work of midwives. However, as with medicine, the professional

relationship between nurses and midwives ideally will develop on a collegial basis as both

seek to meet the needs of childbearing women.
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9.1.2 Models of practice

The experience of midwives in NSW indicates that achieving greater autonomy

was problematic within the existing system of maternity care. Modifications to this

system and the creation of new practice models were necessary for midwives to achieve

greater independence. These variations included independent practice, team midwifery

and birth centre practice. Similarly, midwifery based models of care cannot be

superimposed on the existing system in Canada. Changes must also occur in this system

in order to accommodate the role of the midwife. Like midwives in NSW, Canadian

midwives must be allowed to develop models of care that integrate their philosophy and

approach to care. Within these settings of practice, the work of midwives should not be

subject to the same control of policies and procedures developed from the medical model

of care. These models need not require signif,rcant expenditures of funds, but rather

involve modification of existing care arrangements and the creation of designated

midwifery units or birth centres separate from the larger labour and delivery units. For

midwives in NSW, this separation contributed to their ability to integrate a different

approach to care and allowed them greater authority to make decisions based on their

own assessments and philosophy of care within a hospital environment.

In NSV/ the availability of midwifery services in hospital has not eliminated

þlanned) births occurring at home. Like women in NSW, some women in Canada will

continue to chose the home as their preferred setting for midwife attended births. In the

present Canadian system, midwives who attend home births often do so without the

benefit of medical back-up and the circumstances under which transfers to hospital occur
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are often less than ideâl. This is not unlike the early experiences of midwives in NSW

who began to attend births at home and who faced opposition from the estabtished

medical community as well as from their midwifery colleagues. The situation in NSW

has improved but appears to lack a integrated approach which would facilitate

communication and the ease of transfer between home and hospital if complications

should occur. The granting of visiting rights to hospital birth centres for independent

midwives has increased the available options for women who do not wish to deliver in

a traditional hospital setting. As the Canadian system changes to accommodate

midwifery, mechanisms are also required which will provide guidelines for home

confinements as well creating a system where midwives who attend home births do not

practise in isolation but have access to the larger system if required.

9.1.3 Midwifery skills and education

The findings from this study also provide insight into additional factors within the

educational and practice environment that effect the extent to which midwives are able

to function in accordance with their scope of practice. These findings suggest that the

preservation of the basic skills of the midwife are a critical element in the ability of the

midwife to provide care "on her own responsibility". Confidence in the use of these

skills is also an important variable in the ability of the midwife to function competently

in settings without fixed technology. However, the ability to use and interpret a select

range of obstetrical technology (ie. electronic fetal monitoring) are also skills that

midwives must possess, particularly if they are to base their practice in hospital settings
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and participate in the care of women experiencing complications of pregnancy.

Midwives, then must be prepared with the correct balance of skills that will prepare

them for practice in a variety of settings. The findings of this study also indicate that

the "hands on skills" of the midwife are skills that are particularly vulnerable to erosion

in educational and practice settings where the use of technology is highly valued.

Finally, fragmentation in the role of the midwife in NSW has resulted in a loss of the

overall skills of the midwife and a decrease in the ability of midwives to provide care to

women throughout pregnancy, birth and into the post partum period. These fïndings are

important to consider as models of education and practice are developed for midwives

in Canada.

9.1.4 Intra-professional issues

Like midwives in NSW, Canadian midwives must also resolve issues within the

profession which prevent the development of a unihed approach to achieving common

goals. Unlike midwives in NSW where the majority have formal midwifery preparation,

Canadian midwives come from both lay and nursing backgrounds. Conflict has often

characterised relations between these two groups of midwives. While nurse-midwives

have always been in the majority, most have not been as actively involved as lay

midwives in efforts to legalise midwifery in Canada. In many cases they have been more

inclined to accept the status quo, and have not actively challenged the system. In

contrast lay midwives in Canada, like independent midwives in Australia, have exerted

a greater degree of influence in changing the system than their small numbers would
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suggest. Evidence from the Canadian context (Relyea 1992) suggests that efforts to

achieve change are far more effective when both groups of midwives join together with

women.

