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Frankly, I was doubtful that
working anything other than shift would work for me. With shift
work I had certainty. Having now read With Women I have applied to work in a continuity service. My
husband read the book and he is quite relaxed about it. In fact,
he’s more than relaxed, he’s looking forward to a happier me! I’ll
let you know how it goes.


	
Janice Beyon, midwife, Melbourne





 


What an amazing collection of inspirational
and heartfelt stories of the realities of relationship-based
midwifery practice. It is hardly surprising when given the
opportunity to really get to know the women for whom they will
provide maternity care, that midwives do not perceive being called
out in the middle of the night, or called away from a celebration
with family or friends, as a burden. What is important is to hear
from their families as well. While midwives’ families do not have
the benefit of knowing the women for whom their wives, partners or
mothers are caring, it is clear that they too do not regard ‘being
on-call’ as a burden. They and the midwives whose stories are
presented here all share a pride in the work of the ‘midwife’. This
book provides important narrative evidence of the less tangible
rewards of working in this way. I can recommend it strongly to
students of midwifery and to practising midwives who want
reassurances that embracing this model of care is possible and that
it is an enjoyable — dare I say exhilarating way to work.

— Dr Maralyn
Foureur, Associate Professor (Research), Faculty of Nursing and
Midwifery, University of Technology, Sydney

 


Midwifery, over the last century in
Australia has become disjointed and regimented to fit into our
medicalised, industrialized hospital system. Whilst this has helped
reduce mortality and morbidity, it has resulted in women receiving
fragmented care, often being separated from their families and
communities and birthing amongst strangers.

This book tells of the experiences of
midwives who have moved from our current way of working, to the way
midwives were meant to work. Their stories show how we can care for
ourselves and still work in a way that enables us to be with women
throughout their continuous journey to motherhood.

It can be done, it is being done by so many
midwives across the country, and it needs to be done more and more
in order to change our Australian Maternity System, for the benefit
of women, their babies and our society.

— Christine Cornwell PSM RN RM BHA,
Divisional Director Midwifery and Nursing, Women’s and Children’s Hospital.
Adelaide

 


The midwives who work in labour
wards and do shifts do a fabulous job of providing technical care.
But birth isn’t just technical care, it is an overwhelmingly
emotional event for the mother and father. We need our
shift-midwives, but we also need midwives who will be
with women throughout their journey. What a
tremendous gift that midwives have in their hands, continuity of
care — that gift of support, expertise, care and comfort. Bring it
on!

— Frances Underwood, Mother of four,
Bunbury
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This book is
dedicated to two midwives who have changed my life — Emma Baldock
and Gill Hall. Thank you.

 


 


 



Preface — Sheila Kitzinger

 


There is strong
evidence that continuity of care and caregiver helps make birth a
satisfying experience for women. Having a continuous relationship
also contributes enormously to a midwife's satisfaction with her
job. Though shift work and being a member of a large team means
that she can work by the clock, plan ahead, and know what she will
be doing this time next week, next month — even, perhaps, next year
— it fragments the midwifery experience, drains the life from it,
and all too often means that she feels trapped in a hierarchical
and bureaucratic institution which regulates and controls her life,
and where she is just a cog in a machine. Because it denies her
autonomy, and makes it difficult to give one-to-one care, it leaves
her dissatisfied and frustrated.

Many women with
whom I work are struggling to find a way through post-traumatic
stress after birth. They suffer nightmares, flashbacks, panic
attacks, and describe the birth as a kind of rape, played out over
and over in their heads like a video tape that cannot be switched
off. It is still not recognised that midwives, too, may suffer from
post-traumatic stress. Birth can be emotionally mutilating for the
midwife as well as the mother. This results in two damaged people,
sometimes each accusing the other.

The essence of
midwifery is the close relationship with women and their families
as they pass through a major life transition. It is an exciting and
awesome journey, in which challenges are met, personalities
revealed, and values explored.

Midwives who have
worked for many years in a shift work system may grasp the
opportunity of switching to case-load practice because they are
able to offer personal care before, during and after birth. At
first doubtful, and perhaps low in self-confidence, a new world
opens up for them, and they can use their midwifery skills with a
fresh focus

Being a midwife is
not just what a caregiver does. It is who this person is. And it
suffuses the whole of life. A midwife stands at the crossing-point
of generations and represents past, present and future. As a social
anthropologist of birth I witness midwives embodying culture and
fundamental values in societies across the globe.

In this book we
learn from midwives the zest and deep satisfaction of lives centred
on women and their power of birth-giving.

 


Sheila
Kitzinger

 


 


Sheila
Kitzinger MBE, M.Litt (Oxford), Hon. Professor Thames Valley
University.

Sheila is an internationally renowned campaigner for nurtured
and evidence-based childbirth. An authority on pregnancy and birth,
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anthropology from St Hugh's College, Oxford, her research on
childbirth in our own and other cultures includes women's
experiences of episiotomy, induction, and the birth environment.
She lectures internationally, broadcasts, and has written 24 books,
including The Experience of Childbirth,
The Politics of Birth and
Birth Crisis. When not
writing, lecturing or travelling Sheila enjoys painting in acrylics
and batik, mosaics and vegetarian gastronomy.

