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wdwifery: a case of
misleading packaging?

by LESLEY BARCLAY

r.[‘ his paper presents midwives' own des-
cription of their role and function in the
health team. The impetus for the sur-
vey came from concerns expressed by the
National Midwives Association about the lack
of knowledge of how midwifery is practised in
Australia, and their support in establishing
content and collecting data was an essential
contribution to the project. It is estimated that
nearly nine per cent of practising midwives
cooperated to provide information that can be
used to identify the unique contribution of
midwifery and assist in policy development
and education.

Rationale

There are at least two ways in which the role
and function of the midwife may be deter-
mined: by task analyses or by asking mid-
wives what they believe they contribute.
Specific task analyses of midwifery have been
undertaken in the United Kingdom' and the
United States,** and a similar but more limited
study was done by Kiiver in New South
Wales.! Kiiver's task was to gather informa-
tion about the contribution of various occu-
pational categories within the sphere of
obstetric service, to provide a baseline for
evaluation, coordination and planning, and
the substance of her findings in regard to mid-
wives and midwifery functions replicated the

L. Barclay, R.N., R.M., B.A., isa Senior
Lecturer in Nursing at the South Aus-
tralian College of Advanced Education.

VOL. 3, No. 3, MARCH-MAY, 1986

To determine their perceptions of the unique
characteristics the midwife contributes to the
health team, 405 practising Australian midwives
were surveyed and results showed marked
agreement between midwives in different
States. Profiles established that they worked in
controlling and active roles rather than passive
and counselling roles as may have been ex-
pected.

Despite professional and possibly community
perceptions to the contrary, midwives see them-
selves as highly analytical, accepting consider-
able responsibility for the conduct of birth. This
paradox is explained using a feminist analysis
and it is postulated that role conflict and pro-
fessional dissatisfaction which results con-
tributes significantly to the loss of midwives
from the profession.

conclusions of English and American re-
searchers.

The outstanding feature of these task
analysis studies is that they demonstrated
under-use of midwifery skills and the dissatis-
faction this causes midwives. Results from my
own earlier studies® though formulated dif-
ferently, tended to support these two impor-
tant findings, leading to the conclusion that it
is more important to examine what midwives
regard as ideal characteristics for practice
than document their dissatisfaction further.
Therefore, rather than repeat previous task
analyses, I chose to examine the characteris-
tics midwives consider necessary to fulfil
their role.

In the United Kingdom the midwife is the
senior responsible person at 76% of all deli-
veries’ but her role in normal antenatal and
postnatal supervision is decreasing.” The
opposite situation exists in the United States
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where the midwife is less likely to be permitted
to deliver the infant than to perform ante-
natal and postnatal care.™ In Australia the
practice varies widely. with the midwife in
isolated areas doing both and where medical
services are amply provided. neither. In-
variably, whether working in a rural or urban
setting, the midwife manages labour and post-
natal care.

Thus, the division of labour between medi-
cal practitioners and midwives is inconsistent
across countries and reflects social, political
and economic systems rather than any scien-
tific validation of practitioner suitability for
the task. This inquiry sought to identify and
rank in order characteristics which Australian
midwives believed were central to their prac-
tice and followed comparable work which led
to innovation in medical school curricula,
designed to develop qualities seen as essential
by medical graduates." Identifying the charac-
teristics essential to midwifery could assist
educationalists and others to focus on the out-
comes of training and key elements of prac-
tice.

Method

The Executive of the National Midwives
Association allocated time on the agenda at a
regular meeting to discuss the project and
identify unique midwifery characteristics.
This activity had been foreshadowed for some
months and individual representatives en-
couraged to think about and discuss the issues
in their own State.

Using the methods of deliberation, debate
and recourse to a thesaurus, the National
Executive developed a list of fifteen desirable
characteristies, which on analysis were of two
distinct types: Type A implied characteristics
that I have described as Controlling/Active;
Type B implied Counselling/Passive charac-
teristics, and contained words and phrases
essentially describing interpersonal and com-
munication skills. (See Table 1)

The study was designed to obtain midwives’
subjective individual perceptions of the
qualities and characteristics they believed
were essential for the practice of midwifery.
Lists A and B were combined to prevent one or
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TABLE 1
Fifteen Characteristics of the Midwife

List A: Controlling/ List B: Counselling/

Active Passive
confident listener
resourceful non-judgmental
analytical empathetic
key-worker observer
teacher patient
skilful ethical
accountable thinker
capable

TABLE 2

List A and List B Combined*

Confident and self-assured practitioner
Resourceful

Attentive and responsive listener
Non-judgmental

Can analyse situations and implement
appropriate action

() High ethical sense
( ) Key worker in maternal child health
team

( ) Teacher and guide

Skilful in the organization and delivery
of care

Flexible thinker

Empathetic and sensitive

Accountable

Capable and efficient

Insightful and intuitive observer

Patient

* to prevent one or other category predominating or
leading the respondent.

P
~

other category predominating or leading a
respondent (see Table 2) and the Role
Analysis Form thus formulated, together with
an explanatory letter was circulated to 550
Australian midwives, who were required to
nominate five of the fifteen characteristics
they perceived to most accurately define
their role.

