Association of Radical Midwives
website: www.midwifery.org

contents

email:sarahmontagu@postmaster.co.uk
National Co-ordinator
Sarah Montagu
16 Wytham Street
Oxford, OX1 4SU
01865 248159
mobile: 07946 392728
sarahmontagu@postmaster.co.uk
Magazine Co-ordinator
Margaret Jowitt
29 Albert Street
Ventnor
Isle of Wight PO38 1EU
01983 853472
margaret.jowitt@tiscali.co.uk
Membership
Ishbel Kargar
62 Greetby Hill
Ormskirk L39 2DT
tel/fax: 01695 572776
ikargar@tiscali.co.uk
Treasurer and webmistress
Linda Wylie
4 Darley Place
Troon
KA10 6JQ
01292 316596

Local Groups Co-ordinator
Wendy Blackwood
11 Hazelhurst Grove
Ashton in Makerfield
Lancs WN4 8RH
01942 205935
icweblackwood@hotmail.com

editorial
Thoughts on Transfers

2

articles from Wigan
Living in Hope, Dot Parry
3
A Waterbirth Denied, Deborah Byrne
5
Working within an Orthodox Jewish Community, Dot Parry 7
Midwifery and Judaism, Sarah Montagu
8
Female Genital Mutilation, Deborah Byrne
10

articles from elsewhere
Nitrous Oxide, no laughing matter, Andrea Robertson
Telepathy in the Birthing Room, Anna Reeve
Struggling in the Dark, Vanessa, student midwife
Homebirth – A Father’s Experience, Christian Stretton
Letter to My Mum’s Midwife, Tez
An Unusual Normal Birth, Andrya Prescott
Creative Midwifery, Andrya Prescott

13
19
20
21
22
23
24

business
National Meeting report

25

news and views
gleanings
nettalk: transfer experiences
breech transfer
home criteria
NMC Homebirth Circular
local groups

30
32
34
35
46

Press & Publicity
Lynn Walcott
01635 578138

WalcoARMpress@aol.com
ARM Helpline
Sarah Montagu
01865 248159
07946 392728
copy deadlines
Jan 1
for Spring issue
Apr 1 for Summer issue
Jul 1
for Autumn issue
Oct 1 for Winter issue

ISSN 0961-1479

typeset on Adobe software by
Margaret Jowitt
01983 853472
printed by Orphans Press, Leominster
01568 612460

The views expressed in this publication
are those of individual contributors and
are not necessarily those of ARM as a
whole.
Information on the events page is limited
to basic details. Any further elaboration
will be charged for at the usual rate.
Advertising is accepted at the discretion
of ARM.
©Published by the
Association of Radical Midwives
16 Wytham Street Oxford OX1 4SU

reg charity no: 1060 525
Summer 2006 ISSUE 109 Midwifery Matters 1

Transferring to What?
The ukmidwifery list on yahoo groups is a veritable
cornucopia of raw midwifery feeling and wisdom and I
look forward to reading and gleaning the ukmidwifery list
for each issue.
Two threads leapt out at me this time, the first topic
concerned a transfer for undiagnosed breech presentation.
It could be described as ‘from beautifully delighted to crash
section’, and the second topic concerned how independent
midwives are treated by their hospital collagues when
transferring in with a client.
In the breech transfer account there was a distinct lack
of teamwork. The NHS birth centre midwife had prepared
her client for what would probably happen at the consultant unit, saying that in all likelihood labour would continue
normally but her client would be in a place where more
help could be given if needed. But on transfer an emergency caesarean was carried out by a registrar with no
further discussion and the midwife was devastated.
If that same midwife were to encounter another
undiagnosed breech, a baby that seemed to be descending
well, albeit in an unusual presentation, what would she do?
Would she follow the birth centre protocol and transfer,
knowing that her client may then have an unnecessary
caesarean section, or would she let normal birth proceed
and risk losing her livelihood through not following
protocols?
She could ‘do good by stealth’ and pretend that there
wasn’t time to transfer, that the mother was too near
delivery to risk a move. (But she’d better make sure the
documentation supported her.) If the mother and baby
did well, she might ‘get away with it’. Her supervisor might
consider that she needed a period of supervised practice,
and her employers might take her out of the Birth Centre
as an example to others to show that the Trust will not
tolerate insubordination. But if there was a tragic outcome, she might well find herself hauled up before the
NMC. Should she be struck off the Register? Would you
strike her off? What would you do in similar circumstances?
Transfers in labour set alarm bells ringing for good
reason: the odds in favour of normal birth have lessened
for whatever the physical reason for the transfer; normal
birth is less likely at consultant units; the transfer itself will
have interrupted the flow of the labour; and fear will have
entered the equation – fear being a powerful force against
rational behaviour. Even if we have tried to expunge the
word ‘failure’ from our midwifery vocabularies, it is difficult
to find another word to put in its place – it is true that the
woman will not have the birth she had hoped for in the
place she had planned. The disappointment of dashed
hopes remains for the woman and the midwife. It would
be helpful if the admitting hospital could help alleviate this
in their welcome instead of reinforcing the disappointment
– and this is possible, there are good transfer stories.
And what you might call the Casualty factor can come
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into play: we humans seem to thrive on the bustle and
gossipy excitement associated with impending disaster. But
the adrenalin rush doesn’t benefit the woman; she becomes common property, an object of curiosity, and
cannot escape, she is the focus of threatening attention. I
wonder whether this mental trauma is at the root of
PTSD? Everyone involved can make a difference in the way
they behave towards a woman whose labour needs help.
The transfer from a quiet peaceful labour in a birth
centre or at home to a consultant unit can be a nightmare;
contractions often stop altogether and this is also the time
when that curious phenomenon of cervical reversal can
occur. Will this lead to raised eyebrows and disbelief or an
acknowledgment that the woman is in increased need of
emotional support? Who should provide her care? The
person she knows or strangers in a place that was not her
first choice for labour? Which will be the least stressful?
All too often a midwife who, only an hour ago was considered competent to deliver a woman alone, is sidelined and
her client feels abandoned.
It is this sort of scenario which leads to complaints
from women. I would hazard a guess that there are more
complaints when continuity of care is disrupted than when
the transferring midwife remains actively involved. We
should be questioning the assumption by some hospitals
that transferring in during labour means handing over care
completely; how much more important it is to maintain
continuity of care when a labour is compromised. And
when obstetric intervention is required, the woman still
needs her own midwife beside her, to ensure that any
consent is informed consent – and obtained in a sensitive
manner; and she needs a familiar face beside her. In the
case above it sounded as if a normal breech birth would
have been possible but the registrar’s fear led to what
might be called the ‘Hannah – Section’ reflex (regardless of
the fact that Hannah says nothing about undiagnosed
breeches). There is a strong case for requiring Trusts
automatically to issue honorary contracts to any midwife
transferring in precisely to ensure continuity and prevent
litigation.
If there is an adverse outcome the scapegoating begins.
The obvious target is the midwife who transferred in. It is
easier to blame her because she is the outsider. She may
not even be employed by the Trust. If she is independent
and the Trust has no control over her practice, referral to
the NMC may seem a logical step for managers anxious to
be seen to be ‘doing something’. Independent midwives
are reported to the NMC almost routinely and yet their
statistics would be the envy of any NHS Trust. Supervision
is failing independent midwives and the women they serve
if it is over-reliant on NMC Fitness to Practise committees.
Are independent and independently minded midwives
carrying the can for the failure of the NHS to provide a
safe and welcoming haven for women whose labours need
some help?
Margaret Jowitt

Working in Hope
Dot Parry

These are my thoughts and feelings on the way through the
reorganisation of my local maternity services.
September 2005
It has been decided by my local strategic health authority that we need to re-organise our maternity and
neonatal services. At present we have 13 sites across
Greater Manchester providing maternity care, many of
which have an on-site neonatal unit. I work at Hope
Hospital which is a maternity unit in Salford, a separate city
but part of Greater Manchester. We have a popular
consultant delivery unit, a fabulous neonatal unit and an
amazing alongside birth centre. I’m told that some pioneering work has taken place in our neonatal unit – we
were the first to do exchange transfusions and examination of the hips. Brilliant, unbothered births happen on
our increasingly busy birth centre which is staffed by the
community midwives.
We have not been included in the plans after the
reorganisation. I am heartbroken – not for myself as I will
still have a job in the community, but because if we close,
something very special will go. If we close, the only babies
born in our city will be the ones born at home. The unique
nature of the birth centre will not be replicable on a
bigger site – the fact that it is a small unit is one of its
great strengths.
Transferring the top class neonatal unit to another
hospital will not be easy either.

I suspect that the re-organisation is connected to the
way that junior doctors will no longer be worked for
ridiculously long hours. This has the knock on effect of
making neonatal units hard to staff. There’s also the issue
of training for juniors – with a falling birth rate the
doctors are not seeing enough babies come through the
neonatal units to get a firm grounding.
I also suspect that there is a notion that the maternity
services can be more efficient if concentrated into bigger
centralised units. I thought we had tried this before and
realised it didn’t work. I thought we were supposed to be
putting more services within the communities they serve. I
can see the reorganisation being about neonatal and
children’s services, with maternity coming along behind. I
don’t want women to be cared for in big units, sharing
their midwife with other women on a big delivery suite. I
want our women to have the choice of a lower tech unit.
And I believe in my heart that our student midwives will
miss out on so much if all their training takes place in big
centralised units.
My suspicions may be unfounded – maybe the big
obstetric units will merge and birth centres will be established throughout the area to deliver maternity care in the
community, in line with the National Service Framework
for Women and Children. I have written my comments to
the powers that be, and await the publication of the
consultation document in January.
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February 2006
The consultation document has arrived – very late.
There are known inaccuracies in it but it was published
anyway. Our head of midwifery, chief executive, consultant
midwife, matrons and many more have been working very
hard behind the scenes. Having not been part of the
original plans, our unit is now part of Option C out of
four proposed reorganisation strategies. Some units in
Greater Manchester will definitely close and some will
definitely stay open. But we are effectively competing
against two other units and are thought to be a less
preferred option. There is mention of birth centres in the
document but no firm plans as to where or how these
would be set up. It is hard to see how these could be
incorporated and costed at a later date.
I feel that at least we have a chance. My heart goes out
to the staff at the units now known to face closure. What
must it be like to work there? When staff leave (and who
could blame them) will they be replaced or will those left
behind just have to pick up the extra workload? How
awful it must be for morale.
I’m trying to get my local NCT branch interested in a
full on campaign. I want them to back Hope because we
have a birth centre and that’s special. However, the birth
centre is in an area where the branch is not strong and
the majority of women in the branch choose the units
which will be staying open anyway. I’ve been told I must
not directly campaign as we are in the public consultation
phase. I am frustrated. I’ve tried to campaign for birth
centres in the area before but we never got very far. I’m
feeling campaign fatigue and don’t want to fight the same
fights again.
March 2006
My NCT branch published an article about the reorganisation – I’m so pleased. Local celebrities who have had
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their babies at Hope are getting their faces in the paper.
We almost made the local BBC news with a story about a
set of Scottish triplets in our neonatal unit – the item
being about how many more miles they would have to
travel if our unit was closed. (We didn’t make the news
because Norman Kember was released on that day – fair
enough really!) We have a petition and a website. We are
making sure the local families know this is happening. We
have had excellent support at public meetings. I dare to be
hopeful. Being a community midwife and working in an
increasingly popular birth centre can be absolutely exhausting at times. It’s amazing to feel the support of the
families we serve. I have days when I worry that the public
consultation doesn’t mean anything and that it’s all somehow decided. But how can they ignore these people.
To be continued……..

A Water Birth Denied
Deborah Byrne

For the purposes of confidentiality, names have been changed
and no identifiable information has been given.
During early shift on the birth centre, I welcomed a
woman and her partner into our unit and introduced
myself and my midwife mentor, Jenny. Lucy was expecting
her second baby and had been experiencing regular
uterine contractions for two hours with intact membranes.
Lucy’s contractions were regular, every five minutes lasting
for approximately forty seconds. On palpation the contractions felt moderate to strong. Lucy’s fundus was term,
and the fetus was presenting in the left occipito anterior
position with a cephalic, longitudinal lie. Lucy was a strong
woman who was breathing through her contractions and
mobilising.
I asked Lucy and her partner Paul if they had a birth
plan. Paul handed me a comprehensive plan which stated
that Lucy wished to have an active birth with minimal
intervention; they wanted to have intermittent fetal heart
monitoring and no vaginal examinations. Lucy also stated
very strongly that she wanted to birth her baby in the
pool. I started to fill the birth pool as it can take fifty
minutes for the pool to fill. I was excited by their birth
plan and relished the opportunity to ‘sit on my hands’ and
just be with them and support them through their birth
experience.
After an hour of mobilising and squatting on a birth
ball, supported by Paul, Lucy wished to use the pool as her
contractions became more intense. As the pool was ready
she got in straight away and relaxed as she immersed
herself in the warm water.
The pool room was dark and quiet and Lucy commented on how relaxed she felt.
During this time I realised that my shift was coming to
an end and decided that I would stay until Lucy and Paul
had their baby. The midwife taking over introduced herself
as Catherine, and Jenny said goodbye. I had not worked
with Catherine before but was optimistic that she would
be as excited about Lucy and Paul’s birth plan as I was.
After Jenny had left Lucy began to experience expulsive
contractions and external signs of fetal decent became
apparent. To my surprise Catherine informed Lucy and
Paul that she could not ‘allow’ them to birth in the pool as
she had not been trained in water births. Catherine said
that Lucy must get out of the pool to birth her baby and
that she should do so straightaway. Catherine then stated
in a paternalistic manner that she thought water births
were dangerous and that she wanted Lucy out of the pool.

Lucy complied with Catherine’s request as she was
frightened at not having a midwife who was confident with
birth in water; it was at this point that Lucy’s contractions
stopped.
Once dry, Lucy adopted a standing position and
thankfully her contractions returned, I remained calm and
guided Lucy to listen to her body and do what it was
telling her. After two contractions the membranes
ruptured spontaneously. Lucy then gave two huge roars.
Daniel was born into his parents’ hands.
Physiological third stage was completed in ten minutes.
Lucy’s perineum was intact. Both Lucy and Paul had skin
to skin contact with Daniel while both Catherine and I left
the new family to bond.
Lucy’s labour and birth was wonderful and I feel very
privileged to have witnessed it. I felt I had a bond with
Lucy and Paul and went back to see them the next day and
thanked them for allowing me to attend. Together we
reflected on the birth and both Lucy and Paul were
disappointed that they had not birthed Daniel in water.
However, they both stated that they would want a midwife
who was confident with water birth.
Nevertheless, I remain angry with Catherine; I believe it
was bad midwifery practice to order Lucy out of the birth
pool at such an important phase in labour. I felt that
Catherine should have enquired whether any other
midwife was available to support Lucy during a water birth
so she did not have to leave the pool. I feel disappointed
in myself that I was not an advocate for Lucy and Paul, I
feel that I should have stood up for them more, but
thought it might aggravate the already tense atmosphere. I
feel that as midwives we have to have up-to-date knowledge and skills so that we can offer holistic care to
women.
However, the aspect that concerned me most was the
manner in which Catherine had spoken to Lucy and Paul,
when she had stated that she thought water births were
dangerous. This was said at a crucial time when Lucy
needed encouragement and belief in her body’s ability.
It is also of concern that in a birth centre facilities are
offered but can be withheld from women during labour
owing to lack of knowledge or experience on the midwife’s part.
On the other hand, I also want to acknowledge the
positive way in which Lucy and Paul prepared for their
birth. Their birth plan was comprehensive and addressed
all their needs. Lucy remained calm and adopted various
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positions while labouring and birthing. Paul was supportive
and calm.
To summarise this evaluation, I think this labour and
birth experience was marred by lack of experience,
knowledge and a belief in water birth on the part of the
midwife.
Water Birth
According to Richmond (2003) during a water birth
the newborn emerges into warm water, an environment
that many feel is much closer to conditions in the womb
than emerging into the air. Furthermore, water birth also
has a positive influence on women during labour, an
observation made by Burns (2004) in her systematic
review of the effects of labour and birth in water. Burns
concluded that there was a significant reduction in pharmacological pain relief when women laboured and birthed
in water. A randomised controlled trial by Cammu et al
(1994) had found that women were more relaxed while
labouring in water.
As the evidence suggests, labour and birth in water for
some women can have a positive impact on their birth
experience, it is disappointing when midwives are not
‘trained’ to ‘do’ waterbirths and the service cannot be
offered to women (Burns 2002).
According to Baston (2004) although the usual observations are made and recorded, managing the second stage
in water is purely ‘hands off’. These observations should
be fetal heart auscultation, maternal pulse, maternal
temperature and water temperature. Baston (2004) also
states that water birth should only be conducted by
experienced midwives.
Nevertheless, as midwives we are expected to undertake evidence-based practice and the lack of knowledge or
training in water birth restricts women’s choices. Women
are told they have choice, but in reality they are often
denied some options.
Furthermore, denying women the option of birthing in
water is a waste of resources. Burns (2002) is concerned
that NHS finances are wasted when pool rooms are
established but used infrequently.
According to Wickham (2003) water birth should be a
compulsory component of the education of midwives and
student midwives.
Communication skills
Women take their cue from midwives while in labour
and so midwives should empower them; midwives need to
feel empowered by their training and development.
Communication skills are very important. According to
Baston (2002) effective communication is fundamental to
all aspects of midwifery care. Positive communication can
empower and enhance a woman’s experience of pregnancy,
birth and life with a child (Baston 2002).
In this case the communication skills demonstrated by
Catherine were inexcusable, at no point was Lucy asked to
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vacate the pool, only ordered. Catherine’s negative
attitude towards Lucy’s birth choice was an example of the
culture of ‘bullying’ which exists in midwifery. Kirkham
(2004) writes that bullying in midwifery stems from the
culture of blame known to be widespread in the NHS.
The culture of blame and bullying intimidates midwives;
they start to doubt their skills (Robertson 2004). A
paternalistic attitude develops towards women and care
can then become institution centred and not woman
centred. Catherine expressed her own fear and inexperience at a time when Lucy required empowerment and
faith in her birth choices.
Moreover, Robertson (2004) states that as birth is a
social process, midwives need the opportunity to support
women and each other, through mutual sharing and caring,
recounting birth stories and talking through concerns and
safe practice issues. Childbearing is a highly emotional
time for most women and this can be reflected by how
they interpret their birth experience and retell their birth
stories (Stephens 2003).
To conclude, to be a midwife is to be ‘with woman’. In
this scenario, although Lucy received care from a midwife,
the midwife in question could not provide care for all of
Lucy’s requirements as she did not have the skills to
support her. If we are to support women effectively as
midwives we must recognise that lifelong learning will give
us influence and strength. This strength can have a positive
impact on the empowerment of women, midwives and the
midwifery profession.
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Working within an Orthodox Jewish community
Dot Parry
MY FIRST JOB after qualifying as a midwife was at St
Mary’s, a large teaching hospital in Manchester. I was based
on a mixed antenatal and postnatal ward which served the
clients of two consultants. One of our two consultants
appeared to be favoured by the Orthodox Jewish women
and as such we cared for a lot of these ladies on our ward.
I knew absolutely nothing about the Orthodox Jewish
religion or practices and probably made a lot of mistakes,
but learned through trial and (lots of) error what was OK
and not OK within midwifery care.
My current post is based in an area where about half
my caseload is from the Orthodox Jewish community. My
clients have a choice of place of birth and many of them
stick with the consultant I used to work with at St Mary’s
and have their babies there. The consultant they book
with is very enlightened when it comes to induction,
caesarean section, breech birth and caring for grand
multips – very important issues to all women, but of
particular significance when your baby’s birthday is believed
to be pre-ordained and very significant, and when you
hope to have a large family. Others choose a hospital
which is geographically close (a shorter distance to travel
on Shabbos – see below), while an increasing number of
women are choosing the Birth Centre at Hope Hospital,
where I work one day a week. Homebirth is very rare but
I carry birth equipment with me all the time as I live very
close to the community and would probably be the first to
arrive at an unplanned home birth.
I’m still learning and still probably getting things wrong,
but people in the community have been very patient with
me and willing to teach. So I’d like to share some of what I
have learned with you so that you can try to care for
Orthodox Jewish families in a way that is acceptable to
them.
Understanding Shabbos (Sabbath)
If I ask my Mum what Sunday was like when she was a
little girl, she talks about not being allowed to do anything
enjoyable – no playing outside, no singing (except hymns),
no reading for fun and definitely no working. On a Sunday
these days we can do just about anything, although shops
are open for shorter hours. In a way that’s a big shame
because when Sunday was different, you had to stay at
home and do stuff with your family. It was traditional to
have a meal together and to play games and talk. So my
Mum remembers all the things she was not allowed to do,
but there was a big pay off – a family centred, restful day.
The Jewish Shabbos reminds me of my Mum’s oldfashioned Sunday. It lasts from nightfall on Friday evening
to after nightfall on Saturday evening. The timings change
with the lengthening and shortening of days. On Shabbos
it is not permitted to do any work or handle money. So
people will not do their ordinary work, cook, clean, travel
by car or public transport or operate machinery. These

