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OBJECTIVES

1. To re-establish the
confidence of the
midwife inherown
skillls.

2. Toshare ideals, skills
and mformation.

3. To encourage midwives
in their support of
women s active partici-
pation in birth.

4. Tore-affirm the need for
midwives to provide
continuity of carer.

5. Toexplorealternative
patterns of care.

6. To encourage evaluation
of development of our
field.

IMPORTANT

Read the label on your
Midwifery Matters mailing
envelope before you throw 1t
away. and check your sub-
scription renewal date. Un-
lessyou haveanactive stand-
ing order, the date shown in-
dicates the end of your sub-
scription. This may be your
last magazine unless you re-
new before the next issue
comes out.

ASSOCIATION OF RADICAL MIDWIVES

THE Association was formedin 1976 by a

small group of student midwives from

different training schools who were alarmed by
the apparent trend towards maternity nurse status
in their training.

With growing support from other student
midwives, qualified midwives and from women
themselves that undesirable trend is at least bemg
challenged.

ARM can feel justifiably proud to have been
part of the movement towards a more caring
attitude in midwifery. and to have been instrumen-
tal in helping alert our colleagues to the threat-
ened loss of our professional independence.

The word ‘Radical’ is used in its literary
meaning of relating to roots and origins, and best
expresses the hopes of that early group, that
midwifery could find its way back to a position
where midwives’ skills were used to the full, while

still taking advantage of the benefits of modern
technolgical advances, where these are seen to
be in the best interests of the woman and her
child.

In other words, the hope that the true
meaning of midwife (“with woman™) will once
more be realised in practice.

The Association is self-supporting, fi-
nanced by membership subseription and sale
of literature and other items. It 1s run by its
members, who give of their time and effort
voluntarily by joining the Steering Group and
working parties. The only paid workers are the
Secretary who recetves the equivalent of an E
grade post salary for approximately 25 hours
per week and the Editor who is paid to design
and typeset the Magazine and is helped in
editorial decision making by a volunteer
editorial group.

NATIONAL MEETINGS

WE meet regularly to exchange views, hear of
developments in maternify care

and share our skills with each other. Members are
encouraged to bring along non-member colleagues
and friends. Meetings, which are open to all who
are concerned about maternity care, are held every
three months, usually on the third Saturday of
March, June and September and the second
Saturday in December. (One of these meetings will
be the AGM). Venues vary around the UK to give
everyone a chance to attend during the year. and
are advertised in Midwifery Matters, together with
directions and map.

The registration fee is £20 for non-members and
£12 for members and £6 for student midwives, to
include lunch and light refreshments during the
day. Paid-up ARM members can claim a refund of
travelling expenses over £25 based on the most
cconomical transport, funded mainly by the
registration fee. Overnight accommodation is
always available, usually in local members’ homes,
(bring sleeping bag if possible).

QUARTERLY MAGAZINE

MIDWIFERY MATTERS is our line of
communication between members, and
also from ARM to others concerned with
maternity care. In principal it will be
published quarterly and will include
reports from meetings during the last three
months.

Although the actual publishing and
editing is lodged with the Editor and the
Editorial Group, the Regional Groups take
turns in providing the main features, which
may sometimes illustrate a common theme.
The rota for this input 1s made up at the
Annual General Meeting from volunteer
Regional Groups.

Regular inclusions such as letters,
book and film reviews, forthcoming events
and other items of interest are always
needed. Artwork 1s always welcome, as are
good photographs. We can return origi-
nals.

MEMBERSHIP
UK and Europe - £25 pa.
Unwaged (optional concession) - £12.50 pa.
Qverseas (airmail)-£30 pa.
(See subscription form nside this issue)
Please do not send foreign currency since bank
charges and exchange rates reduce the final
payment, and make this method unacceptable.
£ sterling only please!

NATIONAL MEETING VENUES
(N.B. trial of Sunday Meetings to confinue

in 2000)
Spring  Sat. March 18 Hexham
(contact: Shona Kerr )
Summer Sunday,June 18  Sheffield

(contact: Jane Munro 0114 255 2401)
Autumn (AGM)

Sat. Sept 16 Nottingham
(contact: Ann Buckley)
Winter  Sun, Dec 10 Bournemouth

(contact: Tricia Anderson)
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Loving Care

WE HAVE JUST lost a member who accuses ARM of
‘slagging off” hospital midwives and as the editor of Mid-
wifery Matters 1 must bear some responsibility for this. Our
magazine contains a higher proportion of material from the
community end of the maternity services spectrum than
other UK midwifery journals, more birth stories and less solid
research. This is what ARM members usually write about so
this is what is published. Looking back over my four years as
editor I can’t remember a single article that badmouths
hospital midwives but my editorials are not perhaps so
benign. The words ‘obstetric nurse’ come up quite fre-
quently and hospital midwives might well feel aggrieved by
that term. I'm sorry.

I must admit to a personal bias towards community care
because I think that herding most women into high tech
hospitals to give birth in alien surroundings among strangers
is both inhuman and inhumane. Not only is it bad for the
women who would do better with low-tech care at home or in
a midwife-led unit, but it is also bad for the women who need
extra help and may not get it in a system where consultant
care 18 spread so thinly. It is also a senseless waste of
resources 1o use highly trained midwives as machine
minders. Moreover, the system undervalues and ignores the
greatest gift that midwives can bring to the women they care
for - the human touch - which can turn the sometimes
tedious and messy job of getting a baby out of a uterus from
anecessary evil into a celebration of life and love.

What I had meant to write about here was also the
subject of an article in the British Journal of Midwifery -
(Robinson, 2000)cruelty in hospitals, but I have spent days
1 avoidance, not being able to find the right words to ask
you what we can all do about woman’s inhumanity to woman
- and after all it 1s mainly women who put on the EFM belt,
who do the ARMs. who make sure that women are ‘niccly
sedated’ but all of this 1s so negative and | hate being
negative. However, 1 seem to have stumbled across the word
which seemed to elude me for so long - love. If we can’tuse
the word ‘love” in the ARM magazine where can we use it?

Lorna Davis has written an article in this issue on the
concept of “care” in midwifery and I"d like to highlight
another aspect of care. In everyday language to ‘care for’ is
a euphemism for to ‘love’. I’ve always felt that midwifery is
not just a profession but a vocation; it is not enough to
know one’s job inside out, to have all the necessary knowl-
edge and technical skills, midwives also need to love the
women they care for - sympathy and compassion are not
enough. The art of midwifery 1s the self-effacing, unheroic
work of giving a woman the support and encouragement she
needs to enable her to give birth to her own baby and then
to mop up the blood and faeces and praise her! I think that
this is probably impossible without love.

In fact the more I think about it, the more I feel that love
is the answer - the perfect love that drives out fear as it says
somewhere in the Bible (or is it the Book of Common
Prayer?). And here we have the root of the problem. Hospi-
tals are fearful places and it takes an awful lot of love to drive
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out that fear. This is another rationale for promoting commu-
nity birthing centres - they would separate health from
sickness, birth from death.

And the fear is not restricted to fear of death on the part
of the patient but easily spreads to staff (or is it vice versa?).
Human beings have all sorts of ways of dealing with fear and
establishing rituals can help one live with the fear; how many
hospital routines are the ‘scientific’ equivalent of ‘touching
wood’? Fear of litigation is often used to justify routine
treatment - but how many families actually sue?

Fear can lead to an ‘us and them’ mentality, look at the
way the media have been hyping fear of immigrants and
asylum seekers in recent weeks. In megalithic maternity
hospitals it is the women themselves who are the outsiders,
the asylum seckers. The most obvious line of demarcation is
between staff and patients, but lines are also drawn else-
where: between ‘real’ midwives who are ‘with women’ and
“obstetric nurses’ who side with the system; between those
who believe in epidurals for all and those who are happy to
be alongside women in their pain. Who is the more cruel -
the one who delays giving pain relief or the one who works
with pain? The voice of love would say that sometimes you
have to be cruel to be kind; it is hard to bear the suffering of
those you love, it is easier not to love your clients but just
do your job.

Yet another problem lies in the fact that babies are
designed by evolution to be lovable - chubby cheeks, large
heads - while a woman 1n labour can be unlovely - sweaty,
stroppy, noisy, difficult. How easy it is to side with the baby,
as many obstetricians and paediatricians do, thinking
erroncously that there is a conflict of interest between
mother and baby.