State representatives of the Executive of
the National Midwives Association took res-
ponsibility for the distribution and collection
of forms. This enabled an Australia-wide sur-
vey to be undertaken and the people who dis-
tributed the forms were instructed to apportion
them across institutions and types of practice
wherever possible. Additional distributors
were nominated by their local midwives group

THE AUSTRALIAN JOURNAL OF ADVANCED NURSING



TABLE 3
Table of Distribution and Return
Total
Distributed Returned Invalid Sample
N.S.W. 110 95 8 87
N.T. 10 10 2 8
S:A. 60 46 1 45
Vic. 210 171 5 166
W.A. 50 45 4 41
Qld. 60 26 1 25
AC.T. 15 13 - 13
Tas. 35 20 - 20
Total 550 426 21 405
TABLE 4

State and Total Australian Responses
to the Role Analysis Form

ACT NSW NT
Confident 4 22 0
Resourceful 3 16 2
Listener 8 39 4
Non-judgmental 5 8 2
Analytical 8 67 7
Ethical 1 15 2
Key Worker 2 24 4
Teacher 3 50 3
Skilful 6 54 6
Thinker 7 14 3
Empathetic 6 39 3
Accountable 2 29 1
Capable 2 26 1
Observer 6 24 2
Patient 2 18 0

and their assistance ensured an excellent res-
ponse rate of 76%. It is acknowledged that this
type of sampling is likely to result in some bias
since the majority of respondents were pro-
bably members of their local midwives
association.

Forms were distributed in approximate pro-
portions to the numbers of midwives working
in each State or Territory, calculated from
figures provided in Volume 2 of Nursing Per-
sonnel: A National Survey (1979)." Distribu-
tion and return data are recorded in Table
3.
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Qid SA Tas Vic WA Aust
Total
8 19 8 49 17 127
1 4 4 30 5 65
4 13 5 7 3 113
0 9 5 39 3 71
18 36 12 131 32 311
8 7 3 31 9 76
3 10 4 47 1 105
16 30 12 90 17 221
19 28 8 97 24 242
6 11 7 42 12 102
9 14 8 65 28 172
8 8 11 29 8 96
14 17 3 62 11 136
4 10 7 40 19 112
7 9 3 41 6 86
Findings

Responses from each State were collated
independently and as part of an Australian
profile, and results between States proved to
be remarkably consistent (see Table 4). No
patterns of stereotyped responses, such as
alternate ‘yes’ and ‘no’, or marking the first
five items on the list occurred, and from this
and accompanying comments it could be con-
cluded that respondents gave thoughtful con-
sideration before choosing their priorities.
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The method involved summing the respon-
ses made by midwives in each State to estab-
lish a State profile, then summing these to
form an Australian profile. The remarkable
consistency of agreement between midwives is
illustrated by the fact that 311 of the 405 res-
pondents ranked ‘can analyse situations and
institute appropriate action’ (Analytical) in
their top five priorities, and more than a quar-
ter (130) ranked it first.

The profile compiled from the responses
shows midwives chose four characteristics
from List A and only one from List B. It seems
reasonable to infer from this that the mid-
wives actual though not acknowledged role
remains much the same as it has been his-
torically, despite economic, political and social
systems that are diminishing her public
sphere of responsibility. The midwife in fact
still requires and uses the characteristics of an
independent practitioner, yet at the same time
experience indicates that this is unlikely to be
openly manifested and acknowledged.

Discussion

When planning the study it seemed reason-
able to hypothesize that increasing medical
control of normal childbirth would significan-
tly alter the midwife's role, that some authority
must be relinquished as she appeared to move
from a position of independence and respon-
sibility, to one of social and emotional support.
If this authority or control was only required
in an emergency and not as part of her
everyday activity, one might expect resour-
cefulness to score higher than it did (fifteenth
ranking on the Australian profile). Despite the
high incidence of medical management of
pregnancy, labour and the puerperium and
the costs inherent in this system, the midwife
clearly accepts responsibility for a physio-
logically safe as well as an emotionally
rewarding experience in childbirth. The ap-
parent movement of midwives into a social and
emotional support role appears to be a social
perception held by the community and other
professional groups, but not by the midwife
herself.

This simple study indicates that midwives
have high expectations of their level of perfor-
mance, yet paradoxically it exposes the con-
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siderable self-effacement they must experience
as their role becomes less obvious and more
apparently feminine in character. At the same
time midwives do perceive themselves as less
responsible than they may have been his-
torically, and the paradox of this is that our
health care systems neither recognize nor
remunerate them accordingly. Control of the
service is being assigned to others and
ritualized, for example, by the doctor deliver-
ing the baby without observing or manag-
ing labour.