Both groups of Canadian midwives bring diverse experiences and skills to the care

of women in pregnancy and childbirth. In developing midwifery in Canada, the

challenge will be to integrate the skills and experiences of both groups in a manner in

which is consistent with the goals of midwifery and in which the value of each is

acknowledged.

It is diff,rcult to determine the number of nurse-midwives in Canada but as some

have suggested they are an under utitized resource (Manitoba Joint Report 1991). It is

also uncerüain how many wish to resume practising midwifery. Many have well

established roles as obstetrical nurses within the existing health care system and their

skills and confidence to practise as midwives has been significantly erode. Those who

choose to return to midwifery will face the task of "re-skilling" themselves as midwives.

Their situation will not be unlike that of midwives in NSW who have had to relearn old

skills and acquire new ones, as they accept the challenge of assuming a more autonomous

role.

Similarly, empirically trained midwives who have long practised in isolation from

the established health care system, will have to learn selected skills-enabling them to

expand their practice to provide care to women in a variety of settings not exclusively

in the home.
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9.1.5 Women and midwives

Ironically, despite having legal recognition, midwives in NSW expressed the need

to re-educate women about the role of the midwife. Educating the public regarding the

role and value of midwifery care is also a challenge facing Canadian midwives. In both

Canada and Australia, primary care in childbirth by specialist obstetricians has become

the accepted norm. In the case of Australia it is also a symbol of economic wealth, since

only those with f,rnancial means can afford to purchase private health insurance which

covers the services of private obstetricians. In both countries a view that midwifery care

is second to that physician care is a concept that requires action, so that the benefrts of

midwifery care become known to and sought by the mainstream public.

The common practice of linking the issue of midwifery and that of home delivery

has contributed to the development of a narrow view of midwifery by the public.

Broadening the publics' view regarding the role of the midwife will be enhanced by

having midwifery services highly visible and accessible to women in a variety of settings.

Removing the barriers that limit the accessibility of continuity of care by

midwives is an issue that concerned many midwives in NSW. In the NSW these barriers

included the lack of Medicare or Private health insurance funds for independent midwives

and the limited geographic availability of midwifery-based models of care within the

publicly funded system. Ensuring that midwifery care is an insured service within the

Canadian health care system will remove the maior bar¡ier of finances.
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However, the greater challenge for Canada, like Australia will be to develop and

integrate midwifery services into rural and remote areas of the country. In Canada, this

will require a re-examination of the policy of evacuating atl women living in remote

areås to larger centres for delivery, once midwives are available to provide services to

these areas. One would also hope that returning childbirth to these communities will

stimulate the recognition and integration of traditional midwifery and birth practices of

indigenous people and as well as those of the growing multicultural community in

Canada. In both countries models of care such as Povungituk in Northern Quebec, and

its parallel the Congress Alukura in Central Australia are available. However, making

culturally appropriate midwifery services widely available to ail women remains a

signif,rcant challenge for both countries. Finally, the fight for legalization of midwifery

in Canada and the struggle to reclaim an independent role for midwives in NSV/ share

a common basis. That is, the belief that midwifery-based care results in improved

outcomes for women in childbirth. This belief is based on the view that childbirth is an

essentially normal human experience. The criteria for measuring success in childbirth

therefore should include measures such as rates of medical intervention, the amount of

support and advice provided and womens's satisfaction with the birth experience, in

addition to measures such as morbidity and mortality. Seen in this way the legalization

of midwifery in Canada and greater autonomy for midwives in Australia will only

improve the system of maternity care provided and result in an reduction in overall cost

to the health care system. These issues are of mutual concern to policy makers in
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Canada and Australia as they consider ways to more appropriately utilize ever dwindiing

health care resources.
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APPENDIX 1: Definition and Core Competencies of the Midwife

NSW NURSES REGISTRATION BOARD

GUIDELINES FOR MIDWIFERY EDUCATION PROGRAMMES

It has now been three years since the New South Wales Nurses Registration Board,
in consultation with midwifery representatives, developed guidelineõ, competencies
and clinical experience requirements to assist course planners in health and higher
education institutions to prepare courses leading to an Authority to practise Midwiíery.
In order to accommodate change, this informâtion has now been reviewed.