And there is perhaps an argument that says it is unpro-
fessional to become involved with - to love one’s clients -
that one should maintain a professional distance. If this is
the case, then I think I would rather that midwives behaved
unprofessionally! And the love rebounds:

Midwives love Women love Midwives.

That’s why you have a non-midwife as an editor!

I've been on the Isle of Wight for only six months but
already feel embarrassed on behalf of our Island MP, Dr Peter
Brand, a GP. I cringed when I read his opinions in the
Hansard report of the MP’s Debate on Maternity Care,
which 15 summarised on page 22-26 of this issue. We have
been discussing GPs on the ARM ukmidwifery list and they
are a mixed bunch. You can read contributions from midwives
and mothers on page 34-37. Itis tempting to make scape-
goats of GPs, blaming them for encouraging all women to
have consultant care, but 1 have to return to the theme of
asking how we can make loving care available to all women,
wherever they labour. Any ideas?

Margaret Jowitt

REFERENCE
Robinson J (2000). ‘Why are midwives turning nasty?’ British
Journal of Midwifery, 8.3, 143,



A Life in Midwifery

Audrey Eustance

Audrey first worked in a very large borough on the
outskirts of North London, Enfield. Her practice covered
all parts of the borough, which housed all social classes
Jfrom the very affluent downwards. Her last years as a
midwife were spent in surgeries in an outer London
suburb, edging onto the green belt of Hertfordshire - a
mainly residential, middle class avea with a pleasant
mixture of all sorts of people. If covered the whole spec-
trum except inner city. ’

During the 1960s I was having my own babies, and in
that time most women stopped work to bring up the family. [
had the first two at home - in those days you went to
hospital only if there was anything abnormal and until you
had a baby everything was considered normal until proved
otherwise, the direct opposite to ‘normal only in retrospect’.
At my first birth the GP shut the bedroom door in my
husband’s face - men were not expected to be present. How
things have changed.

I had to have the last two babies in hospital because of
an abnormality. After my third child was born I had a very
pleasant 10-day stay in hospital, the baby was given to me
only for feeding, nothing clse. You might think me a dreadful
mother, but that was the way of things then and 1 needed
and enjoyed the rest. T was discharged after 48 hours for my
fourth baby and that was fine.

1 started midwifery in 1976 and was fortunate enough to
be sent out on to the district after 18 months. This was the
only place 1 wanied to be, my family no longer needed me so
much now and I felt I would be useful as a midwife in the
community as I had plenty of experience to support the
mothers in my care. T felt very blessed because I had a
wonderful supporting family and I was passionate about my
job.

All the district midwives were attached to GP surgeries
and for many years I worked in this way. T was responsible
for all maternity patients during the ‘pregnant year’. Not all
midwives worked in the same way but | did most of the
antenatal care in the surgery. If everything was normal and
the GP was attached to the GPU scheme all care was given
at the surgery.

The Consultant unit mothers also had most of their care
at the surgery, they just had a few visits to the hospital,
however, if they needed advice they all knew my clinic times
and could call or visit any time. Until the latter years, most
of them had my telephone number and this was never
abused. All mothers booked for the GP unit were booked at

home and T managed to deliver most of them. During the
1970s it worked very well, two of us worked as a partnership
- our ¢linics were always held at different times so that we
could cover for one another if necessary. We were usually
able to help each other out to cover for holidays and sick-
ness and when we were with labouring mothers. All mothers
knew who our pariner was and over a period they got to
know both of us. I believe we provided continuity this way.
If T was not able to be with them for the delivery, sometimes I
would be able to see them in the hospital labour ward and be
there at the birth. However, T explained at our first meeting
that I could not always be there for the birth so they would
not feel let down; they knew that T or my partner would
always be there when they came home with the new baby.

1 did all the parenting classes for the mothers from the
surgery. Classes were held at a local clinic and again very
occasionally we would cover for our partners. Some of my
patients were not registered with the GP but lived locally,
they could also come to my classes. I got an enormous
amount of pleasure from the classes and after a while T was
able to set up couples’ classes in the evening, I tried to do
them with another midwife but this was not always possible
owing to family commitments. These classes gave me great
joy, and I was fortunate enough to be able to give classes to
some of my own family. [ know that most participants
managed to carry on meeting after the births and were a
source of great support and friendship for each other.

Postnatal care was a very important part of my job, I
believe support was needed to establish breastfeeding (an
area also that I enjoyed) and to guide them not only through
all the physical problems but also to help them to be a
family. All families were visited twice a day at home for the
first three days, every day for 10 days and then weekly until
28 days.

Gradually over the years postnatal support has come to
be viewed with less importance than I think it deserves.
Mothers are very vulnerable at this time and it is vital that
they should have regular care from someone they know. 1
saw GP unit mothers after the birth until discharge from
hospital and afterwards in their own home. Home births were
very special and I think I can remember every one of them,
they were wonderful and you truly felt like one of the family.
Having said that, T think T always felt that T was part of these
families for this special time. It was always lovely when the
next baby came along and [ was with them once again. 1saw
some for two, three, four or more children and that was so
special. I am worried that this no longer happens.
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I'truly felt I was able to give continuity of care to the
majority, but somehow it became harder to do this in the
1990s and after Changing Childbirth things were no better.

Clinical Grading :

When clinical grading came in, community midwives in
my area were given a G grade, however, we thought we
should have been given an H grade because of our role in
teaching. We appealed for the higher grade. Afler a very
long time our appeal was heard and although we never lost
the argument that we deserved H grade for our teaching
role, the management could not accept it and after a very
long time we were asked if we would drop the appeal and
accept a lump sum in money. Untfortunately some of the
midwives accepied and we had to drop our appeal. Since
then the distinction seems to have disappeared and 1
believe the profession which | am so passionate about has
been devalued.

GP Unit ‘

In the 1990s I found it harder to give the type of care
that I wanted to give because of all the changes and my
work became less enjoyable. We had virtually lost our GP
unit for various reasons and a midwife-led unit was pro-
posed. T thought that maybe this would be a good move
but it was in name only. Our GP unit had the ethos behind it
of being as much like home as possible within the safety of
the hospital but gradually it lost its way and now it has
gone,

The Impact of Changing Childbirth

[ felt Changing Childbirth was all about the way we
were practising. However, it seemed that the community
way of practising was old fashioned and a new way had to
be found without ever looking back . We sat on a working
party to find a new way forward. We drew up a plan to
incorporate the whole of the hospital and combine it with
the community. The plan was centred on the mother and
would give all midwives the chance to work together with
midwives on the community. A new manager arrived and our
plan was torn up without ever being implemented. At great
expense, we then tried out many of the new team ap-
proaches which had been introduced around the country.
One by one they were discarded but it was too late, very
large teams were now the way forward, whether they worked
or not, they are composed of newly qualified midwives and
shightly more experienced midwives and one G grade per
team. On calls all the time and according to my colleagues
and young mums who | am still in contact with, very little
continuity as before. The midwives seem to be forever
coming and going and are a little disillusioned with things.

The team approach was supposed to be the way for-
ward. Perhaps I should not comment as I have now retired
but I do wonder whether the teams are too big to allow the
continuity of care that I was able to give and was so
enthusiastic about. We all learnt our skills from our peers,
nowadays they have all retired or left the profession. A lot
of the younger midwives I knew have now gone into health
visiting, what a loss to this profession.
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Why I retired

I never ever thought the day would come when T would
wish to retire, I loved my job so much. However, things
began to change and I was a little anxious that it was
becoming more difficult. The on-calls were becoming more
frequent and we were expected to do our own work and
cover for the labour ward as well. I was seeing less and less
of my family and I was concerned that litigation was becom-
ing so prevalent. Would I recognise incompetence in myself?