things are only permitted in an emergency.
I learned about Shabbos when I was a brand new
midwife. The Orthodox Jewish women didn’t phone in to
say they were coming if they laboured on a Friday night or
on Saturday – they just came. Their husbands didn’t use
the buzzer to get into the ward – they just waited until
somebody noticed them. The women would sleep on the
ward with the light on all night if nobody offered to turn it
off for them. They didn’t have a bath unless somebody ran
the water for them. They cleaned their babies’ bottoms
with oil and didn’t use nappy cream or nipple cream until
Shabbos was over. The women discharged on a Saturday
didn’t get picked up until two hours after dark. It seemed
like a big long list of nots – and some of my colleagues
voiced their disapproval of these customs and practices.
Now that I work in the community and have visited
Jewish homes during Shabbos, I have seen how this is a
family centred, restful day full of traditions that remind
people of their heritage.
I think I would benefit from a day without my TV,
phone, computer, car, cooker and so on – I would relish
the time with my family and would appreciate my gadgets
so much more when I started to use them again. There is
obviously a deeply religious aspect to Shabbos which I can
only glimpse, but I understand the special and different
nature of this day and I can appreciate that the rules
should not be watered down or modified because this
could easily lead to the erosion of that special and different nature.
Understanding ‘Niddah’
The first time I cared for an Orthodox Jewish woman
in labour, I was surprised that although her husband was
present, he did nothing physical to help or support her in
labour. As my experience with members of the community
increased, I noticed that sometimes the men stayed for the
birth, sometimes not, but their main job seemed to be
being there and reading, reciting or singing Psalms. Many
of the women brought a labour supporter with them to
do the back rubbing, hand holding and physical support. I
now know that this lack of physical contact between the
couple is because a labouring woman is considered to be a
niddah from the onset of labour until she had taken a ritual
bath seven days after her lochia has stopped completely.
This niddah law applies to all uterine bleeding. My
Jewish friend explained that she and her husband would
not have any physical contact for the duration of her
period until she had been to the ritual bath. That night
would be a new coming together which they would both
be really looking forward to!
Practically, this law means that couples cannot pass
items to one another in case accidental physical contact
occurs. This kind of contact would also be forbidden
between non-married people of the opposite sex. I have
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found that most of the Orthodox Jewish men are grateful
that I appear to understand this law – for example, I put
things down on the table for them to pick up. I have to be
extra careful not to brush past Orthodox men as I have a
rather large bottom and I’m quite clumsy!
Being Separate and Dressing Modestly
The area where my Orthodox Jewish clients live feels
very separate from other parts of the community. They
have their own shops, schools, exercise classes, playgroups,
and so on because their customs are not well catered for
in the wider community. I feel very welcome though – the
separateness does not feel exclusive.
The dress code within my local community is very
modest, with men wearing traditional clothes (such as long
shiny black jackets, prayer shawls with tassels and hats),
full beards and hair that is long near their ears. The
women cover their arms, have skirts that are below knee,
and wear tights or stockings. The women also cover their
hair either with a scarf or a wig – taking this off only in
their husband’s presence or when only women are
present.
I wear a trouser suit uniform as I believe I have unsightly legs. This is considered immodest, as are my short
sleeves which I endeavour to keep covered unless it’s really
hot, and my uncovered hair – but my clients are used to
me and they seem to let me off. I think I’m looked on as a
bit of an oddity but word has got about that I mean well
and that I understand that I am not modestly dressed. I
would dress modestly and appropriately when entering a
synagogue or school.
Getting it Wrong
I can now laugh at my mistakes in the early days of
working in the community but I was mortified at the time
when I realised what I had done. I reached out to shake
hands with the Orthodox Jewish GP I was going to be
working with. I went over to a man holding his baby and
took the baby directly from him causing all kinds of
physical contact. I got little boys and girls mixed up
because the boys wear their hair long (I’ve learned to
check the shoes – girls wear girly shoes!). I talked to older
siblings about the new baby in mummy’s tummy – they
don’t know there’s a baby until he or she comes home

from the hospital so imagine the level of amazement at an
unplanned home birth! I’m sure there were many other
mistakes which I have glossed over in my mind. But every
time I get it right I can see how much my knowledge and
very minor efforts are appreciated.
It’s a wonderful community to work in. The families are
traditionally large so I get to meet my clients over and
over again – or their sisters and sisters-in-law. Word of
mouth is important so they know I’m OK and I’m going to
try to do all the right things even if I get it wrong sometimes – but they know I’m willing to learn! And small acts
on my part can be really really useful on Shabbos or YomTov (festivals) – I have turned off burglar alarms, spread
Lansinoh on breastpads, taken the bulb out of the fridge
so it can be opened, collected prescriptions, run baths,
delivered notes to husbands at home that their wives and
babies are OK. It’s great to feel useful and to feel welcomed.
I hope this piece helps to explain some of the customs
you may observe in Jewish families. Between communities
there will be variation in dress code and how strictly the
laws are observed. As usual, the best approach is to ask
what people need and be willing to learn.
RECOMMENDED READING
The Orthodox Jewish Way of Life for Health Professionals 3rd edition.
by Dr Joseph Spitzer ISBN 0953234312

Midwifery and Judaism
Sarah Montagu
IT’S ALWAYS SEEMD ODD to me that there aren’t many
Jewish midwives. Maybe it doesn’t seem like an obvious
job for a nice Jewish girl, yet as a Jew and a midwife, I’ve
always felt part of a long chain of midwifery tradition.
Even though another group of ‘working women’ lays claim
to the title of the oldest profession, midwives must have a
better claim to it and Hebrew midwives are the first
recorded in history. Since Eve first gave birth, women have
been helping with the process of pregnancy and childbirth.
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There are references to midwives and midwifery from the
earliest parts of the Hebrew Bible as well as from the
Mishnah and the Talmud. The Hebrew Bible, which Christians know as the Old Testament, contains traditions from
at least 3,000 years ago; the Mishnah records discussions
of rabbis who lived around 2,000 years ago and the Talmud
consists of commentaries on those discussions from
around 500 years after that.
The first midwife to be mentioned is present at the

birth of Benjamin (Gen. 35:17). The nature of Rachel’s
labour pains makes her predict that the baby will be a boy
but her skill is not enough to prevent Rachel dying in
childbirth. The midwife who looks after Tamar (Gen 38:28)
is skilled enough at palpation to recognise that twins are
on the way, as she ties a red thread around the first baby’s
wrist, and expert enough to manage a complicated twin
birth, as the second twin is eventually born first and both
babies and their mother survive.
The first midwives we know by name are Shifrah and
Puah who saved baby boys from Pharaoh by pretending
that the babies were all BBAs (Ex. 1:19). The Talmud
interprets their names to relate to what midwives did;
Shifrah derives from a root ‘shafar’, to make beautiful,
because the midwife ‘cleans the baby when it is born
covered in blood’ and Puah relates to the root ‘p’ah’, to
call, because the midwife calls out to the labouring woman
to encourage her and also to the root ‘p’ah’, to breathe
into, because she ‘revives the baby when people say it is
dead’.
The rabbis of the Talmud had surprisingly detailed
knowledge about pregnancy. They calculated the length of
pregnancy as between 271-273 days; since they were
working from the date of conception rather than from the
LMP, this fits in pretty well with the modern count of 280
days. Some premature babies obviously survived, as the
minimum length of pregnancy is given as 212 days.
They knew that a baby’s sex was determined from the
moment of conception, as a prayer for an unborn child to
be a boy or a girl is given as an example of a ‘prayer in
vain’. However, they thought it was possible to influence
the conception by ensuring the woman reached her climax
first or by aligning the bed North/South, both of which
were supposed to make it more likely for a boy to be
conceived.
By examining miscarried fetuses, the rabbis worked out
a lot about fetal development and about possible abnormalities. An unborn baby in the womb is described as
having ‘eyes like the dropping of a fly and a long way away
from each other; two nostrils like the droppings of a fly
but very close to each other; a mouth like a thin stretched
hair. Its penis is like a lentil or if it is a girl, its genitals look
like a grain of barley’. They also describe what is clearly a
foetus papyraceous, comparing it graphically to the sole of
a shoe or sandal, as well as anencephalic babies.
The importance of diet in pregnancy is already recognised in the Bible, where Samson’s mother has to follow a
particular diet because of the influence this will have on
the unborn child (Judges. 13:14). In the Talmud, some
foods were recommended; others, such as purgative herbs,
were seen as potentially harmful. Pregnancy cravings
already existed then and were seen as the expression of a

vital need, so even if the craving was for a normally
forbidden (not kosher) food, the pregnant woman was
allowed to eat it.
Birth usually took place on birth stones or on a birth
stool, and the woman was supported by other women. The
stool must have had three legs as it is likened to the
Hebrew letter ‘shin’ which has three upright strokes. The
importance of a trusting relationship between the mother
and the midwife is reflected in a proverb: ‘if the woman
giving birth and the midwife were quarrelling, the baby
would be lost’. The midwife used oil for massaging mother
and baby and this was so necessary that it could be bought
even on the Sabbath, when one would not normally be
able to handle money or buy anything. The laws of the
Sabbath in general were set aside for the purpose of
caring for the labouring woman, even to the extent of
lighting candles for a blind woman – even though she
cannot directly benefit from the light, the Talmud says that
the reassurance she would derive from knowing that her
midwife can see what she’s doing is sufficiently important.
The interpretation of Puah’s name shows that midwives
would breathe into the baby if it needed resuscitation;
another method was to rub the placenta, perhaps to
stimulate the baby’s circulation via the umbilical cord.
Once the baby was breathing and the cord was cut, it was
washed with water, rubbed with salt and swaddled (Ezek
16:4). The head was presumably swaddled too, to make it
assume the ‘correct’ shape, as the Talmud says that the
reason Babylonians had round heads was supposed to be
because their midwives were not sufficiently skilled at
swaddling.
We’ve all heard women in labour say, ‘Never again’ and
it was just the same 2,000 years ago. According to the
Talmud, the reason the woman has to bring a sin-offering
to the Temple once she has recovered from the birth is
because in the grip of her labour pains, she will have sworn
a ‘false oath’ never to sleep with her husband again!
As well as descriptions of normal childbirth, there are
mentions of operative deliveries. In some cases, the
procedure must have resembled that which gave the
caesarean its name, where the baby who would become
Julius Caesar is reputed to have been cut from the belly of
his dead or dying mother. However, it is clear that the
rabbis knew not only of sections which both the mother
and the baby survived but also of VBACs, as there is a
discussion on whether the second child of a woman whose
first baby was born ‘yotze dofen’ (coming out of the
abdomen) counts as a first-born. Tantalisingly, they don’t
tell us how it was done nor how they overcame the
problems that meant it was not until well over a thousand
years later that an ‘advanced’ society like ours was able to
ensure both mother and baby survived the experience.
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Female Genital Mutilation
Deborah Byrne

SALFORD is a multicultural community and as such midwives
within the city must have knowledge of cultural beliefs. During
my first year of training I assisted a woman who had undergone female genital mutilation (FGM) to birth her baby. This
inspired me to discover more about female genital mutilation
and how it affects women.
FEMALE GENITAL MUTILATION is a cultural practice in
which the external structure of women’s genital area is
circumcised. Calling it female circumcision implies a
procedure equivalent to that of the removal of the male
foreskin. However, owing to the level of cutting or scraping involved, the term ‘circumcision’ does not accurately
describe the procedure, female genital mutilation is a more
appropriate description. Female genital mutilation is
divided into three categories: Type one is known as the
‘Sunna’ procedure (Sunna meaning Prophet’s tradition) and
involves removing all or part of the prepuce of the clitoris
(Wright 1996). The second type is clitoridectomy; involving removal of the clitoris, the clitoral hood and labia
minora; the area may be closed with a few stitches to
encourage healing (Thompson Ortiz 1998). The third and
most extreme type of mutilation is that of infibulation.
According to Thompson Ortiz (1988) the procedure
involves removing the clitoris, labia minora and labia
majora; the vaginal and urethral openings are then covered
by a shield of tissue created by the remaining labia to form
a chastity belt of tissue. A small matchstick sized posterior
opening is left for the passage of menstrual blood and
urine.
Female genital mutilation is carried out at various ages,
from girls a day old to adulthood (Royal College of Nursing 1994, cited in Female Genital Mutilation: an overview
1996). The World Health Organisation estimates that
about 100 to 132 million girls and women world-wide are
affected and it is practised in twenty eight African countries, the Far East, the Middle East and among African
immigrants in Europe.
According to Wright (1996) the procedure is often
carried out by women, often these women are midwives,
birth attendants or the elders of the tribe or village.
However Wright also states that in Egypt male barbers
carry out the mutilation.
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The practice of FGM is not a religious practice. According to Wright (1996) it predates all the major religions
promoting it. With this in mind Brooks (1995) sees the
practice as a cultural issue, with religion being used to
legitimise FGM as a form of female social control.
Female genital mutilation has a significant life-long
negative health impact on women (Lightfoot-Klein 1989,
cited in FGM and public health 1998). The physical impact
on women’s health begins with the cutting. For the purpose of this article I will classify physical complications
into areas of short term (during the procedure and
recovery period), long term (for the rest of the woman’s
life) and during pregnancy and birth.
According to Wright (1996) the mutilation starts when
a girl is stripped naked and restrained by female members
of her family. The cutting is carried out by means of
razors, razor blades, scissors and knives. Depending on
the degree of scraping, the girl may be tied from her pelvis
to feet to promote healing (Wright 1996).
Immediate complications
Wright (1996) states that the short-term complications of the mutilation can result instantaneously as the
woman can suffer from severe shock; the emotional impact
of which could have a life long effect. Njambi (2004),
however, denies the impact of shock, at least in girls of a
certain age-set; the procedure gives them status and
privilege and they have been preparing for this initiation
for all their life.
Other immediate physical complications can arise from
the surgical conditions; septic conditions can lead to
infections such as septicaemia and tetanus. HIV and AIDS
may also be transmitted during the procedure as many
cultures practice female genital mutilation in groups
(Wright 1996). The theory behind the communal mutilation is to fuse the participants together to form a tight
bond (Njambi 2004). The level of scraping can lead to
severe bleeding and damage to adjacent organs such as the
urethra (Daley 2004). Girls can bleed to death.
Long term complications
The long-term complications of FGM can affect a
woman throughout her life. Retention of urine can lead to

an infection of the urinary tract, which, if not treated
effectively can damage the kidneys. Only a small opening is
left with infibulation, and retention of menstrual blood can
result in pelvic infection leading to infertility. Diagnosis of
both urinary and pelvic infections is difficult, as it may be
impossible to insert a swab for diagnostic purposes.
Smear tests will also be impossible to perform, increasing
the risk of cervical cancer. Treatment involving vaginal
pessaries will not be possible.
Treatment involving a D&C will require de-infibulation.
Due to the internal damage caused by the procedure of
female genital mutilation women may suffer from extended
and chronic periods which may be a sign of endometriosis.
Complications in reproduction
Female genital mutilation has a dramatic effect on
women’s health during pregnancy and birth. According to
Trevelyan (1994) the health of the mother and fetus may
be compromised by recurrent urinary tract infections.
Trevelyan goes on to say that vaginal secretions, increased
during pregnancy, may not be expelled effectively and may
lead to infection. Moreover, problems with birth may affect
both mother and fetus, as assessment of progress in labour
may be impossible as vaginal examinations cannot be done.
Daley (2004) states that a woman who has been
infibulated may need the area reopened (de-infibulation)
for the birth of the baby. However, once de-infibulation
has taken place it is illegal in the United Kingdom for a
medical practitioner to re-infibulate a woman (Black et al
1995).
Psychological problems
The emotional aspect of FGM can affect women at any
time. According to Baasher (cited in Wright Female
Genital Mutilation – an overview 1996) women who have
had the procedure performed on them can experience
psychological disturbances immediately after the procedure and for the rest of their lives. Baasher also states that
depression is also common among circumcised women.
Njambi (2004) argues that the procedure does not
cause any psychological problems as it is embraced by the
woman as her passage into womanhood. Njambi further
states that within cultures in Africa all women who have
previously been circumcised have positive accounts of the
mutilation and would continue the tradition with their
daughters. However, Gervins (1987) states that taboo
precludes negative comments.
Although Njambi paints a positive picture of cultural
tradition, one can only guess at the consequent emotional
state of an unprepared child if the procedure is performed
on her. Wellard (2003) reports that many children and
young women who live in the UK have had the procedure
performed on them without any consideration of their
feelings. Wellard also states that young girls and women
are taken away on ‘holiday’ and the circumcision is performed in their or their parents’ country. Furthermore,
the behaviour of a child or woman is often changed by the
time she returns from holiday; there are many accounts of

individuals becoming withdrawn or emotionally traumatised.
Consequences for sexuality
The sexual consequences of FGM are profound.
According to Wright, women who have been infibulated
may have to be cut for sexual intercourse to take place,
for example in Sudan a man will be given a small knife on
his wedding night for the purpose. Repeated intercourse
is then required to keep the wound from closing (Daley
1991). The removal of the clitoris is associated with lack of
sexual feeling and hence the woman gains no sexual
pleasure from lovemaking.
Trevelyan states that couples have difficulty conceiving
as a man may be unable to penetrate the woman. Sexual
intercourse may be difficult owing to size of the vaginal
opening. Trevelyan goes on the state that some couples
may resort to anal or urethral sexual intercourse. Njambi
(2004) argues that sexual desire maybe heightened for a
woman who has been circumcised as she now has made
her passage into womanhood and has the freedom to
explore the sexual side to life. Njambi (2004) states the
positive side to exploring sex but does not give any
accounts of how women feel during and after sexual
intercourse.
Social consequences
FGM is said to be dictated by society for social cohesion. It is practised most in Africa as part of a ritual of
initiation into womanhood. A woman on whom the
procedure has not been performed may be viewed as a
prostitute or become unmarriageable. Wright states that
the procedure is done because it kills all sexual feeling for
the woman, so if a woman has not undergone the circumcision she must enjoy sex and earn her living as a prostitute. Women who have undergone the procedure have a
higher social standing and many fetch a higher bride price
(Trevelyan 1994).
Women who have not undergone the operation may
be stigmatised by their peers. The woman, her husband
and their children may be ostracised. In some parts of
Kenya the greatest insult is to be referred to as ‘son of an
uncircumcised woman’ (Lightfoot-Klein 1989). Njambi
equates lack of female circumcision with lack of respect
for traditional values; an uncircumcised woman has western values. Njambi also states that it is a western view
that genitalia should be intact and that a Somali woman’s
interpretation of non-circumcised genitalia is one of great
ugliness. Essen and Johnsdotter (2004) state that mutilation of women’s bodies is carried out legally in the West as
women strive for the perfect body, images created by men
make women feel inferior and go to drastic lengths to
change their physical appearance, for example, cosmetic
labioplasty for aesthetic reasons. Furthermore, Essen and
Johnsdotter state that women in the West change their
bodies for cultural reasons and as such are contradictory
in their views of African women’s procedure. What looks
pleasing to one eye, will be viewed differently from another.
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Somewhat perversely, Njambi (2004) states that the
practice was dying out before colonialism and thus was
seen as a way to hold on to traditional values, society
actively encouraged women to undergo circumcision.
In conclusion, I believe the procedure has a negative
effect on a woman’s life, as there are no health benefits
attached to the mutilation. As female genital mutilation is
carried out by different ethnic groups, opposition to its
practice maybe an interpreted as an attack on the ethnic
group’s culture. However, Ahmed (1994, cited in Trevelyan
1994) stated ‘Female Genital Mutilation is not culture, it is
torture’. Health professionals need to treat all women who
have undergone the procedure with empathy and be aware
of cultural attitudes so that they can uphold their dignity.
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Female Genital Mutilation
The UK has an expert midwife specialising in FGM –
Comfort Momoh*. She sees around 300 cases a year in the
UK. She reverses around five cases a week, referred from
all over the UK, usually by midwives. She has said that
around 10% of women die of immediate complications
following FGM and WHO figures are that 25% die of long
term effects, including obstruction of labour.
130 million women and girls have had the procedure
and there are five new ones every minute going through it.
The risk of maternal death is double and the risk of child
death is 4-5 times the norm.
The UK law prohibits FGM with penalty of up to five
years in prison but children are taken overseas for the
procedure.
It was heartbreaking to hear two women talk on TV of
their experience of their FGM, being held down by a
number of women whilst the procedure was carried out.
But also remembering that at around the age of five, one
woman said she was pressuring her parents to get hers
done because the older girls wouldn’t let her play with
them because she was considered unclean.
Sue
*Comfort Momoh has recently edited a book on the subject.
Female Genital Mutilation (2005) is published by Radcliffe
Publishing ISBN 1 85775 693 2 £19.95
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The way that the “midwife” traditionally allows the
baby to be born is with an anterior and posterior (front
and back) episiotomy – no anaesthetic – yet more trauma
to the woman. She is then sewn back up again after the
birth to be opened again for the next one! Many, many
women die in childbirth and there are no statistics available as they are the unseen group. Still more have complications associated with FGM and childbirth such as fistulas,
and become outcasts from their community often with no
means of earning an income, getting food/water etc and
therefore of surviving.
WHO is working in these countries to reduce the
practice and to try to stop it totally by three generations
time. Health for women in these countries is appalling and
things like FGM, living in a paternalistic society and basically
having no rights have led to their plight.
The women birth in their communities. They go to
hospital when their labours are obstructed and many have
been in labour for days and the baby inside them is already
dead. Many have walked great distances in extreme pain
and distress and I am sure many die on the journey to
hospital. The husband or family may refuse permission for
her to go to hospital, so she just dies at home.
It is an appalling waste of human female life and of their
unborn babies.
Anna