 


 



Foreword — Dr Sally Tracy

 


My childhood was
spent growing up on a station in the rolling hills and valleys of
the New England Ranges of New South Wales. Here I learnt to
recognise the light of evening skies that promised rain. I could
distinguish the sound of a cow bellowing just before she gave birth
to her calf. Our lives were dictated by the cycles of the seasons;
sowing, harvesting, mustering and shearing. Domestic and wild
animals of all shapes and sizes surrounded us. And there was
something that we all understood growing up in such an environment;
when a female animal was about to give birth she took herself away
from the herd to a grassy creek bank or beneath a sheltering tree,
to some familiar, private and safe place.

In the city and in
the country, this is the very thing women seem to have lost in the
frenzy of our lives today. We no longer attach importance to the
physiological process of giving birth. New mothers book in to give
birth in noisy unfamiliar places where sick people are nursed.
Sometimes they are forced to travel hundreds of kilometres to the
nearest sick house. The gadgets and paraphernalia attached to them
are used to detect illness. They very seldom feel a familiarity or
have any relationship with the people who will attend them in the
very private and extraordinary act of giving birth.

The end result of
our intervention in such a natural process is the inability of
women to labour productively because they are distracted or fearful
of the busy-ness going on around them; or they are convinced that
their own bodies cannot do this thing called birth. And so the
cascade of interference begins and many women end up having
abdominal surgery.

Nearly a decade
ago a large population based study in Victoria found that more than
nine out of ten women had at least one significant medical
complaint after giving birth. Compared with spontaneous vaginal
births, women having an instrumental birth had increased odds for
perineal pain, sexual problems and urinary incontinence.(1)
Caesarean births also carry
increased risks in subsequent pregnancies. There are risks
associated with having had surgery; and possible complications in
future pregnancies where the placenta does not behave normally at
implantation stage (such as uterine rupture, placenta praevia, and
placenta accreta). Babies who are born by surgery also are at
increased risk of respiratory distress syndrome, persistent
pulmonary hypertension, and admission to special care or neonatal
intensive care nurseries particularly if the caesarean
section is performed before the onset of labour. Labour itself is known to be a protective factor
in terms of preparing the infant’s lungs for life in an airy
environment after the watery womb.

One intervention
that is known to lower rates of later interference in terms of
lowering rates of caesarean section, instrumental birth and
epidural analgesia is ‘continuity of care’. In the Cochrane Library
of systematic reviews of pregnancy and childbirth, Ellen Hodnett
published a systematic review of continuity of caregivers for care
during pregnancy and childbirth. (2) This review sums up the
results of experimental studies that found that women who had continuity of care were less likely to have
drugs for pain relief during labour (3) their newborns were less
likely to require resuscitation (4) they were less likely to have
an episiotomy. (5) Women were more likely to be pleased with their
intrapartum care and no differences were detected in Apgar scores,
low birth weight, and stillbirths or neonatal deaths. Hodnett did
conclude by saying, however, that it was not clear whether these
studies of continuity of care showed beneficial effects of greater
continuity of care, or the beneficial effects of midwifery
care.

Sadly, in
Australia, at present women very seldom receive continuity of
maternity care, or continuity of midwifery care. Rocking the
Cradle, which was the report of the 1999 Senate Inquiry into
childbirth procedures (6), concluded that the most distinguishing
feature of the Australian maternity system is the fragmentation of
care. At present fewer than 5% of women have access to continuity
of care by midwives, and some women may meet up to twenty different
midwives or caregivers from the time they begin antenatal care
until the baby is born and the mother is discharged from postnatal
care. Women meet a different midwife each week in the clinics and
as they progress through antenatal, labour and the postnatal wards.
Often women wait in antenatal clinics for many hours until they can
be seen. When women perceive they are in labour they arrive at the
hospital to be admitted and depending on how long the labour
progresses women may see several different midwives during the
course of their birth experience. Postnatally many women are
discharged home early from busy hospitals and regardless of whether
they have any community support; very few women receive other
postnatal care in the community in the current system.

The situation is
often unbearable for midwives too. Many midwives feel a
disconnection between what they are educated to do as midwives and
the level of care they are able to give when employed in the
current system. Most do not get to know the women they attend.
Neither do they use the full scope of their skills in offering
midwifery care. In addition to this, high levels of technical
intervention have caused many midwives to feel they are functioning
as obstetric nurses and not midwives. (7) Very often their
antenatal and postnatal skills will not be needed if they are
rostered to work in delivery wards. Shifting the skill mix of the
maternity services workforce may be the key to addressing the
current shortage of midwives. Research has shown that midwives are
leaving the profession due largely to stress and frustration caused
by the dominance of medicalised systems and boundaries of maternity
care in Australia. Standard maternity services currently afford
midwives limited opportunities of caring for women across the full
scope of midwifery practice as defined by the World Health
Organisation.