I decided that it would be time to go if there was ever a
complaint against my practice. One day on the GP unit I was
given a letter by my midwifery manager which she had
received from the trust administration, I was amazed when
she laughed and thought how funny it was. On reading it I
thought the same and so did everyone around. However,
when I got home and thought about it [ was devastated to
think 1 had come across in this way. The letter was also sent
to the GP (who also thought it very amusing) to the CHC
and to the NCT. [t was sent to all who knew me. The woman
said that on her first antenatal visit to me she had found me
opinionated and she had gone home in tears. She had asked
my opinion on having a water birth and I had said that I
thought it was: “fine for whales and dolphins to deliver in
this way, but I did not feel that human beings were meant to
be born this way because they didn’t have gills.” In her
letter she suggested that [ should find out more about it
before I said such things. I had already been to the water
birth conference and although it was excellent, I still could
not feel that I could guarantee the baby’s safety. The lady
wrote her letter six months afier seeing me. I then wrote the
inevitable statement to the management and explained that T
had to consider the safety of the foetus first and foremost
and that was my reason for this reply. The management
replied on my behalf, stating that, “Audrey apologised for
what she said.”™ However, I was not consulted and I didn’t
think there was any support for me from them. [ knew what
my answer would have been, and T know T would have
encouraged her, as [ encouraged all mothers, to labour in a
warm bath for pain relief. [ always taught this in parenting
classes. I put it behind me but I remembered my resolution
to go if there was a complaint against me. It still hurts me
terribly to think about it.

One day I was driving around on the way to a patient on
a cold wet January day and I thought I don’t think I want to
do it anymore. Three months later | finished, | was now 58. I
left a profession that I loved so much. I carried on with
parenteraft classes in the hospital as a G grade and there
were times when I was having young midwives sitting in on
the classes. One day T was told that T would be paid now as
an E grade as that was what they were going to pay all bank
staff. This would be letting down my profession so L
stopped.

What next?

I thought about independent midwifery but decided
against it now that the insurance had been withdrawn.
Perhaps I could be a breastfeeding counsellor or NCT
teacher, but no, they needed me to do years of training,

I'am now a grandmother of 10 and waiting for my 11th



grandchild, a very enthusiastic golfer and very content.
However my midwifery career stopped and that was the end
of it. Surely we could still be useful? why not form an
organisation where maybe our still existing skills could be
used. T last practised in 1997.

(editor s note) I asked Audrey to tell us where she had
practised and to confirm my impression that she preferred

Scenes from Midwifery Life:
Keeping my head down

Olga Parker

I'WAS THE ONLY CHILD of extroverted parents. Oddly
enough we were considered by the locals as quite posh!
This was despite the fact that we also lived in a small one
bedroom cottage with an outside loo.

I almost brought myself up, being left to my own devices
a lot. Maybe this accounts for my being very much a loner.

At the start of my third year at Art College I found I was
pregnant by my long standing boy friend. In the style of the
day we were married with speed and set up home in a barn.
No. this barn was nothing like the picture books!

I had my First baby in the local small Maternity Home.
The worst part of this was a ghastly rectal examination! Tt
haunted me for years after. (When I went into midwifery and
I swore | would never perform these.) When pregnant with
my second baby, I heard a talk on the radio by Grantly Dick
Read. I went out and bought his book the next day and that
was it, | was committed to the services of midwitery. At the
same time [ saw a piece in The Times about The Natural
Childbirth Association and joined them to become a lay
teacher.

Baby number two was born in the barn. T haemorrhaged
and was admitted to the local large Unit for blood transfu-
sion. I never did get any blood because there were too many
RTAs in the heavy fog and supplies were rationed. As a
result T became quite ill, needing evacuation of retained
products after a week and having thrombosis in both legs.

Our third baby was born in an impersonal large unit with
masses of neglect in labour. I had to ring the bell to tell them
I thought I needed a midwife, now, please as the head was
about to be born!

Turning point

Many years later I was at my garden gate when an old
school chum, a district nurse, came up the street. Knowing
that [ was interested in midwifery, she asked why didn’t
train? [ had never thought of this but said I did not want to
do nursing. She told me I didn’t need to, T could go straight
into midwifery. / hugged her:

community teams attuched to surgeries. She replied:

I do think T was very lucky to have practised when I did.
I really did feel [ was respected and not undervalued as [
feel today’s midwives are. I wish I knew the answer because
it is such a wonderful profession. 1do think individual
midwives attached to surgeries was better. Our plan would
have been to attach hospital midwives to surgeries as well,
to give them the opportunity for more continuity.

T wrote to The Central Midwives Board the very next
day. asking for schools; they sent a list for me and I chose
one. The Matron invited me up for a chat and showed me
round her nice new unit along with another applicant who
had worked there as an auxiliary. She left us in the canteen
with a coffee and instructions to find our way out. I turned
to the other woman and said I had expected to be inter-
viewed. She replied that my asking questions as we went
round was the interview. Two days later [ got my starting
date. T resigned from NCT teaching. With three children now
in their early teens, [ felt [ would have enough to do.

Training

Our set were all direct entry. We had white epaulettes on
our white uniform and so were known as “The Virgins®,
despite all being mothers. We were not popular with the
qualified staff; direct entry was looked on as a cheat’s way
to get into midwifery. Consequently we always had to take
second turn to nurse qualified pupil midwives. Our’s was
that hospital’s first - and last - direct eniry intake.

Nurses studying midwifery had to sit Part One which
entitled them to practise in hospital; this was followed by a
further six months Part Two to qualify for community
practice. However, the direct entry group studied Part One
three times before being allowed to sit the exam - it was the
anly way to fill up the required time! Part Two was taken six
months later. Two years on there were only two of us lefi to
qualify.

T was not liked in the antenatal clinic as a direct entry
pupil midwife. None of us were, but I had the knack of
questioning anything I did not understand and at the same
time stirring up trouble for myself.

On one occasion the sister asked me to check a urine
sample that showed protein on the Multi-stix by using the
stick specific for protein (I forget the name, fill it in for me
please) I said that I thought they had the same values, but
was told, “No these were more sensitive™. I did as asked,
only to show the reaction as before, but then I recorded the
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numerical values of the two readings on the notes, which of
course were identical. Next day I found that I was in the
urine testing room for the rest of my stay on that placement,
and also the old test-tube boiling method had been reintro-
duced for samples showing protein. I got it in the neck from
all the staff for the extra work created!

Around this time the NCT became active in decrying ‘9
to 57 delivery. The entire midwifery staff held a meeting with
the chief consultant. He agreed with us on all points. Our
unit rarely used vaginal examinations, except occasionally to
confirm full dilation, but a rectal examination was done on
admission for the base line observation. We questioned the
skill level needed to use this method. The consultant
admitted that he had learnt by performing p.rs on over 200
anaesthetised patients.

Practice

I worked on the unit for another nine months as a relief
staff midwife, to obtain all round experience, and then
obtained a District Midwife’s post in my local area. For the
next twenty years [ worked around the village where [ had
always lived, managing an occasional home delivery here
and there, some booked with me and some on night calls.
We could book Dominos too.

[ had not expected to have any deliveries in the commu-
nity, so these were the cherries on an exceedingly nice cake.
Perfect. However, I was still regarded as inadequate by some
of my new colleagues so I went to see the Director of
Midwifery Services and asked to study for SRN. She
pointed out to me that there was nothing in the SRN course
that would be of any use to me.

Compared to some of the midwife stories T read on the
‘net’ lately, I have had a very mundane stint. I kept my head
down for 20 years on community and worked away in a very
solitary manner, this way T could bring in practices that T had
realised were more realistic to the job. Theld my own
appointment book and arranged frequency and site of visits
to suit individual need, rather than having set patterns. 1
also had open ended appointments, asking expectant
mothers in the queue to negotiate among themselves if they
needed to be seen next, or to phone me at home later to
rearrange the time, date and venue if they wished. Everyone
knew they could phone me at anytime 1f they needed to.

When I first came onto the district, the GP saw all the
women as [ weighed, wee’d and took BPs. I did palpate etc,
and chat, This was not to my liking. The women started to
ask why we duplicated each other’s work, so [ would send
some of them home without seeing the GP. In due course T
engineered it so that the GP only saw women who preferred
or needed to see him. He then did the full examination.

Partograms

I was aghast when I was first presented with partograms.
I filled in the first one by drawing a neat circle showing the
size of the dilating cervix at each examination. [ had been
trained to do a VE only if the required information was
essential and could not be ascertained in any other way.
Consequently my partograms rarely had more than the base
examination recorded. Full dilation was determined by the
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woman'’s behaviour and a sight of the presenting part.

I have been fortunate in having very flexible and under-
standing heads of midwifery who acknowledged me as a
practitioner in my own right and quietly allowed me to
continue to practise in my own style.

I have always read research, spending many of my days
offin the two large local medical libraries. After a few years I
started to study with the Open University and then under-
stood how to read research properly. When working [ have
always been careful in discussion to differentiate between
what was my own opinion and what I could prove with
research.

