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ABSTRACT

Serious questions need to be asked about the current status of midwifery in

Australia. This doctorate examines the lack of recognition of midwifery as an
autonomous profession and its consequential invisibility in Australian maternity care.

Despite the significant amount of evidence that continues to accumulate to support
the expansion of midwifery models of care, such changes have not been
widespread in Australia. An examination of international, national and local health
policy and strategic direction in maternity services, together with a critique of
contemporary Australian midwifery and the role of the midwife within the public
health system, provide the rationale and context for the study. The ‘case’ for
introducing improved systems and models of maternity care is developed with
regard to the evidence for increasing the utilisation of midwifery. The doctorate
argues for greater visibility and recognition of midwifery in Australia with a focus on

the role of midwifery leadership and its potential to improve collaboration.

A number of case studies report experiences and insights of leadership and
collaboration across different contexts: clinical practice, organisation of health
services and health policy leadership in maternity services. The result is a
comprehensive understanding of the reasons for the lack of visibility of midwifery
and the potential costs of such a situation continuing. The exploration of this
situation highlights the barriers to recognising and acknowledging midwifery itself.

Attention is drawn to the continuing lack of voice and visible leadership in Australian
midwifery, with midwives being absent from decision-making in situations where
others, predominantly nurses and doctors, speak ‘for’ them.

This work examines the barriers to midwives forming alliances and working to
influence government agendas at the social, organisational and political level.
Exploration of the power structures and hierarchical constraints that exist reveals

particular barriers and highlights what is needed to address the impending decline of
the profession in Australia.

The enhanced capacity that midwives would experience if their work were to be
understood, recognised and valued in the provision of maternity services in
Australia, is postulated through the development of a construct called ‘professional
capital’. Drawing on several theoretical perspectives, it is argued that the notion of

‘professional capital’ is dependent on a strategy of focused and deliberate
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leadership and collaboration within maternity services and the creation of positive
social networks and affiliations amongst midwives.

Professional capital would enable greater visibility and recognition of midwifery and
a more effective midwifery contribution to maternity services. It is suggested that
improved professional and societal recognition will ultimately enhance the
professional performance and self image of midwives. Such developments will
enable new and effective ways of supporting and strengthening inter-professional
relationships and systems of care that will, in the long term, improve the outcomes
and experiences of women who access maternity services.
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1.0 PROLOGUE

| have been a midwife since 1979. My interest in the importance of leadership in
midwifery and maternity services arose through clinical practice experience.
Throughout my career | have worked as an activist seeking greater recognition for
the capacity of midwifery. My nursing career, whilst brief in comparison, prepared
me adequately for the essential knowledge areas in biological and physiological
sciences. | was told | was an efficient and compassionate paediatric nurse. From
day one of my midwifery education however, | knew that the role was different and
that this was to be my ‘calling’. | recognised inappropriate and unnecessary
procedures and approaches to care of women and felt compelled to ask questions
about why or why not certain practices were followed or ignored. | initially
endeavoured to do this in the spirit of inquiry and healthy curiosity that befitted the
role of a midwifery student. Later, through the roles of registered midwife, midwifery
teacher and manager of midwifery services, | continued questioning practices and
systems of care in the pursuit of better care for women. It was many years later that
I connected this professional pursuit and activism with my slowly emerging
feminism.

A commitment to reforming maternity services and promoting the role of the midwife
soon became coupled with a desire to engage with organisations and individuals
willing to explore and embrace change. This has largely determined how, and
where, | have been employed. | was drawn to roles that offered an opportunity to
create changes to the mainstream systems and models of maternity care, in
particular those that saw the merit of greater utilisation of midwives. My
philosophical belief in the potential of midwifery models has largely underpinned my
employment positions for the past fifteen years. This also drove me to seek further
education, knowledge and academic skills. The individual leaders with whom | have
worked, and their underlying philosophy of maternity care, have also influenced my
career decisions.

My experiences and those | have read about and shared with others, tell me that
relationships between midwives and doctors have never been straightforward. Clear
differences of power, gender, education, pay, social status and class are accepted
and remain largely unchallenged. Despite [presumably] sharing similar goals,
sensible debate and exploration of underlying tensions within the professional
relationships of maternity care providers have been largely absent in the literature or

in practice. For this reason, | chose to explore and analyse aspects of leadership
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and their links to developing collaborative models of maternity care, as | have
experienced and understand them. In doing so, | anticipate that these models [and
this doctorate] in the future may give greater recognition and visibility to the
midwifery profession.

Since 1979, | have seen many changes in philosophy, organisational structures and
models of maternity service provision. | have practised in a variety of roles and
learnt much from observing others in practice as clinicians, teachers, managers,
academics and consultants. Some of the most profound teaching | have had as a
midwife has been through watching and listening to women, particularly women who
have laboured and given birth in their own homes. This portfolio is constructed in
part, from my personal journey through those years, although the majority of the
work has been produced over the last four years. It describes my pursuit of
knowledge through my own education and the journey | have taken in seeking to
raise the profile of the contemporary role of the midwife. It is underpinned by my
increasing concern and despair about the future of midwifery in Australia.

Over the past decade the profession of midwifery in Australia has undergone
considerable change and challenge. The move from hospital-based ‘training’ to
tertiary-based education for midwives, which occurred over this period, was
assumed to bring great potential for growth and development to the profession. This
potential was related to perceived opportunities for educational and academic
advancement alongside a similar process that had been achieved for nursing. The
anticipated emergence of a ‘new professionalism’ in midwifery, associated with the
transfer of midwifery education into the tertiary educational sector, was thought by
many midwives to be essential to midwifery’s future sustainability. This was
evidenced through the various conference presentations and journal publications of
the time where several of the leaders of the profession were heralding a fresh start
and a new era for midwives. As a professionally active midwife | believed that the
vision being proposed was achievable within my career span.

On Tuesday April 15th 1997, | was one of a group of midwifery educators,
practitioners and researchers who met in Melbourne to share their views and
explore ideas about the current issues affecting midwifery in Australia. An increasing
level of concern was being raised by each of us. We collectively identified problems
with standards of education, midwifery practice and the limited range of midwifery
services available to women. To those of us who attended, it appeared that the

‘vision’ was not being achieved and that in fact it seemed that midwifery was ‘in
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trouble’ professionally. Informally, through various networks, there was growing
consensus that midwifery education and practice in Australia was in a serious
decline locally and falling behind international standards in similar countries. This
group believed that urgent evaluation and assessment was required. At this
meeting, a plan was developed that included a decision to pursue funding for a
major national study about midwifery and the role of midwives in Australia. At about
the same time the organisation then known as ‘Women’s Hospitals Australia™
approached Professor Lesley Barclay expressing their concerns with the clinical
competency standards of many newly graduated midwives. What followed was a
funding proposal, developed by researchers from the fields of midwifery, nursing
and sociology [and several of us from the original meeting in Melbourne], who
engaged five separate industry partners, including Women’s Hospitals Australasia in
their concerns. In addition to Women’s Hospitals Australasia the other industry
partners were: a large area health service, two state health departments and the
Australian College of Midwives who all agreed to commit funds to support research
to study midwifery’s contribution to contemporary Australian maternity care. This
research became known as the Australian Midwifery Action Project.

The Australian Midwifery Action Project (AMAP) subsequently received funding from
the Commonwealth government through the Australian Research Council as part of
its ‘Strategic Partnerships with Industry Research and Training’ (SPIRT) program.
The research was projected to take three years to complete. Commencing in April
1999, the project was set up to identify and investigate barriers to midwifery within
the provision of mainstream maternity services. The overall aim of the AMAP study
was to conduct an analysis of the effects of recent changes in maternity care
policies, current midwifery regulation and educational systems as well as to
investigate models of care and practice. The design of the study enabled the
doctoral research training of two midwives, who would simultaneously conduct the
study under supervision and receive concomitant post-graduate research training. |
was one of the two full-time midwifery researchers engaged to undertake the AMAP

study as part of a Professional Doctorate in Midwifery.

! Later known as ‘Women’s Hospitals Australasia’
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1.1 INTRODUCTION

This portfolio conducted over the period from 1999 to 2003, was produced in part as
a result of my work on AMAP. It examines the invisibility of midwifery in maternity
care in Australia. The work first identifies the problem through the conduct of three
discrete pieces of empirical work. These provide evidence to substantiate the claim
that currently in Australia there exists a lack of recognition of midwifery within the
provision of mainstream maternity care. The portfolio then proceeds to report and
analyse the use of a number of strategic actions, which | undertook in order to
address the problem. In the final section of the portfolio | present an essay that links
leadership as a strategy to develop a concept, which | call ‘professional capital’.
This, | believe, is the overarching strategy necessary to address the invisibility of

midwifery within Australian maternity service provision.

‘Professional capital’ is the term | have chosen to describe the potential enhanced
professional capacity that midwives may experience if they were more visible,
recognised and valued in the provision of maternity services in Australia. | have
developed the concept from an understanding of ‘social capital’ (Putnam, 1993), a
construct used to describe the benefits that emerge from positive social networks
and affiliations. These effects include the capacity to improve functioning of
individuals, networks and relationships that in turn can lead to new and creative
ways of supporting and strengthening interpersonal relationships. Like other forms
of capital, professional capital is ‘productive’ (Coleman, 1988), which may make
possible certain professional achievements and outcomes that would not otherwise
have been thought possible. Social capital is often described as a feature arising as
a by-product of the social relationships (Achat, Kawachi, Levine, Berkey, Coakley,
Colditz, 1998). Thus through leadership, enhanced professional capital may provide
the capacity and visibility for midwifery that is so urgently needed within the

Australian setting.

One of the main leadership approaches applied within this portfolio is similar to that
described by Rosener as ‘transformational’ leadership’ (Rosener 1990). According
to Rosener, leaders who possess transformational characteristics are highly
appropriate within the current context of service provision, which requires effective
change management within health care services (Rosener, 1990). Such
characteristics include the capacity to be innovative and creative and to bring nto
existence new structures, systems and processes. This form of leadership requires

an engagement of two or more individuals in interactive processes. These
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processes are meant to bring about increasing motivation focusing on progress,
achievement and relationships (Rosener, 1990). This is indicative of the approach
used in several parts of this portfolio. It is the type of leadership that is clearly
important for midwives who are simultaneously required to form partnerships with
women (Guillland and Pairman, 1995), and to work collaboratively with a range of
different health professionals in order to provide appropriate care. Bennis (1989)
argues that the critical link between strategic vision and effective leadership is
communication. In identifying the link between leadership and language, he
suggests that it is effective communication skills, which energise, inspire and
motivate others (Bennis, 1989). Later in the portfolio | show how | used
communication through reports as the President of a professional association, as a
specific leadership strategy designed to inspire and motivate midwives.

The portfolio is based on my conceptualisation and vision for a type of ‘new
midwifery’ for Australia building further on the work of Lesley Page in the United
Kingdom (Page, 2000). This conceptualisation is based on a number of assumptions
about midwifery in this country, which | feel | am able to make, due to my experience
in the field. Throughout the course of the portfolio | engage the reader with evidence
from a variety of sources to underpin these assumptions. The first of these is that
midwifery is invisible within mainstream maternity services and the health care
system generally, in Australia. Using a number of different sources of data and
approaches, the lack of visibility of midwifery within maternity services and within
midwifery educational and regulatory structures is identified, explored and analysed.
Later it will be argued that the lack of visibility of midwifery can be reversed through
the development of professional capital, which can be achieved through a strategy
of leadership.

The second assumption is that leadership in practice, organisations and
development of policy in the health services is essential to achieve the necessary
and recommended reforms in maternity care. It will be shown that currently there is
a lack of leadership of maternity services. Significantly, leadership that promotes the
role and benefits of midwifery and the importance of a collaborative approach to
practice, service provision and policy development will be confirmed as lacking. In
addressing this problem, a number of strategies for increasing the recognition and
contribution of midwives will be presented. These include several leadership
strategies to improve collaboration, maximise midwifery's contribution to maternity
care and influence the development of professional capital in midwifery.
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The overall aims of the portfolio are to explore the following propositions:

e That midwifery is invisible in Australian health care and that this has

consequences for the outcomes of mainstream maternity service provision

e That a number of strategies for increasing the recognition and contribution of
midwives are important in addressing the problem and can be readily

implemented

e That leadership can influence the development of professional capital in
midwifery and produce effective collaboration that is necessary to improve

maternity care

The portfolio is set up in the following way:

An introductory and background section sets the scene through a critique of
contemporary Australian midwifery and maternity services development and
attempts at reform in the organisation of maternity services. The role of midwifery as
distinct from nursing and the status of midwives within the medicalised hierarchy of
maternity care providers is described. Systems and models of care are outlined
within the international, national and local health policy frameworks. In this section it
is shown that despite a growing body of high quality evidence that recognises the
potential of the midwife as a significant and important contributor to maternity
services, the role has neither been well recognised nor supported nationally.
Support for the expansion of midwifery models of care for the most part, has not
been forthcoming. It is evident from this critique that a number of barriers to the
introduction of new models of maternity care exist and that part of the problem, are
in fact barriers to midwifery itself.

Section One confirms the problem of midwifery invisibility through the reporting
of a number of separate studies. The first study, referred to as ‘The midwives’ voices
study’ was conducted with a cross-section of Australian midwives, most of whom
were in current practice. Participants were asked in a national survey: ‘What are the
barriers to midwifery’? These data provided evidence of the current issues affecting
the profession. Through an analysis of these responses, significant concerns are
identified regarding the organisation of maternity care, the lack of recognition of
midwifery and the lack of leadership that is necessary to bring about change.

The second study reports on empirical research conducted to examine the
regulation of midwifery in Australia. Through an analysis of each of the Nurses’ Acts

in each of the Australian states and territories, the problem of midwifery invisibility is
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reflected. There are also serious concerns regarding inconsistencies and
inadequacies of the current legislation identified, all of which serve as additional
barriers to midwifery itself.

The third study explores the problem of invisibility of midwifery as it arises in practice
and policy. Through the reporting of experiences and insights gained in the analysis
of three case studies, the role of leadership and collaboration in maternity services
and the consequences of a lack of leadership are examined and interpreted through
a critique of the prominent theories relating to leadership and collaboration. Within a
context of widespread national and state based health policy change, and the
introduction of flexible models of maternity care, midwifery’s contribution and
capacity to adapt to necessary changes and challenges is assessed through these
case studies. The frameworks of Primary Health Care (World Health Organisation,
1986) are used to explore the current problems in maternity services, which have
arisen in part as a result of their shift away from primary health care to an acute
hospital focus of care (World Health Organisation, 1995). The impact that these
changes are having on the integrity and capacity of midwifery to contribute
effectively to the care of women and the nature and quality of the services they
receive is also examined.