The Board continues to require that midwifery education programmes prepare
graduates to meet these competencies and clinical experience be planned to develop
the necessary skills. A suggested list of midwifery experiences is included to assist
course planners in the development of programs leading to an Authority to practise
Midwifery.-

The Board's Philosophy

The Board accepts that -

"A midwife is a person who having been regularly admitted to a midwifery
education program, duly recognised in the country in which it is located, has
successfully completed the prescribed course of studies in midwifery and has
acquired the requisite qualifications to be registered and/or legally liôensed to
practise midwifery.

She must be able to give the necessary supervision, care and advice to women
during pregnancy, labour and post partum period, to conduct deliveries on her
own responsibility and to care for the newborn and the infant. Thís care
includes preventative measures, the detection of abnormalconditions in mother
and child, the procurement of medical assistance and the execution of
emergency measures in the absence of medical help. She has an imporlant
task in health counselling and education, not only for the patients, but also
within the family and the community. The work should involve antenatal
education and preparation for parenthood and extends to certain areas of
gynaecology, family planning and child care. She may practise in hospitals,
heatth units, clinies, domiciliary conditions or in any other service." n,"

Definition ol a mdwife adopted by the Internalional Conlerence o{ Midwves a¡d Intornatlorìal F€d€rat¡m o{
Gyruecoloçists and Obstetricians ¡n 1972 and 1973 respecrivoty, and folbwing amendmont bv tho Wtrld Hsalrh
Organisatlon.

lfre Board acc€pts the Wodd Health Organisation definhon ard that words impartirç th€ female gendor sfì¿ll ¡ncl¡e
th€ male.

(2)
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In broad terms, the programme shall equip a graduate to be able ro assume
responsibility for -

" Providing a hígh standard of health care for the family unit during the
prenatal, labour and puerperal periods regardless of the chosen
environment.

. Educating the woman and her family, the community, students of
midwifery and other health disciplines, and themselves regarding all
aspects of reproductive health.

* Undertaking and utilising research findings leading to improved practice.

" Continuously evaluating practice, revising as necessary to maintain hígh
professional standards.

The programme shall promote the ability to co-ordinate and collaborate with others to
achieve optimal consumer care which recognises the patients' right of choice. lt is
expected that graduates will subscribe to those principles developed by their national
association.

The foltowing points are drawn to the attention of health and higher education
institutions conducting programmes which lead to the granting of an Authority to
Practise Midwifery:

1. The Board accepts the entry requirements determined by individual
education institutions, provided that the applicant is registered as a nurse
in New South Wales.

2. Courses must be assessed and approved by the New South Wales
Nurses Registration Board before commencement. Submissions should
be made to the Board at least three (3) months prior to the proposed
commencement date. To assist higher education institutions in the
development of programmes leading to an Authority to Practise
Midwifery, additional guidelines regarding requirements for approval of
clinical experience areas have been prepared and are attached.

3. The Nurses Registration Board will continue to monitor programmes
. leading to an Authority to Practise Midwifery and requires to be notified

of any significant changes in the clinical or theoretical content of the
pr0gramme.

4. The Nurses Registration Board reserves the right to assess candidates
for an Authority to Practise Midwifery by examination, except where
exemptions apply.
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q The Nurses Registration Board expects that courses leading to an
Authority to Practise Midwifery will have a practical component which
correlates to theoretical studies. Clinical education should be organised
within institutions and other health agencies in a way which will enable
students to best meet the competencies of the midwife. The Board
accepts that simulation techniques and laboratory experience are an
important part of practical experience.