Nitrous oxide – no laughing
matter
Andrea Robertson
NITROUS OXIDE (often called ‘laughing gas’), in combination with oxygen, has been in use for two centuries as a
simple anaesthetic agent, and in obstetric care since the
1930s. It is the most popular form of anaesthesia in UK
labour wards, where 99% of units make it available (Chamberlain et al, 1993), and is also used in birth centres and for
home births.
In the UK, this anaesthetic gas is supplied by two
companies, BOC (trade name Entonox) and Linde Gas
(trade name Equanox). In the UK the combination of gases
is usually 50% of each. In other countries, such as Australia,
it is normally dispensed through a fixed, wall-mounted
machine that enables a flexible mixture of gases to be
selected, from a mix of 30% nitrous oxide and 70% oxygen
to 70% nitrous oxide and 30% oxygen. Portable machines
use the standard 50:50 combination of gases.
For many midwives in the UK, ‘gas and air’ (as it is
often wrongly described) is regarded as a simple, relatively
non-invasive and innocuous alternative to heavier drugs
that have known side-effects for the mother and baby.
Many pregnant women regard nitrous oxide (or simply ‘the
gas’) as a safe alternative to pethidine and have come to
rely on it to ease pain in the harder parts of labour. For
some, using nitrous oxide is regarded as the same as having
no drugs in labour, because of its promotion as safe and its
long history of use.
The use of nitrous oxide in maternity care is completely unknown in the USA and most of Europe. Nitrous
oxide is used in the USA and most western countries as
an anaesthetic in dentistry and also in accident and emergency departments when a readily available anaesthetic is
needed for minor procedures.
How are safe levels of exposure determined?
Given the concern for the health and safety aspects of
exposure to anaesthetic gases for health workers, an
occupational exposure standard (OES) for each gas has
been established.
An OES represents airborne concentrations averaged over a
specified time period which, according to available scientific
knowledge, will not damage the health of workers exposed to
those levels by inhalation day after day (Meldrum 1999).
The process for establishing an OES involves research
reviews, independent evaluation and careful analysis of
available data.
The Health and Safety Commission has an independent
committee of experts in occupational health known as the
Working Group on the Assessment of Toxic Chemicals

(WATCH). Their task is to evaluate the review of the
toxicological and occupational exposure data on anaesthetic gases compiled by the Health and Safety Executive
(HSE):
WATCH concluded that the toxicological mechanism was
the inhibition of enzyme vitamin B12 methionine synthetase
leading to impairment of folate metabolism and DNA synthesis. They also concluded that the critical No-observed Adverse
Effect Level (NOAEL) for developmental toxicity in rats was
500 ppm. Applying a factor of five to this NOAEL to allow for
the uncertainty in extrapolating from animals to humans, and
taking into account the exposure concentrations at which
effects on DNA synthesis had been seen in humans, WATCH
recommended an Occupational Exposure Standard (OES) of
100 ppm (as an eight-hour time weighed average) for nitrous
oxide.
The Committee on Toxicology (COT) was also consulted by
the Health and Safety Commission and agreed with the
findings of WATCH. COT also considered the results of studies
in humans occupationally exposed to nitrous oxide for prolonged periods of time. Their conclusion was that while the
available human studies had limitations, the data tended to
reinforce the concerns which arise because of the effects seen
in animals (Meldrum 1999).
The Health and Safety Commission’s Advisory Committee on Toxic Substances (ACTS) has also investigated the
effects of anaesthetic gases on employees. They concluded:
that there may be a risk to health from repeated exposure to
persistently high levels of anaesthetic agents, but levels could
be identified at which there is no risk to health. Consequently
ACTS recommended OES were necessary to protect the health
of those regularly exposed. (Health Services Advisory
Committee, 1995)
Standards in the UK and elsewhere
As a result of these investigations, the OES for nitrous
oxide in the UK came into effect in January 1996 and is
100 parts per million (ppm) over an eight-hour time
weighted average (TWA). The basis for the establishment
of the limit was considered to be: the inactivation of vitamin
B12 and developmental toxicity of the fetus, effects which may
be inter-related. (Health and Safety Executive 2001)
Other countries have established different levels; for
example, the USA sets a limit of 50ppm (Occupational
Safety and Health Administration US Department of
Labor), whereas in Australia the limit is 25ppm (Australian
Government National Occupational Health and Safety
Commission, 1995).
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Specific health implications
Nitrous oxide has been shown to inactivate that part
of vitamin B12 that synthesises folate, methionine and
thiamin, all involved in normal cell division and DNA
production. This effect may be the underlying cause of the
higher rates of miscarriage reported in workers exposed
to nitrous oxide.
The BOC reference guide (2001) states: long-term
occupational exposure to significant levels of nitrous oxide can
result in myeloneuropathy - a condition similar to sub-acute
degeneration of the spinal cord in which there is peripheral
sensory and motor impairment. Symptoms include numbness, tingling of the hands and legs, loss of feeling in fingers,
poor balance and muscular weakness.
Rowland et al (1992) found: an association between
occupational exposure to high levels of unscavenged nitrous
oxide and reduced fertility in female dental assistants, and a
longer mean time to conception among women who worked
with unscavenged nitrous oxide for five or more hours per
week. The BOC data sheet (BOC1995) also comments: It
has been suggested that prolonged exposure to high levels of
nitrous oxide may affects a woman’s ability to become pregnant.
The study of Swedish midwives undertaken by Ahlborg
et al (1996) demonstrated that shift work (two-shift or
three-shift rotas or only nights) and frequent, high occupational exposure to nitrous oxide may have a negative effect
on the ability of women to become pregnant. They report
that: The Swedish eight hour time weighed average exposure is
mostly very low for midwives owing to the rather infrequent,
and short (usually about 30 minutes and rarely more than two
hours for each delivery). Greater than 30 deliveries where
nitrous oxide was used may well correspond to equal or greater
than five hours of nitrous oxide exposure per week, a level
they considered to be high enough to affect fertility.
Rowland et al(1995) reported an increased risk of
spontaneous miscarriage among dental assistants exposed
to three or more hours a week of unscavenged nitrous
oxide.
While Ahlborg et al (1996) suggest no correlation
between the occupational exposure of midwives to nitrous
oxide and spontaneous miscarriage, they also note that the
exposure levels in most cases for Swedish midwives is very
low due to typical usage patterns.
For the pregnant midwife, working in a labour ward,
there are additional concerns. Bodin (1999) found an
association between exposure of pregnant midwives to
nitrous oxide and an association with reduced birth weight
and an increase in the odds of their baby being small for
gestational age. Others (Crawford 1986, Aldridge 1986)
suggested that there are few risks, however, their work
reported on very short exposures to anaesthetics of
pregnant women undergoing short operations, such as
cervical cerclage, rather than on-going occupational
exposure during pregnancy.
Schumann (1990) recommends that, given the known
hazards of this gas, women in their first trimester of
pregnancy, women using IVF, those with known neurological complaints and personnel with severely compromised
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immune systems should all avoid exposure. She points out
that: the lipid solubility of the gas, the trace accumulations over
time and the relatively slow elimination from the body, makes
the burden of short term repeated exposure greater than for a
single exposure.
Effects on women
MacArthur et al(1991) reported a relationship between
the nitrous oxide inhalation analgesia and fatigue in
postnatal women. They suggested that there is pharmacological evidence that nitrous oxide interferes with vitamin
B12 metabolism and the fatigue experienced by these
women postnatally exhibited a delayed onset and eventual
resolution as would be expected. They noted that the
toxicological effect with regard to pregnancy is based upon
studies done in rats but suggests that the possibility that
the intermittent exposure to inhalation analgesia in labour
could produce such a delayed and prolonged effect in
women, needs to be answered. This raises the question of
how much nitrous oxide are women in labour being
exposed to, particularly in labour suites without adequate
ventilation and/or scavenging. Furthermore does such a
finding have any implication for both pregnant and nonpregnant midwives who are occupationally exposed.
Effects on men
There may also be exposure implications for the men
who attend a woman during labour. Research in the 1960s
(Watson 1962, Blair et al 1969, Brodsky 1984) showed that
there was a link between low levels of vitamin B12 and
sperm with morphologic abnormalities, suggesting reduced
fertility in men. This will be a greater problem for male
midwives, anaesthetists and doctors who work in maternity units especially in areas where waste gases are not
effectively scavenged. However, the wellbeing of the
expectant father should not be overlooked.
Assessing the risks
The fact that there is limited research evidence of
nitrous oxide exposure specifically in midwives is not a
reason to downplay its significance. Indeed, an employer
who allowed their employees to be exposed to levels
above the OES for nitrous oxide would be liable to
prosecution under the Health and Safety at Work Act 1974
(Quilliam 2000).
Under the Control of Substances Hazardous to Health
Regulations (2002), which superceded legislation which first
came into effect in1988, a risk assessment for exposure to
anaesthetic gases including nitrous oxide has to be carried
out. This is to enable identification of the hazardous
substances present within the workplace and to consider
the risks these substances present to health. A risk
assessment is required for all employees and should
include any specific risks to women of childbearing age
who could become pregnant and any risks to new and
expectant mothers.
Within the COSHH regulations employers are required
to ensure their employees are provided with suitable
information, instructions and training about:

· The nature of substances they work with or are exposed to,
· the risks created by exposure to those substances, and
· the precautions they should take.
Employees should also receive sufficient information
and instructions on:
· Control measures, their purpose and how to use them,
· results of any exposure monitoring and health surveillance
(without giving people’s names) and
· emergency procedures.
It is extremely important to ensure that employees
understand the risks from exposure to hazardous substances. In addition, control measures will not be fully
effective if employees do not know how to use them
properly or the importance of reporting faults. (Health
and Safety Executive 2003)
Nitrous oxide and oxygen mixes are supplied through
equipment with a demand valve that is opened when the
user inhales via a mask or mouthpiece. This system is
designed to prevent a constant stream of nitrous oxide
entering the ambient air. This type of dispenser can be
fitted with a scavenger device to reduce the amount of
nitrous oxide escaping into the surrounding air and
portable devices, suitable for domiciliary applications are
also available.
It is important to know what type of ventilation and
filtration is in operation in each maternity unit to ensure
that it is performing adequately. Staff must also be properly trained in the effective use of scavenger units and any
other control measures that have been installed. COSHH
regulations also require that scavenging equipment and
ventilation units must be serviced at least every 14 months.
Effective ventilation and/or scavenging systems should
reduce waste gases in the ambient air of treatment rooms
to acceptable levels. The Hospital Building Note for the
ventilation of labour rooms requires six to seven changes
of air per hour, whereas theatre recovery rooms are
required to have 15 changes of air per hour (Health
Services Advisory Committee 1995).
Working practices, type of mask, scavenging equipment
and room ventilation have previously been shown to
influence the nitrous oxide exposure of midwives (Ahlborg
1996). Several studies have shown that midwives have
been regularly exposed to levels of nitrous oxide that are
often much higher than permitted when their working
environments have not been properly ventilated (Munley et
al 1986, Newton 1992, Mills et al 1996, Newton et al 1999,
Henderson et al 2003).
Pascoe (2003) highlights that: it is possible that the OES
(for nitrous oxide) could be exceeded in many healthcare
settings if control systems are not adequate. Employers should
assess the risk and equipment, and procedures should be put
in place to address it. Nitrous oxide levels should be monitored
regularly and periodic auditing of procedures should be undertaken. These risk assessments should be undertaken for
every application in midwifery, including antenatal wards
and home births as the same regulations apply in all
settings.

Midwives’ working environments
Nitrous oxide is heavier than air and does not disperse
uniformly but collects in clouds or ‘hot spots’, usually at
floor level, especially in still air (Piziali et al, 1976). Movement in the room may stir up this layer and these gases
can also flow through doorways into surrounding areas –
high levels of nitrous oxide have been measured even in
those areas of the labour ward where nitrous oxide was
not in use (Mills et al, 1996). This nitrous oxide-laden air
could then spread throughout other areas in the vicinity of
the labour ward, increasing exposure risk for midwives
who are not directly involved with labouring women,
unless the area is effectively ventilated.
Midwives often work for extended periods in labour
wards, sometimes for months at a time, or permanently, in
the case of senior staff. In addition, during any given shift,
midwifery practice standards require midwives to remain
with labouring women as much as possible. Periodically, a
midwife may also be required to care for other women
during a shift, as a second midwife, or to leave the labour
ward and attend women labouring in the community
either during that shift or later if on call. In this way,
midwives may be exposed to many hours of nitrous oxide
laden air, in rooms with the doors closed to ensure privacy
for the labouring woman. During labour, midwives, doctors and partners can all find themselves exposed to a
cloud of nitrous oxide both around the labouring woman,
unless the maternity unit has an effective ventilation and/or
scavenging system in place (Newton et al, 1999).
How is exposure measured?
It is clear that regular testing is necessary to ensure
that midwives are not being exposed to unsafe levels of
nitrous oxide, especially when there are any changes in
working practices. As long ago as 1990 (Schumann 1990)
attention had been drawn to the particular hazards for
personnel, including obstetric nurses and midwives, of their
exposure to nitrous oxide and suggested that health
personnel participate in control of their own exposure.
To determine individual exposure levels, most researchers have used personal exposure diffusers, which passively
absorb nitrous oxide from the surrounding air. These are
worn in a pocket, as close to the mouth as possible, and
then analysed to produce an eight-hour TWA exposure of
the wearer to nitrous oxide (or other gas). This type of
monitoring will reflect the personal exposure to nitrous
oxide rather than the level in the ambient air. This is
important: Mills et al (1996) noted that: the actual ambient
exposure recorded did not correlate strongly with the exact
times that Entonox was in use. The possibility that the rooms
may have been contaminated by nitrous oxide use prior to the
shift in question, the variation in proximity of the midwife to the
expiratory outlets of the demand valve and the variable
amounts of ventilation in each room are suggested as reasons
for the low correlations.
Henderson et al (2002) recommend that a combination
of a personal diffuser (to measure ambient exposure) and
regular measurement of exhaled breath (to check levels of
nitrous oxide in tidal air from the lungs) is necessary to
ensure that midwives are not being exposed to unaccept-
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ably high levels of nitrous oxide in their workplaces.
Henderson et al (2003) demonstrated that individual
midwives had differing uptake patterns for nitrous oxide.
Their survey revealed that midwives in general had high
levels of exposure to nitrous oxide and they have highlighted the need for greater engineering controls in order
to ensure that midwives’ daily exposure to nitrous oxide is
below the occupational standard.
Although Henderson et al (2003), Newton et al (1999)
and Mills et al (1996) reported inadequate ventilation and
no access to scavenging systems for nitrous oxide in their
studies (and some more modern maternity units may now
have suitable equipment installed) these studies demonstrate the need for universal control of occupational
exposure to nitrous oxide. No midwife anywhere should
be exposed to levels above the exposure standard for the
country that she/he is working in.
It is also clear that further research is needed into the
biological mechanisms used by the body to eliminate
nitrous oxide and into ways of effectively measuring
individual exposure levels.
What do the manufacturers advise?
The BOC Medical Reference Guide (2001), in a section
dealing with the effects of exposure to nitrous oxide,
mentions the inhibition of vitamin B12 and further states
that if exposure to nitrous oxide is greater than six hours
(therapeutic dose), it can also interfere with folate metabolism and DNA synthesis, impairing bone marrow
function.
Linde Gas LLC USA (1998) makes the following
statement on the material safety data sheet for nitrous
oxide:
Some tests indicate that inhaling nitrous oxide has resulted
in spontaneous abortion. Medical personnel should strictly
abide by the American Conference of Government Industrial
Hygienists threshold limit value.
Of particular importance is the advice about the
transport of nitrous oxide. BOC Medical advise:
Avoid transport on vehicles where the load space is not
separated from the driver’s compartment. Ensure vehicle
driver is aware of the potential hazards and knows what to
do in the event of an emergency. (BOC 1995)
Linde Gas UK gives the same advice for Equanox, and has
produced a safety information sheet, ‘Handling Equanox: a
guide for midwives’ that says:
If you transport by car always store it securely in the boot
with the valve shut.
Do not transport within the passenger compartment as
leaks may impair your judgement, as Equanox is a powerful
analgesic and mild anaesthetic.
Store securely inside the boot. Ensure the cylinder does not
move about either by using a bracket or keeping the
cylinder immobile in an appropriate padded storage bag.
If the cylinder leaks, evacuate the vehicle. Ensure adequate
ventilation and eliminate sources of ignition.
The Australian branch of BOC Gases also has a material
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safety data sheet for Entonox (2001) containing additional
advice:
Only experienced and properly trained people should use
this product. Wear safety glasses, safety shoes, use leather
or cotton protective gloves when handling cylinders.
As the risks of handling and transporting the cylinders
are stated clearly by the manufacturers, if an accident
occurs involving cylinders in a car, legal redress may be
difficult to obtain. Car insurance should include cover for
the transportation of medical gases.
How midwives can reduce risk
Midwives working with nitrous oxide should explore
their level of exposure to nitrous oxide and ask managers
to investigate the measures in place to reduce the risks to
health. Steps midwives can take include:
· Educating themselves about health and safety regulations,
in particular COSHH. Information is available at
www.hse.gov.uk. There is also a useful chapter in the
book Legal Aspects of Midwifery by Bridgit Dimond
(2002).
· Seeking details about testing that has been done within
their unit and checking that the results show levels of
nitrous oxide are within the prescribed OES.
· Requesting that the levels of nitrous oxide in units and
surrounding areas be tested to ensure that exposure is
within the prescribed OES. The testing should take into
account worst case scenarios by accounting for clients
using nitrous oxide for a prolonged period of time as
some women may use it for longer than others.
· Checking the ventilation systems used in the unit and
common areas. Checking that scavenger units are
installed in the labour rooms. This equipment should be
tested for effectiveness every 14 months and staff
trained in its use.
· Obtaining and wearing a personal exposure meter,
attached in the collar area or top pocket of your
uniform. Wearing a personal exposure meter will reflect
the personal exposure level rather than the concentration in the environment/ambient air.
· If planning to get pregnant, midwives should advise their
manager, and ask to see the COSHH assessment (and/or
operational policy for the use of nitrous oxide) for the
unit to determine if it is safe to continue working there. It
might be advisable to work in other areas for a while
before getting pregnant, to avoid risks to fertility and to
be sure that levels of vitamin B12 and folate are normal
before conceiving.
· Educating themselves about the regulations specific to
new and expectant mothers. Information is available at
www.hse.gov.uk/pubns/indg373.pdf
· Checking blood levels of vitamin B12 at regular intervals
to be sure they are not dangerously low.
· For the sake of everyone’s health in the maternity unit,