Some midwives
reading this book will be those who know the familiarity of
‘clocking on’ to a hospital ward in a rostered system of shiftwork.
You may feel anxious and uncertain about the ‘new’ moves toward a
‘continuity’ model. You may also feel your contribution to
midwifery has been undervalued and unacknowledged if you have
plugged away in this system for ten or twenty years or more.
However, I believe what is happening is an awakening to the way
women really are; the way they work best and the way they give
birth. Midwives who are given the opportunity to get to know the
women they care for and to plan their day and their own families
around midwifery work without being dictated to by a hospital
roster system find a new freedom and a new meaning to the job in
front of them. By reading this book, you may see how some midwives
have dealt with the very real anxieties of change.

Models of
midwifery have proliferated in an attempt to offer women more
continuity of care. One of these models that is gaining widespread
consumer, disciplinary and political support in Australia is
caseload midwifery care. The
aim of caseload midwifery is to provide women with the same midwife
(or small group practice of midwives) to look after them from
booking in through until the time they are discharged from care at
about four to six weeks following the birth of the
baby.(8)

The stories in
this book are the accounts of midwives who have crossed over from
having to practice in a fragmented system, to being able to focus
their daily work on the needs of women who book with them during
pregnancy and to offer them continuity of care.

There are several
labels for continuity of midwifery care. Depending on where
midwifery is practised a different label may be used to describe
the concept. For example there is often a difference in terminology
between the American, Australian, New Zealand and British context.
The meaning beneath labels such as ‘continuity of care’,
‘midwifery led care’, ‘midwife-managed care’,‘nurse-midwifery
care’,‘caseload care’ and ‘one-to-one care’ and ‘lead
maternity carer’ is altered by social, cultural and geographic
factors. For example midwives who practice ‘continuity of care’ may
feel there is a greater emphasis on ‘relationship’ between the
woman and the midwife. ‘Midwifery-led care’ is associated with a
greater degree of autonomy in practice. ‘One-to-one care’ aims to
provide midwifery practice that emphasises the relationship between
the woman and the midwife as well as the clinical autonomy of the
midwife practitioner and midwives working in partnership. (9) New
Zealand has a special term for the continuity of care offered by
midwives and others. This is known as ‘lead maternity care’. In
Australia the terms ‘midwifery managed care’ and ‘caseload’ care
are more commonly used at present. Continuity of midwifery care,
however it is named, refers to care which is by nature, continuous
and connected. It is the antithesis to the prevailing model of care
within hospitals where the use of obstetric technology within a
medical model demands a fragmentation and separation of care.
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In a caseload
model, midwives provide total care for a defined caseload of women.
Forty women per year per midwife and forty back up cases are
generally considered a full time caseload, with an allowance for
annual leave. The primary midwife provides antenatal labour and
postnatal care for the same woman. When complications arise at any
time during the pregnancy or birth there is a defined mechanism for
consultation and referral, through a set of guidelines specifically
designed to assist in this process. (10) The Guidelines for
consultation and referral are pivotal in defining safe and
appropriate practice parameters. They help in providing a working
framework for collaboration and partnership, which are the central
tenets of the model.

Caseload midwifery
care is offered in a ‘seamless’ manner between hospital and
community, and the caseload midwife is on-call for extended periods
of time. Each caseload midwife works with a backup midwife (and
sometimes a third midwife) to get to know the women in each other’s
caseload and to cover for time off. A group practice of six to
eight midwives is able to allocate caseloads evenly, provide mutual
support, and a forum for peer review of practice, and backup in
times of crisis such as sickness or long periods of
sleeplessness.

It is imperative
that funding for the caseload model of care allows flexibility for
midwives in the allocation and organisation of their work, and in
flexible work practices. This flexibility has been shown to lower
the risk of ‘burnout’ as it increases continuity, job satisfaction
and control over work. The stories in this book illustrate and
support the fact that when a midwife can plan and manage her
day-to-day work around the needs of her family and the women who
are relying on her midwifery expertise, she is much less likely to
become worn out and depressed by her workload.

The provision of
an on-call service for labour and birth requires a profound shift
in patterns of working and responsibility. It also demands an all
round proficiency of knowledge and skill levels. “The provision of
true continuity of carer is difficult to achieve in maternity
services where most midwives have become accustomed to working
shifts, and where midwifery as well as birth have become
institutionalised.” (11) Again the stories in this book reveal that
given the opportunity to opt out of the conventional roster system
and be creative around planning their work practices midwives gain
a freedom that they would possibly never have experienced when
working in the conventional system.

For caseload to
work, maternity services must be restructured. This involves
radical changes to conventional or routine midwifery and obstetric
practices. Midwives can no longer be locked into rotating roster
systems of their employing hospital. Such radical departure from
traditional practice has been a major stumbling block for health
services mainly in the belief that ‘case loading’ would not be cost
effective. Midwives, on the other hand, are reluctant to push for
caseload practice reform until a major system change is
implemented, and new industrial awards recognise a change from
employment in a rostered and rotating environment to an annualised
salary arrangement. Reluctance to change is driven by a real fear
of burnout, and the unrealistic expectations placed on midwives to
juggle continuity of care and being on call on one hand with also
having to undertake rostered shifts in wards to supplement their
quota of full time hours per week. When change occurs, however, as
you will hear in the accounts you are about to read, the
transformation is huge. When the unrealistic expectations of the
current system are overcome through taking on an annual salary for
example, work can become thoroughly satisfying:

 


The
increase in job satisfaction has been remarkable. I love coming to
work. I feel valued as a professional and finally feel like I am
using all the skills I have learnt over the years.