It is expected that students will cover the clinical component of the
course within Australia.

where a student midwife is absent from a hospital-based course for a
period in excess of five (5) weeks, the period of the course shall be
extended to make up leave in excess of this period.

The Board reserves the right to assess and monitor the available clinical
experience proposed for students' clinical education as well as the staff
available to assist the student.

The Board expects that experienced midwives who hold appropriate
qualífications be involved in the development of the curriculum and in the
teaching of both theoretical and clinical components of the course.

ln order to be eligible for an Authority to Practise Midwifery, students
must complete an approved course, meet all requirements of the
ínstitution conducting that course and meet the competencies required
by the Nurses Registratíon Board.

6.

7.

q

10.
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NEwSoUTFIWALTSNURSESREGISTRATIONBOARD

COMPtrTE,NCIES OF THE MTDWIFE

Competency 1 - ASSESSMENT

The midwife should be able to:

* assess and monitor in the conrexr of the family unit according to age, well being,

socio cutrural background and enuironmènt, the. physiological, psychological,

sociologicat and spiritual needs of:

1)awomanduringpregnancy,labour-andthepuerperium;.*d
;; 

- 
;"; ieius/infantäi"i"g pregna'cy, labour and the neonatal period

Objectives

In deveioping this competencY, the student midwife should be able to:

* d.emonstrate skill in applying a problem-solving approach to assessment a¡rd

monitoring.

* demonsrare an understanding of the rationale which forms the basis of a midwifery

assessment.

* appty principles of midwifery and related sciences to the Process of assessment

and monitoring-

* recognise changes in the health surus of a woman and her fetus/infant-

Competen cy 2 'PLANNING & INTERVENTION

The midwife should be able to:

* plan and provide appropriate midwifery cafe to meet the needs of the rvoman' her

ietus/infanr and faåily during pregnancy' labour and puerperium'

Objectives

In developing this competency, the student midwife should be able to:

* demonsrare a problem-solving approach to the planning of individual care'

* deuelop care plans and modify these in accordance with the needs of the woman

and her fetus/infant
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* demonstrare an abiiity to assist in meering rhe individua-is' physiological and psycho-

socia-l needs.

* apply principles of midwifery and relared sciences to the pracúce of maternal and

child health ca¡e.

Competency 3 - SAFETY

The midwife shouid be able to:

* provide for and advise on security and safety for the woman, her fetus/infant and

?*"iiV during pregnancy, labour and puerperium'

Objectives

ln developing this competency, the student midwife should be able to:

* display an attiude of safety consciousness in the pianning and delivery of maternal

and chiid ca¡e.

* idenrify situations which require referral to other members of the health care team'

* evaluate rhe adequacy of safery precautions'

* demonstrare an undenunding of legal and erhical responsibilides in reladon to

midwiferY i ntervention.

* recognise the need of the individual for suppon, securiry and self esteem'

CompetencY 4 . HEALTH PROMOTION

The midwife should be able to:

* assume a health promoting role regarding pregnancy, labour, puerperium and the

neonatal period for womeñ, their famities, groups and health professionals'

Objectives

In developing this competency, the student midrvife should be able to:

* identify rhe reproductive health needs rvithin the communiry'

* participatc in and evaluate health promotion programs'

* apply knowledge oÍ educarional principlcs and the physical, biological and

bLiriviouriai sciðnccs to the developmcnt of health promotion programs'
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* understand the principles of the development of nraining/educadon programs in

marernal and ctril¿ hea¡h relating to all ages, levels of abiiity and groups'

Competency 5 - HABILITATION/REHABILITATION

The midwife should be able to:

* panicipare with rhe woman, her family and'multi-disciplinary team in setting goals

in relation to habilitatiory'rehabilitation and. in planning, implementing and evaluating

strategies for meeting these goals'

Objectives

In developing this competency, the student midwife should be able to:

* discuss srategies ro modify rhe activities of daily iiving to accommodate

chiidbearing and mothering needs'

* assisr the woman and her farnily in the development of parenting skills-

* evaluate pfograms in relation to Pregnancy and parenting.