Sometimes practical demonstrations were useful; how
about the ime we settled an argument with an HO about
unborn babies feeling pain? Two of us screwed a fetal
monitor onto the back of his hand to very good effect!

My first alternative birth

As a community midwife one of my own booked mothers
went into labour at tea time just as [ was going off duty. I
was able to go home and put on a clean frock. This helped
to relax me and [ also knew I would not be called away.

I never made a big thing of ‘setting up’, T just had a little
attaché case that opened up rather like a doctor’s. It was
complete in itself. T popped a syringe of synt” and another
of ergometrine into my pocket, along with gloves.

The woman laboured all over the house with me in the
shadows. In due course she started to push on all fours.
Now this was a first for me. Only a few days before T had
discussed alternative positions with a student who was
trying to come to terms with how to decide which way to
flex the head and deliver body etc. We realised we had to
forget all about which way was “up’ and which ‘down’, but
to use the anus as the locator. There was no need to do
anything anyway; this baby slid out so smoothly. The
mother moved round effortlessly so she could pick up her
child. The placenta came away almost at once.

I wondered why T was there at all.

I had never before delivered in any other position but
prone or semi-prone, not that 1 had ever asked for this, the
women chose for themselves as they went on. As I left the
house and drove home through the council estate, the
music ‘Sailing By came onto the radio, [ gently swayed the
car to the swell.

This music is played every night at 12.45 leading up to
the shipping weather forecast and [ still listen to it almost
every night on an ear piece in bed.

Tt always sends a thrill right through me.

When I met up with the embryo Association of Radical Mid-
wives at The Women s House in the Yorkshire Dales, I immediaiely
signed up as local contact. Like many other downtrodden mid-
wives, I gained terrifically from ARM, who gave me support in my
Yorkshire ‘brussen ' ways of questioning procedures etc., that I did
not understand or agree with.

Now I am six years retired, feel quite out of date in the modern
high powered ways of midwifery and so go to ARM, meetings
primarily to attend to the ‘Caring and Sharing” workshop, and to
still feel the nurturing..... Thank you ARM.



Retirement? What’s That?
Ishbel Kargar

IN 1987 after three years of permanent night duty, I began to
feel the strain. 1 couldn’t sleep properly during the day, not
because of noise or family, just a sort of daytime insomnia. [
asked the midwifery manager for a transfer to day duty,
knowing that my old job (full time antenatal clinic staff
midwife) was recently vacant, and telling her that’s where ['d
like to work. A bad mistake that —*T'1l decide where my staff
work!” she declared. She proceeded to tell me that I couldn’t
come off night duty until I could be replaced. I told her that
two day-duty colleagues had already indicated they'd like to
switch to night duty (children at school, etc.). Another bad
mistake! Ilefther office feeling rather bruised, and after
thinking about it for a week or two, feeling even more
stressed out from lack of sleep, I handed in my notice.

The midwifery manager asked me if I would join the
Midwifery Bank, and of course T agreed. The ironic thing is
that I found myself being asked to work in the antenatal
clinic! The good thing is that now 1 was only required to
work during clinic sessions, which gave me lots of free time,
the option to work or not according to my other commit-
ments, and more importantly — I was sleeping at night!

T had already taken on the administration work for ARM,
in addition to my hitherto voluntary subseription secretary
job, so my new pattern of midwifery duties gave me freedom
to concentrate on this. I was now able to attend all the
regular meetings, and also represent ARM at conferences
and study days around the country, setting up the ARM stall
and meeting people.

In March 1993 Tresigned from the Bank, as I was begin-
ning to find the long clinic sessions rather tiring. Also my
work for ARM was taking up more and more of my time, and
not surprisingly it was more enjoyable than trying to stop the
tide of medical intervention which was threatening to over-
whelm the midwifery input to antenatal work.

My husband rather welcomed the idea of us being at
home together during the day, even though 1 spent a lot of
time in the ‘office’ (spare bedroom). It was good to stop and
have a mid-morning break together, and to take our lunch out
into the garden as the spring weather warmed up. Unfortu-
nately this wasn’t to last very long, as he had a massive
cerebral haemorrhage on June 13, and died a week later.

Since then I have filled my days (and evenings!) with
ARM work, which [ have enjoyed very much. AlthoughlI
missed the hands-on midwifery practice, working for ARM
has kept me in touch with current issues. Tt has been rather

frustrating at times though, hearing members relate stories
of stressful working conditions, staffing shortages, even
actual bullying.

I get at least four or five phone calls each week from
women desperate to find how to get the sort of maternity
care they want. Most of them have been told by their GP
that they can’t have a homebirth, they must have ultra-
sound scans, blood tests, etc. and therefore they must be
booked into hospital, etc. etc.! While such stories make me
angry, it is nothing to the shame I feel when women talk of
unsympathetic and bossy midwives who seem to care only
for following protocols and procedures! I have thought
long and hard about a solution to this problem of inappro-
priate and impersonal maternity care, and I can only think
that the situation will improve when the women themselves
start shouting about the state of NHS maternity care. This
is not to deny that there are some pockets of really good
midwifery care around the country, both hospital and
community based — but it seems the medicalised and high-
tech births are becoming too common and therefore ac-
cepted as ‘normal’,

One saving grace for my retirement is my close contact
with my eldest daughter. Almost three years ago we came
to a wonderful arrangement in which she and her partner
and his two daughters moved into the ground floor of the
house I lived in, and [ moved upstairs into the flat (con-
verted loft!). This way we each have our own separate
living space, but come together quite often, sharing meals,
borrowing the proverbial cup of sugar, etc. The girls (now
aged 12 and 14) treat me as a surrogate granny and we get
along very well.

I am now 70 years old, and am starting to hand over
some of the ARM worlk, though I am not ready to sit back
and knit just yet! Thope to keep in touch by attending
meetings (for pleasure rather than as a duty) and T will still
run the membership system.

I've just remembered that the “Retired Midwives
Stories” were supposcd to be offering hints and tips from
midwifery experience as well as other aspects of retired life.
My only tip is - never say *“You can’t possibly be pushing
yet, I only examined you an hour ago, and your cervix was
only 3 cm dilated!™ I said this once (soon after I qualified)
to a young woman having her first baby — and her reply was
“Well, what’s this then?” touching the baby’s head as it
appeared at the perineum!
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The Concept of ‘Care’ in Midwifery Practice

Lorna Davies and Sarah Wickham

IT HAS BEEN UNDERSTOOD for some time that the analysis
of the language and discourse midwives use is essential o
our development as an autonomous body. This has also
been highlighted as being important in enabling us to under-
stand issues of power and empowerment in professional
interactions. As Walton (1995) notes. language has the
ability to empower or disempower women through day-to-day
clinical and social interactions.

It has recently occurred to us that the word ‘care’ crops
up often in our discussions and in record keeping, yet we
feel uncomfortable with some of the uses of this seemingly
innocuous word in midwifery practice, and what this might
convey to childbearing women. The connotations of this
word verge on the patriarchal, thus further reinforcing the
biomedical model and the domination of childbirth by male
systems of thinking.

For instance, some of the ways we use this word include;
‘under the care of”, “care handed over to” and “care taken
over by’. We felt this rendered the woman as a passive
recipient of the process we described as ‘care’, rather than
being an autonomous person, making decisions about her
body. her baby and her childbirth experience. We began to
analyse the language and concept of care, hoping to under-
stand more clearly the issues involved and whether this truly
represented what we felt were essential components of the
interaction between women and midwives., While researching
the area, we found that there was a feminist perspective
which is rarely acknowledged within midwifery, but which
could serve to inform and influence the further development
of a philosophy of care for midwifery. Tt is this that we have
chosen to write about, in the hope of stimulating debate
amongst midwives in this area.

Caring is pivotal to keeping the human enterprise going,
vet its function is invisible in the organisation of our daily
lives Sheila Neysmith (1991)

An Ethic of Care

Caring is ethically important, because it signifies conse-
quential ways in which we matter to cach other. According to
Tronto (1993), the main values underpinning an ethic of care
are attentiveness, responsiveness and sensitivity. A caring
perspective is distinguished by a concern for care and taking
responsibility in interpersonal relationships. Carol Gilligan
(1982) argues that these are predominantly gender specific
values, and in modern-day Western society are considered to
be women’s values.