midwives may want to look at other ways of helping
women through labour without the use of nitrous oxide.
· Midwives involved with home births may be wise to
restrict the use of nitrous oxide in the home, unless
their equipment includes a portable scavenger unit.
While there may be minimal risk to the woman from
exposure to nitrous oxide for a relatively short time, a
midwife who also works in a hospital setting may already
have a level of personal exposure to nitrous oxide.
The labouring woman and her baby
There is scant information about the effects of nitrous
oxide on the health of the labouring woman and her baby.
It has been assumed that her much more limited exposure
to this gas makes it safe for her and her unborn child.
However, since it has been shown that maternity units
and labour rooms in particular often have high ambient
levels of nitrous oxide present, it is clear that labouring
women may also be exposed to nitrous oxide for long
periods, especially if the labour is long and drawn out. In a
busy unit, where labour rooms are in almost constant use,
the level of nitrous oxide in the ambient air could be quite
high. How this may affect labouring women has not been
studied. Heath et al (1994) suggested that in order to
reduce the degree of pollution in the delivery suite, the
use of nitrous oxide and oxygen should be restricted to
the late first stage and second stage of labour. However,
any use should be only in areas where effective ventilation
and/or scavenging equipment, as recommended by the
manufacturers, is in place so that compliance with the
occupational exposure limit can be assured.
At this time, no research has been done to determine
the effects of exposure to nitrous oxide during labour and
birth on newborn babies. Again, a lack of evidence does
not necessarily indicate that there are no effects. Jacobsen
et al (1988) in Sweden investigated the reasons for teenage
addiction to amphetamines; they found a strong correlation between the exposure of an unborn baby to nitrous
oxide during labour and a five-fold increased risk of that
child developing an addiction to amphetamines in later life.
The degree of risk was associated with the length of
exposure to the gas during birth. Although some may view
this research as contentious, it raises important questions
that need answering and in the meantime, a cautious
approach to the impact of nitrous oxide on women and
babies would seem prudent.
Conclusion
The safe use of nitrous oxide is an important for
midwives, labouring women and unborn babies. The
potential health effects of over-exposure to this gas are well
known and have been outlined by both the manufacturers
and the various Government committees that have reviewed its use. Midwives frequently have different working
conditions from anaesthetists and other allied health
workers whose workplaces have active ventilation and
where the equipment used for dispensing anaesthetic gases
has the required scavenger units in place.
Until safe workplaces can be provided to all midwives,

and the regular testing procedures are in place to check
individual exposure levels and ambient working environments, it seems prudent for midwives (and labouring
women) to avoid over-exposure to nitrous oxide. Reducing its use in labour, limiting its use to short periods in the
transitional phase of labour and finding alternative, less
invasive ways of easing labour pain would seem sensible,
and overdue. As Quillam (2000) states: it is shocking that
most midwives working with nitrous oxide will have no awareness of its possible risk to themselves and that most NHS
Trusts will have done nothing to address the issue.
Andrea Robertson is a Consultant in Childbirth Education
and author, Director of Birth International.
andrea@birthinternational.com
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Telepathy in the Birthing
Room!
Anna Reeve
Those who don’t believe that intuition plays a part in birth, or
that there are other levels of consciousness which we aren’t
really aware of or those who don’t believe in telepathic
connections, please stop reading now! For those still with me, I
want to tell you a little story.
One evening over a glass of wine and while watching
the stars in an impressively clear sky for a September
evening, I was talking candidly with a very experienced
midwife about perceptions at births. I am relatively newly
qualified and find these talking/learning experiences
incredibly thought provoking and insightful into the
connections between women and midwives during the
birthing process.
During this conversation, we were discussing the
spiritual links between birthing women and midwives and I
mentioned that with some woman I seem to hear what
they’re saying before they say anything. Perhaps there is a
certain look that I understand, but often my attention is
elsewhere when I ‘hear’ that they ‘need’ my attention. I
can only describe this link as telepathic as I’m unsure what
other word to use and I must qualify this and say that I do
not feel this connection with every birthing woman that I
care for.
The experienced midwife did not run for the hills but
actually agreed with me and said she had felt a similar
connection and asked whether I felt the connection with
the baby too. Well, that was a new one on me. But
doesn’t it make you think? We both ‘talk’ to women and
she has gone perhaps a step further and talks to babies
too – wow! How come this isn’t taught at universities
across the land? Can everyone do this, given the motivation to try? Or are we poor deluded midwives who

Post script
Last retreat I spoke to Dot Parry about reversing the
Chi (Parry, 2003) and yesterday had necessity to use it.
Primip, fetal head OT and staying OT at fully dilated. Loads
of involuntary pushing and nothing was working to bring
the head further down. Every position known to man (or
woman) was tried. The woman was using only entonox
sporadically and no other pain management was used.
Relatives were asking when I’d take her for a C section!
I asked her to try to pull the baby back in during the next
three contractions and she did it and managed not to push.
Then I asked her to push. Baby seemed to move following
this and the woman birthed in a modified, squat, stand
kneel technique all of her own!

require institutionalisation and heavy sedation? We talk
about verbal and non verbal communication (our posture
and so on) but what about our spiritual communication?
Why is that never discussed?
A few days later I was talking with another experienced
midwife and mentioned the above conversation and she
was frankly relieved that she wasn’t the only one who
talked to and heard the babies before they were born.
Now I’m feeling like the odd one out. I want to try to talk
to the babies as well. I can’t wait for my next birth to try it
out.
I am reminded about an article by Trisha Anderson
about a certain smell which is present at the onset of
second stage. Until reading that I was aware of a change
but had not been able to put it into words. Suddenly it
made sense and at the next birth my senses were heightened and yes, the smell was present and I allowed it to be
acknowledged. Perhaps that it all it is to it – actually
allowing the altered perception to be acknowledged and
welcomed.
I felt that I had to write about the telepathy because I
wondered how many other midwives did this or could do
this but have never acknowledged the fact. Maybe all
woman centred midwives have this gift. It can certainly
happen in a hospital environment as this is my main sphere
of practice and where I have felt it, but can it happen during
a caesarean section or with a woman or baby who are very
ill. We will never know the experiences that a baby goes
through in utero or during labour or birth, but I would like
to feel that if he or she has an empathetic, telepathic
midwife that he or she gains comfort from this and is
reassured by it. We will never know but can only hope.

When I asked her about how it felt she said she felt the
baby slide back into her as she pulled it up and then when
she pushed again it felt totally different and she felt the
pressure in a different place. She is convinced it worked
and so am I. Just thought I’d let others know in case they
can add it to their repertoire.
Anna
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Struggling in the Dark
Vanessa
The lights are on but nobody’s home! Yep, that used to
be the story of my life but now the lights are not on and
everybody is home.
Welcome to the stark reality of being a student
midwife. I am penning this as I sit here in complete and
utter despair. Three children and no power. No money for
the meter. No electricity, that means – no cooking, no
heating, no television, no internet – nothing.
Now hold on a minute I hear you say, how can that be
this is 2006. Well, let me take five minutes to tell you
exactly how this happened....
Once upon a time in a land not so far away lived a girl
with dreams and aspirations of one day becoming a midwife.
To give something back to her community, to empower women
and to assist in something as wonderful and natural as the
birth of a child.
To achieve her goals this girl worked hard at college during
the day and even harder at night working as a maternity
assistant for the NHS. A single parent, she took care of her
two children and made the most of what she had. She worked
so hard that one day was accepted for a place at university to
try and fulfil her dream to eventually become a midwife.
Things were looking good, another child, new husband, new
house; every one should be living happily ever after. But alas,
this is where the nightmare begins.
The wicked witch of the west did not like the fact that she
was training to improve her life and the life of others. With one
big clap of thunder the powers that be re-possessed the house
(because the NHS bursary was not enough to provide for that
family) they were banished to a life of social housing in an
economically deprived estate where security guards patrolled
and things really did go bump in the night.
Now that’s not so bad I hear you cry, make the most of it
stick it out. She thought of many ways of how to escape from
her tower, nobody wanted to help, but still she plodded on
through the course. Magic beans were nowhere to be seen, no
magic lamp to rub, no fairy godmother, no trail of breadcrumbs
to see her out of this dark forest.
Meanwhile, she was doing well in her degree, passing
everything that was thrown at her, studying hard, knuckling
down – she was doing ok.
Back at home it was a different story. Every morning she
would cringe as she heard the letter box rattle — it was the
big bad wolf literally coming to blown the house down (and
everything in it). Poor girl, with the little money she had, she was
juggling the bills and trying to keep a family of five on her little
NHS bursary. Her husband (Prince Charming – who else)
helped in every way he could trying to put this family back on
the yellow brick road – back on track.
18 months passed and they were struggling by. She was
half way through her course. Now life was hard but they were
happy. Prince Charming had a new job, finances were
improving and for a moment a glimmer of hope was on the
horizon.
On the other side of town the powers that be looked into
their magic mirror and decided that the family were not
entitled to see light at the end of the tunnel – Off with their
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heads. So they sent a huntsman to track them down and who
was ordered to stop all the magic coins (called tax credits) and
all housing benefit they they were led to believe they were
entitled to. They were left all alone in the big bad world.
Faced with their rent, three children a demanding degree
this girl was desperate. What was she to do? Give up her
hopes and dreams and everything she worked for, for the past
year and a half or battle on and continue to make the most of
it. She was living in a pit fit only for hobgoblins and such like.
She had had enough, she could not go on. What should she
do?
To be continued ...
This is only a small window of my life at the moment
but every part of it is true. I live in a three bedroomed flat,
where visitors are approached by 11 year old kids asking if
they want to buy a ‘wrap’ of cocaine. Where friends and
family have to sign in and out with security. Where dogs
patrol day and night. Where my children have no garden
and where I am woken by the sound of arguing without
fail.
We have very little money and sometimes just enough
to by food and sometimes hardly anything for the
electricity meter to remain in credit.
So, I just wanted to say a couple of thank yous — firstly
to the Government for taking such good care of future
NHS employees ‘.. and thank you to my local council who
could not give a ‘rumplestiltzkin’ about my or my family’s
welfare. Also I would like to make special mention of the
Inland Revenue and the benefits system in general who are
too small minded to realise that not every single person in
the whole universe can fit into one of their ‘categories’.
I would like to finish my rant with an apology. My
apology is to my husband for putting him and his
wonderful children through this in order to pursue my
career and one day to earn a half decent wage. I would
like to apologise to my family and friends for the countless
times I have cried on their shoulder and indeed borrowed
the odd “magic coin”
Lastly, I would like to pick up “Life” in general and
shake it by the hand for putting me through this and
making me a better person and making my understand
that this life experience will go in my favour in making me
a wonderful midwife.
I don’t know whether I am physically able to continue
with my dream, the pressure of family, finances and student
life can sometimes be all too much, as many people are
aware. Wouldn’t it be nice if students training within the
NHS were given the support, encouragement and financial
help they deserve, rather than being shat on from a great
height.
P.S. If my fairy godmother is listening, I would like those
three wishes
1. world peace
2. 26” waist
3. MINIMUM 10K BURSARY FOR NHS STUDENTS
4. I know you can’t work miracles but please let this
cloud have a silver lining

Homebirth – A Father’s Experience
Christian Stretton
(proud father of two)

I AM WOKEN at 3 am by my wife, Donna, who is suffering
tightenings, quickenings, contractions. This is not unusual:
she has woken me every night for the last week with her
sufferings. Even though the experience is familiar, it is
exhilarating each time. I fall back to sleep. I awake again
after an indeterminate period of time (in sleep, all periods
of time are indeterminate). My fecund wife is still awake,
still experiencing pain. This time, I cannot resume slumber.
We talk, I quiz her of the pains. After an hour in bed like
this, I switch on the bedside light to retrieve a digital
watch. We time the contractions (yes – we are now
referring to them as contractions). They last one minute,
and are 10 minutes apart. We hug each other excitedly,
then walk down the stairs together to phone the delivery
suite.
- Hello, Maternity ward
Speaking in a deliberately measured tone (to give the impression of calm, of control):
- Hello. My name is Christian Stretton. My wife is one day
past her due date, and we think that she is in the early
stages of labour. We are registered for a home birth. Her
contractions are one minute long, and 10 minutes apart…
Donna, seated next to an alarm clock, corrects me:
- Now 6 minutes apart
- …sorry, six minutes apart.
- OK, would you like us to send out a midwife now?
Losing my cool a little, I fumble my words, ask Donna,
and then pass the phone on to her. She makes the necessary arrangements, displaying the exact amount of confidence that I tried, then failed to pretend.
I walk to the utility room and attach a hose to the tap.
This hose will fill the inflated pool that is already set up in
our dining-room. Of course, before I go, I explain to
Donna where I am going, and seek her approval. As the
morning progresses, there will be much of this explanation/approval pattern (I’m just going to the toilet, will you
be OK?).
I expect a period of the two of us sitting, waiting,
talking. Instead, we hear a tentative door-tap almost
immediately (it felt like immediately – how long could it

have been? Minutes?). Standing at the door is a perfect
midwife. She smiles, reassures, enters the room and begins
to set out her stall.
By the time the second midwife arrives, a remarkable
calm has fallen over the house. Donna is not writhing in
pain, as I had expected, but instead, is seated on the couch,
concentrating on breathing, leaning her head back into a
cushion. Each time she does this, I catch the midwife’s eye,
check the clock perched next to Donna, raise my eyebrows, and only then remember my duty and comfort her
by lightly touching her hand, leg, or head. The contractions
are becoming more painful, and closer together. The
midwife examines Donna, and declares her to be three
centimetres. With my rudimentary knowledge of labour, I
understand from this that we are in for a wait.
A word here about how utterly, utterly useless a man is
throughout the experience of childbirth.
We Are Useless.
The midwives find small jobs for me, which I do
gratefully. There is the hand-holding that we mentioned.
Oh, and I made a playlist for the occasion on my ipod, so I
can add soothing music to the room. But really, I am no
help at all. Men – get used to this feeling.
At around 7 in the morning, the pain is changing –
things are progressing faster than I expected. The pool is
uncovered, and Donna gets in the water. It is beginning to
get light outside. Through the window I can see three
inches of snow have fallen, blanketing our garden. We both
stare out of the window, as Cool Waves by Spiritualized
begins. It is too perfect. The whole thing feels like a dream.
The moment of birth arrives: Grunting, screaming,
writhing agony for around five minutes, and then a head is
visible beneath the water. A perfect head, covered in dark
hair. A final push, and the baby is free. Deftly, the midwives
scoop up this new life, and as they do, Donna and I synchronise:
- it’s a girl!
…and she is placed on my wife’s chest. Our baby is
purple, and covered in a white goo, and yet she looks more
beautiful than anything in the world.
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An Unusual Normal Birth
Andrya Prescott
I was called out to a client I had booked for a hospital
birth on my temporary bank contract arranged just for
her. We had agreed that I would assess her at home and
we would transfer for her planned water birth in the local
unit as late as was comfortable for her in her labour.
This was to be her third baby and when I arrived she
was in really strong labour with a posterior baby. We
transferred in fairly quickly and filled the pool on arrival.
She was hopping around, desperate to get into the pool
and, as soon as it was full enough, in she got and sighed
with that bliss that women seem to experience so often in
water.
She began pushing almost immediately – they were
short and strong pushes and soon I could see something
happening in the mirror. But, I wasn’t sure what it was
that I could see. I asked her to feel her baby and tell me if
it felt soft and squishy or hard. Her reply was soft and
squishy. Hmmmm.
I quickly checked what was presenting and felt soft
shapes with a definite dimple in the middle. Phooey – why
had I transferred in a breech baby to the hospital where
the obstetricians routinely proffer caesarean section as the
only way for a breech to be born? I rang the bell and
informed the midwife in charge. Meanwhile I asked my
client to get out of the pool and reassured her that her
baby was coming perfectly and she was birthing her
baby bottom first so I would prefer her not to be in the
water. She was calm and deeply focused even with the
change in environment. The senior midwife arranged for a
paediatrician to wait outside the door and not to disturb
us and she supported me and my client. Steadily baby
made an appearance.
Slowly, slowly, as I was looking I realised it wasn’t like
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any bottom I had seen before! It took a while, in that
elongated midwifery way of a few seconds, to realise it was
a face – Mento Anterior.
At this point it flashed through my mind that this is the
woman who had booked me for her second birth at 37
weeks having had an extended episiotomy leading to third
degree damage with her first; she’d had a fairly nasty
second degree with her second baby; and now there was a
face presentation that appeared to be sweeping his head
right through the curve.
I am usually hands off, not this time though. After
snapping the pictures printed here, I guarded her perineum
as the forehead to come through. Together she pushed
gently and I eased gently and her baby was born.
He was a little shocked and needed a little assistance
but not for long. He then was cuddled by his dad with his
head extended right back which seemed more comfortable. Meanwhile a quick look at his mother’s perineum
revealed only a small graze. Hoorah!
Finally he settled in next to his mum and we found he
could only latch on without howling if he was
perpendicular to her while they both lay down. In that
position he nursed really well and for a long time. Gradually he was able to relax his neck and nurse at a more
usual angle.
I realised three valuable aspects of working with this
baby and his face presentation.
1. All fours position is a very appropriate position as it
opens up the sacrum and gives as much space as possible.
2. How to be constructively hands on.
3. Finally, that breastfeeding will be more comfortable for
the baby if they follow the shape they have adopted inside
and allow them to relax in their own time.

All fours mum
leaning on her
husband. He was
the perfect height
and just what she
needed at the time

Creative Midwifery
(all photographs by Andrya Prescott with thanks
to her clients for their permission to publish)

Hot water bottle for that
back ache caused by an
LOA baby with his
hand up by his right ear
(it turned out). Birth ball
for kneeling against
and rocking through her
contractions.