cornperency 6 - COMMUNICATION AND INTERPERSONAL SKILLS

The midwife shouid be able to:

* utilise inte¡personal communicarion skills in meeting the individual needs and

concerns of the childbearing woman, her family and others-

Objectives

In developing this competencY, the srudent midwife should be able to:

o apply communicadon and interpersonal skills to the assessment and monitoring of

individuai needs and concerns'

* demonsrrare the ability to apply communication and interpersonal-skilts tfuoughout

the process of the planning and giuing of individualised ca¡e with families and other

members of the health team'

* demons*are the ability ro apply communication and interpersonal skills in the

.¿u.urion of the *omãn, her family and rhe community.

* identify and resolve orvn difficultics in communicarion'
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Competcncy 7 - MANAGEMENT OF PROFESSIONAL PRACTICE

Thc midwife should be able to:

o apply management principles in the planning and provision of midwifery care and
to professional practice.

Objectives

In developing this comperency, the srudenr midwife should be able to:

* apply ttre principles of management to the organisation of clinical midwifery
practice.

* demonstrate qualities of leadership and management in the delivery of midwifery
care.

n plan and provide health ca¡e:

1) based on health needs and rights of a family during their reproductive years.

2) in accordance with scientific and problem-solving principles.

3) consistent with relevant policies and pracrices.

* assess and evaluate the qualiry and effectiveness of ca¡e provided by self and/or
othen.

* recognise the need for conrinuing educadon.

* demonstrate an abiliry to undersand the principles of research methodology.
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The studenl

I

NEW SOUTH WALES NURSES REGISTRATTON AOARf)

SUGGESTED MINIMUM MIDWIFERY EXPERIENCE

mìdwile shall, under the direct supervision of a registered midwife or medical officer -

conduct at least 20 pre-natal examinalions on pregnant women, which shall include
estimation of blood pressure, examinat¡on of the breasts, aMomen, vulva and legs.

Make at least ten (10) pelvic examinations which may be gained during pregnancy,
labour or puerperium-

Manage the nursing care of no lewer than 20 pre-natal cases of complicated
pfegnancy.

(a) Wilness

' a minirrum of 5 normal deliveries prior to conducting a normal
delivery;

' sÌþw evidence of having witnessed a number of complicated
deliveries, for example, forceps delivery, breech delivery, caesarean
sect'ton, multiple pregnancies or other complications

conduc{ not fewer than 20 cases of labour, including the grd stage. These cases
shoufd include at least 15 spontaneous deliveries. No more than five (5) cases ¡n the
total of 20 may be made up of any of the above complicated deliveries.

It ¡s expected that the student m¡dwife obtains experience ¡n the use of a variety of
fetal monitoring methods, ie, Pinards and electronic.

Assist ín the management of pain of at least 20 women in labour, utilising a variety of
lechn¡ques:

0 preparing for, assisting wilh and caring for women having epidural
anaesthes¡a:

(i¡) administedng inhalation analgesia by means of approved apparatus;

(¡ii) use of intra-musanlar analgesics;

(iv) observing and assisting with other methods such as psychoprophylaxis,
hpnosis and acupuncture..

Perform at least 2 episiotomies.

(D observe or assil wilh, or perform under supervision, local infiltration of the
perineum;

(b)

(c)

(d)

(e)

6.

t.

(ii) it is considered desirabÌe that student midwives receive experience ¡n lhe
repair of the perineum in uncomplicated cases.

(a) Attend at least five (5) demonstrates of aclive resuscilat¡ve methods in the neonate;
for exanple, use ol intermittent posilive pressure respirat¡on, endotracheal intubation.

(b) Attend at least two (2) caesarean sect¡ons lo assist with the care of the baby after
delivery.

lntroduce the catheter and conduct at least five (5) tube feedings of the neonate.