In the same paper she also decrees that there are sex
differences in moral reasoning. The ‘voice of care’ character-
ises many women’s thinking about morality, in contrast to a
voice of justice more typical of those responses received from
men. Those who have a justice perspective place more
emphasis on rights, duties and general obligations. We can
see this in relation to the phrase ‘duty of care’, which is used
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to describe the responsibility midwives have towards the
women they serve.

In Gilligan’s study, women saw morality as matter of
preserving valued ties to others and of preserving the
conditions for mutual care, without which human life becomes
somehow meaningless. Conversely, men saw morality as a
matter of finding ‘workable traffic rules for self-assertors, to
avoid inadvertently or overtly frustrating each other’. This
allows them if they so choose, the opportunity to cooperate
in more positive ways to mutual advantage.

Theoretical perspectives on an ethic of care

Tronto (1993) suggests that caring is an activity which
includes all that we do to sustain the best possible lives for
others. Theorists who support this view believe that an ethic
of care recognises the rich potential of women's experiences
for bringing balance and full responsiveness to the ethical
possibilities of human life. This view implies that there may
be an imbalance in the equilibrium that represents midwifery,
as the more esoteric and artistic aspects of this are less
valued in Western models than scientific rationality and
medical models. This can be seen in some areas of practice
where midwives are valued more for their proficiency in
specialised technical skills than for their ability to support and
promote physiological birth, or their support of childbearing
WOmeI.

Tt signifies the justification of colonisers for the subjuga-
tion of distant foreigners (Narayan, 1995). This view sug-
gests that feminine values of care are little more than the
symptoms of subordination and dependency and an inability
to act autonomously. A more negative connotation, this may
be more representative of the way we currently use the term
‘care’ in midwifery, and epitomises the concerns we have
about the use of this word.

A third hypothesis propagated by Dancy (1983) argues
that an ethic of care can only lead to endless self sacrifice.
This relates to the feminist insight that connects the ethical
significance of sensitive caring to the biases produced where
the interests associated with men are persistently favoured
over those characteristically ascribed to women. This can be
seen in the idea of a sense of ‘martyrdom’ in relation to
women’s behaviour, and is symptomatic of the kind of
response often offered by midwives when women express a
desire to experience childbirth without pharmacological pain
relief. Midwives uttering statements such as, “There are no
medals for bravery when it comes to pain in labour.” are an
example of how this sense of martyrdom is perceived in
practice.

An Ethic of Care and Midwifery

Maternal relationships are of fundamental significance.
The mother-infant connection is the very first human rela-
tionship that most people experience. The mothering role
provides a privileged example of the possibilities of human



relationships. In addition to creating a new human life, the
mother helps to shape her child’s experience, language and
culture. Breastfeeding may be an important aspect at this
time, as the econiche provided for the child helps nurture on a
psychoemotional as well as a physical level. The mothering
experience also provides a supply of memories of caring
which may develop into ethical practices, and help form an
individual’s fundamental moral code.

Mothering expresses a way of mattering to another that
represents something of an archetype for caring (Bowden,
1997). Motherhood usually offers a natural realm of affection
and love. Tt is a role which offers enduring and unconditional
openness and responsiveness to the physical, emotional,
social and spiritual needs of another person. In this way,
mothering carries the full weight of the ideological construc-
tions of caring (Ruddick, 1989).

We feel there are significant areas of overlap between the
values of mothering and midwifery. Some may feel that it
would be wonderful to imagine that this overlap resulted from
accepting an ethic of care which recognises the rich potential
of women'’s experiences for bringing balance and compassion
to the ethical possibilities of human life. The notion of a
mutuality of care, embracing the empathic and altruistic
attributes of ‘caring’ in mothering, could surely be used on all
levels to enhance the role of the midwife.

However, the formal organization of maternity “care’ and
its practices are more directly regulated by external forces
than the personal realm of motherhood. Additionally, within
the constraints of the current “delivery of service’, relation-
ships in midwifery are formed between people whose connec-
tion with each other is primarily governed by the responsibil-
ity of one person to respond to and service the needs of the
other. As a consequence, the caring practices of midwifery are
subject directly to the determinations of publicly administered
norms and structured by the demands of publicly sanctioned
conduct (Bowden, 1995).

As aresult, the ‘care’ currently provided in midwifery
practice is largely based on the assumption that feminine
values of care are little more than the symptoms of subordina-
tion and dependency and an inability to act autonomously.
This ‘care’ is governed by a patriarchal medical based model
which subjugates both the midwives, and the women in their
‘care’, and that, as above, such ‘care giving’ renders the
woman a passive recipient.

As previously discussed, many commonly-used phrases
involve power issues where the woman is deemed to be under
the authority of another. The synonyms related to care such
as, “take charge of ... accept responsibility for ... manage ...
custody ... supervision ... surveillance ... guardianship”
equally support this theory.

Tt is possible that the reason that midwifery does not
embrace the positive atiributes of care, and the mutuality of
care achievable in the mother /midwife relationship, is the
need for a universally-accepted model of midwifery akin to
those developed by nursing or medical colleagues.

Midwifery in our society aligns itself closely with nursing,
Nurses are socialised to ‘distance’ themselves to protect them
(and their patients) from self-consciousness if they are
required fo execute awkward or intimately associated proce-
dures, and from emotional involvement and personal anguish

if they are dealing with or inflicting pain. It may be that as
long as midwifery is afi occupation which is populated largely
by those who were initially nurses, it is unlikely to embrace
the kind of ethical possibilities which would be provided if we
were able to accept the potential for relating to others in
personal as well as professional domains. Are we losing the
potential for this caring effectiveness because this exists in a
conflicting domain from what we generally understand by
‘midwifery care™?

It could also be suggested that accepting such an ethic of
care would involve women taking active responsibility for
their pregnancy and birth experience (as a rite of passage)
rather than passively seeking somebody to take the responsi-
bility for them.

Alternatives te ‘Care’

When asked to consider alternatives to the word ‘care’,
we focused on the concept of being “with woman’; the
traditional definition of the term midwife. We found words
such as ‘attend’, “be with’, ‘serve’, ‘work with’ and ‘partner-
ship’ more closely fitted the concept of mutuality of care than
those currently in common use. Whatever the terminology
used, it may be vitally important to women and to the future
of autonomous midwifery that these issues are raised for
consideration,

It would appear that a debate about the nature and
concept of care in midwifery is long overdue. Midwives need
to reflect upon and engage in discussion about the existing
definitions of care in childbirth and of the resulting implica-
tions for both midwives and mothers. It may be that midwives
need to define ‘care’ in their own terms, and to reconstruct
the concept to develop a philosophy which is appropriate for
midwives and women instead of men, doctors, nurses and
patients.

Midwives should be mindful of the huge philosophical
significance of utilising terminology and ideas that support
the existing ideology relating to ‘care’ in pregnancy, child-
birth and the postnatal period. The midwifery profession
should focus on the establishment of new perspectives to
take midwifery and motherhood forward within a framework of
mutuality of care, embracing attributes of ‘caring’ which will
enhance the role of the midwife, and the experience for the
mother and her family.
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A Family of Midwives in the Philippines

Kerrianne Gifford |

REAL MUNICIPAL (population 27.000) is in the Province of
Quezon about four hours drive away from Manila. The
spoken languages are Tagalog and English. Last year ICM
delegates, Jane Evans, Betty-Ann Daviss, Anne Frye and |
were lucky to visit for one day. I retuned for three weeks in
March 2000.

Edna Beguia is one of the province’s Community or
Rural Heaith Midwives and had become my friend through
correspondence, She encouraged me to come and stay.
Annie Lester, another ARM member had already stayed
there for six weeks after the ICM conference and [ had a
posteard from her saying that being in Real had been a most
amazing time for her. Annie and I have since caught up
since my return and we are both fully enchanted by the
place and will be returning again next year, hopefuily.
Maybe others will come with us as the people there love
visitors. There is much to share with one another.

How do you paint a picture of a lush tropical paradise on
the edge of the Pacific ocean where people are faced with
the overwhelming challenges of little money, little employ-
ment, some scary problems like rabies and TB, no welfare
system and only minimal access to very basic free health
care, yet an intact community where much fun and joy and
banter is happening continually? There is a road system
beside the ocean front but none into the mountains (only
walking paths). Most children attend primary and high
school. Postal and civil services are functioning well and do
not appear to be corrupted. Perhaps it is because the food is
fantastic in the form of plentiful rice, fish, chicken and
tropical fruit and veg, and there is a very safe water supply
and add the dancing and fiestas that mostly everybody
seems very well in Real.