Breastfeeding at 5 hours old as the
mother had cervical prolapse after
her water birth and was unable to
be upright in any way safely.
Baby fed this way for a couple of
days until the mother was able to
lie on her side.
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Letter to My Mum’s Midwife
Dear Rosie,
Just to say you are the best midwife ever, (not that I know
many midwives!) Because you were very supporting during
mum’s pregnancy and birth, so I think that means you are the
best midwife ever.
Are you going to be a midwife until you’re really old like
that other lady? I’d quite like you to be my midwife.
I will never forget running wildly all over the house trying to
beat my heart-rate record when you came over to check that
mum and Cador were ok.
I didn’t exactly notice mum’s bump growing; but then, you
look at a picture of mum’s bump in May, and then a picture
from December, you’d probably be stupid to not notice the
difference!
Every morning I can remember we’d wake up and go into
mum’s bedroom to talk to Cador. He probably recognises me
yelling, “Do bi do bi do bi!” In a constricted voice.
I can also remember you feeling mum’s tummy, and it
didn’t really seem to be important whatever you felt, as long as
everything was fine.
(We got mum on her hands and knees for only a short
matter of time to turn Cador back into the right position when
he was posterior!)
When you told us your December and 5th January babies
had not arrived, we thought it would be a shame after all this
time to have a different midwife, because we had got to know
you so well.
“Who’s this waking me up?” I asked myself the morning
Cador was born.
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Suddenly realising, Oh my gosh! It’s Rosie! At this time in
the morning there can only be one reason for being woken up.
A BABY, of course!
I can remember coming into the lounge to find mum in the
birth pool, and she couldn’t properly look up to say hello, just a
quick wave. Dad was holding onto mum’s hand and he could
say a proper hello.
At first, during mum’s labour, I was cold, so I put on a
jumper, but that’s not important.
Now there was only one thing I didn’t like about the whole
baby thing, and that is when mum was moaning and groaning
and making pushing noises so I went to hide in the hallway,
and then later, upstairs.
You were very supporting for mummy when the gas things
broke and without you I don’t think mummy would have done
it.
I can remember coming downstairs and seeing this
beautiful baby, even if he was covered in wax. (Lots of candles
for Christmas, eh?)
And you were helpful after the birth, too. I think mum really
appreciated the lovely toast and tea while Cador was pooing
on me. (It’s best not to get involved with these things.)
At the moment there is nothing much for you to do when
you visit, except chat, really, check everyone is ok, you know.
So that it, really, just thank you for helping mum and Cador
all the way through.
Love,
TEZ

National Meeting Report
March 18, 2006, Chichester
On a cold and blustery day, with just a hint of spring
sunshine in the air, about 40 ARM members gathered in
Chichester for the spring national meeting, having come
from as far afield as Scotland and Kent. The organiser, Aida
Stephens, was not able to be with us; she had given birth
to her sixth child on the Tuesday before and was enjoying
her babymoon following a lotus birth. Congratulations to
Aida and welcome baby Maia.
We started the meeting with a report from the
editorial group. It was agreed that the last issue had been
inspiring but there was a plea for more photographs for
the magazine - caseload midwifery is particularly difficult to
illustrate since it requires a series of photos from early
pregnancy right through to post natal each of the same
people. If anyone feels inspired to undertake such a series
of photos we would love to have them for the magazine.
The Wigan local group had asked for a regular page and
while all contributions are always welcome for the magazine it was thought that it would be better to invite all
local groups to contribute more to the magazine, to jazz
up the local groups page. Of particular interest are
news about developments in the locality, developments
that have been shown to work and hints and markers as to
what contributes to success. Inspired by their achievement
in the last issue, Wigan wanted to contribute more articles
and it was reiterated that there is always space in the
magazine for more articles than those offered by the
group providing the main content – the more the merrier.
Extra articles are placed under the heading of ‘..from
elsewhere’ and are welcome from all members at all times.
Festival Update
ARM’s yurt is nearing completion. It will be large
enough to accommodate two woodburning stoves, one of
which is a beautiful copper dish on legs for the centre of
the yurt. Natasha is organising the festivals this year and
while none had been definitely booked at the time of the
meeting there had been a lot of interest from festival
organisers who are keen to have ARM’s space for women.
The ARM yurt, EMERGENCE will be making its appearance
once again with the slogan ‘Promoting Midwifery, Empowering Women and Celebrating Birth’. See page 40 to see
how you can become involved.
Retreat and AGM
The retreat is now fully booked for the first part of the
week. The AGM has been moved to Sunday, September
17th as it was not possible to find an alternative venue for
the Steering Group meeting on the preceding day.
Leaflets
Once again the ARM leaflets, What is a Midwife and
Choices in Childbirth and the general information leaflet

need updating and reprinting. Those present were asked
to take a look and make suggestions, including useful
addesses, useful reading and useful websites. Our leaflets
are very important sources of information that is otherwise hard for women to get.
Gift Aid
As a registered charity ARM can claim back tax from all
members’ subscriptions as far back as 2000. All you have
to do is to complete the Gift Aid form on the back of the
subscription form declaring that you are a UK taxpayer
and wish ARM to receive Gift Aid on your subscription. It
was suggested that this reclaimed back tax should be put
into a legal fund ready to obtain legal advice in the event of
further problems related to compulsory insurance for
midwives.
Conferences
Sarah asked for volunteers to help at the ARM stall at
the RCM conference and the Midwifery Today conference
on October 25-29. Sarah agreed to look into getting a
stand at the NCT conference in Brighton in July.
Political issues
NHSCMM
Various childbirth and midwifery charities including
ARM, AIMS, IMA, NCT and BLISS had a meeting with Liam
Byrne, the minister responsible for maternity issues a
couple of days before our meeting. The RCM was
conspicious by its absence. Also attending were Caroline
Simpson, midfiwry advisor to the DoH. The meeting was
positive, the minister had read and understood the
NHSCMM and it was not a question of whether it was to
be implemented, but how. The Social Enterprise Unit, a
Government Agency with a remit of helping with the
business side of social enterprises should be able to help
with working on contracts, and organisational issues. They
need a group of midwives who are keen to do caseload
midwifery to help work out such issues as transferring
NHS pension rights in and out of the scheme. They also
need a PCT to work with and since they wil be able to
make an official approach to interested PCTs this is much
to be welcomed.
CNST
Sarah Montagu, Mavis Kirkham, Brenda van der Kooy
(for IMA) and Beverley Beech had attended a meeting with
Steve Walker, the chief executive of the NHS Litigation
Authority to discuss how the NHSLA was able to impose
CNST standards on independent midwives without
knowing how independent midwifery works.
It may be the case that independent midwives will be
able to get together and write guidelines themselves;
apparently it is more important that guidelines exist and
that they are assessed and audited than who is responsible

Summer 2006 ISSUE 109 Midwifery Matters 25

for writing them. Moreover, women still have the option of
declining treatment based on such guidelines. There will be
further meetings – watch this space for developments!
Elsevier and the Arms Trade
We have as yet had no response from a letter ARM
sent to the editor of The Practising Midwife about its
publisher’s links with the arms trade.
Reports and consultations
ARM has responded to the REFORM group’s analysis
of the maternity services. We have also responded to
NICE guidelines on postnatal care, and the revision of the
hypertension guideline.
Student Hardship Campaign
Andi Simpson, a student midwife, married with three
children (7, 6 and 2.5) and doing the diploma course gets
the non means tested bursary. However, she gets no
childcare or dependents allowance at all. It doesn’t cover
the childcare either even though only one of them is in full
time daycare. She started the campaign when her friend
didn’t get her bursary and was in real financial trouble. She
took on the campaign: “since I seemed to be the most
bothered person I knew, I did it!” 32 of her cohort of 44
were having financial problems. Part of the problem is that
student bursaries. administered by the Pensions Agency,
were being paid so late that student midwives were having
to sell their cars, take out loans for childcare and so on in
order to make ends meet. Bursaries agreed in the summer
were taking three months to process. Paperwork was
going astray; students have submitted the required paperwork up to four times when it is ‘lost’ in the system.
Students contacting the helpline and website were receiving only automated responses. The helpline was even shut
at one point to ‘help clear the backlog’ but this didn’t seem
to have the required effect - i.e. students were still not
getting their bursaries.
Andi is brilliant at writing letters and not taking ‘no’ for
an answer. She contacted the RCM which was apparently
‘unable to help’. She enlisted her MP, David Taylor, into the
campaign, and things at last got moving.
Even if a bursary is awarded the funding of childcare
seems to be totally arbitrary, anything means tested is a
problem for anyone over the age of 26; people who need
help most are the least likely to get it. The bursary for
teachers has been increased to £9,000 a year and student
teachers have much more child friendly hours. 20% of
student midwives leaving their courses do so because of
financial hardship.
Andi read out one student’s story, you can find it on
page 20, to illustrate the plight of some of these students.
Andi had brought Rhoda, an ex-student, to the meeting
with her. Rhoda had been forced to give up her course
owing to hardship, and spoke to the meeting, saying how
totally impossible it had been to continue. Money was
needed to run a car to get to placements tens of miles
away, for a lot more childcare than is needed by students
on other courses. Lectures would be cancelled at no
notice but childcare would still have to be paid for.
tree of hands produced by the Art workshop
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Midwifery Education
Andi’s presentation on student hardship led into a
more general discussion about midwifery education. There
needs to be another way into midwifery in the UK. At the
moment midwives are trained through universities, with
clinical placements in NHS hospitals. There is a mismatch
between the university requirement for students who can
think and question and the NHS emphasis on training for
employment within the NHS. One member commented
that in the NHS students get told to ‘shut up’ for 3 years,
institutionalising students even before they have qualified.
The meeting wondered whether an ARM School of
Midwifery could be started gradually, with an ARM organised module on normal birth; we certainly have enough
educationalists among our members! When the NHS
caseloading model is brought in there may be the opportunity for enough student placement opportunities to turn
an ARM school from dream to reality.
After lunch we reconvened to hear from Tania Berlow
who was en route to Aceh in Indonesia, devastated by the
tsunami in 2004. She was to work in a clinic and had
squeezed into her luggage as much midwifery and medical
paraphenalia as she could (thank you Singapore Airlines
who had doubled her baggage allowance). She will have
returne dto the UK by the time you read this and will
report on her visit for the next issue.
After that we were treated to a session on unusual
normal birth by Mary Cronk. It was a treat to see her
images of unusual births and the illustrations were enhanced by a practical demonstration of ‘chinning’ showing
how careful placement of the hands can encourage a baby
to negotiate an awkward position and enable birth to
proceed normally (Andrya was the model, though with no
baby in situ!). It is so refreshing to see and hear accounts
of unusual births treated normally - Mary also reminded us
that all breech babies have prolapsed cords! How sad it is
that we have come to the stage where normal birth is now
considered shocking.
One of the side rooms had been turned into an art
room for the day with people going in an out to ‘chill out’
and ‘do their own thing’. At the end of the day a collage of
their combined artistic endeavours was brought into the
main room – a tree of roots and branches made up of
midwives’ hands.

what’s new

book review

Meredith, Sheena (2005) Policing
Pregnancy Ashgate, Aldershot
Hants/Burlington VA
Price (Hardback) £55
Autonomy, choice and control are
fine sounding concepts we hear a lot
about in maternity care; this book is a
salutary reminder of the many ways in
which pregnant women’s freedoms are
curtailed and circumscribed. Meredith
uses examples principally from the UK
and the US legal systems to highlight
the processes at work and to expose
the institutionalised paternalism and
racism that are involved.
There have been whole series of
cases, both in the US and in the UK,
where legal proceedings have been
undertaken to override refusal of
consent. Many of these cases have been
characterised by hasty proceedings,
incomplete or inaccurate evidence
presented and lack of representation
for the women concerned; frequently
when these cases have gone to appeal
(usually too late to save the woman
from the enforced procedure), the
principle of the competent woman’s
absolute right to refuse treatment,
even where this places the fetus at risk,
is reiterated. However, as Meredith
states ‘the various attempts that have
arisen to compel treatment…have
been permeated by endeavours to
evade this conclusion’.
Meredith explores the legal and
ethical background to these apparent
conflicts between maternal autonomy,
medical authority and fetal ‘rights’ and
gives an overview of the developments
in case law on both sides of the
Atlantic. She shows very clearly how
the legal system is used to enforce
compliance and how both it and the
medical profession seem to operate on
the assumption that they are more
effective and reliable arbiters of the

fetus’s welfare than the mother. She
also provides a very useful survey of
those areas where she thinks the
future challenges to pregnant women’s
autonomy will lie, as well as recommendations and alternative approaches
for the legal system and for policy
makers.
This is a very useful and timely
book, with a wealth of clearly expounded examples. I would like to
recommend it to everyone involved in
maternity care and policy; however, it
appears to be only available in hardback and at the price of £55, will
therefore be beyond the reach of most
individuals, so you’ll have to encourage
libraries and institutions to buy it for
you to read.
A minor cavil is that, given its
subject matter, this book is likely to be
read by those interested in the politics
of midwifery care, not just by lawyers. I
brought the remaining shreds of my
Latin A-level and memories of conversations with my barrister grandfather
to bear on such terms as obiter, tort, ex
parte and ratio decidendi but I didn’t
have a clue what ‘estoppel’ meant; a
glossary of legal terms would have
been a useful adjunct to the book. It
was also surprising that Meredith
seemed to accept that the Nurses,
Midwives and Health Visitors Act of
1977 may be used to prosecute
members of the woman’s own family
who are present at a birth in the
absence of a health professional, as
AIMS have received clear guidance
from the Department of Health that
this Act is directed only at people
purporting to be health professionals,
not at the woman’s chosen birth
companions. However, both of these
are minor points and should not
detract from the book’s value, both to
midwives and lawyers.
Sarah Montagu

Small is Beautiful?
An Australian study has looked at size
of hospital (measured by number of births
per year) and outcomes for women and
babies and has found that: “In Australia,
lower hospital volume is not associated
with adverse outcomes for low risk
women.”
Neonatal death was less likely in
hospitals with fewer than 2000 births a
year regardless of the woman’s parity. For
multiparous women in hospitals having
between 100 and 500 births a year,
neonatal mortality was reduced by two
thirds (adjusted odds ration 0.36). The
study found reduced rates of induction,
intrathecal anaesthesia, instrumental
delivery and caesaean section and NICU
admissions in hospitals with less than 100
births a year.
Tracy S K et al (2006). ‘Does size matter? A
population-based study of birth in lower
volume maternity hospitals for low risk
women’, BJOG: An International Journal of
Obstetrics and Gynaecology, 2006, 113, 1, 8696.
CS on Maternal Request
– not enough evidence
A consensus conference in the USA
has found that there is simply not enough
evidence to say whether caesarean delivery
for maternal request (CDMR) is justified.
The panel added that each woman
requesting CDMR deserves individual
counselling regarding the potential risks
and benefits of both vaginal and caesarean
delivery. When counselling patients,
providers should also consider such factors
as societal and cultural conventions, ethical
issues, available resources, and other
factors pertaining to the individual patient.
There was evidence to suggest caution
in certain situations; CDMR should be
avoided for women wanting large families.
This is because the risk of serious complications for subsequent pregnancies
increases with each caesarean.
CDMR should not be performed
before the 39th week of pregnancy or
without verification that the fetal lungs
have matured sufficiently to avoid newborn
respiratory complications.
The panel was concerned that a
woman might choose a caesarean delivery
because of a lack of effective pain management.
The panel put forward a number of
areas for more research - including the
financial implications.
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gleanings
Nice NICE
“Why am I grateful for the NICE
guidelines? Without them Gina would
quite likely have been induced at 48 hours
following rupture of the membranes, most
likely by rupturing the membranes, as the
forewaters were still intact, followed by a
syntocinon infusion. She would not have
given birth in the place which she felt was
most appropriate for her, as she would
have been induced in the consultant unit.
She may have encountered a negative
attitude for having chosen expectant
management beyond the time limit
suggested by the consultant unit guidelines,
which would have been distressing to Gina
and her partner.
“Having the NICE guidelines with their
recommendation of expectant management
for up to 96 hours gave Gina plenty of
time for her body to move into labour on
her own.”
from: ‘In praise of the NICE guidelines for
induction’, by Sarah Hunt, The Practising
Midwife, Jan 2006, 9, 1 20-21.
SID – beds and cots
“Dr Pete Blair kicked off the second
day with a powerful overview of what the
evidence really shows about bed sharing
and cot death. He concluded that we do
not have the evidence to discourage bed
sharing if parents don’t smoke or fall into
other risk categories: “When most SIDS
infants were found in a cot we did not
advise against using a cot, but looked at the
risks in such an environment. I suggest we
do the same when SIDS infants are found
in the parental bed”
from ‘Blackout fails to dim enthusiasm at
Baby Friendly conference’ by Andrew
Radford The Practising Midwife, Jan 2006, 9,
1 29.
Chickenpox in pregnancy
The DoH is to issue new advice on the
risks of fetal varicella syndrome after the
20th week of pregnancy.
This follows evidence reported by the
Drugs and Therapeutics Bulletin (DTB)
published by Which? indicating that the
estimated risk of fetal varicella syndrome in
children exposed to chickenpox in the
uterus is around 0.5% after infection in the
mother at between 2 and 12 weeks of
pregnancy; 1.4% after infection at 12-28
weeks; and 0% from 28 weeks onwards.
Long-standing guidelines from the
DoH, the RCOG and the Health Protection Agency have previously suggested that
the risk of fetal varicella syndrome is
confined to maternal infection in the first
20 weeks of pregnancy. All three bodies
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have now agreed to update their guidelines.
…Fetal varicella syndrome is an
uncommon but potentially fatal condition
that can affect the unborn child of a
pregnant woman with chickenpox. It can
cause problems such as skin loss or
scarring, under-development or weakness
of the limbs and low birth weight. The
report can be downloaded from
www.nice.org.uk.
from News The Practising Midwife, Dec
2005 8, 11,
Birthing under occupation
“On 21 December 2003, 25-year-old
Lamis Quassem went into labour in her
seventh month of pregnancy after being
delayed by Israeli soldiers at the Deir Ballut
checkpoint in the West Bank. The weather
was freezing cold and she had been kept
waiting in the open for over an hour. She
eventually gave birth to twin girls in the
ambulance. One of the babies died in the
ambulance and the other died a few hours
after reaching the hospital. If they had
been born in a hospital, doctors claim that
the twins, who weighed about 1.5kg each,
could have survived. Health workers are
now concerned that an increasing number
of women who could give birth naturally
resort to induced or caesarean delivery
out of fear of not being able to reach a
hospital in time.
from: ‘Giving birth in the dust: the Palestinian experience’, by Jenny Karlsson, The
Practising Midwife, Dec 2005, 8,11, 23
Breastfeeding Positions
Although healthy adults usually eat in
upright postures, many lean back slightly.
This may be a question of etiquette and, as
noted previously, there does not appear to
be any research data to justify the imposition of upright maternal sitting postures
when feeding babies.
A Biological Nurturing (BN) maternal
posture is defined as one that the mother
says is comfortable, where there is no neck
strain, shoulders are relaxed and all body
parts are supported: it is pain-free, sustainable for a long period of time and thereby
conducive to effective milk transfer. There
are three basic assumptions underpinning
BN postures contrasting them with the
traditional upright postures paradigm
reported previously (Inch et al 2003a):
1. Since all mothers’ bodies are different
there is no one posture that will fit all
needs
2. Mothers easily find the right posture
for their own needs and comfort when
routine suggestions are avoided

3.

Comfortable, sustainable postures will
change and evolve throughout the
breastfeeding time span. Initially, they
may change from feed to feed or daily.
from ‘Maternal breastfeeding positions:
Have we got it right?’ (2) by Suzanne
Colson, The Practising Midwife, Dec 2005,
8,11, 29-32.
Birth of a Myth
In June 1983, L’hopital de Pithiviers had
been using a birthing pool for about five
years. Michel Odent wanted to share their
experiences with colleagues via a mainstream medical journal, with the main aims
of documenting their experiences and
warning colleagues that, ‘in any hospital
where a pool is in daily use, a birth under
water is bound to happen now and then’.
Odent notes that, ‘it was also a reason
to think of all the possible risks that
further studies would have to consider if
other teams decide to use birthing pools.
In order to have my paper accepted in The
Lancet, I had to show that I was aware of a
great variety of risks that were purely
hypothetical or theoretical, since our
hospital was the only one in the world
having birthing pools available’ (personal
correspondence 2005)
And so the hypothetical risk of water
embolism was born – not far from Paris, in
the mind of a surgeon who, in the absence
of data relating to risks, had been asked to
dream up possible risks of water birth.
Twenty-two years later, the only part of the
paper that people seem to remember is
the theoretical risk of water embolism, yet
nobody has ever seen or experienced a
water embolism.
from ‘The birth of water embolism’, by Sara
Wickham, The Practising Midwife, Dec 2005,
8, 11, 37.
Birth in Basra
Basra Women and Children’s Hospital,
the midwives and obstetrician indicated a
birth rate of 35-45 a day, or between
12,000 and 16,500 births a year. The
number of births in Basra reflects the
influx of families back into the city since
the end of the war. The midwifery wholetime establishment (WTE) at this hospital
includes a chief midwife, 12 staff-grade
midwives and 10 nurses with clinical
assistants (up to 25 staff). Over a 24-hour
period the shift cover consists of six-eight
midwives/nurses on duty at any time.
Obstetricians are present on the labour
ward at all times.
Most midwives also have a private
practice. Women attend the midwife’s
home, which is often customised for their

care. It is not unusual for midwives to
work in partnerships or in small groups so
that they are able to provide cover for
each other. Most midwives combine their
private practice with a public-sector job.
Women in their first pregnancy are
encouraged to have their baby in hospital
and subsequent pregnancies under the care
of a midwife privately. Women are
discouraged from private care following a
previous caesarean section, but mothers
feel they are more likely to have a normal
birth under the care of a midwife. Midwives
often care for the same woman through a
number of pregnancies.
Midwives are skilled and accomplished
experts. There are conflicts in the way
that they are able to practise privately and
while employed in the public sector.
from ‘Healing the wounds of war’, by
Barbara Kuypers, The Practising Midwife, Dec
2005, 8, 11, 38-40.
Hungarian attitudes
The Hungarian Board of Obstetricians
and Gynaecologists issued two statements
about home birth:
“Pregnancy is a biological process that
has several special patho-physiological
features even in ‘normal’ cases…. Pregnant
women must not endanger the health of
life of their fetuses/new-born babies by
rejecting birth in a clinic/hospital… The
restoration of home births would, even
after significant investments, endanger the
safety of child-births, and put the health
and lives of mothers and new-born babies
at risk”.
“…pregnant women do not have the
right to autonomously decide in this issue,
and thus cannot reject maternity treatment
in hospital… The outstanding results of
Hungary’s obstetrics in reducing perinatal
mortality have always been accreditable to
institutional births… Women about to give
birth need the constant availability of
emergency services… A pregnant woman
must not reject life-saving or life-maintaining intervention. Pregnancy is not among
the exceptional situations when a patient is
legally allowed to reject health-care
provisions.”
Ten new members joined the European
Union in 2004, including these Eastern
European nations. They must give midwives professional and autonomous status,
though they are allowed two years’ grace.
from ‘Midwifery degraded’, by Sheila
Kitzinger, The Practising Midwife, September
2005, 8, 8, 4-5.
Dirty, Dangerous and Stupid?
On Thursday Anna phoned me to say
her membranes had ruptured. We waited
for her contractions to start, but instead