— Katie Reichstein

 


When you read the
accounts of midwives in this book, you will realise that caseload
midwifery is a truly satisfying option for many midwives. The myths
are dispelled by those women (and men) who have launched themselves
into practicing midwifery with a totally different focus, with a
totally different ‘mistress’ — no longer the hospital system.
Midwives in caseload practice have the opportunity to truly offer
women care in the full sense of the word.

 


My
relationships with my women are based on attaining mutual trust
between us. This enables care to be tailored to that of each
woman’s unique needs and not to what the health care system as a
whole mandates should occur.

— Amy Rigano

 


In a country which does not have
a collaborative vision of
partnership, where very few women have the wonderful opportunity to
give birth in the company of a familiar midwife in whom they can
trust, midwives and women must join hands politically and keep
fighting for change.

Australia is a
dry, vast continent. There are huge distances between centres where
services are available. Rural and remote women in particular have
very little opportunity left these days to give birth close to home
with a midwife they know. Our efforts must be directed in having
continuity of care midwifery practice recognised and funded as it
should be in line with other health professionals. Midwives must be
given the opportunity to be with women, to accompany them to
give birth in midwifery-led units, in hospital Birth Centres, in
busy regional hospitals and of course in the homes of the women
themselves. Until more midwives experience the joy and exhilaration
of working in caseload practice women themselves will be excluded
from receiving the best available care in childbirth.

 


 


Dr Sally K
Tracy DMid; MA (UK); BNURS (NZ); RGON (NZ); CM; Adv.Dip N &
Mid

For the past
fifteen years Sally has been at the forefront of midwifery politics
in Australia. She has challenged the Australian maternity system
through research and practice development in a bid to get a better
deal for women in childbirth. She helped to set up the Ryde
Midwifery Caseload Practice, in Sydney, in 2003. Her current
research questions the acceptability of the increasing interference
of obstetrics with the physiological birth process.

 


 


 Introduction — (second edition)

 


It’s been seven
years since I edited the first edition of With Women. A lot
has changed in the midwifery field since then. More and more
continuity services have opened across the country but, sadly, some
have closed. There are pockets of resistance to this way of
working, both from hospital administrators, who see the move from
shift work as undermining command and control systems, but even
more sadly resistance from some obstetricians who also see this
method of working as giving midwives too much autonomy.

The need for this
book to continue to inspire people remains. The first edition sold
out a couple of years back and after requests from many people I
have decided to re-release the book as an ebook. Who knows, if
demand is big enough, I might also reprint it on paper.

My original
intention in re-editing the book was to make it shorter. But which
stories do I cut? The power of providing such a raft of case
studies for readers is that it is more likely that the reader will
find a story that fits their circumstances and ‘speaks to them’,
therefore I have decided to keep this book nearly identical to the
first edition, but with a few minor tweaks here and there.

I’m sure you will
enjoy it.

 


David Vernon

Stringybark
2016

 


 



Introduction — A Lighthouse in a Sea of
Anxiety (first edition)

 


I wonder if
midwives really understand how special they are when they are truly
with women? I know how exceptional our midwives were to us
when my partner Barb and I had our babies — they were our
lighthouse in a sea of anxiety. Sure we felt excited at the
prospect of the arrival of our baby, but we were anxious and
concerned to do everything ‘right’ so we could ensure the best for
our child. But who should one turn to at that time? Having done our
homework and sought the advice of other parents who had experienced
both fragmented maternity care and continuity of care, we engaged a
midwife and her backup midwife to assist us through our transition
from being footloose individuals to a close-knit family.

We experienced the
very best that continuity of care offers. We felt that we could
ring our midwife, Emma, at any time with any concern, although in
reality we rarely took up this option. We knew she had a life to
lead, outside waiting for her mobile phone to ring. Invariably we
waited until an appropriate time to call her for advice and
information although most of the time we just saved our questions
up for our antenatal visits. But just knowing that we had an
expert available provided significant reassurance to two new
parents-to-be.

 


With the emergence
of the nuclear family as the dominant structure for families in the
twentieth and twenty-first centuries, and the ascendancy of the
‘cult of the individual’ over community, having someone to talk
with is more essential now than in the past. One hundred years ago
parents-to-be had grandparents, aunts, uncles, the community
midwife and doctor and close neighbours who would provide advice.
Today, unless the worried parent-to-be has access to continuity of
care, they have to rely on ten minute consultations with their
obstetrician; or GP; or hang out to ask a question at a hospital
childbirth education class; or attempt to choose the best pregnancy
book; or hop on the ‘net and ask other equally poorly informed
consumers on a childbirth website. In short, most of us have no
immediate access to expert information and support at the time it
is needed.