It is useful to consider the implications of
this study. It appears likely that the role strain
involved in covertly maintaining a highly res-
ponsible practice without overt acknowledge-
ment of this by institutionalized systems of
care is considerable. It may well contribute to
the problems of retention of graduates in the
profession discussed by the author elsewhere'
and demonstrated in overseas studies.” Further,
the devaluing by society of the midwife’s
public role has a number of consequences:
® midwives have lost their traditional auth-

ority and expertness as supervisors of nor-

mal midwifery
® any authority or status that remains is
either covert and hidden from the general
population, or vicarious because midwives
work so closely with the prestigious medi-
cal profession.
Midwives have difficulty in developing and
retaining a social rather than therapeutic view
of childbirth as their training, control, orienta-
tion and work environment all lie within a sys-
tem designed to deal with and remunerate
pathology.

Conclusion

That midwives have become experts at tak-
ing a secondary or subservient role is consis-
tent with women's experience generally in
both professional practice and social ex-
perience, and is a well recognized problem.
That this is only a superficial view of the mid-
wife’s function and not her actual role,
emerges from this work, but as the situation is
unlikely to remain static it is possible to
hypothesize and project further. The danger
of accepting implicit rather than explicit
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power lies in the concessions one makes to
develop and use it. Midwives have the option
of gracefully accepting the decline into im-
potence that has already begun or they may
become more vocal and independent and
throw off the social camouflage that hides
their worth and importance. They could re-
assert and make explicit their expertise in nor-
mal midwifery. As Kloosterman (a Dutch
professor of obstetrics) has stated, obstet-
ricians by orientation and training are less fit-
ted to manage normal labour than mid-
wives.!

Midwives must define their status and
derive satisfaction from their own skill and no
longer seek vicarious prestige from the science
of obstetrics. In Australia today they are
being used as obstetric nurses to support
medical practitioners, an historical and
regional anomaly wasteful of training and
resources. Only midwives know this domina-
tion is in the perception of the observer and
not actual experience and this enquiry demon-
strates that, though the community’s percep-
tion of her role may have changed over the last
thirty to forty years, it remains controlling
and active. Midwives do not simply carry out
absent doctors’ orders.

It can also be postulated that mothers’
needs and preferences will remain unmet and
their rights ignored, unless midwives move,
metaphorically speaking, outside the medical
institution and become a bridge between the
social and therapeutic worlds." The difference
between these worlds can be summarized in
the phrase inherent in institutionalized care:
‘Childbirth is potentially hazardous and a life
erisis’. The midwife's traditional philosophy is
rather: ‘Childbirth is inherently normal and a
peak experience’.

Midwives themselves have contributed to-
wards answering the question: ‘What is the
midwife's role in Australia today?’ by stating
clearly that it is active and analytical before
anything else. Though they may appear to act
in a feminine supportive role in fact they do
not. The system does not permit the manifes-
tation or acknowledgement of their true
worth, and this contradiction has been well
explained by feminist theory.

Spender describes how women’s insights,
knowledge and experiences have been lost to
successive generations over centuries. The
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dominant male culture has ensured that
women’s contributions have been distorted,
devalued or simply forgotten, so new genera-
tions of women have had to rediscover them."
Gender is one mechanism that allows male
doctors to dominate female health pro-
fessionals; it also flavours the relationship be-
tween the woman giving birth and the person
delivering her. The difference between pro-
fessional and non-professional is intensified
when maleness/femaleness is overlaid and it
increases the control of the accoucheur over
the event.'” One is struck by the inadequacy of
attempts by conventional discipline to explain
this phenomenon fully in theoretical terms,
although theorists such as Willis™ get us
closer than we were before. No attempt satis-
factorily addresses features of the relation-
ship between medicine and midwife that
maintain domination on such poorly justified
orjustifiable grounds, and they do not explain
women's compliance with this dominance. A
feminist argument better explains what hap-
pens to women as midwives or as women giv-
ing birth:
Having been initiated into a male dominated
society they (women) have been well in-
structed in the art of woman devaluation,
and if they have learned their lessons well
women will have emerged with their con-
fidence undermined, their assurance dis-
solved and their sense of self debased.'
Ardner” used the terms ‘dominant’ and
‘muted’ to describe how women were excluded
from the formulation of meaning within cul-
tures. He initially suspected this originated as
a ‘flaw’ in anthropological methodology, yet
other theorists note a similar flaw in their own
disciplines, for example O'Brien in political
theory”' and Oakley in sociology.”” It seems
that the ‘dominant’ and ‘muted’ concept
transcends interdisciplinary enquiry and is
rather a description of an ordering of society
manifested in our intellectual traditions and
even the structure of our language. Male
meanings are the encoded and validated
ones:
When the meanings of women are con-
signed to non-existence, when the registers
for discourse are male decreed and con-
trolled, women who wish to express them-
selves must translate their experience into
the male code.”



The knowledge which becomes public and is
legitimated in a male dominated society is the
knowledge of men; it is based on their own
experience and reflects their own perspectives
and priorities. Hence: *. . . the absence of a
body of accepted knowledge in relation to a
problem experienced by women."* This
enquiry has identified the substance of
another women’s problem. It is the paradox of
being seen as nurturing and supporting while
performing a highly responsible, active and
analytical function. It appears reasonable to
link this women’s problem with professional
dissatisfaction and the loss of midwives to
the profession.
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