Anna had the best night’s sleep she’d had
for weeks! On Friday I phoned my
supervisor who suggested that I let her
local hospital know. They knew of Anna’s
decision to have me, an out-of-area
midwife and friend, to look after her.
Several months previously I had notified my
intention to practise, and written to the
Head of Midwifery.
“…I let [the Trust] know about the
ruptured membranes and the plan to wait
and see until labour started. In doing so, I
was of course reinforcing some of the
confusion around responsibility. Why did I
tell them? My Supervisor’s view was that
because Anna was still a client of the Trust,
this was an appropriate course of action.
She also pointed out that there was no
reason not to tell them this clinical detail.
Nothing, after all, was wrong. Where, then,
did the confusion lie?
“The working assumption of the Trust’s
SOM was that Anna’s primary carer (me)
was potentially dangerous, dirty and stupid.
In the absence of any other information,
this was the logical default position. It is a
sad and fragile logic, but it has been
constructed and maintained through
aspects of our history and culture, and it is
arguably the basis for the supervision. The
other working assumption was that
expectant management was also dangerous,
dirty and stupid.
“Acting on these assumptions, also
mobilised another assumption: that they
were in some way responsible for Anna
and her baby. Not only did they feel the
(logical) need to check with me by phone
that I had warned Anna that her baby
might die, and that it would be better if she
came into hospital, but they also (logically)
needed to check with Anna that I had done
so. They needed to protect the public (this,
after all, is the strapline for supervisors)
from me, and they needed to check with
the public to ensure that they had done so.
Obviously.”
from ‘Protecting the public – from me’, by
Kirsten Baker, The Practising Midwife,
September 2005, 8, 8, 20-21.
Pethidine and Pain
Pethidine rapidly crosses the placenta
and is metabolised to the active
norpethidine (also known as
normeperidine). Kuhnert et al suggest that
the previously accepted 3-7 hour half life
for pethidine in the mother may be an
underestimate and also that norpethidine
has a mean half life of more than 20 hours.
They further suggest a half life of pethidine
in the neonate of 11-17 hours and a half
life of norpethidine of 29-85 hours.
Neonatal effects of maternal pethidine
use have been shown to include reduced

Apgar scores and increased respiratory
depression, reduced early neonatal
neurobehavioural scores, reduced early
sucking behaviour, increased heart rate and
reduced crying times.
Adverse effects are less likely to be
exhibited if the baby is born within one
hour of pethidine administration. It is
suggested that because fetal tissue uptake
of pethidine reaches a peak approximately
two to three hours post-maternal injection,
the infant born within one hour of a single
injection would be less exposed to the
rising pethidine level.
In relation to long-term effects… inutero exposure to high-dose medication
has been associated with a four-to-five-fold
increase in the odds of adult drug abuse
and/or dependence. One of the drugs
included in this study was pethidine.
from ‘Does Pethidine relieve pain?’ by
Claire Wood and Hora Soltani, The
Practising Midwife, 8, 7, 16-25.
Parent Education
..So, with thanks to midwife Anne
Brunton, here is the gist of the toddler
visit: children over two years old come
with their mum, dad, gran or whoever to
see the postnatal ward and play with a
baby doll, bath and baby clothes. We might
be lucky and see a baby in the distance, but
stress that the visit is not about seeing
babies – because that baby is someone
else’s new brother or sister, not theirs.
We have appropriate books about new
babies, we drink juice and eat fruit, do
whatever they want to do – within reason
– and each child goes home with a
certificate saying they have been to the Big
Sister or Big Brother Club at the RVI.
Success assured. I could run this one
every day. If you are thinking of doing this
– remember that five is a good number to
invite.
from ‘Getting parent education right’, by
Kate Jackson, The Practising Midwife, 8, 7, 3234.
You can’t do that!
What was so fascinating, as I began to
tell everyone, was the complete spectrum
of reactions, from “You can’t do that”
(consultant obstetrician, friendly but
misguided) to “But, of course, there’s no
other choice” (a friend from Senegal). My
absolutely favourite comment was from my
own GP, a woman who has known me and
my family for very many years. When I
told her Laura was pregnant and wanted
me to be her midwife, her response was
“Oh, Becky, what an honour!”
from ‘Midwifing my daughter, receiving my
grandson’, by Becky Reed, The Practising
Midwife, May 2005, 8, 5, 29-31.
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nettalk
Here are some threads from our email discussion group (sometimes known as the ‘List’). Formed in April 1999, it is now a lively
forum for the exchange of ideas, opinions, hints and tips, reports, etc. and a valuable resource for study and research. Current
membership (mid 2005) has now topped 2,000. The group is open to midwives, student midwives, mothers and others interested in
improving maternity care in the UK.
Non-members of ARM are welcome to join the group. To join, go to http://health.groups.yahoo.com/group/ukmidwifery

mother and her partner, as everyone gets
on and works as a real team to get the
best possible care for the woman.
Brenda

Experiences on Transfer
Just wondered if any of you practising
independently could tell me what you
commonly experience when you transfer a
woman in from a planned home birth? I have
been speaking to AIMS about this and they
said it is quite common for there to be hostility
towards the labouring woman and the
independent midwife. Have any of you found
this and in what way would it manifest itself?
Thanks, Sarah
Not Common
I’ve no experience of this personally,
but over eight years of collecting home
birth stories for my website
(www.homebirth.org.uk) I can’t think of
any where the mother has commented
that her IM has been treated with hostility
after transfer, and only a couple I can think
of where a woman has had treatment that
she has described that way herself. I’m
sure it does happen sometimes, but I
would imagine that women would normally
only contact AIMS if they had had bad
treatment in hospital – so you can’t
extrapolate from this that it is common for
transfer with an independent midwife to
result in hostility, only that it forms a
certain proportion of AIMS’s complaints. I’ll
be interested to hear what experiences the
independent midwives on this list have had.
Angela
Experience Down Under
What you’re describing here is a fairly
regular occurrence here in Australia.
Women who are appropriately transferred
into a facility from a planned homebirth are
often acutely aware of the attitudes of staff
members, and midwives are treated badly.
We are currently caring for a woman
who would quite like a hospital birth this
time, with her independent midwives for
support, but is only too aware of the
discrimination that may come her way if
she chooses to go down that path.
Independent midwives are viewed as
‘cowboys’ or risk takers and even the most
appropriate transfer is viewed with disdain.
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As a colleague of mine said... if you transfer
appropriately, they think you’re an idiot, if
you transfer inappropriately, they think
you’re an idiot.’
But we soldier on...
Tania
Sideways glances
On the whole, I feel we are treated
pretty well in the event of transferring,
although I am sometimes aware of sideways glances at: “How long have the
membranes been ruptured,” or “How long
was that second stage?” I have even had a
midwife refuse point blank to accept my
time of onset of established labour since
she said it would look bad on the computer so she proceeded to make up her own
time.
My favourite comment though, which is
one I have had more than once, comes
from the registrars called in once we have
transferred who ask: “Has she really been
contracting?” I am very tempted to say,
“Oh, no, we just got bored with the idea of
homebirth so thought we’d come in for
your nice drugs after all.”
Sometimes I find I have to be very
insistent to be believed! But I haven’t ever
had open hostility though I don’t doubt
there is considerable ‘chatter’ in the tea
room!
Rosie
Teamwork?
I feel that there is sometimes a lack of
real acknowledgment that independent
midwives are a professional member of ‘the
team’ and that on transfer in from a
planned home birth there is a tendency to
treat this woman like any other ‘admission’
who has turned up at the hospital in labour
rather than someone who has been having
continuous professional care and transferring for a reason. It’s like ‘let’s start with a
blank bit of paper because we don’t know
you and independent midwifery care
doesn’t really count’. It’s such a joy when
there is respect for everyone, including the

Not now
In the early days – 10 years or so ago –
I did, from time to time, when I transferred,
have inappropriate behaviour from staff
who were probably inexperienced and
feeling inadequate. I have to say that I am
very glad that my NHS colleagues are
there to assist where labours and deliveries need intervention and help.
However, an independent midwife
colleague who had worked in a unit where
I sometimes transfer, commented that
when I arrived on the ward it all went calm
and people behaved differently. I think she
imagined it – likewise the referral to me I
overheard by somebody as “scary Mary”
In sisterhood
unscary Mary
Mother’s POV
I’m speaking from the mother’s
perspective. All my independent midwives
have been treated with much respect and
more than a little curiosity! The practice I
used has transferred to this hospital on
more than one occasion and the comments coming back have usually been
positive. Mine said that it was nice to be
treated so well, and at times my own
midwife was doing checks automatically
before stopping herself because she didn’t
have a contract, but the hospital midwives
didn’t bat an eyelid and even deferred to
her on a couple of occasions. I thought it
was because one of my independent
midwives is also well known in the hospital,
but it turned out that others working
under the practice umbrella had also had
positive experiences. The Director of
Women’s Services thinks it’s a good idea
having them come in as it gives a different
slant on midwifery practice.
Nikki
No real hostility
I would echo my colleagues’ comments.
I have never had real hostility, although
some sideways glances. I do feel though
that if something goes wrong, we are in a
more vulnerable position. Make sure those

notes are full and professional, and don’t let
anyone take them away until you have had
time to read through and add anything that
happened during the previous minutes
while you were transferring.
I have immense respect for my hospital
colleagues, especially the ones who enjoy
scrubbing at sections and who know how
all the machinery works. However, I do
feel that those of us who support normality and women who choose to birth at
home are not given the respect we
deserve. We are all midwives. We just have
different skills.
One of the comments I have heard on
more than one occasion is the implication
that we ‘as midwives’ are being ‘dug out of
a hole’ on transfer to hospital. It is the
woman who needs assistance, not us.
In the main these are irritations. I have
felt mostly, quite well supported.
Debs
Choose your Hospital
I work in a midwife-led unit in
Borsetshire and when we transfer to a
nearby consultant unit it is viewed that we
have failed as midwives. The majority of
midwives do not see that we are being safe
and requesting medical input because we
think and, more importantly, the women
we care for have decided that it is necessary. It is becoming such a problem that
my colleagues prefer to go to the tertiary
unit further away, where they are respected and transfers deemed to be ‘a
good move and appropriate’.
Anon
Defensive Behaviour
I do trust their SOMs are arranging
updating courses for the midwives you
mention, as a matter of urgency, as they are
obviously in need of assistance in understanding that occasionally some labours in
some women sometimes need help. I have
also to say that this sort of behaviour, in
my experience demonstates defensiveness,
inexperience, and inadequacy.
Mary
A Two-way Relationship
OK I’ll bite on this one. We have
worked really hard in this area to get to
know the managers and frontline staff at
most of the units we go into and we get an
absolutely fantastic reception wherever we
go almost without exception. Not only do
they believe us when we tell them what
the problem is, they act appropriately upon
it with urgency if required, and they treat
us like colleagues in other ways too
...access to the staff loo and kitchen for tea
and toast...!!

We have access to ‘their’ study days
and they ‘use’ us to support them if we can
i.e. we were on call for a breech birth that
a woman wanted to try on labour ward
and we were available to support their
midwives.
As they have got to know us and our
practice I feel that we have developed a
truly good relationship on both sides.
Frankly, by the time we are ready to
transfer, we know we are going to need
their expertise and can prepare our clients
for what is likely to happen...
As my mum says you get more flies
with honey than with vinegar! Which
doesn’t mean we do everything as they
would wish – far from it – but with respect
on both sides, all things are possible!
Eleanor
It all Depends
My answer is: it depends! I usually find
transferring into my local hospital the
easiest, as they know me there. What I
have noticed is that there is less and less of
an ability or/and willingness to engage with
peoples’ wishes. I wonder of the shortage
of midwives has something to do with it,
along the lines of: you are so lucky to get
1/3 of a midwife, don’t make any demands. I
also find that my tolerance towards having
protocols waved about is definitely
decreasing. I particularly object to the way
the normal newborn is pathologised in
hospitals and that often is a point where
couples feel most insecure.
I therefore find it often quite taxing,
but hear from couples how much they
appreciated my support and that of my
colleagues. I am not sure if having an
independent midwife generates greater
hostility, I think that many members of the
institution dislike having a thinking and
questioning user.
Elke
Not Acknowledged at All
Thanks all for sharing your experiences. I
was just curious really because I recently
transferred in with an independent midwife
after a long labour and the staff at the
hospital refused to acknowledge my midwife
and would not discuss her view of my
difficulties at all, which seems ridiculous as she
had cared for me antenatally and all night in
labour. In fact at one point the consultant
asked me how big I thought my baby was. I
said I didn’t know and my midwife offered a
guess of “8lbs 9oz” (he was 8lb 10 oz so well
done her!) at which point the consultant rolled
her eyes at her!
The atmosphere was extremely hostile
and we have now discovered that the
consultant did not share the full results of a VE

she did. I wonder whether this was because
she felt my midwife would have recommended
that I continued my labour had she shared the
results in a more open way, and I got the
impression she thought that both me and my
midwife were risk takers and irresponsible.
My midwife feels extremely upset and
frustrated, as do I. From your comments,
however, I think this is perhaps specific to this
hospital.
Thanks all for giving me your perspectives
– I think my poor midwife could have done
with some tea and toast after being with me
for so long!
Sarah
I didn’t reply before because all the
comments seemed positive and yet I know
there are independents with less positive
stories. My experience has been mixed
according to which of the three local
hospitals we transfer to. One is completely positive, one is middling but with
outwardly supportive management, and
one is pretty much as you have described.
You are not the only one.
Maybe you should complain since the
hospital is there to help you, the woman,
and if they allow their feelings about
independent midwives to impinge on their
relationship or treatment of you then
there is basis for complaint as far as I can
see.
I hope you are enjoying your baby.
Sally

One Mother One Midwife
A meeting was held on 14th
March 2006 with Liam Byrne, the
Health Minister responsible for
maternity services and other
Department of Health officials
with key stakeholders from
consumer and maternity groups.
The aim of the meeting was to
discuss the implementation of the
National Health Service Community Midwifery Model (NHSCMM).
The tone of the meeting was very
positive and looked at ways to
breakdown organisational obstacles when implementing the
NHSCMM. The Minister suggested
that the new social enterprise unit
may be an appropriate vehicle to
develop the framework to take
the model forward. The next step
is for a group of midwives and
their local PCT to spearhead the
development of the contractual
and organisational arrangements
for the NHSCMM.
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breech transfer
I am just finishing a night shift so please
forgive any ramblings. I work in a stand alone
birth centre and have just returned from a
transfer. A lady expecting her first baby arrived
here at around 2 am this morning having
ruptured membranes with lots of clear fluid
draining and was starting to have mild to
moderate period like cramps.
I was attending another lady who had just
birthed and a colleague had kindly welcomed
and settled this couple. The contractions were
getting stronger and with TENS and lots of
support and love from her partner labour was
going along beautifully.
Around 4 am on going to the loo she
noticed some frank meconium on wiping, With
permission, I palpated her abdomen and
found a hard little head in the upper right
quadrant of her uterus. I asked if I could
perform a vaginal assessment to see where
she was in labour and allow us to plan any
further action. On V/E, her cervix was almost
fully delighted and the baby’s bottom was low
in the pelvis in the LSA position. The fetal
heart was lovely and mum was breathing
beautifully through contractions.
I discussed my findings with the parents
and discussed the idea of transferring to the
obstetric unit for the birth which both were
happy with. There was no panic. We waited
for a second midwife and then called an
ambulance. In the meantime we discussed
the options she would have once transferred.
I prepared them for the discussion of
caesarean section but also informed them
that the baby was in an excellent position for
being born vaginally. In between contractions
(which were now becoming quite expulsive) I
talked about the risks and benefits of both.
We had a straight forward ten minute
transfer to the unit and on arrival things
looked good. There was talk of ‘trial of vaginal
delivery’. However, the registrar arrived and
within ten minutes mum was in theatre
prepared for a GA section. There was not a
note of informed consent heard by me, no
discussion, just: “We need to go to theatre
and do a caesarean section under GA as
there is no time for a spinal, the baby is
coming, don’t push!”.
And that was it.
I am in shock. I left as they were putting
her under and feel that I have really let her
down – for all my chat about choice she really
was given no option and I was a pretty crap
advocate as I felt ushered out of the way as
the care was taken over by the obstetrician.
It makes me very sad but also very angry.
Everything was so calm prior to transfer and I
really believed this woman could do it yet was
not ‘permitted’ even to discuss the option.
Loula
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Report the Incident
I would suggest that you report this
registrar to whomever you need to report
him. We have an incident form to do this,
but you may need to go directly to the
head consultant. I understand, although
have not read, that there has been a
further piece on the Hannah term breech
trial which completely refutes the need for
section in a well positioned, normal labour
with a breech presenting baby. Perhaps
you could suggest that the registrar
requires some updating. I am sure Mary
will come up with some excellent information for you to go back with. It’s not too
late to do something for this couple and to
stop it happening to anyone else!
Anna
A Different Outcome
This is really upsetting for me to read
given that my sister transferred in from
home due to thick fresh meconium and
four VEs, syntocinon and a lot of being told
she couldn’t push yet later, her baby’s
bottom was discovered on the perineum
and she birthed vaginally, albeit in stirrups
and hands-on and the head born with
entirely voluntary effort as her contractions had stopped (synto turned off), with
no trauma to herself or her child.
She says the only thing going through
her mind was the fear of being forced to
have a caesarean and she was merely filled
with relief at the realisation that it was too
late for that. I heard the night shift coming
off duty as my brother-in-law phoned me
and they were as high as kites and I am so
sorry that it didn’t turn out that way for
you or this family.
You did not do anything wrong – you
simply expected your colleagues to be half
as good as yourself, something you should
be entitled to do! Should you have done
more? I don’t know whether throwing
yourself between the mother and the
anaesthetist yelling: “Has this woman given
informed consent?” would have added
anything helpful to this sorry business and I
would welcome views on this.
I guess in a sense you could say that
this couple did not give informed consent
to transfer to the consultant unit where a
registrar would be in a position to behave
this way.
Do you feel able to follow this up – it
is clear that there were some very scared
HCPs involved in this family’s care.
What really angered my sister (who
lives near a stand alone MLU) was that
when she was expecting her second baby,
also thought to be breech, it became clear
that there had been no attempt to tackle
this fear and lack of knowledge. No-one
had attended a Sharing the Skills day

despite a dirt cheap one being put on a few
miles down the road. (She planned to stay
at home breech or not but this baby was
actually cephalic) Perhaps you could get
some Sharing the Skills flyers and send
them to everyone involved?
They are deluding themselves if they
think they can prevent all breech babies
being born vaginally. By not preparing
themselves to attend and support this as
safely as possible they are putting mothers
and babies in danger – and in this case
themselves in danger because they have
acted unethically in their panic and hubris.
Jennifer
Sue for Assault
I do trust someone is putting the
mother in touch with AIMS and a good
solicitor as she is no doubt suing for
assault and unnecessary and uninformed,
unconsented surgery. It would also be
helpful to point the registrar in the
direction of the American Journal of
Obstetrics and Gynecology article on the
caesarean section for breech which
concludes that the recommendations of
the Hannah trial be abandoned.
Sadly, I have to say it seems to me that
routine caesarean section for breech will
only be abandoned if women sue. Routine
episiotomy was not stopped because the
light dawned on us that it was the wrong
thing to do but because women said you
do that and I’ll sue. In sorrow
Mary
Hannah Term Breech Trial
It seems there are several separate
points about the Hannah research on
breech.
1. The Hannah trial was never intended to
address the best practice for undiagnosed breech – the randomisation was
all in pregnancy and the results given by
whether a CS or VB was planned – not
by what form of birth they actually had,
and there was a large crossover.
2. The trial never addressed the issue of
comparing an active breech birth, but
only caesarean section versus managed
vaginal delivery.
3. There is much question over the validity
of the results of the Hannah trial. Many
have given very good detailed account of
what is wrong with the original Hannah
trial and it’s conclusions, e.g. Keirse M J
(2002). ‘Evidence-based childbirth only
for breech babies?’ Birth, 1, 55-59.
4. The follow up trial (two years on) does
not show improvements in outcome so,
ignoring all the previous points, Hannah’s
own follow up trial does not show any
improvements in outcome in the long
term.