There are about six villages and each has a Rural Health
midwife. The government midwives are paid 6,000 pesos or
£100 a month. This is a very low wage. The private mid-
wives are paid about 1,000 pesos per birth by the women.
Private midwives exist as there are no government posts for
them. These midwives are called upon when the government
midwife is not available or because the women prefer one
over the other.

The Beguia family is full of midwives. Edna’s mother.
Lola Hosta (Lola is word for granny) is a traditional private
midwife who has attended thousands of births and has
never had a maternal death. She has an extensive knowl-
edge of herbs. Edna has a degree in Midwifery and did part
of her education in a hospital in Manila where she could
atiend anything up to 16 births in a shift. In more than 20
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years as @ midwife she too has never had a maternal death
in her village. She has nearly died herself at the hands of
machine gun fire many years ago but she said that praying
saved her. Edna does many things including all gynaeco-
logical screening. Edna’s daughters, Ta Ta and Rachel, are
also midwives. Ta Ta has delivered many babies already. As
a young girl, she used to go with her Lola before she even
undertook her diploma. Rachel is newiy qualified and has a
community health degree as well.

Ta Ta and I went to four home births in my short stay.
All the women of the villages give birth in their homes
unless the midwives detect any problems pre-natally and
make a referral to Manila for further investigation. Often the
women cannot afford to go to Manila and the midwives try
and find some money for them or attend the woman at home
anyway. It seems that the midwives are prepared for and
experienced with any eventuality. From an epidemiological
perspective | can’t give you any confirmed figures. The
Beguias’ homebirth rate is about 98% and they report (1
believe very honestly) no maternal deaths and a small
number of [UFD and neonatal deaths. I felt that the women
were getting the best possible care in the most challenging
of circumstances. It was obvious that the Beguias didn’t
hesitate to refer when they thought it necessary either by
observation or well-honed intuition. PIH and suspected
placenta praevia seemed to be the main reasons women
were sent to Manila.

Pre-natal clinic is a “wallc-in when you please’ affair on
Tuesday or Friday marnings in Edna’s home (or any other
time 1if you’re a worried pregnant woman). The women often
come in twos or threes and it’s a very social atmosphere. If
they come very early, Ta Ta may even do a pre-natal check
in her pyjamas (see front cover). Everything is very, very,
relaxed except | watched Ta Ta being very precise about her
checks - taking blood pressure, abdominal palpation and
listening to the foetal heart with her stethoscope. The
women let me practise my skills and I got better at using the
stethoscope as the women thought my Pinard was a bit
odd! No urinanalysis was done as the dipsticks are too
expensive and not supplied by the government. Neither are
sterile gloves or cord clamps - the midwives buy these as
well.

The women whose labours were imminent were often
visited at home. We travelled on a noisy motorbike with no
lights (this was a rather exhilarating experience for me at
night time once [ had got through the fear barrier). This way
I got to meet some of the women before the births and got



their permission to attend. They all seemed to be happy
about it and it also felt okay to me. 1was able to witness
two primigravida women give birth, truly normally. Both
labours lasted about 12 hours; the midwives attended only
once in early labour and then for the last four hours. The
women were amazing - labouring in an intense, quiet way.
They had no expectation of pain relief. Massage and gentle
emotional support were Ta Ta’s main midwifery tools to help
them. Very few VEs were done and the fetal heart was
listened to about hourly. One woman (4' 11") gave birth to a
4 kg baby with ease in three pushes and the 5' woman gave
birth to 3.6 kg baby after about an hour of pushing. I
attended two other labours; one woman had six previous
live births and a small second twin dying during one labour;
her seventh labour was a two hour affair - and all went well.
The other woman was having her second baby and here I
witnessed the only complication, apparently very rare
indeed, a retained placenta. The woman would not travel to
Manila and asked Ta Ta to remove it; this was done with
prayers and an impressive adeptness under the most basic
of circumstances with the woman showing very little sign of
discomfort and little bleeding. Ta Ta prescribed antibiotics
and it trangpired that the woman (even though she could
afford them) did not take them as she preferred a herbal
mixture her mother made for her. This woman did very well
post-natally as did all the others.

After the births many family members and friends
dropped by to help celebrate if the birth was during the day.
There was a lot of attention paid to cord care owing to
concerns about neonatal tetanus. The woman were immu-
nised against this in pregnancy and it is something I feel I
need to know a lot more about. All the babies thrived on
their mothers’ milk and I can’t wait to sec them next year.

Part of the picture doesn’t always lend itself to celebra-
tion but rather stoicism. One young woman, newly arrived

from a far away mountain village, with five children
already was visited by us when we found out about her a
few days after the birth of her sixth. None of the midwives
had been called for, She birthed by herself in a bare fishing
hut. Someone had cut the cord and put ash on to seal it. Ta
Ta was worried about neonatal tetanus in this case. When
Ta Ta asked why did you not call the midwife, the woman
answered that she was too embarrassed. It was not sure if
this tiny 2 kg baby would survive. Her husband had been il
and they had no money at all. Ta Ta told her that the
midwives did not need paying but it is part of the tradition
here for the women to give some small amount. Amongst
other things, there 1s mixture of animist, catholic and
protestant beliefs informing the culture here but I'm not
sure where tipping the government midwife fits! The baby
did survive, nursing from her mother, and we managed to
pass on a donation to help the family a little.

I brought back lots of photographs and slides including
pictures of the babies Annie had seen born in the previous
June. More importantly I reconfirmed my beliefin woman-
kind’s power to give birth without interference and the role
of the midwife in supporting this. There are other stories
from the Beguias especially where labour did not progress
straightforwardly and yet outcomes were still good, and
sometimes to me who was listening closely, seemingly
miraculous.

The abave account is just a small report but I hope you
enjoved it. Later in the year Annie and I will be presenting
slides and sharing some more of the stories. We (and any
interested others) arve going to do some fund-raising as the
wonten and midwives would like a small birth centre. This
would be for women without basic housing for giving birth
or for those who don t feel 5o comfortable at home for the
usual reasons and also as a safe haven. It would help
raise the profile of the midwives
there also. Edna would like to
include a birthing pool and this
would overlook the Pacific Ocean.
I think I would fancy that as a
place to give birth also! Anyway
this project including raising
emergency transport monies (see
page 44) will have a target of
£5000.

... And one day in the not too
distant future the RM Birth Centre
might end up being be a place
where Edna would welcome other
UK midwives and students to learn
about Real Midwifery.
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Pain in Labour - Is it Insufferable?
Mothers’ Experience and Attitudes

Margaret Jowitt

NICKY LEAP’S articles on midwives’ attitudes to pain in
labour in the September 1999 and March 2000 issues of
MIDIRS have inspired me to report some of my own
research into mothers’ experience of pain and their attitudes
to it. Nicky’s research originated from trying to answer two
accusations laid at the feet of ‘cruel’ midwives: first, “Why
should women suffer pain in childbirth in the 1990s?” and
second, “Why on earth would you not offer pain relief?”.
She found that she could divide midwifery thinking about
pain broadly mnto two schools of thought, first the “pain
relief” paradigm and second the “working with pain’ para-
digm. Initially, I assumed that the midwives ascribing to the
second paradigm enabled mothers to work with the pain but
on closer inspection it seemed to be midwives working with
Women in pain.

What do mothers think about pain in labour? Do they
have comparable attitudes to midwives? Are there two
types of mothers, those who want pain relief willy nilly, and
those who will ‘grin and bear it”, or work with i£?

The very next abstract in the March issue of MIDIRS
gave perineal trauma rates after epidural; the hospital
concerned had a 70.9% epidural rate (which itself carried a
higher risk of episiotomy and operative delivery which was
associated with increased perineal trauma). This high
epidural rate must be the result of a wide acceptance of the
pain relief paradigm on the part of service providers, albeit.
readily accepted by many women.

Recent newspaper articles also seem to be pushing the
pain relief paradigm, deriding women who wish to do
without it. Already some midwives are qualifying without
ever having seen a woman labouring without an epidural;
they have had no chance to discover whether there are any
benefits of “working with pain’.

But is labour always painful? The ARM ukmidwifery
internet mailing list was discussing ‘white coat hyperten-
sion” and the subject of pain came up (see page 36). The
possibility of naturally pain free labour was ridiculed. The
“pain relief” paradigm is gaining ground relentlessly.