Provide supervision and ¡nslruction on a minimum of ten (10) occasions for mothers
underlaking breast feed¡ng.

conduct at least two (2) teaching sessions on a midwilery topic to be negotiated with the
^i/,.'it ¡ ¡ ¡ õ.11.îal^.
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APPENDIX 2: Consent For Pa¡ticiDation

CONSENT FOR PARTICIPATION

I hereby consent to be interviewed for this case study of midwifery in New South
Wales. The purpose of the study has been explained to me by the researcher,
Kristine Robinson. I am also aware that comments made during this interview will
not be attributed to me with out my written consent, nor will l be identified by name
or place of employment. I am also aware they I have the right to refuse to answer
any questions asked by the researcher, and to with draw from the interview at any
time without penalty.

Name:

Date:
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APPENDIX 3: Interview Schedule

The purpose of the interviews conducted for this study was to discuss with
midwives, the changes that had occurred in the profession over time, and to identify
major issues that midwives considered significant in the profession's attempt to achieve
greater autonomy. In addition, each midwives "history" as a midwife was also an area
of interest. The interview schedule was comprised of a series open-ended questions that
were used to guide the discussion. In most cases the questions were modified as the
interview progressed. While some respondents offered additional data, all contributed
information on the following general areas of inquiry:

1. Personal history as a midwife: Type of education, work history, significant events
that influenced direction of midwifery career. Perspective on childbirth,
philosophy of birth.

Present area of midwifery work: descrþtion of midwifery practice, degree of
autonomy, changes in autonomy over time, professional issues in current place of
practice. These questions would be modif,red depending on the respondents area of
work ie. practice, education, administration.

Identif,rcation of barriers to achieving professional autonomy ie. relationships with
other professional groups, interprofessional issues, educational/policy issues.

Future perspectives on midwifery: Policy recommendations regarding midwifery
and maternity care in the state, nationally.

Advice for Canadian midwives.

2.

3.

+.

5.
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APPENDIX 4: Classif,rcation of Obstetric Hospitals In New South Wales

I-evel 1 - Local Hospitals (no births)

Postnatal only. Posþartum mothers and babies delivered elsewhere may be
returned to local hospital provided there are no complications. Midwives and/or
mothercraft nurses available.

Level 2 - Small isolated Hospitals

Low risk deliveries only. Staffed by general practitioners and midwives. Facilities
available to cope with sudden unexpected risks until recovery or transfer.

I-evel 3 - Country district or smaller metropolitan Hospitals

Deliveries and care for mothers and babies at low/moderate risk. Full resuscitation,
theatre facilities available. Rostered obstetricians, resident medical staff and
midwives. Accredited general practitioners/specialist anaesthetic on-call. Has level
4 neonatal service.

Level 4 - Country Base/metropolitan Hospitals

Deliveries and care for mothers and/or babies with moderate risk factors.
Obstetrician and paediatrician available 24 hours dayslT days a week. Rostered
medical staff, including diploma trainees, specialist anaesthetist on call. Has level
3 neonatal service.

Iævel 5 - Country Base/metropolilan district hospitals (in some cases regional perinatal
centers)

Deliveries and care for babies known to be high risk. Able to cope with
complications arising from these risk factors. Research ability. Support
commensurate to this level of service. Retrieval capacity. Has level 4 neonatal
service.

Iævel 6 - Special Obstetric Hospitals (supra regional)

All functions-low, moderate and high risk deliveries. Registrars in Obstetric
training with specific skills. Some midwives with additional post-graduate
qualifications. Iævel 6 obstetric units should have more than 3,500 deliveries a
year and/or meet specific regional or supra regional obligations. Has level 5

neonatal service.
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Source: New South Wales Midwives Data Collection 1991

Epidemiology and Health Services Evaluation Branch

NSW Health Department.
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APPENDIX 5: Studv Protocol