5. The long term effects on a woman’s
fertility and the safety of her future
pregnancies and birth have not been
taken into account.
Debbie
Protocols?...
Is it in your protocols that you have to
transfer? Forgive my ignorance, was it the
breech or the meconium? And as you said,
mum and baby doing well? The outcome
does seem so brutal, given that the baby
was probably very able to birth itself from
his unusual position. B*** soul destroying.
Rhoda
... Breech and Meconium
Our guidelines advise transfer for both
meconium and breech and, being in the unit
alone, I did not feel in a confident position to
proceed with the birth there. If it had been
imminent that may have been a different
story, but I didn’t feel I would have been
supported had she stayed and there had been
any complications.
Perhaps I was being naive but I believed I
was doing the best thing for all of us. How
wrong I may have been.
Loula
Support for the Midwife
Don’t be so hard on yourself. It’s the
obstetric registrar who needs to reflect. I
hope you are able to get some support
where you are.
From what you say, you acted according to your protocols in that situation and
no one can reproach you for what you did
there and then.
If you want to take it further – from
the POV of the registrar‘s actions, or the
protocols, for that woman or for future
situations then you have to act (as you see
fit) in the cold light of day..... up to your
conscience and situation, only you can
decide....
Barbara
Support for the Mum
If you do see this mum and it is
appropriate you could mention to her that
there is a yahoo group for post caesarean
section and VBAC support called
ukvbachbac where she will find a lot of
women who have been in her position. I
think it will also help her enormously if you
can stress to her that you believed in her
ability to birth the baby, how well she did
and that it is okay for her to feel sad,
bewildered and so on.
I know I am preaching to the converted here, but after both my emergency
caesareans not one midwife on the wards
ever allowed me to express my sadness
and dismay. It was always: “You should be
grateful, you have a lovely baby...” which is
desperately unhelpful.
I know you feel bad for how things
worked out, but when that lady reflects in

the months and years to come, she will
remember a good labour and the time you
took to chat and explain things. I’ve had
two really shitty experiences and when you
reflect, kindness does shine through. I
hope she does sue!
Sarah (a mum)
Hands and Scalpels off
We had the opposite situation here
last week, my partner brought someone in
who was 8 cm and found a foot presenting.
We called the obstetrician as required by
our guidelines. The obstetrician arrived
and said: “A breech that is progressing this
quickly will birth fine,” informed my
partner that she was catching and stood
beside her repeating: “Hands off the
breech, hands off the breech.” The babe
was born quickly into midwifery hands,
Apgars: 9 and 10.
Oh, I forgot to mention that this was a
VBAC, primary section for breech! The
mother was absolutely delighted with the
outcome, although a little disappointed that
she had her primary section now, as it
brought into focus for her that she really
could have birthed her first vaginally.
Annemarie
Referring to Surgeons
We do have to remember that when
we refer (defer?) breech presenting babies
to obstetricians we are referring by and
large to surgeons for surgery. Few
obstetricians know how to facilitate a head
presenting normal birth let alone a breech
presenting one. A consultant remarked to
me when I spoke on breech at the RCOG
that breech birth was a midwifery skill.
Mary
Mother’s POV
Speaking as a mum whose first born
was delivered by emergency caesareansection under general anaesthetic, I think I
can safely say that it’s hard to speak up for
yourself in that kind of situation. Things
can happen so quickly and when your
husband’s crying, and you’ve got consultants and other staff telling you that things
aren’t looking good for baby, you do as you
are told.
I truly thought my little boy would die
and I wholeheartedly trusted all the staff
involved in my care. It took months for
me to accept that my son wasn’t going to
die and over two years to discover that he
was never really in danger in the first place.
Unfortunately I cannot sue because
MY NOTES are powerful against my word.
As a good friend of mine recently said:
‘We should not have to operate within a
system where you have to second guess
everyone and everything. Good care should
be a given.’
Michelle

Midwives Rules?...
Do the Midwives Rules say whether
breech birth can be undertaken by
midwives, or undertaken in an emergency?
As most obstetricians perform breech
delivery only by caesarean section then,
whether undiagnosed or not, care should
be given by someone competent in breech
birth – which may well be a midwife.
Ang
...competence
The Midwives Rules do not spell out any
rules about presentation but the principle
is that the practitioner is responsible for
not undertaking any procedure or care for
which s/he does not feel confident, except
in an emergency when s/he does her best.
For example, I would not book a woman
with unstable diabetes because I do not
judge myself sufficiently competent or
experienced but I would book a woman
with twin breeches. If there was a problem
and I was under question it would be up to
me to justify my actions. I hope that is
clear enough. I think the NMC’s recent
circular is very helpful in this context.
Though it is directed to home birth, the
principle of the midwife’s responsibility is
spelt out.
Mary
The RCM says: “A breech presentation is
normal, it is just not typical. Breech is not an
abnormality.”
Deborah
Midwives are the experts in normal
birth. After my sister’s experience she
met someone she’d met antenatally who
had had a planned caesarean for breech
with no discussion. She says that the
woman’s face when she heard that my
sister had had a vaginal birth was very hard
to bear. *It will not be the same for this
couple* They were steam-rollered into
surgery but they knew at the time that
wasn’t the only way and better still, that
information came from an NHS midwife.
Jennifer
Post script from another mother
To cut a long story short, I was undiagnosed breech and it wasn’t until my
baby’s feet popped out that they realised
this. I was taken for emergency c-section.
The consultant had to push baby back up
and in doing so, my uterus was torn so that
it was only connected by 1cm.
In my notes it said that they reconstructed the posterior wall. I would like to
know, in your opinion as midwives, what
the future may hold for me if I decide to
have more children. Or if any of you have
encountered other ladies to whom this
may have happened. I have not been able to
find any information on the net.
Sharon
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criteria for homebirth
I’m a community midwife who actively
promotes homebirth. I work in a great team,
we have a very high proportion of homebirths
and last year we started a monthly homebirth
coffee morning where women who show a
flicker of interest in homebirth are encouraged
to come along, find out more, meet others
who’ve had homebirths and meet the team of
midwives. It’s been hugely successful and as a
result our homebirth rate has rocketed.
Now the whinge. I’ve been asked to draw
up a ‘tight’ ‘homebirth policy’ including criteria,
reasons for transfer in etc. I am doing this in a
group of four, two hospital midwives, and
another community midwife whose opening
statement when I asked, ‘Why are we doing
this?’ was, ‘Well, I think we should be telling
women the risks of having a homebirth.’
When I kept pushing her to explain to me
what the risks were – of course she couldn’t.
I think we are on dangerous ground – and I
see it as a get-out clause for midwives who do
not want women to birth at home. I always
understood the ‘criteria’ for a homebirth to be:
a. Being pregnant
b. Requesting one
I don’t want to opt out of doing the work
because I worry about who would take over.
Drawing up a policy is not negotiable – it’s
happening – but the ‘criteria’ for having one,
and for ’transfer in’ are giving me huge
concerns. We all know lots of women could be
transferred in for ‘failure to progress’, but
those of us who don’t do routine VEs, and
recognise a normal labour, don’t see this as a
problem.
Advice please.

Framing the Debate
I think my advice would be to concentrate on the framing of the debate. For
example, say:
OK, so we’re trying to draw up criteria for
which women midwives should actively
encourage to consider a home birth.
If this is questioned, say that of course
any woman is entitled to choose home
birth and you’d have to support her, so
that must be what is required – you
couldn’t possibly be being asked to draw
up criteria for someone to have a home
birth. And then make sure the final
document says something like this:
Women who meet the following
criteria should be actively encouraged to
consider home birth: ... ... ...
Naturally, any woman who makes an
informed choice for home birth should be
supported, whether or not these criteria
are met.
The other thing you could do is to
insist that your criteria are referenced, or
better: that there’s an accompanying
document that explains why the evidence
base supports your criteria.
Sidheag
Do they have criteria for allowing
people not to have operations? Or not
accepting aggressive treatments which are
offered?
If none exist then there shouldn’t be
any to allow people decline the use of
hospital facilities and have a homebirth.
I could have cancer and choose not to

have treatment; could I be forced to accept
it? If I want a homebirth, I should be free
to choose that because I know that life is
full of risks and benefits but some benefits
are worth taking a risk for.
The risks stated are always the worst
case scenario – bleeding to death etc.
From my own reading about risk relative to
my own situation I conclude that many of
the worst case scenarios actually happen in
hospital; and, on reflection by practitioners
and others, are often the result of poor
overall care and management. So does
anyone actually know what MY chance of
the BEST case scenario is?
My and I suspect many women’s
criteria for wanting a homebirth are in the
negative – not in any particular order:
• I don’t need an epidural
• I don’t want to have to defend my
choices during contractions
• I don’t want to be constantly monitored
• I don’t want to be subject to a changing
tide of staff
• I don’t want to have a sleepy registrar
insert a cannula in my hand at 4am
• I don’t want to make the journey to
hospital ... ... ...
Elfin
Make them General
I suggest making it as general as
possible. For example, any evidence of
deteriorating condition in woman or baby.
You will, of course, be making the observation at every opportunity that until
hospital can become as safe as home we
should not be advising it should we?
Mary

Research Evidence
If your community
colleague has no research
references to append to
the guideline about ‘risks of
homebirth’ then you can’t
put any in! You can,
however, use the MIDIRS
Informed Choice leaflets
and the NMC circular for
homebirths (see next page)
to inform your guidelines
Wendy
You can also look at
the Home Birth leaflets
already available from NCT
sales (a pad of 50 for
£4.50), and AIMS information.
Barbara
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NMC Circular 8-2006 13 March 2006

Midwives and home birth
This circular explains the current regulatory framework
within which midwives practise and replaces any
previous guidance relating to home birth. It has
become necessary to issue this circular, as the
previous statement Supporting women who wish to
have a home birth1, needed clarifying as it touched on
some employment issues that are not within the remit
of the NMC. The information in this circular is relevant
to:
•
•
•
•
•
•
•

Midwives
Supervisors of midwives
Midwife managers
Local supervising authority midwifery officers
Women
Other professional colleagues
Employers of midwives

The core function of the NMC is to establish and
improve standards of nursing and midwifery care in
order to serve and protect the public. These standards
for education and practice are required for registration
or maintenance of registration as a nurse or midwife.
Midwives are required to work within the NMC
Midwives Rules and Standards2 as well as the NMC
Code of professional conduct. standards for conduct
performance and ethics.3 (the Code) As a member of a
self-regulating profession, as well as being required to
work within the law, a midwife is responsible for
meeting the ethical standards set out in the Code and
the Midwives Rules. This applies to all midwives
whether in a clinical, managerial, education or statutory
supervision related role. It is explicit in these standards
that midwives should:
•
•
•
•

Be competent in caring for women having normal
births
Offer evidence based, accessible information to
women
Respect a woman’s choice
Support women in their choice

Government policy in all four countries of the UK is to
promote choice for women in relation to their
pregnancy care and place of birth. This includes being
able to access midwifery care for birth at home.
Nonetheless, the NMC continues to receive queries
from women and midwives who are concerned that
women are having difficulty in accessing home birth.
The most common barriers identified to the NMC are
•
•
•

Confidence and competence of midwives
Perceived conflict between risk and a woman’s
choice
Resources

Confidence and competence
Midwives are experts in normal birth and the NMC’s
standards require them to be competent to support
women to give birth normally in a variety of settings
including in the home.
To practise competently in caring for women who wish
to receive midwifery care, regardless of setting, a
midwife must possess the knowledge, skills and
abilities for lawful, safe and effective practice without
direct supervision. This will include competent care
throughout the antenatal, intranatal and postnatal
periods.
As a member of a self-regulating profession, each
midwife is responsible for maintaining her own
competence. This includes any professional updating in
relation to provision of care at a home birth.
Whilst a midwife must not provide care that she is not
competent to give, it is not acceptable to refuse to care
for a woman on this basis and take no further action.
Birth at home is physiologically no different from birth
in hospital. It is true that if there is a deviation from
normality, it may demand a different approach from
that on a hospital site where assistance may be
immediately available from a number of sources.
It may be that a midwife does not have the experience
required to care for a particular woman at home. In
order to fulfil her duty of care she may:
• Take steps to update her own knowledge and skills to
gain such experience so she can support the woman
• Seek help from her manager or supervisor of
midwives to gain support to do this.
• If time is limited, refer the care of this woman to
colleagues who have the competence, then take
steps to update herself to ensure she becomes
competent for the future.
Risk and women’s choice
A midwife providing care to women, regardless of the
setting, must take care to identify possible risk and pre
plan to mitigate those risks through her approach to
care, knowledge of local help systems and
communication with colleagues and the woman and her
family.
Research over the last couple of decades suggests that
home birth is at least as safe as hospital-based birth for
4567 8
healthy women with normal pregnancies.
There
are some very clear categories of women for whom
obstetricians and midwives would be positively
recommending a hospital birth. There is also an
‘intermediate’ category of women who have factors
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associated with their pregnancies or with themselves or
their baby, which potentially increase the risk of an
adverse outcome.
Women can make the choice for a particular place of
birth at any stage in pregnancy. The presence or
absence of risk may change during pregnancy and
labour and the midwife must continuously assess the
advice she gives to women about the place of birth.
Conflict sometimes arises over whether or not the
woman is making a choice that places her or her
unbom child at risk. Risk is a complex issue; however
there is no system currently available in the maternity
services, which helps elicit absolute risk or accurately
9
predicts adverse outcome . In assessing where a
woman is best advised to give birth, the midwife should
give consideration to factors pertinent to the woman’s
individual and unique situation.
Midwives may have some anxieties if there is a clash
of a woman’s choice versus the perceived risks of
caring for women in a home setting. If there is a clash
then the midwife must continue to give care but can
seek support by discussing her anxiety with her
supervisor of midwives.
The supervisor of midwives will discuss how the
midwife may reduce any risks inherent in a woman’s
choice of home birth. It is good practice for the midwife
and the woman to agree a plan of care and the action
that will be taken should problems arise.
It is a midwife’s duty to make all options and choices
clear and to respect the choices a woman makes if she
is legally competent to make that choice. The midwife
should document the advice she has given to the
woman in the maternity record.
Resources
The NMC recognises that it can be difficult for
midwives to balance the regulatory requirements,
needs of women and the demands of service provision.
Where there is time, most problems that relate to
resources can be avoided by good planning.

standards for annual auditing of supervision of
midwifery and midwifery practice in local areas. If a
woman seeks advice in relation to her wish to choose a
home birth, she may obtain advice from the LSA
midwifery officer and seek help from the LSA.
LSA midwifery officers, supervisors of midwives, and
managers who are registrants on the NMC Register
have a duty to support midwives to work within their
professional standards for practice and to promote the
Code. This includes offering choice of home birth to
women.
Should a conflict arise between service provision and a
woman’s choice for place of birth, a midwife has a duty
of care to attend her. This is no different to a woman
who has walked into a maternity unit to receive hospital
came. Withdrawal of a home birth service is no less
significant to women than withdrawal of services for a
hospital birth.
Conclusion
In summary, all midwives have a responsibility to
ensure that all women receive care that is based on
partnership with women and which respects the
individuality of a woman and her family. Women have
the right to make their own decisions on these issues if
they are competent to do so and midwives have a duty
of care to respect a woman’s choice. The standards
confirm that women using midwifery services have the
right to expect safe and competent care from any
midwife who holds registration in the UK, and that
midwives will provide them with evidence based
information so women can make choices for care
including place of birth. The standards therefore protect
women and, at the same time, protect midwives by
providing a sound framework for their practice.
Yours sincerely
Sarah Thewlis

Whilst an employed midwife has a contractual duty to
their employer, she also has a professional duty to
provide midwifery care for women. A midwife would be
professionally accountable for any decision to leave a
woman in labour at home unattended, thus placing her
at risk at a time when competent midwifery care is
essential.

1 UKCC Registrar’s letter 20/2000 Supporting women who wish to have
a home birth
2 NMC Standards 05.04. incorporating the Nursing and Midwifery
Council (Midwives) Rules 2004 (SI 2004/1764)
3 NMC Standards 07.04. Code of professional conduct: standards for
conduct performance and ethics
4 Department of Heath. Report of the Expert Group on the Maternity
Service :Changing Childbirth Report Part.) London Department of
Health. 1993
5. National Childbirth Trust, Homebirth in the United Kingdom, London:
National Childbirth Trust. 2001
6. *Olsen, O. Meta-analysis of the safety of home birth. Birth 1997 vol.
24 1. Pp 2-13.
7. Ackerman-Liebrich, U., Voegli, T., Gunter-Witt, K., Kunz, I., Zullig, M.,
Schlindler, C., Maurer, M., Zurich Study Team, Home versus hospital
deliveries: Follow-up study of matched pairs of procedures and outcome.
British Medical Journal 1996 vol. 313 pp. 1313-1318.
8. Davies, J., Hey, E., Reid, W., Young, G., Prospective Regional Study
of Planned Home births home birth Steering Group. British Medical
Journal, 1996 vol 313 pp 1302-1305.
9. Walsh, D., El-Nemer, A., and Downe, S., Risk, safety amnd the study
of physiological birth in Downe, Soo (ed) Normal Childbirth: The
Evidence and the debate. Edinburgh: Churchill Livingstone, 2004

It would be good practice for every local supervising
authority (LSA) to have a plan of action in place to
support home birth. This can be included in the

Enquiries about the contents of this NMC Circular should be
directed to the Midwifery Department on 020 7333 6545 or email midwifery@nmc-uk.org.

If a midwife is concerned that a woman is making a
choice that is not readily available, she should make
her concerns known to the manager of the services in
the first instance. If this is not successful in resolving
the problem, the midwife should also make this known
to her supervisor of midwives who has a duty to assist
midwives in supporting women’s choices.
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what’s new

local ARM group meetings and news
Sheffield
Mavis Kirkham
221 Albert Rd, Sheffield S8 9QY
0114 255 7945
Cambridge
Pat Lindsay
8 Moory Croft Close
Great Staunton, St Neots
Cambs. PE19 5DY
Bi-monthly meetings often with invited
speakers.
Paul.g.lindsay@talk21.com
Wigan/Bolton/St Helens
Lesley Price
33 Lincoln Drive
Aspull, Wigan WN2 1XB
01942 747902
Wigan Homebirth Group
contact: Jayne Halton 01257 404468
Meetings: Queen’s Methodist church hall,
Market St, Wigan
2nd Tuesday of every month
10-11.30 am.
Herefordshire
Annie Robertson
Cwn Rarm, Abbey Dore
Hereford HR2 0AB
01981 240632
Milton Keynes
Valerie Gommon
www.3shiresmidwife.co.uk
Had a very well attended local meeting
last week - 20 mothers, students and
midwives met to hear about MK MUMS a
group of local mothers and midwives
striving to set up a birthing centre in
Milton Keynes; also to hear about the
Northampton Baby Cafe which meets
every Friday morning in Northampton and
for an update on the One Mother, One
Midwife campaign.
Things within the local NHS Trusts are
not good. At one local hospital most senior
midwives were made to stand down and
reapply for their jobs – many were
downgraded, ward closures are frequent
leading to excessive pressure on beds and

staff, morale is low and many senior
midwives have recently left – several are
now working independently!
Maidstone area
Midwives Muddle, Joy Kemp
29 Woodpecker Rd
Larkfield, Aylesford
Kent ME20 6JQ
joykemp@blueyonder.co.uk
Norfolk
Any ARM members interested in meeting
up on a monthly/two monthy basis to
share good practice and ideas about
midwifery in a supportive environment
please contact Sarah G Montagu on 01603
614434 or email your details to
s.montagu@virgin.net
Oxford
From the other Sarah Montagu (!). I’m
hoping to start a local group here. Come
along to 16 Wytham Street, Oxford, OX1
4SU on Thursday 22nd June at 7.30 to
meet like-minded midwives and set the
world of maternity care to rights. All
welcome; looking forward to seeing lots of
you there!
Taunton/Bridgwater area
Clare Sibley, 01823 680763, Regular
meetings, phone for dates and times.
West Sussex
Contact: Aida (01730 812086)
aidastephens@tiscali.co.uk
Cathy (01730 231024)
cathy@coomasaru-walton.com
You do not need to be a mother, or a
midwife or a member to attend. Broomsticks optional!
West Scotland
Meeting bi monthly, next meeting on June
27th 7 pm at Paisley University. We’re going
to look at Shaitsu and Reike and review
cases. The first two meetings were both
well attended by a mix of hospital midwives, independent midwives and students.
All welcome. Please contact Linda Wylie
on 01292 316596 for details.