Whilst it is true
that antenatal and postnatal visits to a midwives’ clinic do
provide expert advice, they don’t necessarily provide consistent
advice. Where women receive advice from different midwives (or
doctors), confusion prevails. Many women explain their difficulty
with breast-feeding by quoting anecdotes about receiving varying
and sometimes contradictory advice from different midwives, doctors
and maternal health nurses. Consumers want expert and
consistent advice.

It is ironic that
in a world where information is more accessible than ever before in
human history that some women still think formula-feeding is
preferable to breast-feeding; that some women think a caesarean
section is less painful and risky than a vaginal birth; and that
some men are so terrified about child birth that they pressure
their partners to have an epidural to make things easier. When
information is so freely available, the dross is given the same
value as the gold, unless there is an expert to help guide
parents-to-be through the information maze. And this in short is
what a midwife providing continuity of care offers.

Continuity of care
provides an ‘on-tap’ expert for the parents-to-be. It is the
accessibility and expertise that the midwife provides that then
leads to the greatest benefit of all for the parents-to-be — the
benefit of trust. As midwives know, trust is a remarkable assistant
in birth. If a woman trusts her midwife and trusts that her body is
capable of giving birth, the labour is invariably easier. But
developing trust between people takes time. It is rare that true
trust can be developed in one meeting. Again this is where
continuity-of-care trumps fragmented care. The nature of continuity
means a continual development of the relationship between the
midwife and the woman. This relationship develops and becomes
deeper at each antenatal meeting as each party comes to know the
other.

It is because of
the relationship that develops between the midwife and woman that
continuity of care services can point to research demonstrating low
intervention rates and low maternal and infant morbidity compared
to fragmented care models while providing care that is equally
safe. Women have shorter labours, babies have lower rates of
admission to special-care nurseries and women have lower
vulnerability to PND. (12) Overwhelmingly, women (and men) express
high levels of satisfaction with continuity models compared to
fragmented models, and equally, midwives who work in such a model
typically express higher levels of satisfaction with their
work.

If the data shows
that continuity leads to excellent outcomes, that women want such
service and midwives like working in such models, why is fragmented
care still the norm in Australia? There are many reasons for this:
entrenched ways of working are difficult to change; change may
require cost-shifting between the State and Commonwealth
Governments; heads of maternity units may be uncomfortable with the
autonomy that a continuity model gives midwives; individual
midwives may fear that they will need to take more responsibility
for their actions (rather than diffuse responsibility over many
people as is the case in fragmented models); bean counters may
argue that continuity models cost more than fragmented care; and
there are concerns that midwives cannot be attracted to continuity
models, because being ‘on-call’ is too difficult.

But in reality,
systems of care can and do change. With the right leadership and
support (and skill improvement as needed) midwives can make the
transition. New models can be delivered without costing more (in
fact, they typically cost less). And a capable manager embraces the
chance to manage a team of autonomous and responsible midwives.

I was asked by the
Australian College of Midwives to compile this book to give
midwives interested in providing continuity of care perspectives
from other midwives about the lived reality of working this way
compared with working shifts. The College recognizes that there is
an understandable reticence amongst many midwives to try a new way
of working, especially when it involves the issue of working
‘on-call’. The College also recognizes that there is a continuing
and important need for midwives to work shift work. Fully-staffed
maternity wards with expert and committed midwives will always be
required. This book should not be seen as an attempt to move all
midwives to providing continuity of care, but rather to provide
honest information about the pros and cons of working in continuity
services for those midwives who may be interested in a change at
some time in their careers.

In preparing this
book I have therefore been careful to seek a ‘warts and all’
commentary on what it is like to be a midwife providing continuity
of care to women. I have not attempted to whitewash the problems
with continuity nor have I included only positive stories. I have
made the selection of which stories to include on the basis of
advice from a Review Panel of expert midwives who have all worked
shift work at various times. Their assessment, and their demand
that I paint an accurate picture of both shift work and continuity,
has guided my selection of stories.

When seeking
stories for the book the invitation went out widely and all
midwives with experience in shift work and caseload midwifery were
asked to share their stories. I asked the contributors to reflect
on what being ‘on-call’ and providing continuity of care meant for
them both professionally and personally. They were asked to relate
what impact each method of working had on their own health and
well-being, satisfaction with their job, family life and leisure
time. I also asked for their opinion on its impact on their
partners and children.

The result was a
surprise to me. Midwives did find being ‘on-call’ a very different
way of working. They found that they had to become more autonomous,
better organized and more flexible in their outlook. They also
found that handling the notion of being available around the clock
a difficult concept. However, after about six months, they had
learnt the skill of being on-call and greatly enjoyed and
appreciated their new-found professional freedom, autonomy and
increased respect from women, doctors and their colleagues. On
reflection, nearly all contributors believed that being on-call was
less disruptive to family life than shift work and this was
because they were only required to work when a woman needed their
attention. This left ample time to attend school concerts, go to
films with friends, get the washing done, have romantic interludes,
and help in the class room. In addition, midwives’ partners
expressed that they had more time together than when the midwife
worked shift. Providing continuity-of-care offers benefits not only
to the parents-to-be, but also the midwives, their partners and
their children.