The case studies arise from my own experiences in practice across three different
contexts of health services leadership: clinical practice, organisation of health
services and health policy leadership. These were chosen for their contrasting
features and dimensions. The case studies identify the multiple attributes and
strategies that are necessary to assist the profession, policy makers and service
providers in Australia to adapt and change current models of care and the practice
of midwives. Through the case studies, it will be argued that the needs of Australian
women for high quality maternity services and increased recognition of midwifery
are mutually achievable though leadership and the development of professional
capital in midwifery.

Section Two describes techniques to make midwifery visible. This section
includes several strategic actions that flow on from the identification and defining of
the actual problem. The first action consisted of a strategy aimed specifically at
reforming the legislation and regulations governing the practice and education of
midwifery in one state of Australia, that is, New South Wales (NSW). This was a
strategic move that was purposely designed to gain visibility through the legal

recognition of midwifery in that state. The action involved the preparation of a
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submission to the Review of the Nurses Act 1991 in 1999. As the leading author, |
argued the need for greater visibility and recognition of midwifery within legislation.
The process of leadership that was used and the outcomes of the submission and
their implications for the midwifery profession are also discussed.

The second action was the implementation of a leadership strategy involving the
profession of midwives who were members of their professional organisation, in one
Australian State. [This developed in part as a response to some of the findings from
the midwives’ voices study]. The leadership strategy consisted of regular President’s
reports that were designed to encourage and stimulate midwives into action and
achieve greater visibility and recognition. The reports were presented in the form of
a ‘call to action’ to the profession, at a time when many challenges and opportunities
for greater visibility were being put forward. Along with a series of different political
media activities, including radio interviews and newspaper articles, this strategy was
designed to raise awareness of the areas of concern and engage midwives and
others in understanding the issues and seeking ways of addressing them. The aim,
process and outcomes of this strategy provide a case of midwifery leadership in
action that may benefit others.

The third action involved the testing of one possible solution to the problem of
midwifery invisibility through the application of some lessons learnt from both
practice and empirical studies. This involved testing leadership midwives that sought
to build collaboration amongst maternity care providers and increase the potential
for improved outcomes of care. This case study describes my shared role with two
other colleagues that led to the introduction of ashort educational course into
Australia for the management of emergencies in maternity care. This case study of
leadership in action is used to demonstrate a practical example of the promotion of
collaboration in maternity care and the concomitant rising of the profile, status and
arguably, the professional capital of midwives that followed.

Section Three presents a way forward and some prospective solutions to the
problem of invisibility of midwifery by developing professional capital through
leadership. An essay undertakes an exploration of leadership as a strategy and
collaboration as a process to build professional capital. This is combined with an
analysis of theories of leadership and collaboration as applied to contemporary
maternity service provision. In this final section, the potential to reform and

reconstruct midwifery as a profession in its own right in Australia is explored through
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a synthesis of the barriers as well as the possible solutions identified through the
portfolio.
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2.0 BACKGROUND TO THE STUDY

In the next section the context and background for the study is presented. National
and international maternity services policy and strategic directions provide the
backdrop to an analysis of the role of the midwife and the barriers to the fulfillment of
the role in Australia. The safety of midwifery and the rationale and importance of
making midwifery visible is demonstrated along with the evidence for the
introduction of models and systems of maternity care that increase the utilisation of
midwives.

21 AUSTRALIAN MATERNITY CARE

In Australia, there are approximately 250,000 live births annually (Australian Bureau
of Statistics, 1997). The majority of these births take place in hospitals staffed by
approximately 13,800 registered midwives and nurses working in maternity units
(AIHW, 2002), with medical care available either ‘on call’ or ‘on site’. High standards
of maternity care are based on the assumption that there is, and will be, the
availability of qualified midwives for all women during labour, birth and the initial
postnatal period. Whilst there are clearly areas for significant improvement,
childbirth in Australia is considered relatively safe compared to international
standards with a fetal death rate of 6.7 per 1,000 live births (Kitzinger, 1988).
However, in Indigenous communities the fetal death rate remains nearly double that
at 12.5 per 1,000 births (Kitzinger, 1988) and the proportion of low birth weight
babies (under 2500 grams) born to Indigenous women has remained two to three
times higher than for non-Indigenous women (AIHW, 2001; Kitzinger , 1988). A
recent report on maternal deaths in Australia reported the first recorded increase in
maternal deaths since the 1970s with deaths of Indigenous mothers three times the
national average (Barclay, Brodie, Lane, Leap, Reiger, Tracy, 2003).

Currently, maternity services in the Australian public health sector are predominantly
hospital-based and provided by a range of different health professionals. Most
women see a number of different health care providers (midwives, obstetricians,
GPs) through their pregnancy and are attended by different caregivers during labour
and birth and again during the postnatal period. It is not uncommon for a woman to
see as many as thirty different health professionals through the course of her
pregnancy and childbearing experience in the public health system. Over the past
15 to 20 years various models of maternity care have been developed through local
or historical patterns. These are generally based on demand for services and

availability of an appropriately skilled workforce.
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Like most comparable western countries Australian maternity services are largely
influenced and controlled by obstetrician led planning and decision making. National
data shows that 33% of women access private obstetric care, either as private
patients in public hospitals or by choosing to birth in a privately run maternity facility
(AIHW, 2001). The majority of public maternity care is hospital-based and funded
through the acute health services budget of the States and Territories. In addition
under the ‘Medicare’ system of health care funding, the Commonwealth provides a
‘fee for service’ for ‘items’ of obstetric care provided by general practitioners (GPs)
and obstetricians as primary care providers in the public health system. This
includes antenatal care, care in labour and birth and the postnatal period including
the postnatal review at six weeks postpartum. In Australia, there is no funding for
primary care provided by midwives from either the state or Commonwealth health
care budget allocations. In urban settings, women usually have access to free
maternity care through the public hospital system where they mostly see a range of
different health professionals including midwives and staff obstetricians, GPs,
residents and registrars (Homer, Davis, Brodie, 2000). In addition, there are reports
of some women receiving care from registered or enrolled nurses (Brodie, 2002).
Within and between public and private hospitals there exist large differences in style,
philosophy, practices, resource utilisation and adoption of evidence based policies
and protocols. In rural locations, many small units are faced with closure due to lack
of twenty-four hour obstetric and anaesthetic medical cover (AMWAC, 1998). Those
that continue to provide maternity services encourage access to antenatal care
(either shared care or in total) with the general practitioner rather than hospital
based clinics. This enables a degree of cost shifting from the state (hospital based)

budget to the Commonwealth (Medicare) funds.

Within the public maternity system care is fragmented across the antenatal,
intrapartum or postpartum periods. There have been numerous suggestions that the
current system is not acceptable to many women (Shearman, 1989; Commonwealth
Department of Health and Aged Care, 1999) (Maternity Coalition, 2002).
Fragmentation is further compounded by an increasing promotion of ‘shared care”
in the antenatal period and a range of different protocols and procedures that
influence the various forms of care and services available (NHMRC, 1996).

2The provision of care that is shared between general practitioners, obstetricians, midwives and/or
Aboriginal or Torres Strait Islander health workers (Homer, Brodie and Leap 2001).
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2.2 INTERNATIONAL HEALTH POLICY STRATEGIC DIRECTIONS

Global changes in maternity service provision should be seen within the context of
the widespread health care reforms occurring in nearly all industrialised countries.
Since the 1980’s, organisational and structural change in the public sector have
heralded massive policy review, analysis and redirection which particularly affects
health care services, given their centrality and predominance in overall public sector
expenditure. Under the umbrella of Primary Health Care (World Health Organisation,

1978; World Health Organisation, 1981; World Health Organisation, 1986) health
care services are being reoriented towards a system which is:

“... an integral part both of the country’s health system of which it is the
central function and focus and of the overall social and economic
development of the community. It is the first level of contact of
individuals, the family and the community with the National Health
System bringing health care as close as possible to where people live
and work, and constitutes the first element of a continuing health care
process”

(World Health Organisation, 1978)

The WHO coined the slogan ‘Health for all by the year 2000’ in 1978 to reflect the
global strategies, which were adopted at that time by its international members. The
Australian Government was a signatory to these policies. Thus, ‘Health for all’ is an
international movement, which aims to ensure that more people have healthier,
longer lives free from disease and disability. Achievement of these objectives at
international, national, state and local level requires all health professionals to
become familiar with the fundamental principles of Primary Health Care. t will be of
paramount importance that these principles are used as a conceptual framework not
only for maternity services planning, organisation and delivery, but also as the
underpinning for education and training of the health care workforce. In simple
terms, these principles imply that:

e Health care services should be equally accessible
e Maximum individual and community involvement should occur
e The focus should be on illness prevention and health gain

e Only appropriate technology that is scientifically valid and adapted to local needs
is used and this is affordable and acceptable to the community that uses it

2.0 Background to the Study Page 12 of 332



e Health care is only one aspect of total health development; education and
housing and nutrition are all essential to overall well-being (World Health
Organisation, 1978; World Health Organisation, 1986)

Applied to maternity care primary health care principles mean that services need to
be reoriented towards a community basis with care available and accessible close to
where women live and work. A shift in the philosophy of care towards a ‘social’
rather than a ‘biomedical’ approach is necessary with an emphasis on primary
prevention and enhancing health gain. This is achieved by ensuring the availability
of primary, secondary and tertiary maternity services that enable a seamless
transition through the necessary levels of care, from home to the acute service and
home again, for women and their babies. In this context midwives, GPs and
Indigenous health workers will provide the bulk of care for women who are

experiencing a normal pregnancy and anticipating a normal birth.

The Ottawa Charter (1986) defines health promotion as the process of enabling
people to increase control over, and to improve their health. This, the charter
asserts, can be achieved through a combination of healthy public policy (with
sensitivity to education, transport, agriculture), the creation of healthy environments,
community action and the development of individual's personal skills (World Health
Organisation, 1986). The Charter originated as a result of concerns hat more
investment by government in health care was not likely to achieve the improvements
in health that other social change and the commercial world might achieve (Leeder,
1999). Subsequent to this, has been development of a critique of health care policy
and systems that reveals a move beyond a preoccupation with paying for health
care, hospitals, doctors fees and health insurance associated primarily with those
who are sick (Baum, 1999; Commonwealth Department of Health, 1993; Legge,
1999).

Since the middle of the 1980s in most industrialised countries, there has been a
redirection of health policy towards health improvement and maintenance. This has
involved much greater emphasis on achievement of health outcomes in relation to
goals and targets, along with increasing recognition of the influence of ‘social
determinants of health’ (World Health Organisation, 1986; Better Health
Commission, 1986; Commonwealth Department of Health, 1993; Legge, 1999). The
midwifery profession has sought to place itself centrally within a reorganisation of
maternity services that reflects this new direction. In line with increasing evidence of

the necessity of such an approach midwives have argued that they must become
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more visible and recognised as key providers of a social, public health model of
maternity service provision (Kaufmann, 2000; Kaufmann, 2002; Walsh and
Newburn, 2002; Tracy, 2003)

2.3 SOCIAL INFLUENCES ON MATERNITY CARE AND MIDWIFERY

According to Legge (1999), social determinants of health are commonly identified
as:

e Material factors such as access to resources or exposure to hazards
e Social and cultural factors such as social cohesion and level of education

e Emotional and psychological factors such as being in control of one’s life and
having a sense of belonging

Some social determinants are individual factors (being in control of one’s life); some
are group factors (social cohesion); and others could be constructed as either
individual or group factors (eg exposure to material hazards) (Legge, 1999). These
various factors are all subject to debate regarding their relative importance, how
they are best theorised and the mechanisms through which they affect health and
health outcomes. Midwives would argue that their philosophical approach of ‘woman
centred care” is central to their practice and what distinguishes their role from that
of doctors or nurses. ‘Woman centred care’ focuses care around the woman in her
individual social milieu with an emphasis on improving outcomes related to those
particular social factors that are known to affect outcomes.

One way of theorising and measuring the influence of social factors on health
outcome is through the concept of ‘social capital’. Putham (1993) refers to ‘social
capital’ as:

“... the features of social organisation, such as networks, norms and

trust, that facilitate co-ordination and co-operation for mutual benefit.

%In midwifery, ‘woman-centred care’ is a concept that implies the following: Midwifery focuses on a
woman’s individual, unique needs, expectations and aspirations, within the recognition of her particular
social milieu, rather than the needs of the institutions or the professions involved. Implicit is the notion
that ‘woman-centred’ encompasses the needs of the baby, and the woman’s family, her significant
others and community, as identified and negotiated by the woman herself. Midwifery recognises the
woman'’s right to self-determination in terms of choice, control and continuity of care from a known or
known caregivers. Midwifery follows the woman across the interface between institutions and the
community, through all phases of pregnancy, birth and the postnatal period. It therefore involves
collaboration with other health professionals when necessary. Midwifery is ‘holistic’ in terns of
addressing the woman'’s social, emotional, physical, psychological, spiritual and cultural needs and
expectations (Australian College of Midwives Inc., 2002)
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Social capital enhances the benefits of investment in physical and
human capital”

(Putnam, p.1,1993)

In Australia, Eva Cox further enhanced understanding of the benefits gained from
embracing the concept of social capital, locating it in the world of human
relationships, advocacy and politics (Cox, 1995). Cox draws a useful distinction
between social capital and other forms of capital (such as financial and physical
capital), which can be used to produce wealth, as can one’s individual skills. It is a
potentially powerful notion to conceive that, if tis philosophy was accepted by the
community at large and adopted by health professionals and politicians, there would
be capacity for real improvement in Australia’s health. This could occur within a
health system that would be viable and economically sustainable. Stephen Leeder,
an eminent Australian medical and public health leader, has written critically of the
need to determine an agenda for action, based on an understanding of the value of
social capital and how it is linked to health gain, through the formulation of health
policy (Leeder and Dominello, 1998).