Health Minister backs
Birth Centre campaign
Liam Byrne, Under-Secretary of State
for Health, has publicly backed a campaign
by local group Birth Centre Bristol for
midwife-led birth centres where women
can have their babies in a homely setting
close to where they live.
After a meeting with Sue Paterson and
Sue Learner of Birth Centre Bristol (BCB)
in his Whitehall office on Tuesday, accompanied by Bristol MPs Doug Naysmith and
Kerry McCarthy, the Minister said:
‘I want to praise Birth Centre Bristol’s
campaign for its drive and commitment ...
BCB clearly share our passion to give
Bristol mums the chance and the choice to
have their babies at home – or as close to
home as possible. As the dad of three
children under five, I know how important
that is.
I am today asking our national maternity team to visit Bristol and report back
to me. ..‘
Recently the Bristol Health Services
Plan (BHSP), which is planning changes to
the health services in Bristol, decided to
carry out a review of maternity services
and an appraisal of different models of
care.
“We believe that it is thanks to our
persistence and determination that BHSP
has finally agreed to look at maternity
services in Bristol and to consider other
ideas,” says Sue Paterson, Chair of the BCB
Steering Group. “At present, the only
choices available to women are to give
birth in a large obstetric unit or at home.
We are working to persuade local health
providers to offer another option – small,
community-based centres where women
can be cared for by midwives that they
have come to know and trust, throughout
pregnancy, labour and birth and afterwards.
The Minister was very supportive of our
aims.”
BCB is campaigning for the first birth
centre to be set up in Kerry McCarthy’s
constituency in Easton and Lawrence Hill,
where a new community healthcare facility
is being planned by Bristol North PCT.
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Items for Sale
ORDER FORM
£
Beechwood Pinard stethoscope (standard 7")
6.00
Beechwood Pinard stethoscope (continental 13")
10.00
ARM Badge (Pinard logo, blue/gold enamel, safety fastening)
3.50
Calico carrier bag (Pinard logo) please circle: long/short handle
1.50
Contour pen (rubber grip, retracting, black ink, ‘Midwifery Matters’ and ARM address)
1.00
Jotter pad (6” x 4”, 50 sheets, small owl logo in corner)
0.50
Car sticker (Logo: Pinard, ‘Midwifery Matters’)
0.60
Car sticker (Logo: Owl on Pinard, ‘Pregnant? Be wise, choose a Midwife’)
0.60
Mouse mat (Logo: Owl on Pinard, ‘Be wise, read Midwifery Matters’)
3.50
Silver Miniature Pinard (2 cm) earrings (per pair)
15.00
Silver Miniature Pinard (2 cm) pendant on silver chain
15.00
ARM CD ROM of the first 100 issues of the magazine
25.00
Vision for Midwifery Education (Report of the ARM Working Party, 1999)
1.50
Childbirth Unmasked (stress hormones in labour) Margaret Jowitt
5.00
Midwifery Matters (single back-copies)
2.00
“Choices in Childbirth” (free leaflet)
see below for postage costs
“What is a Midwife?” (free leaflet)
see below for postage costs

P&P code

No. req.

B
C
A
A
A
A

A
A
B

A
A
C
C
C
B

Post & packing cost codes: A = 50p; B = £1.00; C = £1.50 per single item ordered.
N.B. For larger orders please contact Sarah Montagu - tel 01865 248159
INFORMATION LEAFLETS - (Single leaflets free of charge)
What is a Midwife. Our leaflet was highly recommended by the Government Expert Maternity Group (Changing
Childbirth, 1993) as a method of increasing the awareness of the midwife’s role and skills.
Choices in Childbirth. Comprehensive information leaflet for universal distribution. Printing sponsored by the
Midwifery Department of Napier University, Edinburgh.
Supplies for local distribution are available for the cost of postage & packing as follows:
50 leaflets @ £1.50; 100 leaflets @ £2.50; 200 leaflets @ £4.00; 300 leaflets £4.50.
Please send your order to ARM Sales, with a cheque made payable to ARM
Name & address (Please print clearly) ________________________________
_________________________________________________________________
________________________________________Post code ________________

Payment enclosed: (Including P&P)_______________

Date:____________

CD-ROM
car sticker
Orders to ARM Sales, Sarah Montagu, 16 Wytham St, Oxford OX1 4SU 01865 248159

38 Midwifery Matters ISSUE 109 Summer 2006

what’s on
Saturday 3rd June
Petersfield, Hampshire
Learning by Heart Workshop:
‘Birth Voice’
11 am - 6 pm.
A one-day workshop for birth professionals. cost £40
Explore and celebrate the power of the
voice in birth. Lift your spirits with song.
Learn skills to help you to speak out and
verbalise your beliefs with clarity and
dignity. Learn simple and powerful exercises to protect yourself from ‘burn out’.
Contact:elizabethwoolfenden@hotmail.com
or phone Elizabeth: 01798 860714
Doula course
June 16-18,
Kendal
Fee: £230.
contact: kate@positivebirthing.org or
01539 741407.
Mothers and Midwives Shaping the
Future (“Power to the Pinard”)
Saturday 7th October 2006
A Great Wigan Study Day presented by the
local ARM group, with the Home Birth
Group supported by UNISON (Wigan
branch)
Fee: £30; students/unwaged: £15
Speakers and workshop leaders: include Soo
Downe, Denis Walsh, Jayne Halton, Susan
Baines, Lavinia Wilkinson, Sandra Smith.
Topics included: Turning unusual labours into
normal birth; Aquanatal exercises; Glycosuria and pregnancy; Maternity care in a
social context
Contacts: Wendy Blackwood 01942 205935
or Lesley Price: 01942 747902
Friday 9th June
Aberdeen
Postnatal Depression.
Symptoms, support, PTSD, debriefing
Fee: £75.00. NHS-ConNeCT information/
bookings tel. 020 8993 3441, fax 0870 770
3237 or e-mail:connect@national-childbirth-trust.co.uk
Tuesday 13th June 2006 - Salvation
Army Centre, Peterborough
Postnatal Depression in Teenagers.
Symptoms, support for young parents,
PTSD, debriefing
Fee: £75.00. NHS-ConNeCT information/
bookings tel. 020 8993 3441, fax 0870 770
3237 or e-mail:connect@national-childbirth-trust.co.uk
Monday 26th June 2006
St David’s Hall, Cardiff
Breastfeeding Works and How!
Hands-off latching, common problems,
positioning and mechanisms of milk
transfer
Fee: £75.00. NHS-ConNeCT information/

bookings tel. 020 8993 3441, fax 0870 770
3237 or e-mail:connect@national-childbirth-trust.co.uk
Tuesday 27th June 2006
Christian Centre, Perth
Leading a Dynamic Breastfeeding
Session
Interactive techniques for teaching
breastfeeding; sharing and adapting effective
teaching techniques
Fee: £75.00. NHS-ConNeCT information/
bookings tel. 020 8993 3441, fax 0870 770
3237 or e-mail:connect@national-childbirth-trust.co.uk
Wedneday 28th June
Low Port Centre, Linlithgow
Thursday 14th September
London
Baby Calming with Author Caroline
Deacon - Research Based Strategies.
Research-based techniques to soothe
crying babies; colic; routines and expectations; physiology of sleep
Fee: £75.00. NHS-ConNeCT information/
bookings tel. 020 8993 3441, fax 0870 770
3237 or e-mail:connect@national-childbirth-trust.co.uk
Friday 14th July 2006
Kidderminster Hospital,
Enabling Mothers to Breastfeed for 6
Months
Explore the research underlying current
DoH guidelines; discuss the challenges to
and implications of these guidelines for
mothers, health professionals and
healthcare systems
Fee: £75.00. NHS-ConNeCT information/
bookings tel. 020 8993 3441, fax 0870 770
3237 or e-mail:connect@national-childbirth-trust.co.uk

Sleep Lab’, Durham University on cosleeping from an evolutionary perspective.
Also using visual aids and analogies with
breastfeeding mums; helping mothers
reconcile current breastfeeding recommendations with cultural expectations;
full programme: www.thebabycafe.org
Book early to secure the workshops of
your choice.
Fees: £60.00 if running/working in a
registered Baby Cafe; £65.00 all others.
contact: admin@thebabycafe.org or tel:
01444410808
Birth Crisis Workshop
How to Listen - How to Help
Saturday, 7th October 2006
10.30 am - 4.30 pm (with lunch)
We shall focus on distress after a traumatic birth experience and conversation
analysis with Sheila Kitzinger and Professor
Celia Kitzinger
Fees: £85 professional and £45 students
and others Inclusive of a £20 booking fee
(non-refundable) SAE and a £20 booking
fee (payable to S. Kitzinger) to: Sheila
Kitzinger, The Manor, Standlake, Witney
OX29 7RH, 01865 300266
birthcrisis@sheilakitzinger.com

Steering Group
elections

Sept 28 - Oct 1 Stockport
Towards Natural Childbirth and
Beyond
A four day, research-based course for
midwives, massage therapists, doulas and
NCT antenatal teachers.
The course enables participants to learn
the principles of massage for use
antenatally, during labour and the
post-natal period, the importance of a
conducive physical environment and
about the neuroendocrine responses to
massage. For more detail, please visit
www.childbirth-massage.co.uk. To book a
place, please email
belinda@belindawells.co.uk or phone
07887 517 621
Thursday 28th September
Baby Cafe conference
BioCity, Nottingham
Our theme this year is ‘Delivering the Gold
Standard Each and Every Time.’
Speaker: Dr. Helen Ball of the ‘Parent-Infant

Do you want to get
more involved with ARM’s
work? Do you want to
help campaign for change
in midwifery and maternity
services? Elections to the
Steering Group will happen at the ARM AGM; if
you wish to stand, you
need to send a photo and
a short ‘manifesto’ for
inclusion in the next
Midwifery Matters to
Margaret at
margaret.jowitt@tiscali.co.uk.
If you are considering
standing and want more
details on what’s involved,
e-mail Sarah at
sarahmontagu@postmaster.co.uk
and ask her to send you
the Rough Guide to the
Steering Group.
We look forward to
being knocked down in
the rush of nominations!
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EMERGENCE the ARM YURT
Hey midwifery sisters! The festival season is fast approaching and the ARM festival yurt,
EMERGENCE, will be making its appearance once again - Promoting midwifery, Empowering
women and Celebrating birth among the festival goers of the nation.
This year we are looking for enthusiastic, committed and inspired people to organize and bring
together the necessary elements to make this another successful year for EMERGENCE.
The festivals in this year’s line up are•
•
•
•
•

The sunrise festival of light (June 16th-21st)
Buddhafield (July 12th-16th)
The Big Chill (Aug 4th-6th) or The Big Green Gathering (Aug 2nd-6th)
Beautiful Days (Aug 18th-20th) or Green Man (Aug 18th-20th)
Solfest (Aug 26th-28th) or Small World (Aug 26th-28th)

For information on individual festivals please check their websites.
We need approximately 3 to 4 people to run the space at each festival and free festival tickets will be
provided (excluding the Big Chill). If you are interested in taking part please contact me (Natasha)
on intwothelight@gmail.com a.s.a.p with info about yourself, what you can offer EMERGENCE
and which festival(s) you are interested in participating in.

AGM and ARM gathering in Wildest West Wales

AGM Change of Date – Sunday September 17th
The AGM and ARM gathering will be held in Maesycrugiau Manor, an elegant estate with long distance views over
the Teifi River Valley. This makes a good base for visiting the market town of Cardigan, on the Teifi River.
The first half of the week is fully booked but local members hope to be able to accommodate those wishing to
attend the AGM where there will be ARM business in the morning and workshops in the afternoon, one is planned on
coping with fear - women’s fears and midwives’ fears. Ring Celia Lang on 01559 370991 for AGM business only. For
the rest of the gathering call Sara McAleese on 01970 880856. (see booking form on the facing page)
We have the place to ourselves and we do our own shopping and cooking. In addition to the AGM on the Sunday,
several workshops will be offered during the week, to be booked separately from the holiday. You may of course
prefer to relax all week, and leave the brainwork to others.
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Cranio-Sacral Therapy

Edge Hill College, Ormskirk Campus
(Investing in students – the Future of
Midwifery)
Friday 30th June 2006
“I Just Want to be a Midwife”
… for those who have lost their passion
for midwifery
Speakers include Professor Billie Hunter,
Professor Mavis Kirkham, Professor
Sheila Hunt, Independent Midwife Brenda
van der Kooy, and other midwives and
student midwives.

Complete courses in this exceptionally gentle yet
extremely powerful therapy
CCST is the most established college of Cranio-Sacral
Therapy in Europe, renowned not only for the high
standard of its training, but also for its caring and
supportive approach to students.
The course includes an important emphasis on Birth
Trauma, treatment of babies and children, treatment of
mothers during pregnancy, birth and post-partum, vital
relationships between birth and subsequent development, common childhood conditions from colic and ear
infections, to learning difficulties, behavioural disorders,
epilepsy and cerebral palsy.
1 year course (London) starts July
2 year course (London) starts September
Introductory course:

Conference fee £30 (students £10)
For booking forms please contact Lynne
Crossan, Edge Hill Collage, Wilson Building, St Helens Road, Ormskirk, L39 4QP
Tel. 01695 584 301
email: crossanl@edgehill.ac.uk

15th-20th July 2006
Introductory Day:
April 8th 2006 July 8th 2006
College of Cranio-Sacral Therapy (CCST)
9 St George’s Mews, Primrose Hill, London NW1 8XE
Tel: 020 7483 0120
e-mail:info@ccst.co.uk Website: www.ccst.co.uk

BOOKING FORM
ARM annual holiday/gathering/retreat
Maesycrugiau Manor, Carmarthenshire, Wales, 16th to 23rd September 2006
(PLEASE WRITE CLEARLY IN CAPITALS)

Name:_____________________________Email address:_________________________
address____________________________________________________________
__________________postcode______________Tel.______________________________________
£15 per night half board (shared self catering) Discount for full week (7 nights) £95
I wish to stay the following nights (Please circle your choice)
Sat 16th Sun 17th Mon 18th Tues 19th Weds 20th Thurs 21st Fri 22nd Full week
I enclose £___________ (please make your cheque payable to A.R.M.)
Signed: __________________________ Date _______________________
Please send your completed form and cheque to ARM Holiday Booking, c/o Sara McAleese, 1 Queen Street,
Goginan, Aberystwyth SY23 3NU (Tel 01970 880856)
Your booking form and payment will be acknowledged with a receipt, together with a map and travel directions.
Would you like to offer/share a lift?
Lift offered from ________________area Lift required from ______________area/train station (eg Carmarthen, Aberystwyth)

If your car sharing requirements match with someone else’s, I will contact you.
N.B. Since we have to confirm the booking and pay the balance of the booking fee to the proprietors by 1st July
2006, no refunds will be given for cancellations received after this date.
I will contact you by email regarding the study sessions as they are arranged.

Summer 2006 ISSUE 109 Midwifery Matters 41

Summer National Meeting
Saturday, June
Hexham
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Carlisle B6318

Humshaugh

Directions to B6318 from Carlisle/South West: take the M6 north to junction 43 A69 A69 to Greenhead and B6318
approx 14 miles then turn right after Chesters Fort.
From East/South East: take the A1 to Newcastle bypass then left turn on to A69. First right after Hexham roundabout A6079 then approx 6 miles until crossroads with B6318 turn left, go over bridge, left again at roundabout then
first left(see map).
From North: either A1 south turn right at A69 and follow instructions as above or A68 to A6079 turn right then 5
miles until Brunton crossroads with B6318 and follow map.
Station and bus station in Hexham which can be travelled to via Newcastle or Carlisle if anyone requires a lift
please contact me with times etc.
Please contact me with any questions regarding location and requests for accommodation. The steering group
meeting and national meeting are both at my house.
Waterside Mill House Humshaugh Hexham NE46 4ET 01434 681999, mobile 07810 665 733.
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GIFT AID DECLARATION
THE ASSOCIATION OF RADICAL MIDWIVES

Registered Charity No. 1060525

I want The Association of Radical Midwives to treat this and future membership fees as Gift Aid
Donations, including any qualifying fees paid since 6th April 2000.

Forename: __________ ______________ Surname: _____________________________
Address: ________________________________________________________________
________________________________________________________________________
Post Code: __________________
Date: __________________
Signature: ______________________
Important:
You must pay an amount of Income Tax and/or Capital Gains Tax at least equal to the tax that the charity reclaims
on your donations in the appropriate tax year (currently 28p for each £1 you give).
Notes:
1. You can cancel this Declaration at any time by notifying the charity
2. If in the future your circumstances change and you no longer pay tax on your income and capital gains
equal to the tax that the charity claims, you can cancel your declaration.
3. If you pay tax at a higher rate you can claim further tax relief in your Self Assessment return.
4. If you are unsure whether your donations qualify for Gift Aid tax relief, ask the charity. Or, refer to help
sheet IR65 on the HMRC website (www.hmrc.gov.uk)
5. Please notify the charity if you change your name or address

IMPORTANT REMINDER
In September 2005, membership of ARM was raised to £30 pa. (overseas £35, UK
student rate still £12.50). However, many renewals are still coming in at the old rate
of £25, to which I usually respond with a reminder. To avoid excessive admin and
postal costs, I now propose to post out individual reminders once only, before
reluctantly dropping non-upgraded subs from the mailing list.
To make sure you don’t miss any issues of Midwifery Matters, please note the following:
1. If your renewal is due shortly, please use the form on page 48 as soon as possible.
2. If you have Standing Order with your bank, please upgrade to the new rate at least
a month before your renewal is due.
Many thanks to those members who have already upgraded.
Ishbel Kargar
Membership Secretary
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PERSONAL SUBSCRIPTION FORM
(N.B. new rate from 1st September 2005)
(Organisations, groups, midwifery schools/colleges, etc. please write for details)
Subscriptions may begin at any time of the year, to cover 4 issues of Midwifery Matters, beginning with the most
recent. Members are entitled to reduced entrance fee at all ARM meetings, part refund of expenses when attending
the quarterly National Meetings (for details see inside front cover).
NAME: (please use BLOCK CAPS):
ADDRESS:

POSTCODE:

TEL:

email

MIDWIFE (Please circle relevant status):
Community
Hospital
Team
Independent
Manager
Research Not practising
STUDENT MIDWIFE: Course ends: Month ............... Year...............
NON-MIDWIFE: (Occupation)

Tutor
Retired

Is this your first subscription to ARM? YES/NO
If ‘NO’, please give your previous surname and address if these details have changed.

SUBSCRIPTION:

UK and Europe..........................£30 p.a.
Other countries (airmail).........£35 p.a. (UK£ only please)
Optional concession, UK addresses only (unwaged, grant-aided students etc):............. £12.50 p.a.
Please make cheque/PO payable to ARM, and post to 62 GREETBY HILL, ORMSKIRK, L39 2DT.
(NB! If you choose to pay by Standing Order, please fill in both sections, and send the whole form)

ASSOCIATION OF RADICAL MIDWIVES
STANDING ORDER FORM
To: (Your bank’s mailing address, please use BLOCK CAPS)

Postcode
Please pay £_______ on Day ____ Month _____ 200__ and ANNUALLY thereafter until further notice to:
THE ASSOCIATION OF RADICAL MIDWIVES
Community Account No. 20776831, (20-35-84)
Barclays Bank PLC, PO Box 14, Halifax HX1 1BG
and debit my account number:
N.B.THIS ORDER CANCELS ALL PREVIOUS ORDERS IN FAVOUR OF THE ASSOCIATION OF RADICAL MIDWIVES

Signed________________________________ Date _______________________
Name and address (please use BLOCK CAPS):_______________________________________________
________________________________________________
______________________ postcode ______________
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