 


The stories in
this book are varied. There are stories from highly experienced
midwives, from new graduates, from partners of midwives, from
children of midwives, from disenchanted midwives and from midwives
with a burning passion to follow their profession. The power of
story is that it is you, the reader, who chooses what message is
important to you. If you are interested in providing continuity of
care at some time in your professional life, I hope that you will
find valuable insights in this book. There are certainly thousands
of parents who are hungry for the care, support and trusting
relationship that continuity of midwifery care offers.

I thank you
all.

 


David Vernon

“Stringybark”

May 2007
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The Stories

 


1. Foggy Nights and Familiarity —
Helen Haines

 


Our regional
hospital and community health service decided to explore a model of
care that would provide the women in our northeast Victorian
community with some new choices around what type of care they might
access for their pregnancies and births.

We weren’t in a
situation where women or midwives were screaming for change. It
wasn’t that the existing model was bad. In fact, compared to many
services across Australia it was pretty good. We had an antenatal
clinic that offered midwife led care as well as medical care. We
had GP shared care. We had obstetrician led public care and
obstetrician led private care. The latter was the only model that
offered some form of medical continuity but nowhere was there
continuity of midwifery care.

A small group of
midwives in the hospital were keen to make things better. We knew
the evidence supporting continuity of care for women and some of us
had experienced the personal satisfaction of working in Birth
Centres where this occurred or had worked in the UK where midwife
led community based care was the norm.

To cut a long
story short I put up my hand to participate in developing a
framework for a new model of care and was then fortunate enough to
be appointed half-time as a ‘project midwife.’ Together with my
other ‘half-time project midwife’ and our project manager (a
midwife appointed to establish the community component and lead the
new model) we established what become known as the Midwife Care
Project or MCP.

The framework we
developed for the MCP was modified caseload. This meant that we
three midwives took a caseload of women each, and were their named
midwife for antenatal and postnatal care but shared the on-call for
labour. The women and their families of course met each of us
throughout their pregnancy so that there were no strangers in
labour.

At the time my
three children were aged six, five and two. My husband was working
full time and travelled frequently with his work. My mother had
died two years before and I had no immediate family living closer
than three hours away. I had many friends and had employed a
wonderful woman to come to our home to care for our children when
my husband and I were both at work. Life was busy but I knew this
was a chance that may not come again.

The model worked
very well for my young family. Our roster was developed so that we
had twelve hour on-call periods and then complete days off where we
were not on-call at all. This was important to me as I could
arrange childcare for the on-call periods. For me, the models of
care where one carried a mobile and was on-call all the time and
then had a month or so not on-call were not attractive. The stress
of being on-call constantly and never quite knowing when I might be
called in and need to find hasty childcare was not a viable
option.

The twelve hours
on were quite workable. I arranged my antenatal and postnatal
visits, education classes, paperwork and so forth at a time that
was convenient for both my clients and me and then went about my
life carrying the mobile and responding as needed. I felt more in
control of my life than when I worked shifts and didn’t miss those
long nights on night duty for one minute! Requesting time off was
not as complex as working on a ward-based roster. If social or
family things came up I could still attend with my mobile turned on
or ask my colleagues to cover for a couple of hours and then
reciprocate for them.

I won’t downplay
that working this way took some getting used to. Years of
entrenched roster systems being replaced by fairly autonomous work
schedules were a whole new way of doing business for me. I used to
worry that I wasn’t on site enough! It took time to adjust to
establishing a work program that met the needs of the women and me
and not just the organisation.

The other hospital
midwives thought we MCP midwives were nuts. In their minds being
on-call meant being trapped by the phone waiting for something to
happen. I admit I felt this way at first but then got quite used to
getting on with my life and taking the calls when they came.
Knowing the women made this so much easier. I knew what was going
on with my caseload women and was well in touch with my colleagues’
women too because we had weekly case meetings. In addition all the
women carried their own notes so if they rang me when I was at home
I could ask them questions and they could refer to their notes for
me.

Getting out of bed
on cold foggy nights was so much easier when the voice on the end
of the phone was calling you to assist with someone whose story you
were already familiar with. Admittedly it took many months to learn
to relax at night when I was on-call and just go off to sleep. If I
knew someone was ‘brewing ‘ it was certainly hard to sleep but
again I enjoyed being warm in my bed and dozing rather than
fighting sleep on night duty in the ward setting.

Despite my fears
of sleeping through the phone calls I never did — unfortunately
neither did my husband but he was supportive, as he knew I was
pioneering something I believed in. He also saw me finding a
satisfaction and pride in my work that I had never experienced
before. This had a lot to do with the increased accountability I
felt with the women I cared for. My encounters with them were
ongoing. Previously I would see women for an episode of care and
never see them again. There was satisfaction too in establishing
the caseload team. It was like developing a small business.
Watching our bookings grow as women heard about our service from
other women was fantastic. Our group practice became extremely
successful not only in terms of numbers of women wishing to access
us but also in attracting students and being invited to give
presentations at conferences and meetings.