Various principles, strategies and styles of practice have been developed to address
the ‘social determinants of health’ in a range of different sectors of public health.
These health development principles include inter-sectoral policy collaboration;
community development and empowering styles of health education (Legge, 1999).
All are widely deployed at least rhetorically; most commonly with a view to changing
the social conditions which frame the potential for health or ill health. Such initiatives
have been practised in some communities for many years, well before the Alma Ata
and Ottawa conventions, and reflect individual’s commitments to partnership and the
development of empowering approaches to enable people and communities to
survive, develop and flourish (Friere, 1971). In Australia, contemporary maternity
services are being challenged to embrace a number of social policy initiatives that
are designed to focus more on the social determinants of health and strategies of
health development (NSW Health Department, 2000b; NSW Health Department,
2002; Commonwealth Department of Health, 1993; NHMRC, 1998b). These are
recommended as part of early intervention rather than an acute illness or symptom
focus (NSW Health Department, 2002).

In this portfolio, ‘health development’ strategies (Legge, 1999) provide a useful
framework to analyse the organisational changes that are driving reform and

reorganisation of maternity care in Australia. Health development strategies
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encompass a range of principles, strategies and styles that aim to address the
social, economic, political and cultural influences on health outcome. These
strategies are commonly directed at achieving long-term gain, rather than an
immediate fix. This is particularly so where the conditions for poor health are
embedded in history and social relations, as in the case of Aboriginal perinatal
health, or in the distribution of power and income as in the case of socio-economic
inequalities (Wilkinson, 1996). More recently, by way of revisiting Alma-Ata (1978),
some Australian state governments are articulating strategies designed to focus
more on ‘groups’ needs rather than on findividuals’, as a way of improving
effectiveness (Schrage, 1990).

Internationally, ‘best practice’ maternity care recognises the effects that low socio-
economic status can have on the health outcomes of women and their infants and
the positive effects that health development strategies (Legge, 1999) can achieve in
maternity care. ‘Best practice’ in maternity care is increasingly being defined as care
that provides for the best possible outcomes for women and babies not only in terms
of clinical safety and effectiveness but also with regard to improving women’s lives
(Kaufmann, 2000; Reid, 1997; Seguin, Therrien, Champagne, Larouche, 1989).

All of these principles and philosophical underpinning could be interpreted and
applied to form a framework of maternity services and ‘new midwifery’ in the future.

Within a context of ‘woman-focused’ maternity care, this ‘new midwifery’ would
ensure that:

e Maternity care services are equally accessible.

e Women'’s rights as consumers including their rights to information and choice are
recognised, with greater participation by women, in care that involves them as
active partners. Women should be involved in decision making about maternity

services planning, provision and evaluation.

e The philosophy of maternity care reflects a social context of health and
encompasses the diversity of a woman'’s life; recognising that pregnancy and
childbirth are in the majority of cases normal life events requiring minimal
intervention. Childbirth and mothering are but two aspects of a woman’s overall
life experience and care received during this time may have a profound and

prolonged effect on long-term well-being.
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e Policy, services and practices are based on accurate data and current evidence,
including technology and interventions that are scientifically validated, affordable
and acceptable to the community that uses them.

The United Kingdom (UK) has tried to grapple with, and achieve, major
improvement in maternity service provision whereby care is being reorganised to
ensure that the majority of services for healthy women are community based and
provided by midwives and GPs. These reforms are based on evidence and
recommendations provided to the House of Commons, which led to the release of
the ‘Changing Childbirth Report’ (Department of Health Expert Maternity Group,
1993). This reform is occurring within a framework of three basic principles: choice,
control and continuity. These over-arching and all encompassing terms reflect the
UK government’s expression of primary health care as the necessary foundations
for safe, affordable, efficient, evidence based maternity care that meets the needs of
women and communities. In this setting midwifery is seen as the foundation of care
and central to a primary health care approach for all maternity services.

24 MIDWIFERY AS PRIMARY HEALTH CARE

The acceptance of the declaration of Alma Ata (World Health Organisation, 1978) by
the Australian government provides an opportunity at least theoretically, for
midwives to reclaim their primary role in maternity service provision. The
philosophical principles of ‘primary health care’ namely: equity of access; individual
participation and self reliance; use of only socially acceptable technology; health
promotion and disease prevention; political action to achieve change and
cooperation between agencies and key stakeholders (World Health Organisation,
1986; Wass, 1994) provided an appropriate conceptual framework on which to base
the reforming of maternity services. As Tara Kaufmann, Head of Policy for the Royal
College of Midwives in the UK has reasoned, these foundations could underpin the
reorganisation of maternity services and restore the midwife to the rightful position

as the most effective provider of maternity care for the majority of women
(Kaufmann, 2002).

In so doing, improved public health and long term health gain, key outcomes of the
new public health agenda (Newburn, 2001; Downe, 2001) could arguably be
realised. This will only occur if midwives are able to practise to their full capacity,

maximising women’s capacity to labour and birth physiologically without
unwarranted and costly intervention (Downe, 1997).
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Over the past ten years in Australia, these philosophical principles have begun to
have an impact on the organisation, planning and provision of mainstream public

hospital based maternity services. This is evidenced by the direction provided
through national and state government health policy.

2.5 NATIONAL AND STATE GOVERNMENT HEALTH POLICY

In 1993, following an extensive review and strategic planning process incorporating
options for change, the Australian government released the National Health Strategy
(Commonwealth Department of Health, 1993). The strategy emphasised the need
for the Australian health system to change, in response to changes in the

community’s needs and contemporary health care practices. These changes
included:

e Emphasis on ongoing care across services agencies; continuity of care;

e Shorter lengths of stay in hospital,

¢ Increased use of non in-patient and community care;

e Pressures for improved productivity and efficiency in the delivery health care.

The strategy, which is still current, covers a range of issues in health care provision,

and therefore maternity service provision, some of which include:

e Workplace reform and attention to best practice;
¢ Increasing attention on consumer focus and participation;
e Greater attention on the health needs of a multi-cultural population;

e Specific attention to the needs of people in rural and remote Australia, including

Aboriginal and Torres Strait Islander peoples.

The report further notes that most Australian states and territories could achieve a
greater integration and degree of inter-sectoral collaboration than presently exists
between some or all hospital, community health and child health programs and that
such integration has been partially inhibited by ‘differing work practices’
(Commonwealth Department of Health, 1993). Applied to maternity care, it could be
argued that the ongoing basis for the organisation of services has been upheld by
history and tradition with ‘differing work practices’ of midwives, obstetricians and
GPs continuing to present a barrier to innovation and effectiveness. This portfolio

will examine these differences and argue that the ongoing lack of visibility of
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midwifery has served to inhibit the potential for improving outcomes for women in
particular those experiencing socio-economic inequalities.

As a part of the National Health Strategy in Australia (Commonwealth Department of
Health, 1993), specific goals and targets for seven health priority areas were
identified. These were endorsed by all states and territories as a platform for
strategic planning of women’s health services, including maternity care. Priority
Issue One: ‘Reproductive Health and Sexuality’, identified eight goals with a range
of strategies that have relevance to the planning and provision of health services to
women. Goal 1.2 ‘Improve the range of Maternity Services’ was developed in
response to demand by women for a less interventionist and more sensitive
approach to childbirth. In this policy framework, strategies for the health system are
action-orientated and advocate changes to the range of services provided and the
manner in which services are delivered. In particular, strategies focusing on the
development of a maternity service and professionals that are more able to meet the
needs of women include:

Increase the availability of midwifery based services;

Increase the range of services available to women by funding special programs

in hospitals;

e Through legislative change, remove legal and other institutional barriers to give

hospital visiting rights to accredited independent midwives;

¢ Develop and implement models of quality care, which are sensitive to women’s
varying needs i.e. social, cultural, emotional and physical.

In addition, several other goals contain strategies for reform that have relevance to
maternity services including:

e Increase culturally appropriate services — language, education, service
providers, community involvement, antenatal care, birthing services and

postnatal services;

e Develop outreach midwifery services for ‘high-risk’ women from non-English
speaking backgrounds.

(Commonwealth Department of Health, 1993)

The National Strategy also incorporated the existing National Women'’s Health policy
(Commonwealth Department of Health, 1993) which in 1990, had seen the
allocation of $6.44 million from the Commonwealth Budget to assist state and
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territory governments to establish alternatives to mainstream hospital based
maternity care. Known as the Alternative Birthing Services Program (ABSP) (NSW
Health Department, 1998), objectives for Phase One of the ABSP program were:

e To promote greater choice in birthing services through the establishment of
appropriate midwife managed birthing services apart from the specialist hospital

setting;

e To provide an incentive to assist States and Territories to reorganise the
services to achieve more cost-effective delivery and longer term improved use of

health services;

e Torecommend in what form an Alternative Birthing Services Program should
continue.

The philosophy of care underpinning the Alternative Birthing Services Program
reflected recognition of the midwife’s role as primary care giver and a principle that
in most cases, pregnancy and childbirth are normal life events requiring minimal
intervention (Commonwealth Department of Health, 1993). This was the first formal
effort within public health policy that midwifery needed greater visibility and
recognition. It could be argued that such a deliberate emphasis on the benefits of
midwifery provided the platform for subsequent initiatives involving a more
significant and visible role for midwives in Australia. In the second phase, a further
principle: ‘to ensure women are involved as active partners in birthing’ was
introduced. This philosophy of care reflected global primary health care principles,
which were also reflected in the National Women’s Health policy principles
(Commonwealth Department of Health, 1993). Principles, which included the

importance of health services related to:

e Reflecting a social context of health;

e Encompassing of a woman’s life span and roles;

e Requiring greater participation by women in decision making;
e Recognising women'’s rights as consumers;

e Ensuring women'’s rights to information;

e Developing policy based on accurate data.

The policy direction of the Alternative Birthing Services Program elevated the role of

the midwife and promoted a social model of health care and pregnancy and
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childbirth as predominantly normal life events. The Program sought to involve
women actively in determining their own health care needs, forming partnerships
with midwives and making informed decisions about choices in care. In broad terms,
this led to an expansion of the range of maternity care options available to certain
women and a small but significant increase in the availability of ‘midwifery led’ care.
In 1989, the Commonwealth allocated $AUS2 milion to one State’s Health
Department for implementation of Phase One of the ABSP. Thee funds were
allocated to:

e Birthing Centres as one-off capital grants;
e Midwives’ salaries and;
e Aboriginal Medical Services in non-government sectors.

As part of the funding terms, all states and territories were to evaluate the
implementation of their projects assessing the outcomes for women using these
services. The New South Wales (NSW) ABSP Evaluation Report (1992) provided a
comprehensive analysis of the effectiveness of state-wide funded strategies. This
Report found that women and midwives had a very positive response to Birth
Centres and that these centres were heavily booked. Significantly, in the final report,
there was a recommendation that some of the principles of birth centre care could
be adapted in mainstream maternity services for the benefit of more women
(International Council of Nurses, 1992).

Phase Two of the Alternative Birthing Services Program commenced in 1993/94
with the allocation of $8.9 million nationally over four years. As with Phase One, the
philosophy of woman centred maternity care was a guiding principle for
implementation and distribution of funds. Program objectives for Phase Two of
ABSP were:

e To promote greater choice for birthing for women in the public health system
through contributing to the establishment of services that are: midwife based;
recognise that pregnancy and childbirth are in the majority of cases normal life
events requiring minimal intervention; involve women as active partners; and

provide continuity of care;

e To provide an incentive to States to trial models of care which in the long term

may become part of the standard range of services;
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e To encourage States to develop appropriate models of maternity care for
Aboriginal and Torres Strait Islander women with a special emphasis on
antenatal and postnatal care and;

e To promote awareness and understanding of a range of birthing options among

consumers and health care providers.

(NSW Health Department, 1998)

The Second Phase of the Alternative Services Program in New South Wales
commenced in 1993/94 with the allocation of $2.3 million. As a result of the priorities
identified in the evaluation of phase one (International Council of Nurses, 1992) it
was determined, that the main focus in that state would be the development of
appropriate models of maternity care for Aboriginal and Torres Strait Islander
women, with a special emphasis on antenatal and postnatal care. Two one-off

projects also received funding and these were:

e Maternity Alliance (Inc) in 1995 received funding for a national conference from
which a ‘Birthing Services Network’ was formed

e Aboriginal Medical Services received funding to conduct two one-day
information forums in 1994 and 1996 on ABSP and National Women'’s Health

Policy projects

e The Evaluation of the NSW ABSP — Second Phase (NSW Health Department,
1998) focused on the nine projects funded for the development of appropriate

models of maternity care for Aboriginal and Torres Strait Islander women.

Key findings included:

e That Aboriginal health workers and midwives play a key role in linking women
into mainstream services and that the Aboriginal health worker is vital to

ensuring Aboriginal women understand their care;

e ABSP funded projects had succeeded in developing services that were trusted

by Aboriginal women and that were culturally appropriate;

¢ Midwives and other health care providers need training to assist their
understanding of cultural issues surrounding the provision of care to Aboriginal

and Torres Strait Islander women;

e Midwives face a number of barriers in providing continuity of care across

pregnancy, labour, birth and the post partum period including gaining access to
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the delivery suite and opposition to midwifery models of care, by some medical
practitioners;

e Some Aboriginal Medical Services reported a lack of consultation and

involvement in the development of strategic planning for maternity services;

e There is a need for the relevant agencies and service providers to cooperate
and collaborate to ensure the successful implementation of continuity of care.
This includes the need to develop relationships and structures that facilitate

collaborative planning and equitable access to mainstream services.

(NSW Health Department, 1998)

The ABSP was established to promote greater choice in birthing services for women
through the establishment of midwife-led birthing services that offered an alternative
to mainstream medically led and hospital oriented models of care. As such it
provided a vehicle for enabling greater visibility and recognition of the contribution
that midwives make to mainstream maternity services. It was intended that the
Program would enable the funding of homebirth as well as other alternative forms of
care. This goal was not achieved with reports from one researcher suggesting that
this was due to well organised resistance from the medical profession and the
limited capacity of government to implement policy that confronts the power base of

the medical profession (Andrews, 2000).

Across Australia, through the late 1980s and 1990s, a number of government
reports recommended change and reorientation of maternity services to ensure
increased continuity of care, greater utilisation of midwifery skills and relocation of
maternity services towards the community (NSW Health Department, 1989;
Victorian Department of Health, 1990; Fraser, 2000; South Australian Health
Commission, 1995; NHMRC, 1998b). Citing evidence of consumer support for
‘midwifery led’ care, two National Health and Medical Research Council (NHMRC)
reports have stressed the importance of continuity of care, within the context of

improved quality and cost effectiveness, and the need to maintain safety and
efficiency (NHMRC, 1996; NHMRC, 1998b)).