Pain is a subjective experience - only the person suffer-
ing can know what it feels like. Thus our own attitudes to
pain and pain relief are highly subjective. Midwives’
aftitudes will be coloured by what they have been taught,
the experience of being with many women in labour and, for
those who are mothers, their own experience of childbirth.
And we must not forget other experiences of pain, for
example toothache, and dental treatment - the one physi-
ological and the other related to treatment. These are
different types of pain - some of us are willing to endure the
latter in order to avoid the former while others require
anaesthesia for dental work, Pain is not a single entity, it has
different qualities according to its origins and it also has
different meanings attached to 1t.
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I have been interested in the possibility of painfree
childbirth ever since reading Grantly Dick Read’s Revelation
of Childbirth (1933). Rayner Garner, a contributor to the
email list seems to share my opinion that a relaxed environ-
ment will help to prevent pain. I have to admit that my
opinion is based on subjective experience. T have had four
babies with labours lasting from one and a half hours to 12
hours and in all those labours I remember only two contrac-
tions which were really painful, both in my first (induced)
labour, an OP presentation in hospital, they occurred when 1
experimented with resting on the bed. The pain was excruci-
ating, I soon reverted to my previous position. Some of the
other contractions were very fierce but none of them was
actually painful. Second stage does have pain but I remem-
ber it as mental pain rather than physical pain - not wanting
to finish the job, wanting to put it off for another day. This
seems to be a common reaction to second stage. Perhaps it
relates to a fear of being split open - we all know how big a
baby’s head is and how small the opening through which it
must be born. How can we find the courage to inflict such
injury on ourselves?

Perhaps I have a different definition of pain? Anyway,
after the third, perfect, painless, labour at home, I decided to
do some research and appreached my old university with a
research proposal to look at women’s experience of birth at
home and in hospital. I wanted to discover whether home
birth mothers were simply more stoical about pain than
hospital birth mothers or whether they reported less pain,
and if so why labour should be less painful at home.

The Mothers

This article is based on clinical notes and mterviews
with 63 women, 26 of whom, at the onset of labour at term,
had been intending to give birth at home (H) and 37 who
had intended to give birth in hospital, either in the GP unit
(GP, 22) or the consultant unit (CU, 15). Six of the home
birth women were transferred to hospital during labour but
were analysed under the home birth group (this method of
analysis 1s known to most researchers as ‘ntention to
treat”), thus the home birth group included women who
ended up in hospital with an epidural. With the help of the
hospital computer and computer staff T tried to match
intended home birth women with intended GP unit mothers
and consultant unit mothers by age, parity and social class.
We never did manage to match all the home birth mothers to
GP unit and CU mothers but the three groups did not differ
significantly from each other.

I must point out that the women [ interviewed were not
typical of the childbearing population as a whole since 48 of
63 had chosen not to labour in a consultant unit. Neverthe-
less, I hope that their experiences will cast light on pain in
childbirth. For those of you who are interested, only one



seemed to me to fit the NCT stereotype (as I perceive it) and
one other was an NCT teacher. One third of the mothers
came from social classes I1I(Manual), IV and V, the *working’
class (surely as much an insult to those in classes I, II and
[I(Non-Manual) as it is to the latter). Please forgive the
unPC nature of the classification, but this is how formal
research has to be conducted, social class is related to many
outcomes in childbirth and it would be foolish to ignore it.
(Incidentally, I found that “working class’ women were just
as articulate in recounting their childbirth experiences as
middle class women.) [ have quoted women’s own words
liberally in this article - we need to hear their voices strongly
through the sometimes turgid academic writing!

Statistical Methods

Even when looking at women’s experiences of childbirth,
asking questions about the quality of their experience rather
than quantitative factors such as the length of labour, it is
possible to use statistics to compare one group with
another; these are known as non-parametric statistics. I
used a technique known as grounded theory to pick out
themes and concepts mentioned by women in answering
each interview question. Sometimes women'’s responses
could be ranked in a meaningful order (e.g. intensity of pain)
and sometimes they had categories to themselves (e.g. a
particular word used or not used).

While it is patently ridiculous to estimate, for example,
that ‘severe pain’ is ten times worse than “pamnful’, we can
order women’s responses into a reported pain scale from ‘no
pain’, through ‘painful’ and ‘severe pain’ to ‘unbearable/
agony’, and give them a number (a ‘rank’) and we can then
say confidently that women ranked low report less pain than
women ranked high. Then if we divide women into groups,
for example, intended home birth, intended GP unit birth and
intended consultant unit birth, we can add up the rank
numbers in each group and find an average rank and then
use standard statistical tests to see if any difference is likely
to have happened by chance, or whether the two things are
likelv to be related.

The usual tests of significance give a “p’ value and if
this value ig 0.05 or less then the chances are that the two
things are related (not necessarily through cause and
effect). The lower the value of p, the more likely it is that the
two things are related. A p value of 0.005 is likely to reflect a
strong association between two variables.

While the main purpose of my study was to compare the
experience of women labouring in different places, [ was
also able to divide women into two groups: those who
mentioned a particular concept (for example, saying some-
thing like ‘contractions are like period pains”) and those
who did not mention the concept, and then compare the
average ranks of each group on the reported pain scale and
find out which group reported less pain.

Results
Pain relief used and reported pain
I used an ordinal scale of physical invasiveness of pain

relief method for analysis of pain relief given: nil; TENS;
Entonox; pethidine; epidural, this appears comparable to the
‘hierarchical menu of pain relief’ referred to in Nicky’s
article.

As was expected, mothers intending to give birth at
home tended to use the least invasive pain relief methods;
half of them used nothing. Only those transferred to
hospital used anything more powerful than Entonox. A fifth
of the CU mothers used nothing, but all of the GP mothers
used something (p <0.0001).

Before I mentioned the word ‘pain’ in the interview [
asked mothers how they would describe a first stage
contraction to a first time mother and based on their actual
words I created the pain scale described above. Nearly all
women mentioned pain, and those that did not were asked if
contractions were painful.

When analysed by three groups: home, GP unit and
consultant unit the groups did not differ significantly but
when analysed by intended home birth and intended
hospital birth (GPU and CU groups combined) intended
home birth mothers reported contractions as significantly
less painful than intended hospital birth mothers (p < 0.02).
Thus the hypothesis that mothers labouring at home tend to
report less pain was supported.

However, pain was not the only sensation reported. The
following ideas were also mentioned and most of these had
a statistical association with reported pain.

Qualitative aspects
Contractions as waves

23 women referred to thythm and timing, to wave-like
sensations, pauses between contractions and an end in
sight. Describing contractions as coming in waves was very
significantly associated with reporting contractions as less
painful (p <0.005). A selection of responses is given below;
letters in brackets indicate intended place of birth. (Some
responses fall into more than one category.)
Just a wave of period pain, swift, that comes and goes very quickly,
easy to cope with (H)
Comes from the side, builds up io the middle, rock hard, a wave,
and bacik (H)
They creep up on you, they rise like a Slendertone which you put on
and build the power up. First contractions only build up so far, the
later ones go round the dial (CU)
LBach one lasts longer and is more severe (CU)
In my case a dull pain, later on much more pain, intense, build up
then ease off till the next one comes (GP)
Pain ihai goes to a crescendo then tapers off again, Coniraciion,
rest, contraction. When there s 20 minutes between them you can
cope (GP)

Contractions as tightenings

14 women mentioned tightening and muscle tension in
their descriptions. This was also associated with reporting
contractions as less painful (p < 0.005).
Something pulling muscles in your stomach (H)
A gradual build up, a tightening round my stomach, not
unpleasurable in the beginning, quite exciting, not painfil (H)
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Strong tightenings of the vagina, come over the hips and down to
the front (CU)

Not worth trying to describe [but she does!] like a really sirong
tight muscle pull (GP)*

Where contractions were felt

21 women described where the pain was felt, sometimes
adding how it moved. These women were also less likely to
describe contractions as painful (p < 0.02)

A kind of pain, a heat inside you at the bottom of your back and
stomach (H)

A build up of tension round your stomach, mine go into my back as
well (CU)

Ache travels over hips (CU)

It spreads across the top then vanishes (GP)

Starts in the bottom of the back, comes round to front (GP)

Don’t know how to describe a contraction

Conversely, the 7 women who did not know how to
describe a contraction (apart from pain, and apart from the
woman who said she couldn’t but did, see * above) re-
ported them as more painful (p <0.002)