I was worried when
I started with the MCP that I would get loads of postnatal distress
calls at the ‘witching hour’ which was my witching hour too as I
had little children needing me at that crucial 5pm – 7pm period. I
would breathe a sigh of relief at 8pm when I was able to hand over
to my colleague for the overnight on call! I didn’t need to worry
though because in the five years that I worked this way I had one
(yes just one!) call for postnatal assistance during that 5-7pm
period and no night calls for postnatal help. My colleagues
report the same experience. It’s hard to pin point the reason for
this but when we discussed it as a group we believed it had a lot
to do with the confidence women gained in the antenatal period
where breast-feeding and parenting in general was a frequent
talking point during consultations. Our satisfaction studies
confirmed this too as women in the MCP group reported high levels
of postnatal confidence compared to the women in shared care. When
I think of all the overnight feeding assistance I used to give in
the ward situation to new mothers I was amazed to see how well our
women did when they went home 6-36 hours after giving birth. Their
breast-feeding rate also was extremely high. This also has a lot to
do with the cohort of women in the program and the degree of
education and support they were able to draw on during their
antenatal care and their postnatal home visits.

My other most
significant fear about taking on the caseload model of care was
that I wasn’t ‘good enough.’ What if I made a mistake? What if my
colleagues thought I had all the answers? What if they thought I
thought I had all the answers! What if my women had
expectations I couldn’t meet? Will the doctors give me a hard time?
The list goes on. I felt pretty scared at first. I am sure lots of
midwives have these fears and hence stick to the default position
of ward-based hospital care. My MCP colleagues and I discussed this
at length. We learnt to deal with it by phoning each other
frequently for advice, by coming out of the labour rooms and
talking to the other midwives when we needed new ideas, support or
advice, by asking for help from our medical colleagues, by going to
the evidence — journals, the Cochrane database — and by having
solid evidence-based referral guidelines. We made sure we were
clear about our scope of practice. All of this took time and
patience but we got there and our confidence grew.

I touched on the
fear of what other people thought. It was by far the hardest part
of being a caseload midwife. Sadly the horizontal violence that was
directed to the MCP was powerful and very distressing. Our medical
colleagues for the most part were supportive and nurturing. But
some of our midwifery colleagues however looked at us with
suspicion and passive aggression. Small things like not being
available to offer any relief in the labour wards so that we could
take a meal break, doing the bare minimum for MCP women when they
were in-patients, not offering any assistance in the clean up
process after birth and then finding fault with our labour rooms no
matter how hard we tried to ensure that everything was left far
better than we found it. This was terrible. Luckily, there were
others who tried their hardest to compensate.

In the early days
there were times when it was very hard to move through the hospital
ward because the air was so dense. Setting up a different model of
care that runs beside mainstream practice can be divisive and
isolating. Of course there were many efforts to improve
communication, to manage the change effectively and so on. At the
end of the day there remains an element in midwifery that is
suspicious of those who seek to question the status quo.
This behaviour of course is not unique to midwives. Change is
difficult for all sorts of people for all sorts of reasons. At the
time we were innocent of the theories of change behaviour and
management. It’s ten years now since the MCP began and some
underlying tension remains. The personal relationships and
friendships have healed but at times on a clinical level there are
vestiges of the ‘us and them.’ Midwives in both mainstream care and
the MCP have to continually work on being a ‘team’.

The MCP grew from
a pilot project into a fully funded program called the Community
Midwife Program (CMP). I worked with the women of our region in
this model for five years when my life took another direction. My
overwhelming memories of this period are ones of fulfilment in my
role as a midwife. I truly felt that I was with women and working
according to the international definition of a midwife. I had never
felt this way before. I felt like I became a professional in this
period. I used midwifery knowledge and scientific evidence. I
learnt to truly collaborate rather than relinquish responsibility.
Working in a group practice came to feel like running a small
business with all the pride and satisfaction and hard work that
comes with making that a success. My family shared in this pride
too. Our children were familiar with the CMP office and consulting
rooms and understood exactly the kind of work their mother did.
They watched my workplace grow from a tiny office to a stand-alone
house (formerly a cleaner’s cupboard – I’m not joking!).

The evolution of
the CMP led to a growing trust with the wider multidisciplinary
team. As we became responsible for the running of our ‘business’ we
were forced to interact more closely with GPs, consultants,
managers, CEOs etc. Essentially we got to know each other and
understand our particular needs, passions and limitations. For the
first time really we were visible and the work we did with women
was acknowledged. This was very empowering.

There were indeed
some hard times in establishing the model and changing its identity
from being ‘alternate’ to being seen as normal as other models of
care. There were some exhausting times too on call when one labour
finished and I was called again. But there were far more fantastic
times driving out to a family farm for antenatal care or setting up
our satellite midwife clinics in nearby towns and meeting all the
new women who wanted to be part of our service. I loved getting to
know the women and their stories and watching their families grow.
There was so much our team could offer them in terms of care,
education, health promotion and access to other networks. There was
so much that the women offered us in terms of respect for our needs
as mothers too and the honesty with which they came to us for a
safe and satisfying pregnancy and birth.