During the period 1997 — 1999, in NSW a strategic planning project for maternity
services was conducted by the NSW Health Department as part of that State’s
ongoing commitment to the development of more ‘woman centred’ effective models
of maternity care (NSW Health Department, 2000b). | was the Policy Analyst and

Project Officer attached to this initiative and through this role | gained valuable

2.0 Background to the Study Page 23 of 332



knowledge and education and provided leadership in the development of the
strategic plan for maternity services state-wide.

All the State and Commonwealth reports and policy initiatives mentioned earlier
demonstrate the respective government’s responsibility for the development of
policy for maternity care that reflects the principles of Primary Health Care (World
Health Organisation, 1978) and focuses on public health improvement. This is
particularly emphasised for women from disadvantaged backgrounds (NSW Health
Department, 2002). These changes to the organisation of maternity care in Australia
reflect international moves where increased costs, lack of improvement in outcomes
for those at greatest psycho-social disadvantage, women’s overall declining
satisfaction with maternity services and considerably increased morbidity attached
to intervention rates, are forcing a closer examination of medically dominated
systems of care (Lane, 2001; Graham, 1997; Lilford, 1993; Roberts, Tracy, Peat,
1999). It is increasingly becoming recognised that health services need to
accelerate the development of midwifery-based models of care and the leadership
of midwives in providing care for healthy women. This portfolio provides a rationale
for this, examines barriers to progressing with implementation and provides a
strategy to address the problem of the invisibility of midwifery in Australian maternity
care.

Policy directions at national and state level have been influenced by the broader
international directions for health service development as has been discussed,
however arguably more significant, has been the emergence of a rapidly expanding
body of evidence to support greater recognition and responsibility for midwives and
the benefits of a primary health care approach to the organisation of mainstream
maternity care. These factors are examined in the following section where the
argument for urgent reform of Australian maternity services is presented along with
the scientific basis for increasing the contribution that midwives make to mainstream
maternity service provision in Australia.

26 THE ROLE OF THE MIDWIFE IN AUSTRALIA
The World Health Organisation (World Health Organisation, 1996) states:

‘The midwife appears to be the most appropriate and cost effective type
of care provider to be assigned the care of normal pregnancy and birth,
including risk assessment and the recognition of complications’.

(World Health Organisation, 1996)
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Historically in Australia, midwives fulfilled the full breadth of their role within this
WHO definition until as recently as the 1930s, when at that time they provided care
for 18% of all women (Adcock and et al, 1984). Since then, the role of the midwife,
apart from that practised in remote parts of the country, has been controlled,
overseen and most often ‘dominated’ (Willis, 1983) by medical practitioners. The
only other exception to this currently is the small and diminishing numbers of
independent midwives, [who in 2000 lost access to affordable professional
indemnity insurance] and the handful of innovative public hospital programs that are
seeking to introduce midwifery ‘caseload’ models of care (Homer, Brodie, Leap,
2001).

In Australia, midwifery was always a separate profession (Barclay, 1986) until it was
subsumed into the nursing profession with the introduction of rurses’ regulatory
systems in the 1920s (Summers, 1998b; Bogossian, 1998a). Since this time,
through the various Nurses Acts and regulations midwifery has remained ‘invisible’
in a legal sense in Australia (Barclay, 1985; Bogossian, 1998a). The public has no
way, from a legal perspective to properly identify midwives or to determine what
should be expected of their practice (Brodie and Barclay, 2001). This is of concern
as currently, a number of maternity health care services and policy makers are
seeking to maximise midwives’ contributions through the development of new
models of care that increase midwives’ role in maternity care (NHMRC, 1998b;
NHMRC, 1996; NSW Health Department, 1996; NSW Health Department, 2000b;
Health Department of Western Australia, 2001; Pinch, Della, Margrie F, [Eds],
2001). At the same time, governments and health services are increasing the
emphasis on consumers’ participation in health service planning, provision,
monitoring and evaluation (Commonwealth of Australia, 2001). If this eventuates a
more knowledgeable and informed consumer will likely narrow the gap in knowledge
that exists between the community and health professionals. There is evidence in
one Australian study that this could lead to a concerted demand from consumers for
greater choice (Zadoroznyj, 2000) and equity of access to maternity services,
including primary care from midwives. There is current evidence of consumers
taking this approach through the work of a coalition of consumers and midwives who
are seeking access to primary midwifery services and greater recognition of the role
of the midwife in Australia (Maternity Coalition, 2002).

The internationally recognised definition of a midwife states that:

2.0 Background to the Study Page 25 of 332



‘A midwife is a person who, having been regularly admitted to a
midwifery educational program, duly recognised in the country in which it
is located, has successfully completed the prescribed course of studies
in midwifery and has acquired the requisite qualifications to be kgally
licensed to practise midwifery’.

(International Confederation of Midwives, 1990)

Australian governments, both State and Federal recognise this definition of the role
of the midwife, consistently citing it in the policy and planning documents pertaining
to maternity care as well as in several individual Nurses’ Acts. See for example
(NHMRC, 1996; NHMRC, 1998b; Victorian Department of Health, 1990; Shearman,
1989; NSW Health Department, 2000b; Nurses Registration Board of NSW, 1997,
Nurses Board of Victoria, 1999).

Despite the recognition within policy documents, in Australia, as in most westernised
countries midwifery’s contribution has not been recognised or valued within what are
mostly traditional models of care. Midwives have long been the assistant or
‘handmaiden’ (Leap and Hunter, 1993) to doctors who are seen by the maijority of
women as the experts in childbirth (Larkin, 1983; McGinley, Turnbull, Fyvie,
Johnstone, MacLennan, 1995).

Recent Australian reports have recognised the changing role of the midwife and the
need for midwives to develop their skills in relation to ‘new models’ of care in order
to take responsibility and work to the full potential of their role (AMWAC, 1998;
NHMRC, 1996; NHMRC, 1998b; AHWAC, 2002; NHMRC, 1998b; Kawachi,
Kennedy, Lochner, Prothrow-Smith, 1997). In response to growing concerns about
the Australian midwifery workforce and the educational systems that existed at this
time, a national research project was developed to examine midwifery nationally. |
was fortunate to be one of two full time researchers employed on the Australian
Midwifery Action Project (AMAP).

2.7 THE AUSTRALIAN MIDWIFERY ACTION PROJECT

The Australian Midwifery Action Project was conceived at a particular time in
Australian midwifery history and may later be seen as a watershed for these times.
This is because of its comprehensive examination of the fundamental structures and
systems that ‘support’ the practice of midwifery across Australia and the revelations
that it has provided. The aim of the AMAP research was to provide evidence on
which to base strategic planning for the profession, employers, workforce review,
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educational reform, and policy direction in midwifery. AMAP also aimed to bring
about improvements in the contribution midwives make to maternity care through
facilitating and supporting institutional and systemic reform.

The AMAP project was conceptualised within two main ‘strands’.

STRAND 1 consisted of a number of interrelated studies investigating state and

territory differences in service provision, education, policy and regulation associated
with midwifery care within maternity services.

STRAND 2 aimed to develop and test strategies for improving midwives’

contribution to maternity care through facilitating and supporting institutional and
systems reform.

The research team was led by Professor Lesley Barclay and consisted of two full
time research midwives, myself and my colleague Sally Tracy and four associate
researchers, Nicky Leap (initially from Flinders University, Adelaide), Karen Lane
(Deakin University, Melbourne), Kerreen Reiger (La Trobe University, Melbourne)
and Linda Saunders (Flinders University, Adelaide). The study took place in the
period from early 1999 until mid 2002. The full report has been published and

distributed widely (Barclay, Brodie, Lane, Leap, Reiger, Tracy, 2003) around the
country. The main findings of the report included:

STRAND 1
e \Workforce

The AMAP research identified serious concerns with current availability of registered
midwives and a lack of any national coordinated approach or system of workforce
planning (Tracy, Barclay, Brodie, 2000). One of the most alarming concerns
revealed was the lack of comprehensive national data on midwives. Where data
were available it demonstrated the shortage of midwives in each state, with rural
and remote areas being particularly affected by short supply.

e Education

AMAP researchers cited concerns with the quality and lack of consistency in
standards of educational programs offered leading to authorisation to practise
midwifery. These concerns may explain in some way the lack of recognition of
midwives’ skills in Australia when compared to other western countries. The study

identified low standards of Australian midwifery education, particularly when
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international comparisons were made. These authors highlighted the need for major
reform in the way midwifery education is organised and funded in Australia (Leap,
2002).

Researchers with the AMAP project collected data from the 27 universities providing
midwifery education in Australia in order to present an overview of current
educational programs. Problems such as the cost of postgraduate fees, no
monitoring system to ensure consistent national standards of midwifery education
and no adequate baseline of competence were all revealed during the study.
Recommendations that ensure Australian midwives secure a more competitive
position internationally will necessitate revision of the current programs for nurses
wishing to become midwives and the introduction of comprehensive three-year
undergraduate degree programs in midwifery - the Australian Bachelor of Midwifery
(Leap, 2002). The introduction of the three-year Bachelor of Midwifery was cited as
one issue that would highlight the need for reform in the regulation of midwifery in
Australia. It also precipitated widespread debate about the needs of childbearing
women, the community, maternity service providers, employers and governing
authorities.

¢ Regulation

Analysis of the various acts and regulations affecting midwifery in Australia found
serious inadequacies (Brodie and Barclay, 2001). The lack of consistency and
evidence of discrepancies in the standards of midwifery education and practice
regulation nationally, should raise concerns about the capacity of the current
statutes to adequately protect the public and ensure that minimum professional
standards are met. This analysis of the regulation was one my major contributions to
the AMAP project and appears in the portfolio in Section One.

e Organisation of maternity care

The goal of integration of autonomous midwifery practice into mainstream maternity
services though a collaborative approach was identified as a major challenge for
service providers, policy makers, medical practitioners and midwives, in both urban
and rural settings. During the term of the AMAP, | collaborated with another member
of the AMAP research team Nicky Leap and our colleague Caroline Homer to
produce a resource for midwives and managers b assist them in their efforts in
setting up new models of midwifery care (Homer, Brodie, Leap, 2001).
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¢ Rural and remote issues

Data from the AMAP study suggested that rural and remote midwifery may be in
decline, with some midwives and employers concerned not only with the lack of
availability of midwives, but also the potential loss of skills and expertise necessary
to practise safely. Strategies for change in keeping with World Health Organisation
recommendations, addressed the importance of Aboriginal health workers and
midwives working in partnership as a key to reducing morbidity and mortality in
Indigenous communities and providing care that is acceptable, appropriate and safe.

e Midwifery as a public health strategy

Research comparing the public health outcomes associated with methods of funding
midwives in New Zealand and Australia and costing of the cascade of obstetric
interventions for low risk women in childbirth in Australia were among some of the
papers from the AMAP project (Barclay, Brodie, Lane, Leap, Reiger, Tracy, 2003).
These have formed part of the second professional doctorate conducted during the

term of AMAP and can be found in the completed doctoral thesis of Sally Tracy
(Tracy, 2003).

STRAND 2

Identifying processes to strengthen midwifery and maternity care consisted of
raising awareness and ooncern, providing evidence to enable informed decisions,
influencing, activating and stimulating discussions at a range of different forums.
Wherever the opportunity arose, the AMAP research team presented conference
papers to midwives and employers and attended meetings with Commonwealth and
State government health and education leaders. Meetings with key stakeholders
such as employers, regulators, workforce planners, education providers, consumer
groups, and health service managers, industrial bodies, professional groups and
leaders (midwifery, nursing, obstetrics) were used to inform and educate about the
issues. Approximately fifty of these meetings were held with in excess of ninety
personnel. Over the three years of AMAP there were also numerous open forums
with midwives to ascertain their views. These were utilised to conduct the ‘Midwives
voices’ study’ (Brodie, 2002), which appears in Section One of this portfolio.

2.8 LITERATURE REVIEW

A review of the literature regarding midwifery and continuity of care was conducted

using the databases from MIDIRS (Midwives Information and Resource Service)
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CINAHL (Cumulative Index of Nursing and Allied Health Literature) and CIAP
(Clinical Information Access Program) and the Cochrane Index. This included a
search for all randomised controlled trials and a substantial collection of non-
randomised studies, qualitative research and reports. In addition, the researcher
reviewed an extensive personal collection of proceedings from international, national
and local conferences held since 1984.

2.8.1 The Benefits of Midwifery

One of the critical aspects in ensuring greater visibility and recognition of the role of
the midwife is the demonstration of the benefits of midwifery care. The efficacy of
midwifery as the central component of health care provided to women during
pregnancy, childbirth and the postnatal period is well established (NHMRC, 1996;
NHMRC, 1998b). Part of the internationally recognised definition of a midwife
includes reference to the fact that the midwife:

“...must be able to give the necessary supervision, care and advice to
women during pregnancy, labour and the post partum period, to conduct
deliveries on her own responsibility and to care for the newborn and the
infant. This care includes preventative measures, the detection of
abnormal conditions in mother and child, the procurement of medical

assistance and the execution of emergency measures in the absence of
medical help.”

(International Confederation of Midwives, 1990)

Inherent in this definition is an assumption of autonomy that acknowledges midwives
as practitioners in their own right, assuming responsibility, managing emergencies if
they arise and referring and consulting as necessary. In Australia, by law, a qualified
midwife is able to give total care to pregnant women and their babies throughout the
antenatal, intra-partum and early postnatal period according to the international
definition of a midwife’s role and sphere of practice, as stated above. This means
that midwives are qualified and accountable as practitioners in their own right. This
contrasts with nurses who, particularly in their early years of initial practice work
under the direction of a medical officer or senior nurse. Midwives recognise the
benefits of multi-disciplinary collaboration and refer to other practitioners where
necessary or appropriate but from the first day of registration are able to make
clinical decisions and judgements in their own right.
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In reviewing the evidence it appears that not only is midwifery efficacious, it has the
potential to reduce morbidity without increasing mortality. A comprehensive
population-based study of all births occurring in the USA compared differences in
birth outcomes and survival rates for infants delivered by certified midwives or
physicians. After controlling for medical and social risk factors this large national
study concluded that care by certified nurse-midwives led to significantly better
neonatal mortality and morbidity rates and higher mean birth weights compared to
physician led care (MacDorman and Singh, 1998).