I don’t know, just painful, takes your breath away (CU)}

I wouldn 't know, don t know how to (CU)

T'wouldn t know where to start, I did find them painful (GP)
Not worth trying io describe (GF)

Like period pains

The 26 women who reported a resemblance to period
pains were no more or less likely to report contractions as
painful;

A severe period pain (H)

A dull ache like a period pain (CU)

A very, very strong period pain that does not go away (CU)

Very, very painful, worse than period pains (GP)

Like a really bad period pain, quite mild at first, then cramps (GFP)
Coping strategies

Seven home birth mothers and six hospital mothers gave

a coping strategy:

It only hures if you worry about it (H)

Be positive, this one is one less (H)

The pain’s there but as long as you know what s happening,
emotionally, you can get over that (H)

There's a time limit, a rhythm, breathing helps (H)

Acknowledge it s there, not ignoring it. Don t tense up, nice
sensation, nothing to be frightened of. It s more painful if you're
tense (H)

Pretend that each one is the only one. I leant on something. Try not
to fight it - it 5 hard not to fight it ()

As long as you understand what s happening, what'’s going on, then
vou can cope with it (GP)

I could control it with gas and air (GP)

This remark was made by the only woman to mention the
effect of pain relieving treatment in her description of a
contraction.

idwives '
Several women remembered and reported the advice of a
midwife from a community antenatal class:
One more is one less
Pain is gain
But perhaps this is most pertinent for a written account:

Whatever you 've read, your experience is different, don 't get a fixed
idea of what it will be like for you (H)
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Comment

While I agree that every woman'’s experience will be
different, and that it does not help to have a fixed idea of
what labour will be like, I feel that, whether they laboured at
home or in hospital, these women have something to teach
us, and through us, women who are preparing for their next
labour. From my own experience | could personally endorse
each of the coping strategies given above (including the
gas and air, which was enough for me to cope with an
A.R.M. induced OP labour).

The Sensational Approach to Labour

I think we could perhaps add more to our advice to
pregnant women in antenatal classes. Those women who
were able to describe a contraction in terms of their wave-
like qualities, the place where they are felt, and the sensa-
tion of muscle tightening, reported less pain.

Antenatal teachers might do well to highlight the
physical sensations of contractions in addition to informing
women of methods of pain relief. Similarly, midwives
working in labour wards could encourage women who are in
early labour to describe to them the sensations they are
experiencing so that women could then concentrate on the
physical sensations rather than the pain. This cognitive
approach to labour could enable women to cope better with
later, fiercer contractions. If nothing else, highlighting
positive aspects of contractions might distract women from
pain.

Period pains

In this study there was no statistical evidence to
support the view that women who have period pains are
likely to experience bad labour pain. My own view is that
period pains are probably the result of the uncoordinated
contractions of a uterus that is failing efficiently to expel
menstrual products and that painful contractions in labour
(such as the two [ experienced in my first labour) are
likewise the result of a uterus that is not being allowed to do
its job properly.

‘Women’s Attitudes to Pain
The next questions in the interview were designed to
elicit women’s attitudes to pain in labour.
“If there was a drug that stopped pain with absolutely no
side effects on the baby would you have used it? " followed
by, “If not, why not.” 1 will refer to this as a ‘wonder drug’.

Drugs or No Drugs

Many women doubted whether such a drug existed -
“There’ll always be something ...” said one. Some women
pointed out that they would be worried about side effects
on themselves and others seemed to assume that the
question referred to epidurals (9, all hospital mothers).
Two thirds of the women (42, of whom 23 were in the home
birth group) said they would not use such a drug and one
third said they would. These figures will not be typical of
the childbearing population as a whole because intended
home birth mothers were significantly less likely to say



they would use a pain relieving drug (p < 0.01); neverthe-
less half the GPU mothers were also against using a
‘wonder drug’ (11 for, 11 against) and just over half the CU
mothers were against using a “wonder drug’ (8 against, 7
for).

If more than half the women would choose not to use a
completely safe drug to eliminate pain it must mean one of
three things: they did not want to risk their own or their
child’s health; they did not experience the type of pain that
needed to be relieved; or that the pain of childbirth is not
necessarily something to avoid.

‘I would use such a drug’

I suggest that the following responses are the mothers’
equivalent to Leap’s pain relief paradigm:
There s no point in having pain, its not spiritual (H)
Yes, I dont believe in having pain if there s something to take it
away (GP)
Yes, why suffer, but it must be completely safe before I'd contem-
plate it (GP}
I'm not one for natural childbirth (GP)
I can do without that sort of pain (GP)
If they "ve got the technology they can use it on me. I just want the
end result (CU)
I don't believe in having pain if there's something to talke it away
(GP)
Yes, but not an epidural (6 mothers, mostly citing knowledge of the
side effects of epidurals)
Yes, an epidural (2 mothers)

However, even those mothers saying they would use a
‘wonder drug’ didn’t want all the pain taken away:
Yes, but not [the pain to be taken away] completely (GP)
Not for the birth itself (GP)

‘T might use such a drug’

Nothing is simple, however. A few of the mothers said
that they might use such a drug, but only in certain circum-
stances - it would depend on the labour itself, the type of
pain, severity of pain and how long it lasted.

Not for my second birth, 1 felt I coped well with Entonox. I had 75-
100 mg of Pethidine for the first, it knocked me for six and led to

forceps (H)
With back labour vou 'd do anything (GP)

If labour was worse than mine was, yes, but by the time you need il
its too late. (GP)
It depends how long the labour is. (GP)
Yes because the pain’s that bad but I'd want to feel the birth iiself
(GP)

Just knowing that unbearable pain can be relieved may
be enough for women to do without pain relief.
I would want a drug available (H)
Play it by ear (H)

‘NO’

Only two of the women mentioned “work’in connection
with pain which suggests that, for women, the concept of
‘working with the pain’ is not very meaningful, at least in
first stage. The work involved in first stage is more a
passive ‘putting up with the pain’ rather than active work

(although it might take mental work to avoid giving in to
the pain, to actively tolerate it).

You 've worked for what vou 've gat, vou 'd feel cheated without pain
(H)

You wouldn t have to put any effort in to having a baby, put work in
to having the baby (CU)

Because:
There is no such drug

11 mothers (9 home, 2 hospital). For these mothers the
question was academic and therefore largely unanswerable.
The difference between the home and hospital mothers is
apparent in this case.

There s always going to be something (H)
Twouldn t/couldn t believe the lack of side effects (H) (CU)
Side effects put me off (GF)

It is not surprising that women took the question with a
pinch of salt; all the way through pregnancy they are told of
the dangers of drugs including nicotine and caffeine and if
these drugs can damage the baby then anything powerful
enough to prevent pain must have side effects.

A drug for pain relief was not needed

14 mothers (7 home, 7 hospital)

Pain doesn t bother me (H)

1 can put up with it for that length of time, everyone s different (H)

1 used personal distraction technigues - breathe rythmically and

deliberately, blow on things, very effective (H)

Its not horrible, not even the hospital one [her last birth], labour

isn t worse than period pains, | haven ¥ wanted pain relief (H)

Pain is short lived, I could take it (CU)

The way I cope with it | felt more in control, 1 preferved to stand it

my own way, yoga techniques, no problem (CU)J

You can cope with it on your own if vou are confident and happy

(GP)

Labour is not a bad experience really (H)

Pain is not that unbearable, I just enjoved it. I'was lucky (GF)
Included in this section are three subcategories: labour

1s not painful; drugs are not the only way to deal with pain;

and pain is bearable/can be coped with without drugs.

Pain is an integral part of the childbirth experience

18 mothers (9 home, 9 hospital),

Pain is meant to be, it makes it all worth it (H)

1t’s the way things are meant to happen (H)

It’s a mother s pain, you 're buili to fight that kind of pain (H)

1ts all part of the experience (H)

Pain is there for a reason (H)

You've to go through the pain to have a child, recovery is instant
(cu)

It 5 all part of giving birth, all part of going through the process,
pain is supposed to be (GP)

You 're built to give birth, if vou were built to have pain free
childbirth you’d have it. Its against nature (CU)

1 never moan about pain. Pain is all part of childbirth, I wouldn't
have anything to stop the pain completely; you've got to have the
pain otherwise you might as well have a caesarean (GP)

It’s all just part of giving birth, you 've got to suffer pain, you know
wiy you ‘re getting the pain (GP)

Summer 2000 ISSUE 85 Midwifery Matters 15