I would recommend
caseload midwifery to all midwives experienced or newly graduated.
The workplace as dictated by the bricks and mortar of an acute
hospital setting is but one type of workplace. Midwives the world
over care for women in a variety of settings — mostly community
ones. Caseload gave me the opportunity to experience the joys of
this.
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2. Climbing to Muktinath — Cathy
Adams

 


“Just tell her to
put a pad on and call you back in the morning.” This was the advice
given by my partner after a call that broke our sleep in the middle
of the night. He considered himself qualified to comment as he had
frequently witnessed such calls from women or their partners with
excited news of their pending birth. However, what he did not
realise was that Susan was expecting her third baby, had a history
of rapid labours which concerned her, had ruptured membranes and
had started to contract. He was also unaware of the fact that she
lived closer to the hospital than I did so was likely to arrive
before me if I didn’t get going immediately.

This ‘honorary
midwife’ that I shared my life with had become familiar with the
accepted advice that I may give for rupture of membranes or early
labour. What he did not have, besides the formal training as a
midwife, was the familiarity I had with these women that guided my
individualised advice and support. Developing a close relationship
with these women enabled me to be more discerning about what they
needed. This would help me to decide if I could go back to sleep,
whether I needed to have a more lengthy conversation with her or in
fact meet her in person at that time. It was not always about the
clinical events, it was also what I knew about the woman.

I had been working
in a traditional midwifery model of care for a little less than ten
years when I applied to work in a continuity of care model. I have
to admit that I did not know a great deal about the practicalities
of the model, but knew that it was more aligned with my philosophy
of birth. This was the motivator for me and I felt assured that the
day-to-day considerations would require adjustments but would not
be insurmountable.

On the first day
of my experience in a continuity of care model I was issued with my
pager, which I eagerly accepted and carefully clipped to my belt,
thinking of it as a fashion accessory rather than as a tool of my
trade. I quickly devoured the instructions so that I could drive
this machine as competently as possible. What I did not realise was
that I would very soon develop a love-hate relationship with this
piece of hardware that was to interrupt my life at what always
seemed to be the most inopportune moments. It would disturb my deep
sleep, interrupt social engagements, interfere


















3. Of Wine and Chocolates — Jenny
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6. A Daughter’s View — Lucy
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7. I am a Midwife — Sue McPherson
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Factors differentiating Continuity and Routine Care

Continuity model

Current routine or
standard practice

1. Annual salary
Versus
Rostered and
rotating shift work

Caseload midwives are employed
on an annual salary. An example is a
cycle of 152 hours over four weeks.
The midwife tries not to work in excess
of twelve consecutive hours in any
twenty-four hour period. [ln NSW, SA.
and NT this industrial award has been
negotiated.]

Rostered and rotating
midwives are paid
according to the award for
their level of service and
whether they are full time
(38 hours per week) or
part time. They are
employed to provide
rostered shifts consisting
of morning, afternoon and
night shifts.

2. Self managed

In a continuity model of care

Midwives are rostered

time midwives manage their time by prospectively. There is no
Versus matching workload to need. A caseload | match between actual
Rostered shifts midwife may care for 35-40 women per | workload and number of
annum; and back-up care for further midwives on any ward
35-40 women. because the shifts are
planned in advance
4. Continuity of ‘Women receive continuity of care Routine hospital
carer from a named midwife for the entire midwives work in
Versus episode of pregnancy, labour, birth and | designated separate areas:

Fragmented care

postnatal care. This ensures consistency
of advice and information.

antenatal ward, delivery
suite or postnatal wards.
There can be no guarantee
of consistency in advice
and information that
'women receive.

5. Named midwife
Versus
Unknown carer

Having a known or named midwife
encourages women to become active
participants in the decision making
around their pregnancy and labour.?!

‘Women booked under
‘team of the day’. May
feel ‘uninvolved in
decision making’,
“Exposure to multiple
carers’ makes women
‘anxious about constantly
having to repeat
information’.
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6. Individual
antenatal assessment
Versus
Antenatal clinics

Antenatal assessments are tailored
to the woman’s needs in the community
or her own home where possible. The
number and nature of visits are offered
according to evidence based guidelines.

‘Women attend routine
antenatal clinics according
to hospital policies.

Antenatal classes are
usually offered in the
hospital

7. Labour assessed
before admission
Versus
Admit before
assessment

The caseload midwife can be called
to assess the onset of labour before a
‘woman is admitted to hospital, thereby
avoiding possibly unnecessary hours
spent in hospital.

‘Women admit
themselves to hospital at
labour onset. Once women
are admitted the ‘clock’
begins to tick and the need
to expedite birth can result
in increased levels of
augmentation and the use
of epidural analgesia in
labour.

8. Early discharge
and home postnatal
visits
Versus
Hospital postnatal
care

‘Women are encouraged to go
home early and are visited by their
caseload midwife at home or in the
community for up to six weeks or ten
visits. During this time breastfeeding
will be established and other infant
and maternal health issues can be
addressed or referred on.

‘Women receive
postnatal care in hospital.
There may be some
domiciliary follow-up
visits from a rostered
community midwife, but
many area health services
can not ‘afford’ this

community follow-up