The largest published study regarding midwifery-led care is the National Birth Centre
Study, conducted in the USA with 84 freestanding birthing wits involving 12,000
women (Rooks, Weatherby, Ernst, Stapleton, Rosen, Rosenfield, 1992). This study
was a prospective observational survey of antenatal, intrapartum and postnatal care
with a large sample size adding strength to the findings. A smaller prospective study
of 2000 matched women at low obstetric risk who gave birth in standard maternity
hospitals further supported the results of the observational study. Women who had
their babies at the birth centres had fewer labour interventions eg. analgesia,
inductions or continuous fetal monitoring. Mortality and morbidity rates were no
different to those in conventional hospital care. Additionally, birth centres were
cheaper and attracted a lower socio-economic group who could not afford standard
maternity care provision (Rooks, Weatherby, Ernst, Stapleton, Rosen, Rosenfield,
1992).

A retrospective study in Germany compared births from freestanding midwifery-led
birth centres with hospital births in matched groups of women. This study
demonstrated that birth centre care was associated with significantly fewer medical
interventions and a similar perinatal mortality rate (David, von Schwarzenfeld,
Dimer, Kentenich, 1999). These authors concluded that if risk selection was
thorough, there was no evidence of increased maternal or perinatal risk associated
with ‘midwifery led’ care in these types of birth centres. However, as Walsh (2000)
points out, care should be taken regarding generalisability in a study that adopted
one of the weakest comparative designs (Walsh, 2000).

Despite the presupposition by most of contemporary western society that the acute
hospital setting with access to emergency equipment and personnel is the safest
place to give birth, there & little evidence to support such a belief. Researchers in
the UK in fact concluded that for a healthy woman with a normal pregnancy

(including women having their first baby), a planned home birth with care from a
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qualified midwife is as safe as a hospital birth (Campbell and Macfarlane, 1994). In
Britain, supported by growing evidence of their benefits (Rooks, Weatherby, Ernst,
Stapleton, Rosen, Rosenfield, 1992), there are calls to resist the trend to
establishing ‘mega-maternity’ units. This is occurring alongside a growing movement
to encourage the expansion of freestanding ‘midwifery led’ birth centres (Walsh,
2000; Kirkham, 2003)

In Sweden, a ten-year retrospective study showed a statistically higher rate of
perinatal mortality in primigravid women who received care from midwives in birth
centres (Gottvall et al, 2004). This study used a specialist obstetrician as the expert
assessor to examine preventable factors in a number of the cases of perinatal
deaths in the birth centre group. The use of an obstetrician to examine outcomes of
midwifery care leaves the findings open to criticisms of bias associated with a lack of
balance of professional opinion. The review suffers from lack of input from expert

midwives to ensure any underlying philosophical beliefs could be offset.

Two Cochrane reviews relating to midwifery led care noted in their discussion the
trend towards a higher level of stillbirth / neonatal deaths in the midwife led care
arms (Hodnett, 2004a; Hodnett 2004b). One prominent midwifery leader in England
has challenged the basis upon which these conclusions have been made (Walsh,
2004). Walsh argues that authors at some of the sites had previously concluded that
the deaths were not preventable (MacVicar et al, 1993). In at least one case, the
death occurred some time after transfer out of midwifery care with the care provided
after transfer reported by the reviewer as being ‘sub-optimal’. Also, retrospective or
hindsight bias (Zain et al, 1998) is a well known phenomena which has led some
researchers to use a blinded method so that reviewers are not aware of outcomes
prior to conducting their assessment.

The inferences made by the Cochrane review of continuity of caregivers (Hodnett,
2004a) can be questioned further when it is noted that these reviewers omitted the
largest randomised controlled trial about team midwifery care (Homer et al 2001). As
discussed previously this study of 1089 women found significant benefits associated
with midwifery led care including a significant reduction in caesarean section rates
from 17 % to 13% (Homer et al 2001) with no increase in adverse outcomes for
women or babies. Addition of this large study to the next review by Cochrane might
move the ‘trend in the pattern of data’ away from the one that currently seeks to
question the safety of midwife led care.
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These concerns and suggested possible trends in the pattern of data are worthy of
exploration. Interestingly, the Cochrane reviewers concluded that ‘since there is no
theoretical basis for suggesting that continuity of care by a team of caregivers could
be harmful, the problem, if there is one, may lie n the management of high risk
pregnancy by midwives, even when a good referral system is in place’ (Hodnett,
2004). Within the international literature, there has also been discussion about the
appropriate level of involvement of specialist obstetricians h the care of women
anticipating normal childbirth. A consortium of obstetric and perinatal experts
concluded that ‘the routine involvement of doctors in the care of all women during
pregnancy and childbirth is unlikely to be beneficial’ (Hodnett, 2004a).

These findings are significant in terms of the impact hey [arguably] should have
when considering the planning, development and organisation of future maternity
services. This is discussed more fully later in the thesis. They also point to the need
for ongoing research that addresses more specifically the ‘processes’ of care, in
particular the ‘transitions’ in care that occur when women require transfer from
midwifery into secondary or tertiary care. The factors associated with perinatal
morbidity and mortality requires closer scrutiny from a multi-disciplinary group of
experts in that particular form of care. There is a need for new research that looks at
the experiences of the different care providers including the communication and
networking patterns that enhance and restrict collaboration and team working.

2.8.2 Continuity of Midwifery Care

Continuity of care is a term that is used widely in contemporary maternity services. It
is often confused with the concept of continuity of carer, which refers to care, by a
midwife whom the woman has previously met, feels that she has a ‘relationship’ with
and considers she ‘knows’. In contrast, continuity of care refers to a consistent
philosophy, or organisational structure underpinning the care provided. For example,
a team of six midwives may provide continuity of care, although the woman may not
‘know’ or have a continuing relationship with each individual midwife (Homer,
Brodie, Leap, 2001). Models of continuity of midwifery care often fall into one of two
general categories, that is, caseload practice or team midwifery. They may be
provided from a variety of settings, for example, in a community health centre, a
hospital clinic or a freestanding or integrated birth centre. These models of maternity
care can cater for privately insured or non-insured women. While risk is often used

as a criterion, some models cater for healthy women, whilst some are specifically
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developed for women with recognised risk associated pregnancies and others
accept women of all risk and work closely with the medical team.

Research into systems of maternity care that provide continuity of midwifery care
suggests that there are positive benefits for women and for health systems.
Continuity of midwifery care has been shown to reduce interventions in labour,
particularly augmentation of labour, use of analgesia and electronic fetal monitoring
(Flint, Poulengeris, Grant, 1989; Kenny, Brodie, Eckermann, Hall, 1994; Rowley,
Hensley, Brinsmead, Wlodarczyk, 1995; Waldenstrom, Nilsson, Winbladh, 1997). An
Australian randomised controlled trial of 1089 women (Homer, Davis, Brodie, et al,
2001) and a Canadian trial of 200 women (Harvey, Jarrell, Brant, et al, 1996) have
both demonstrated a significant reduction in caesarean section rate associated with
continuity of midwifery care. Women in the trial by Homer et al (2001) were selected
from a broad population of women with a variety of risk factors. These women were
able to continue with the midwifery-led model of care even if pregnancy-related
complications developed because the midwives referred and collaborated closely
with obstetric care providers.

Another Australian trial also reported a trend towards a reduced elective caesarean
section rate in high-risk women (Rowley, Hensley, Brinsmead, Wlodarczyk, 1995). A
retrospective cohort study in California has also shown that supportive nurse-
midwifery care in labour was associated with a reduced caesarean section rate
(Butler, Abrams, Parker, Roberts, Laros, 1993). Oakley, in the UK, also showed
increased birth weight in infants of ‘high risk’” mothers who received continuity of
midwife care (Oakley, Rajan L, Grant, 1990; Oakley, Hickey, Rajan L, Grant, 1996).

Continuity of midwifery care has been shown to improve women’s experiences with
care during pregnancy and childbirth (Rowley, Hensley, Brinsmead, Wlodarczyk,
1995; Waldenstrom and Nilsson, 1993; Flint, Poulengeris, Grant, 1989; Homer,
Davis, Brodie, 2000; Kenny, Brodie, Eckermann, Hall, 1994; MacVicar, Dobbie,
Owen-Johnstone, Jagger, Hopkins, Kennedy, 1993). In particular, women who have
received continuity of midwifery care reported greater preparedness for birth and
early parenting (Flint, Poulengeris, Grant, 1989; McCourt, Page, Hewison, 1998),
increased satisfaction with psychological aspects of care (Waldenstrdm and Nilsson,
1993) and higher participation in decision making (Turnbull, Holmes, Shields, et al,
1996) than women who received standard care.

Much of the literature reporting the benefits of continuity of midwifery care has not

explicitly determined the degree to which within the various models, women get to
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know their midwife. Indeed there is an ongoing debate in the UK as to which aspects
of the model of care make a difference to women’s experiences (Green, Curtis,
Price, Renfew, 1998). Whilst there is evidence that demonstrates improvements in
outcomes associated with continuity of midwifery care, just which aspects of the
care are important to women who achieve these improved outcomes is less clear
(Green, Renfrew, Curtis, 2000). As Page (2000) points out more qualitative research
is required in order to determine the links between continuity of carer and specific
outcomes, including what is important to women themselves (Page, 2000).
Nonetheless, it is self-evident that in addition to skilled and compassionate care, the
opportunity to develop a relationship that may increase the level of trust (Brodie,
1996a) between the woman and the midwife during the experiences of labour and
giving birth would be welcomed by most women.

In an ethnographic study with women who had received both birth centre and
traditional maternity care, care from midwives within the birth centre was described
as ‘humanistic and woman-empowering’ (Esposito, 1999). In describing midwifery
care, women identified key issues as control of the birth environment, the
opportunity to develop supportive interpersonal relationships with midwives, to have
a safe birth and to be treated with dignity and respect — all of which were less
evident within the hospital system (Esposito, 1999).

Continuity of midwifery care has also been associated with reduced costs to the
health system in three Australian randomised controlled studies (Rowley, Hensley,
Brinsmead, WIlodarczyk, 1995; Kenny, Brodie, Eckermann, Hall, 1994; Homer,
Matha, Jordan, Wills, Davis, 2001).

Benefits to midwives in association with providing continuity of care have also been
shown. In Britain, Sandall (1997) demonstrated greater job satisfaction and less
burnout associated with occupational autonomy for midwives providing continuity of
care within midwifery ‘caseload’ models (Sandall, 1997). More recently Ball and
colleagues revealed ‘dissatisfaction with midwifery roles’ as a major reason for
midwives leaving the workforce in the UK (Ball, Curtis, Kirkham, 2002). This
comprehensive study involving 2325 midwives cited contradictions between what
midwives were taught in their education and the reality of the practice domain,

quoting many respondents as having
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“An unwillingness to continue to practice the type of midwifery that is
demanded of them in the modern NHS”

(Ball, Curtis, Kirkham, p 82, 2002)

In Australia, links between increased job satisfaction, expanded roles and greater
emphasis on models of care that increase autonomy have also been found and
identified as important to midwives in their career development and willingness to

remain in the profession (Watson, Potter, Donaghue, 1999).

Consequently, in 2002 in Australia growing evidence of the benefits of smaller
‘midwifery led’ freestanding birth centres to women and to midwives (Walsh, 2000)
(Rooks, Weatherby, Ernst, Stapleton, Rosen, Rosenfield, 1992; Campbell and
Macfarlane, 1994; Hodnett, 2004b) is contributing to calls from consumers for
access to midwifery models of care (Maternity Coalition, 2002)

Evidence that supports the expansion of midwifery care is demonstrated throughout
Australian policy and planning documentation pertaining to maternity services
(NHMRC, 1996; NHMRC, 1998b; Commonwealth Department of Health and Aged
Care, 1999; NSW Health Department, 2000b; South Australian Health Commission,
1995; Department of Human Services, 1999). The potential for this evidence and
policy direction to influence a reorganisation of service provision to improve the
efficiency and quality of Australian maternity services through an increase in the
utilisation and recognition of the midwife’s role, appears self-evident. However,
actual evidence of any widespread change and reorganisation in service provision,

apart from several individual locally-based innovations, appears to be lacking.

2.9 RATIONALE FOR INCREASING THE STATUS OF MIDWIFERY

As presented above, there is a growing body of evidence to suggest that continuity
of care by midwives significantly improves outcomes by reducing the need for
medical interventions. Women'’s satisfaction with care is significantly higher and cost
efficiency gains related to reduced medical interventions are also associated with
midwifery models of care (Homer, Matha, Jordan, Wills, Davis, 2001; Tracy and
Tracy, 2003).

Midwife led care is based on the premise that women benefit by receiving care from
a midwife with whom they are able to form a relationship. The social support and
reassurance offered by the establishment of a trusting relationship with the midwife

is believed to reduce anxiety and increase confidence. The mother is then more
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likely to have an improved outcome and to experience greater satisfaction with her
care (See for example: (Flint, Poulengeris, Grant, 1989; Klaus, Kennell, Robertson,
Sosa, 1986; Oakley, Rajan, Grant, 1990; Oakley, Hickey, Rajan, Grant, 1996).

Internationally, increased costs, women’s declining satisfaction with maternity
services and considerably increased morbidity attached to intervention rates, are
forcing a ‘rethink’ of the traditional medically dominated systems of birthing (Laslett,
Brown, Lumley, 1997; Kaufmann, 2000; Hodnett, 2004a; World Health Organisation,
1996; Rosser, 1998; Grant, 2000). As previously discussed, in Australia within a
context of increasing evidence of the effectiveness of midwifery, several government
reports and inquiries have recommended changes and reorientation of maternity
services. Greater recognition and utilisation of midwifery skills associated with a
redirection of maternity services towards a primary health oriented community based
system of care are common features of these reports (Health Department of
Western Australia, 2001; NSW Health Department, 1989; Victorian Department of
Health, 1990; South Australian Health Commission, 1995; Commonwealth
Department of Health and Aged Care, 1999; NSW Health Department, 2000b). Of
perhaps greater importance, and within the context of evidence rather than political
strategy or specific health policy, the work of two National Health and Medical
Research Council (NHMRC) committees have confirmed the safety and benefits of
midwifery care for healthy women (NHMRC, 1996; NHMRC, 1998b). Many of these
reports identified reforms that should occur within a framework of evidence based
approaches to the development of new models of care that are based on ‘best
practice’ maternity care and represent a structured approach to comprehensive
antenatal, postnatal and early childhood health services. These models will
incorporate a population-based primary health care approach aimed at improving
both the mental and physical health of mothers, their infants and families (NSW
Health Department, 2000b). Greater visibility and utilisation of midwives is a central
component of the reforms that will be necessary to enable the various models of
public health sector care to develop (Esposito, 1999; Walsh and Newburn, 2002).