Subject Heading: Midwifery Education

HISTORY DATA SOURCE

Document Ref, Int #Critical Dates/Time Periods

Specifics:

ie. elimination of education for non-nurse midwives

issues/timing of transfer to tertiary sector

Role of hospital/service needs

CONTENT

Basic Midwifery Education:

ie. Organization

Length/Academic level of program

Philosophy

Core competencies

Location/Didactic vs. clinical experience

Curriculum Hospital vs. tertiary

Limitations of current system

Who teaches clinal skills?
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Continuing Midwifery Education :

ie. Source/I-ocation

Objectives

Funding

Accessibility

Demand

ISST]ES IDENTIFIED

OUESTIONS REOUIRING FURTHER I}N/ESTIGATION



APPENDIX 6: Midwives Data Collection

N.S.W. MIDWIVES DATA COLLECTION
tl tl

I I
Un¡t Record Number

(tsl Nam)

Addræs

HOSPITÂL

Fanrly Nanre

)1A
LL-

ttl
HOSPITAL COOE

nt-]-t

Postcode

D.O-8. Mothc¡

Prtlcnt Classlllcstlon

Hoçirat I
Marltsl Strtu3

Privare I

Mâr.iedoelâcro D
Never Maried I
Div,rsep.lwid. I

Country ol 8irth
(Molher)

Austratia !
Engtrnd I

Lebanon I
New Zeatand !

phtippines !
Vietnam !

Othe¡

Ethnic Orig¡n
(Mother)

Caucasho

Aboriginal

Asian

Otler

!
!
D
!

ptaco ol Btrrh (Baby)

Hoçitat !
Bithcenrre I

Planned BirrhcentelFtosp. Adrilss I
ptanned Homebidh I

Plânnod HoæbithrHosp. Adrniss. !
Born Belore Arrival I

BABY

Resrd No.

Sex

8¡rthd!to

Plu¡r lf ty

Elrthw"lght (grarEl

Gc3trtlon Agr (weeks)

Apg.r (5 rin.)

Rrsu3cltrtlon t.p.pR

MD Ff]

sineh I
Mutrþt€ B¡rrh lToral No.) !

fl mltiple btrth sp€cjfy Baby No. !

Eg
Eã r
;Ë g:- <
-o l-
P- q

;åË
EË -eõo- o.

t-f-t-t-l
mm

(Bag or Tube¡ f|

LABOUR AND DELIVERY
HEs Mothar h¡d ¡ prcvlous pr€gnancy

Gr.rter thln 20 wecksi
ves !

ll y.3, lpælty Numb.r ol
Prrvlou3 Prcgnanclcs
> 20 wækc

La bouf

Sponr.rneous I
Sponr¡næus wirh ARM U

or Spontaneous with
Oxytocics/prosraghndins D

No Labour fl
In duc tf on

OxyræÊgprosr.rgtrndrns !
A.RM onry !

Oxytocics/Prost¡gfandirs & A R M. !
Orher I

THIS PREGNANCY

Msternrl M.dlcal Conditlons

Oiaberes Meilitus !
Esential Hyp€rrens¡m I

l{eparirb B+ !
Pr"s.nlstlon

Verrex D Breecr fl
Orher I Unknown I

Olh"r Procedur"t
Epidurat 8tæk D Ep¡iormry D

Typc ol Dctlvcry
Normt Vaginat ! Vacuum Eru. I

Forceps ! Vagirat greæh I
Føæps rorarbn [ """rî.Lo* 

D

Obst.trlc Compllcatlons

ApH_ptâcentâ praevia !
_pfâcenta Abruprio I
-Cause Unknown !

PregnRncy tn<tuced Hyperrensjm I
cesrîtionât Oiaberes I

Prolúged Flupturs of MenÈranes
(> 2a hours) [

Threatened preonru¡s hbour !
Rhess lsoimunisation I

BIRTH DEFECTS

OIO IHIS BAEY HAVE A BIRTH DEFECÍ?

v*[ Nof]

Præ.durct and Opcrcllons

C.Vs./Am¡ocef,tesb (< 20 weekst ff P.P.H. (600 rris +) !
.3'rear !

Maior puerperat inrecfion !

Rcsc¡¡ch Ou"sllon
Wes th¡s en âssisted
coæepr¡on ves [ ruo !
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