210 SUMMARY

This section has outlined the evidence for the introduction of models and systems of
maternity care that increase the utilisation of midwives. The international, national
and local health policy and strategic directions in maternity services have also been
presented.
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Innovative models of maternity care are being piloted and implemented in some
areas across Australia. However, it is not possible to determine the exact scope of
these innovations many of which remain unpublished and only reported anecdotally.
The anecdotal evidence suggests that such developments are not common,
particularly in rural and remote areas. Clearly there exist a number of barriers to the
widespread introduction of new models of maternity care in Australia.

Despite the significant amount of evidence that continues to accumulate to support
the expansion of midwifery models of care, such changes for the most part have not
taken place apart from a small number of innovations. It appears that part of the

problem is in fact, barriers to recognising and acknowledging midwifery itself.

The reasons why this situation continues to exist despite recommendations for
change will form the basis for this portfolio. Midwives have continued to remain
invisible and not recognised as primary carers in their own right, despite a sound
rationale for this.

This proposition is tested later in the portfolio in Section Two.

The portfolio assumes and tests the notion that leadership is a potential strategy that
is required to build professional capital and increase the recognition and visibility of
midwives. The need for improved leadership and collaboration as well as concerns
about the quality of maternity care and midwives’ visibility and capacity to contribute

will be identified and examined.

In the next section, the problem of invisibility of midwifery in maternity care will be
identified through the three separate case studies and two empirical studies. Each of
these will seek to explore the barriers to midwifery and analyse the reasons why,
despite strong evidence, consumer demand, government policy and reported
positive experiences from other western countries, Australian women have not had

the benefit of improved models of care and choice of access to care from midwives.

The strategy that | have chosen is to reflect on my own practice and experiences
gained through the collation of personal reflections and stories, as described in the
three case studies. The data for the case studies comes from the identification of
issues and assumptions that | have made about leadership and the invisibility of
midwifery. These assumptions are then tested through the conduct of two empirical

studies — the ‘Midwives’ Voices’ study and the ‘Midwifery Regulation’ study.
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The findings of these studies confirm the problem of the invisibility of midwifery in

Australia. They also highlight major concerns with the lack of cohesive leadership
that could assist in addressing the significant problems identified.

The analysis of the findings enabled theorising and extrapolating about the

problems, which led to the development of some potential solutions.

This process can be explained diagrammatically as follows:

DATA SOURCES

RATIONALE

CASE STUDIES:
Personal files
Letters, Newspaper
clippings

Diary and journal

MIDWIVES VOICES:

Surveys
Forums
Graffiti

Website

Opportunity
Experiences
Practice

REGULATION:

Nurses’ acts in eight
separate jurisdictions

Lack of data
Education issues
Workforce problems
‘Nursing’ image
Diversity of views

2.0 Background to the Study

Weak regulation
Protection of the
public

Emerging models of
care

OV I I/ ¢ 28 '<an|'f|~su~g
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3.0 SECTION ONE - CONFIRMING THE PROBLEM

This section presents three separate pieces of empirical research. These were
developed to test the proposition of the invisibility of midwives and midwifery within
Australian maternity care. These studies were firstly, a study of perceived barriers to
midwifery within mainstream maternity services, in which | sought the views of a
cross-section of Australian midwives. Secondly, | conducted an analysis of the eight
different Nurses’ Acts in Australia and reviewed the regulation of midwifery,
identifying issues affecting the practice and education of midwives. The third study
reports a series of three case studies of midwifery leadership, which involved
attempts at developing or improving models of maternity service provision by
increasing the contributions that midwives could potentially make. Here | analyse
direct involvement in leadership activities that took place across three different

contexts: practice change, health service organisational development change and
attempts at state-wide maternity care policy reform.

3.1 STUDY ONE - THE MIDWIVES’ VOICES

3.1.1 Context

In recent years the profession of midwifery in Australia has undergone considerable
change. Since 1990 there has been a continuing decline in the actual numbers of
midwives educated and by 2002 concerns were being raised about the quality of
midwifery education and practice (Tracy, Barclay, Brodie, 2000; Leap and Barclay,
2002). The Australian Midwifery Action Project (AMAP) came about because of an
increasing level of concern put forward by some midwifery leaders, who identified
problems with standards of education, midwifery practice and the limited range of

midwifery services available to women. There was a growing consensus that
Australian midwifery was in rapid decline and falling behind international standards.

This study was designed to give a voice to a cross-section of midwives, the majority

of whom were currently practising and thus arguably, were in the best position to
identify, through experience, the existing barriers to their role and practice.

3.1.2 Literature Review

Considerable research has been conducted to examine the experiences of midwives
involved in ‘midwifery led’ models of care (Brodie, 1996b; Green, Coupland,
Kitzinger, 1988; Sandall, 1997; Stevens and McCourt, 2002; Brodie, 1996a; Stevens

and McCourt, 2002a) or in the reorganisation of traditional maternity services
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(Sikorski, Clement, Wilson, Das, Smeeton, 1995). Little is known rowever of the
views of midwives with regard to their experiences in the current organisation of
mainstream Australian maternity services and the prevailing ‘systems’ and
standards of midwifery practice.

In the United Kingdom, several authors explored the likely impact of health service
policy change and reform on the role of the midwife (Bennett, Blundell, Malpass,
Lavender, 2001; Lavender, Bennett, Blundell, Malpass, 2001). These studies
focused on midwives’ responses to proposed changes to, and extensions of, their
role, as part of a broader National Health Service (NHS) initiative to develop a more
flexible health workforce (Department of Health UK, 1997). Whilst welcoming
changes that may improve services to women, midwives in the study highlighted
concerns about additional workloads and the need for ongoing education to enable
them to adapt to the proposed new roles (Pope and et al, 1996). It is likely that
similar experiences would be reported in Australia if the mle of the midwife was to
be extended.

Kirkham and Stapleton (1999) examined the culture of midwifery within the NHS in
the late 1990s across England. Their research highlighted contradictions in practice
whereby midwives were expected to support and ‘be with’ women as clients but
were unable to acknowledge their own need for support and recognition. The voices
of contemporary English midwives were described as being ‘muted’. Midwives
appeared to have assumed a professional state of ‘learned helplessness and guilt’
(Kirkham and Stapleton, 1999b p744). It was my experience and view at the outset
of developing this study that the current state of Australian midwifery may be in a
similar condition due to different, but related causes.

In Australia, researchers from within the midwifery profession have in the last five to
ten years, questioned inconsistencies and apparent failures of the regulatory and
education systems in place for midwives (Summers, 1998a; Tracy, Barclay, Brodie,
2000; Waldenstrom, 1996; Tracy, Barclay, Brodie, 2000; Summers, 1998b). This
followed similar concerns originally identified more than fifteen years earlier
(Barclay, 1984; Bogossian, 1998b) that were never formally addressed (Barclay,
1995). These matters may have been exacerbated by the move from hospital-based
midwifery education to the tertiary sector in the late 1980s and early 1990s. From
my experience in practice at the time of this study, it was anticipated by many
midwives that a tertiary-based education would bring distinct opportunities for

educational and academic advancement alongside a similar process that had been
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achieved for nursing. The move for nurses was recently heralded as a significant
success (Department of Education and Department of Health and Ageing, 2002).
Noticeably, a similar move for midwives has never been the subject of formal
evaluation to determine its impact on the standards of midwifery care and practice.

In this context, | was of the view that midwives themselves may have some
important insights to offer to the AMAP research. GQven the evidence to support a
greater role for midwives and the growing status of midwives in other countries, it
was important that the ‘barriers’ to midwifery, as perceived by midwives themselves
were explored and analysed.

3.1.3 The Midwives’ Voices Study

The following paper is the result of a study that | designed as part of AMAP to give a
‘voice’ to Australian midwives. This was an opportunity to identify the barriers to their
role and practice in mainstream maternity service provision, within a context of
increasing demands for, and expectations of, the role of the midwife in Australia. As
part of the study, midwives were asked to respond to two key questions drawn from
the larger AMAP research. These were:

e What are the barriers to the provision of safe, efficient and economic midwifery

care within maternity services in Australia?

e What are the strategies to overcome these barriers?

The choice of method for data collection proved quite challenging and is worthy of
some elaboration. The AMAP research team knew that it was important to gain the
views of as many midwives as possible and also to seek a representative sample
from a broad cross-section. After some lively and creative discussion within the
team the concept of ‘graffiti’ method was invented as an innovative approach to the
collection of views, opinions and ideas from midwives from all parts of the country.
Access to midwives’ views was made possible through the researchers’ attendance
at multiple different sessions where participants could contribute in their own way,
through the use of interactive forums, surveys, the ‘graffiti board’. The ‘graffit’
approach was also available on a website designed especially for the purpose of the
study. A more in-depth explanation and theoretical construction of the ‘graffit’
method can be found in [my AMAP colleague] Sally Tracy’s recently completed
professional doctorate (Tracy, 2003).
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The ‘interactive forums’ were not focus groups but interactive discussions, included
as part of twenty-eight different educational programs attended by midwives. These
took place in every capital city and several rural / regional centres throughout
Australia in 1999 and 2000. More than 5000 midwives attended these educational
programs and an estimated 75% actively participated in the forums. They aimed to
develop both individual and consensus views on the two research questions.

‘Graffiti’ boards were also used at the completion of the interactive forums. These
were large sheets of white paper that were placed around the walls of the venue.
Participants were encouraged to make additional comments on these after the
session had concluded. The ‘graffit’ board provided an opportunity for anonymity in
the way raising a point within the forum could not. The purpose of the ‘graffiti’ boards
was to allow those who may not be comfortable responding in a discussion group to
‘have a say’ (Tracy, 2003). This allowed those who had ideas contrary to the larger
group, to present them and to identify issues that midwives were particularly
concerned about which did not get discussed fully in the interactive forum.

A third component of data collection was circulation of the individual ‘graffiti’ sheet.
This was distributed through the journals (see Table 1) that most midwives across
Australia receive through membership to their professional or industrial
organisations (The Australian Nursing Federation [ANF] and its branches) and the
Australian College of Midwives (ACMI). Nursing journals were used to distribute the
‘graffit’ sheet because many midwives are not members of the ACMI but are
members of nursing industrial organisations for legal, insurance and other reasons.
Dissemination through these journals allowed for a very wide distribution and
opportunity for contribution. A total of 129,226 ‘graffiti sheets’ were posted in the
journals to members of these organisations. Three thousand two hundred ‘graffiti’
sheets were also sent specifically to midwives who were members of the ACMI,
through the ‘Journal of the Australian College of Midwives’.
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Table 1: List of the journals and publications that were utilised for the distribution of
the ‘graffiti sheet’”.

Australian Nursing Journal
Journal of the Australian College of Midwives
The Lamp — Newsletter of the NSW Nurses Association

The Queensland Nurses Journal

The ‘graffiti’ sheets were anonymous. Participants could not be identified in any way,
with name or designation not required (Appendix A). The ‘graffit’ sheet survey
increased the level of anonymity compared to the ‘graffit’ board and interactive
forums and provided access to midwives who had not attended the conferences and

seminars.

A fourth component was the generation of responses to the research questions
through an electronic ‘graffiti sheet’. This was provided on the website of the Centre
for Family Health and Midwifery, University of Technology, Sydney. The web-based
survey was advertised through conferences, seminars and journals and by word of
mouth using hospital managers from the member hospitals of the organisation

‘Women’s and Children’s Hospitals Australasia’.

This method, and the perceived inclusive approach, proved popular with the

midwives with many positive comments being scribbled on the corners of ‘graffiti’
sheets or surveys. For example:

‘thanks for letting us have a say” ..."we need more opportunities like
this” ... “thank you to the AMAP team for listening to our concerns”.

(SYD9)

These gestures from the midwives led me to believe that they required a more
prominent and ongoing platform for their voices to be heard. The experience of
conducting the study and analysing the many thousands of responses gathered,

highlighted the perception that midwives have of themselves and what they believe
others have of them.

* See Appendix A
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In particular, midwives expressed concerns that midwifery autonomy was not
recognised or supported. This was contributing to lack of job satisfaction and
increasing attrition from the midwifery workforce, which has also been found in
Britain (Stafford, 2001). Many respondents reported lack of support and recognition
from nursing managers and health service leaders. They linked this to a perception
that midwives’ professional identity and image were confused with nursing. They
highlighted the need to recognise the difference between the work of midwives and
nurses. Managers and service leaders identifying midwifery work within the nursing
culture was a key strategy to midwives being able to contribute effectively to safe
and effective maternity services.

The published paper reports on an analysis of the concerns and barriers that
midwives identified (Brodie, 2002). For the purposes of the rest of the portfolio |
draw from these midwives’ voices a significant degree of despair and hopelessness.
This despair related to their perceived lack of recognition and status about which
they seemed at a loss to know what to do. The overall status and lack of visibility of
midwifery within society, and in the health system, was identified as a major barrier
to their ability to make a significant contribution, or indeed to be heard at any level.

Strategies identified to address the lack of recognition and visibility included the
need for those in authority to show leadership and advocate for increased
recognition of midwifery within the health system and the wider community. From
this | further extrapolated ideas on the need for leadership as strategy to assist in
the development of professional capital.

The completed paper reporting on the study was published in the Australian College
of Midwives Journal in September 2002 and is reproduced in the following pages.
The results were also shared with midwives and others participating in several

different conferences and educational forums through presentations given from late
2001 and throughout 2002. These are listed in Appendix H.

Participants in the ‘Midwives Voices Study’ have highlighted the need for review and
reorganisation of midwifery services within mainstream maternity care provision.
Their responses indicate that the profession of midwifery in Australia is in crisis.
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3.1.4 The Midwives’ Voices Publication

Brodie PM. Addressing the Barriers to Midwifery - Australian midwives speaking out.

Journal of the Australian College of Midwives (2002) Vol 15 No 3 pp 5-14.

ADDRESSING THE BARRIERS TO
MIDWIFERY - AUSTRALIAN

P

® MIDWIVES SPEAKING OUT

| Pat Brodie RM RM BaHSc MM, Candidate, Professional Doctorate in Midwifery
University of Technology, Sydney, PO Box 123 Broadway, NAW 2007, Australia
Email: patbrodie@oremall.corm.au

ABSTRACT

This research gives a volce to midwives in identifying
the barriers and current problems in the arganisation of
maternity care in sustralia. Using a critical feminist
research approach, data was collected from a cross
section of midwives nationally. Through standand
qualitative research methods, themes were identified
that enabled analysis of significant issues affecting the
current status of midwiferny.

The system of maternity care was identified as being
dominated by medicine, not evidence based and
restricting of women's chaices, with midwifery
autenomy nol recognised or supparted, The imvisibility
of midwifery within the community was identified as a
significant barrier which, in conjunction with the
occupational imperialism of obstetrics, ensures ongoing
strategic controf of matemity services and a denial of
the rights of consumers to access midwifery care.

INTRODUCTION

This stucly &5 part of & larger project’ explores and
reports the views of midwives from across Australia in
identifying the barriers ko midwifery within mainstream
matemnity service provision.

CONTEXT AND LITERATURE REVIEW

In Australia, there are approximately 250,000 live births
annually (Nassar and Sullivan, 2001}, The majority of
these births take place in hospitals staffed by
approximately 13,800 registered midwives and nurses
warking in midwifery (alHW, 20021, with medical care
available either "on call” or "on site’. High standards of
matemity care are based on the assumption that there
s, and will be, the availability of qualified midwives far

all wemens during labour, Birth and the postnatal period.

‘Whilst there are clearly areas reguiring significant
improvement, particularly with regard to Indigenous
perinatal outcomes, childbirth in Australia is considered

relatively safe compared to international standards,
with & fetal death rate of 6,7 per 1,000 live births
(Massar and Sullivan, 2001 ).

Research investigating systems of maternity care
suggests that there are positive benefits for wormen and
health sysbems associabed with the increased utilisation
of midwives' skills (Waldenstrim and Milssan, 1993)
Rowley ez al, 1995; (Homer et al. 2000; MacVicar et al.
15993; Flint et al. 1989}, An Australian trial of 1089
women [Homer et al. 2001a) and a Canadian trial of 200
women (Harvey et al. 19%8) both demonstrated that
continuity of midwifery care can bead to a sienificant
reduction in caesarean section rates, In Britakn,
supported by increasing evidence of their benefits
(Rooks et al. 1%89; Campbell and Macfarlane, 19%4;
Heanett, 2001), there 15 & growang movement towards
the expansion of midwifery led, free standing birth
centres (Walsh, 2000). Continuity of midwifery care has
alsn been associated with reduced costs to the health
systesn in three Australian studies (Rowley et al. 1995;
Kenny et al. 1994; Homer et al. 2001b}.

The potential to recrganise and improve the efficiency
of Australian matermity services throwgh an increase in
the utilisation and recognition of the midwife's role is
demanstrated throwgh research, policy and planning
documentation (MHMRC, 1994; NHMRC, 1998). However,
actual evidence of widespread change and
reorganisation i service provision 15 muech Less evident,
The AMAP study sought to provide evidenoe an which ta
base strategic planning and to bring about
improvements in midwives' contribution to maternity
care theough facilitating and supporting Institutional and
sysbemic reform. Within this context the views of
mildwives were sought to answer two research
quiestions:

1. What are the barriers to the provision of safe,
efficient and economic midwifery care within matemity
services in Australial

2. What are the strategies to overcome these barriers?

! Thee Austrekian Midwifery schon Propect (aW&P ) wes funded by the dustrafien Commonealth Gosernment Lirough e sustratise Reseanch Council as
part af the then ‘Strategic Partrevsbops with Indatry Resesrch and Trainirg' (SFIRT) prcaram, & thres-pear projct, AMAP wad 381 up in Apri, 1999 1o
ideniify and investigabe barmers o midwifery within the provwien af mairiiraan matacnily seadoes in Acscralia, This nclidied warkioroe, segulation,

educalion, and practice and serdce dalivery [s06% acros the country.
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&

METHOD

sample and data eollection

Multiple data collection methods were wsed gver a twg-
Wear perind, Interactive forums with proaps of
Mridwives participating in 28 separate professional
conferences and seminars as well as the yse of "graffizi’
baards, anonymous surveys o "graffis’ sheels [zample
'araffiti sheet' survey is available on request from the
authar) placed in professional journals (Tahle 1) and on
4 website, were all utilised, Five hundred and sixty
three responses were received, with three hundred and
ninety six respandents (73.3%) stating that they wers
registerad midwives in current practice. Geographic
spread of respondents was extersive with sixby-eight
responses {28.8%) from participants with postcodes
kdentified as coming from either remate ar rural
regions.

TABLE 1

Tatle 1: Journals ond publications that WETE
utfiised for the distribution of the "sroffitl sheet'.

-Eustmn Hursing Jc}urn?

Jowrmal of the Australian Collage of Midwives

The Lamp - Mewsletter of the NW Nurses
Association

The Queensland Murses Jeurnal

Data analysis

Using the HUD.IST software program, data was
analysed for thematic cantent {Strauss & & Corbin &
19590} and aseribed labels identified a5 "nodes’,
Attaching nodes to the datz enabled the researcher to
conceptualise and arange observaticns, words and
respaefises into themes that allowed for further analysis
and interpretation (Strauss & & Corbia J, 1990). As an
example, Figure 1 demonstrates the 'parent” node for
the theme “midwifery practice” and the five "child®
nodes that relate to it. Thus the "parent’ pade
‘migwitery practice” represents the linkzpe of a
nuriber of themes that anose in the data from the sub
groug of “child” nodes.

RESULTS

A clear picture of the challenges facing Australian
midwifery practics has emerged from the midwives'
data. Respoadents descrived their role and practice as
belrig constrained by several factors. These factors hawve
been grouped around several sub-spte of themes related
to service provision and the practice domain of mmbdwives,
These were then assembled & a map Yo visually
demonsirate the complexity of barriers to practice a5
wizll &5 the broader service provisian enviranment that
participants described (Figure - page 6,

Thecughaut the raporting of the results, key Fswes ang
strategies are illustrated through the use of quates.
These are then incorparated and reflacted in the
analyss and discussion.

Felationships

Working
conditions

—p Status / role

Multi-skilling

Standards of
care

Figare 1; Coding of the reletionship of the ‘midwifery practice’ "parent’ node fo related "child" nades

AUSTRALIAN COLLEGE OF MIDWIVES INCORPORATED

3.0 Confirming the Problem

Page 47 of 332



BARRIERS TO MIDWIFERY

> o

Concerns with Safety Standards

Medical System of Maternity Care

SIS UG U S) s BuUjlifaag ;

Y _'( Funiding of Maternity Care

Figure . Complexity of barriers o Australlan midwifery

KEY THEMES EMERGING FROM THE
ANALYSIS

Professional recognition

Feports of lack of professional recognition of
midwifery and the role of the midwife came equally
strangly fram midwives in urban and rural settings. The
philosophy of care, whether the workplace culture was
medically focussed or woman-centred®, played a part.
Models af medically dominated practice were not the
exclusive demain of medical practitioners, with reports
that some midwives and unit managers also supported
& "'medical’ approach to care. For some, this was
perceived to occur because of a lack of recognition of
the benefits of midwifery and the high level of nursing
and medical dominance of midwifery practice that
restricted midwives' desire to fulfil their role.

"We need to overcoms the medical ownership of
maternity care and this will not anly fvolve
focusing on 'doctors, but also on challenging the
practice of many custent midwives who rely on
the security blanket of "medicalisation® " (AL 2)

"There are times when it feels like two teams
wiorking from different paths - women centred vs
medical controlled care - all aiming for the
wornen to have a safe birth but not really
believing in each other's methods or supporting
each other's practices.” (DA 1}

In some areas, midwives described an urgent need for
role models or more skilled midwifery leaders. This
need was exacerbated by an overt focus on ‘nursing' in
matters of professional education, management and
organisational leadership.

It's a medical model of care which s
perpetuated by the nursing profession as weill.
We need stronger recognition of midwifery as a
separate profession from nursing. (ASS)

A perceived resistance to change, such as reluctance
to develop midwifery models of care and evidence
bated practice, was reported. Whilst there were
several notable exceptions, resistance to bath change
and the embracing of midwifery models of care was a
recurrent theme that emerged from the analysks.

Wany of the midwives hare have never
professionally updated themselves and they are
essentially barriers to women's choices. " (A0 1)

Opportunities to practise

Opportunities bo practise across the spectum of
maternity care variad according to how services ware
erganised and the prevailing philosophy of care, For
example a ‘medical’ madel of care, where general
practitioner obstetricians provided all antenatal care
and had responsibility for intra-partum care, resulted
in midwives not having access to antenatal practice as

i rrichwifieny, wompn-centred” |88 concept that wolies the Tollowirg: MidwiTary {ooses on a woman®s individual, unigue neods, espectations and
BEpiraTions, within ftha re{.{gnl[hn of ke particular social mibew, rather than the needs of the fnstitutions or the professions wobved. Implicit is the notion
that "woman-centred’ ancompasses the noeds of the baby, and the woman’s fammily, her smnificant others and community, as identlﬁedwnegwabad b
thi weoman hersslf. Midwifery recognises the woman's Aght to self-determiration in terns of chaice, contral and contvuity of care [om 2 known o knoen
caregivers. Midwifiery Fofiows the woman atross the interface bebween Fetitutions and the community, through ail phases of pregnancy, tirth and the
pastratal period. it therefore invabves collabomtion with ather health professhenals when recessary, Midwifery is *holistlc” in terns of addnassing the woman®s
sacial, ematioral, phesical, pryehlogical, spiritusl and cultural needs and expectations (dustralian College of Midwes Inc., 2003)
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well 83 experiencing a reduction in their autonomy in
decision making. This had the effect of midwives
feeling that they were |osing their skills and
confidence in providing antenatal and intra-partum
care. Many reported a narrowing scope of practice
associated with lack of epportunities o provide basic
ridwifery care, Midwives in large urban centres
reported systems that segregated care into antenatal,
Labour or postnatal care with the midwile's role
lirmited to one area,

“We don't get an apportunity to wark in all
spheres of midwifery for which we are qualified.
There is no ability to practice in the community
due to lack of government financial suppart and
the medical dominance of all aspects of
maternity care. There is a real lack of autonomy
in midwifery practice”, (WME 21)

societal recognition and image

The lack of recognition and status of midwifery within
society was identified as 2 barrier to midwifery’s
ability to make a significant contribution to improving
health outcomes. Participants identified the need for
greater understanding about ridwifery within the
COMmmunity.

Encouraging women to get together and share
their experiences of birthing and methering is
urgently meeded. Working with young people in
schools {adalescents) to explore their views and
igsues arcund birthing and farmilies would help
understanding and improve things for the
future® (A0 11}

atrategies were frequently suggested that addressed
the: lack of visibility of midwifery, Thess included
promoting public awareness and educating local
doctors about the role and fenctions of midwives, and
a call for midwifery's professional organisation to shew
leadership and advocate for increased recognition of
micwifery within the community.

"There is an absence of any public education
about midwives and keeping birth normal - this
is now becoming an urgent public health fssue. "
{5YD 22)

"We lack goad quality collaboration between
medical officers and midwives at the highest
level. The ACMI needs to show the way!™ (WB 30)

Supply of midwives

Widwives reported increasing workloads and diminished
staff allocations and resources. This was most notable

AUSTRALIAN COLLEGE OF MIDWIVES INCORPORATED
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wilen caring for women in established labaur where
high ratios of women te midwives and inadequate
numbers of qualified staff were commen, Some
micwives reported inappropriate kil mix in areas
where nurses without midwifery qualifications are
working in midwifery without "supenvision’. In same
cases, most notably in rural units, there were reparts
of a staff skill mix based on several enrolled rurses,
one or twi regtstered nurses and only one or bwo
midwives. The issue of inadequate workforce numbers
coupled with the falling competence and confidence of
midwives was linked to concerns about the quality and
safety of services,

"There i5 no longer a large pool of midwives to
employ and traln up to an adeguate level of
knowledge and campetence. | am a senior CNS
midwife who warks night shift and staff
shortapes frequently place my clients at rish.
Even at private hospitals patients are unhappy
with level of care due to understaffing. Senvice
comes al a cost - more staff pleasel (B 59)

Stress and workload

In identifying their concerns about the quality and
outcomes of care within maternity units, some
midwives detailed the consequences of working in
stressful working environments. Lack of Hme for
providing ‘non-medical or non-urgent care', much of
which i central to midwifery care and beneficial
OULCOMes, was reported. This was said to lead to stress
and frustration, which, for some, compounded feelings
of diminishing competence and confidence, In units
where workload and stress levels were continually
high, morale was reported as low which In turn became
an additional barrier to midwives’ capacity to provide
effective services.,

Thanagement have completely unrealistic
expectations regarding financial goals verus
delivery of safe care. Ratio of midwife to patient
is 1:8 and at night its 1:14 or 1:20. We cannot do
the tasks required even for safe practice -
women are suffering and at times are at risk”
{5YD 10

The "system' of maternity care

A recurrent themw running through much of the data
was the "organisation of matemity care’. The features
of this 'organisation’ were seen as being reinforced by
a public perception and government policy that
prioritises medical resparsibility for matarnity care,
Farticipants sdentified these two features as the main

Page 49 of 332



“structural” barriers to women's access to midwifery
care in both the private and public health systems. The
need to increase women's ability 1o access midwives,
mast particularly in the antenatal period, were seen as
twi of the main strategies to improve current service
provision.

"Financial structures restrict independent

mighwives and limit wormen's choices of care. In

our region, wimen in low socin-economic

situations are often having limited or even no

antenatal care because their only option for care

is to pay a fee for medical care. There is no

midwives’ clinic, there are no GPs perfarming

obstetric care and no funding goes to midwifery

madels. The sbetetricians have a frightening

balance and ute of power™ (AD1)

Accarding to participants, midwifery models in the
current Australian health system are viewed as difficult
to implement uniess there is strong suoport from
medical practitioners along with effective leadership
and support from midwifery leaders and departmental
managers. In spite of considerable evidence attesting
to the patential benefits, many midwives reported tier
observations of resistance to change and innovation,
espectally when those changes invelved increased
autonomy and responsibility for midwives,

‘It appears to me that the heads of mest
hospitals i.e. Executive Committee, Directors of
Hursing and the obstetricians of this country are
following the American ‘medical model' of high-
tech care for pregnant and birthing waemen and
ignoring proven successful women community
centred models which are based on good
evidence and shown to be working elsewhare”,
{PD 2)

Within a milieu of medicalizad matemity care, many
midwives report feeling unable to practise midwifery,
with an associated loss of confidence leading them inta
a defensive made of practice.

“The medicalisation of childbirth and the reality/
perception that consumers are becoming more
litrgious are the big blockers for midwifery. | now
lack the confidence which | used to have and | know
this leads me to do more (often urnecessary)
interventions which can contribute to increased
meartidity. | just cant fight it ammare™ (NLR 17)

The Lack of midwifery models in rural and remate areas
wias especially problematic for midwives in these
settings. Coupled with lower birth rates and frequent
requirements to also work as nurses, rural and remote
midwives were particularly at risk of losing skills and
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confidence in the provision of safe and effective care.

"o LB diffieult for the midwife on duty to give
one-on-one care to @ labouring woman and
maintain her skills If the 15 also in charge of the
other patients in the hospital and the outpatient
department. " [AL1]

Of partrcudar concern is the plight of remote matennity
service providers.

"WCHS [Australian Council on Health Care
Standards] has set standands which remote rural
communities can’t achieve - therefore we lose
our matarnity services. Clients have to travel to
other (big) centres - quite long distances - far
confinement. Separated from family etc, Often
returning to remote community early with no
followe-up in community, Hence poor
breastfeeding rate etc. " (M58 10}

Midwifery Education

The two research questions did not specifically request
Information about education from participants. In spite
of this, many responses referred bo education issuss
when identifying barriers Lo midwifery service
provision, OF note, were concerns expressed about the
quality of new midwifery graduates who lacked the
capability te 'hit the ground rumning’. The capacity ta
begin practising compatently from day one was seen as
an essential attribute for new graduates arrivirg in
what were usually described as busy wnits, with high
workloads and few resources to support, teach of
mentor new staff,

"Poor preparation i.e. newly "qualified’ midwives
with minimal practical skills. Please extend tergth
af the courses to that which will producs geod safe
practitioners”, {ME 9)

"B & junior midwife working in a large teaching
hospital, the lack of midwifery educatar in the
labour ward has possd many challenges and
problems for newly graduated midwives. " (SYD &7}

The major education issues identified by participants
centred on the quality of clinical placements, level of
supervision of midwifery students and the lack of
exposure to a full range of midwifery practice skifls. In
some states, students do not participate in antenatal
climics irvalving midwives and midwifery students and
o not have expaosure to practice models other than
medicalised maternity care.

Many registered midwives said they were unable to
aceess ongoing education and saw this as a major
barrier to feeling confident in providing safe, efficient
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effect an the capacity of midwives to coatribute
effectively and safely to maternity service provision.
Many respondents reported lack of support and
recognition from nursing managers and this was Linked
to a perception that midwifery professional identity
and image was confused with mrursing. This is
particularly problematic when allocation of staff is
based on the "acuity” and 'medical’ needs of patients.
In maternity services, women are usually healthy and
their needs may be "invisible” when compared to acute
care patients who will always have priority in any
distribution of resources to enable safe care. Midwives
in this study highlighted greater recoanition of
midwifery work as a key strabegy to midwifery being
able to contribute effectively to maternity services,

Many respondents identified the lack of recognition of
midwifery within the community as a significant
barrier, Currently in Australia, midwifery remains
"ivisible’ in a legal sense throughaout all State and
Territory Hurses Acts, (Brodie and Barclay, 2001;
Bopossian, 1998; Barclay, 1985). & published review of
the Murses Acl in one state recnetly has led to
recommendations for new legislation that will allow
the public to clearly identify the profession of
midwifery (MW Health Department, 2001}

Until midwives are distinguishable and accountable
through regulation, the public has no way, from a Legal
perspective, to properly identify midwives ar to
determine what should be expected of their practice
iBrodie and Barclay, 2001}, This should be of concern
because a number of matemnity health care leaders and
policy makers are currently seeking to maximise
midwives” contributions through the development of
madels of care that increase midwives” role in service
provision (NHMRC, 1998: HHMRC, 19%&; NSW Health
Departrment, 1996; N5W Health Department, 2000;
Health Department of Western Australia, 2001; Pinch
et al. 2001 . AL the same time, governments and
health services are increasing the emphasks on
consumers' participation in heatth service planning,
dellvery, monitoring and evaluation (Commonwealth of
Australia, 2001). As proposed by participants in this
study, a4 more knowledgeable and informed conswermer
will narrow the gap in knowledge that exlsts between
the community and health professionals. This may lead
to demand for greater choice and equity of access to
maternity services, including primary care from
midwives. There 1 now evidence of this demand being
made by consumers which may herald an impravement
in the public recognition of and access to ssrvices
offeres] by midwives in Australia iMaternity Coalition
and et al, 2002). As was found in South Australian
research, when women hawve the chance to experience
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midwifery care they are much more likely to chose it
in subsequent pregnancies (Zadorozeyy, 20000,

The need for a clear image of what midwifery "is",
including recognition by communities, governments
and funding bodies, 15 a key W increasing midwives'
professional status, confidence and self worth, From
this analysis, the midwife’s identity and role appears
stranded betwesn its subsurmed position within
nursing, and an expectation and a professional desire
to develop autanomaous practice. Existing
organisational structures as well as systems of
education, regulation and service provisian are
reinforcing and sustaining both the subordination
[WiEllis, 1983) and the invisibility of midwifery.

CONCLUSION

This study has revealed significant concerns identified
by midwives that constitute barriers to midwifery
being able to fulfill a legitimate role in matermity
service provishon in Australia. Within & context of
widespread health policy change designed to address
the costs and marbidity consequences of current
medically dominated maternity care and the
introduction of some flexible models of maternity
care, midwifery's current capacity 1o continue to
contribute is questioned. Currently, within a medically
dominated health system that subordinates midwifery
within nursing, the role of the midwife in Australian
health services and the broader community, remains
largely invisible, unrecognised and under-utilised.
Within this context, lack of midwifery autonomy may
be contributing to Lack of job satisfaction and
increasing attrition fram the midwifery workforce,

If midwifery is & key toimproving outcomes for
wiomen, a5 is evident from considerable high quality
resgarch, the need to strengthen the organisation and
systems of méidwifery in Australia s clear. This must
inelude jeining with women and consumer
organisations in advacating for midwifery care,
Midwifery is patentially central to sound public health
planning (Kaufmann, 2002) and requires recognitban,
authority and support if it is to make an effective
contribution to the provision of safe, efficient and
economic maternity services in Australia at any stage
in the future.

Midwives themselves have demonstrated an
understanding of the wider issues and identified
strategies for improvement. If these are to be reslised,
wiall-informed and skilful leadership will be required.
Leadership that engages with consumers and draws on
evidence and internatkonal experience to bring about
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changes in the organisation of maternity services,
including the funding of midwifery care and the refarm
of midwifery education and regulation, will go a long
way towards bringing the barriers down - for women
and for midwives.

Author's note

A5 this study was conducted during 1999 and 2000 the
withdrawal of indemnity insurance for midwives was
nat recognised by these participants as a major
“barrier” to midwifery. It & the view of the author that
lack of professional indemnity insurance has recently
become a further barrer to midwifery in Australia,
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3.2 STUDY TWO - LACK OF VISIBILITY IN REGULATION
3.2.1 Introduction

The ‘Midwives Voices Study’ revealed a number of concerns that constitute barriers
to midwifery providing its full and legitimate role in maternity care in Australia. As
identified there exists, according to midwives, a need to strengthen the organisation
and systems of midwifery in Australia so that the role and expertise of midwives is
widely recognised and utilised. Midwives themselves revealed certain problems and
concerns with the regulation of their practice and education. This raised my concern
about the impact of this on the quality and safety of maternity services overall.
Researchers in Australia, including those involved in early work with AMAP had also
raised concerns about a lack of consistency in the standards of midwifery education
and practice regulation, suggesting a need for regulatory change (Tracy, Barclay,
Brodie, 2000; Summers, 1998Db).

As part of my role within the research team, | examined the eight Nurses’ Acts,
regulations and current policies of each state and territory in Australia, to determine
their adequacy in regulating the education and practice of midwifery. It was
important to explore these issues by examining the regulatory frameworks, which in
any situation globally, have the potential to enhance or restrict midwifery practice. |
was concerned that the current legislation was primarily for nurses and that
midwives were not recognised or visible. The study was completed as part of AMAP
and used the same two key questions regarding barriers to midwifery and strategies

to overcome these.

Here | report on research that provided an in-depth examination and comparison of

key factors in the various statutes, identifying their effect on contemporary midwifery
roles and practices in Australia.

3.2.2 Context

The current regulatory system for midwives was examined in terms of its recognition
of midwifery and its adequacy in protecting the public appropriately by ensuring that
minimum professional standards can be met. This was of particular importance in
Australia a the time of the study as, under the influences of new policy directions,
and as outlined in the introduction to this portfolio, many maternity services were
seeking to maximise midwives’ contributions and autonomy through the
development of new models of care (NHMRC, 1996; NSW Health Department,
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2000a). Further, in line with developments internationally, two states were about to
commence the inaugural three-year Bachelor of Midwifery into Australia (Leap,
1999). This heralded a new form of education leading to registration to practice
midwifery. An analysis of the Nurses Acts and their relevance to and recognition of
midwifery, as distinct from nursing, was therefore considered important. Within a
milieu of legislation that considered midwifery a branch of nursing, midwifery’s
capacity to be recognised, visible and to contribute to mainstream maternity service

provision, was examined.

Around the same time as the study was being conducted there was a highly
publicised legal case in the media involving the court case of a high profile
independent midwife in Sydney. She had been accused of a number of instances of
malpractice and midwives and midwifery were nh the news, radio and television
media for many months. As the President of the NSW Midwives Association, | was
expected to be a spokesperson and to give information and dispel myths about the
legal status and authority of midwives. It was clear through this process that the
public, as well as many journalists were ill informed about the role of midwives within
the law.

As the study to examine the legislation was conceived of, discussed and further
developed, my AMAP colleagues and myself became aware of the sensitivities of
the work we were conducting. As part of AMAP we had occasion to attend many
forums, seminars, conferences and meetings where we interacted with a large
number of key stakeholders from the professional organisations for midwifery,
nursing and obstetrics. These included: educators and institutions involved with
midwifery training; statutory authorities responsible for the regulation of midwives;
industrial bodies and consumer groups. This was an important aspect of the AMAP
research that was designed to provide information to health departments, health
services, universities and regulatory bodies to co-ordinate planning and improve the
implementation of midwifery practice and maternity care. Of note to those of us
involved in questioning the relevance and quality of the current legislation, was the
significant resistance we felt in our efforts to engage others, particular many nurse
leaders in the perceived ‘problem’. By posing the questions [about the adequacy or
otherwise of current legislation] at a variety of professional conferences, forums and
meetings we experienced firsthand where the resistance and opposition to our
challenges came from. Many nurse leaders became anxious and upset with any
notion that midwifery might seek separate recognition from nursing in Australia.

Some chose to distance themselves from the debate. Others engaged with,
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explored and listened to, the issues raised and this assisted the AMAP work with
their clarity, vision and insights. Significantly, as representatives of two industry
partners who contributed funding to the study, two State health department chief
nurses actively explored and examined the issues in detail and contributed vital
input to the discussions.

Around this time moves towards mutual recognition of qualifications
(Commonwealth of Australia, 1992) were beginning to pose complex questions of
comparability of training and expertise between Australian states and New Zealand,
particularly in relation to direct-entry midwives who were not nurses. These changes
in policy and regulation were also occurring amidst increasing challenge to the legal
liability of midwives and the expectation that affordable professional liability
insurance for independent midwives would no longer be provided by insurers.

As such we were challenged, from several different perspectives, to explore the
issues in detail whilst not marginalizing colleagues and leaders who may well be
charged with the responsibility for implementation any of our recommendations. As

part of the process, | endeavoured to discuss my findings at every opportunity, and
to listen to the perspectives of others.

Nonetheless, we argued that midwifery is essentially invisible within current
legislation and that there is a need for urgent political and policy intervention
including resource allocation and regulatory reform. This is necessary, not only so
that the Acts can legitimately recognise and make visible midwifery, but also so that
the expressed needs of consumers to gain access to midwifery care can be met.

In the following pages the full paper that was published in the peer reviewed journal,
the Australian Health Review in December 2001 (Brodie and Barclay, 2001) is
provided.
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3.2.3 The Regulation Publication

Brodie P and Barclay L (2001) Contemporary Issues in Australian Midwifery
Regulation Australian Health Review Vol. 24 No 4 pp 103-118
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midwifery regulation
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Introduction

[t iz amely 1o review the currene system of midwifery regulation in Austealia. In the lase decade the organisation
and context for the provision of matemnicy services has changed considerably.

Magor shifts in government policy direction and reformes across maternity care services have occurred as a response
oo cormunity demand and evidence of the safery and sarisfaction with midwifery care {Homer e al, 2001 Kenny
et al. 1994; Rowley eral. 1993}, As a resulr, new models of cars have emerged thar require midwives 1o work in
more flexible arangements racher than the ‘shifts’ of the eraditonal sighr-houe salaried employes.

Mew working conditions are emerging refecting increased avtencmy and self regulation of practice and
standards (Deparrment of Human Sepvices 199%: Department of Human Services 19998 NHMRC 19495,
NHMRC 1998; NSW Health Department 198% NSW Health Department 2000; Victortan Department of
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Health 1990, CmuFHnm-.iing this intcm.atinlu“}r and |utic-n.1||}' is the inr_'ru.'nsirtg pmuﬁn-:n-_'c nfumhrgrmiuat-:
{non-mursing} programs i midwifery:

The United Kingdom (UK) now prepares the majority of midwives in comprehensive chree-vear and four-year
programs (Fraser 2000). Other Western countries such as the Netherlands, France, Denmadk, Germany and
Sweden have ahways educared midwives through three and four-year programs, These countries report some of
the best standards of practice and clinical cutcomes in marerniry care in the world {Camphbell & Macfarlane

1994: McKay 1993; Tew 1990).

Il'l. Nf."rl-' zl:.l]a.lll.{. a“ Qne-year |'|'|.id'l-'|'i!'::'r!r' Prﬂgrﬂ.l'ﬁﬁ }lﬂ"ﬂ: now ffail.'i.l. N“EEC'S thl:"]'l'l 54:!"-"['.“ Whu l."'.'ll'liil.l':n.‘d F|I.1.I:
their ane-year program was inadequate i comparison to the three-vear midwifery program imitiaced this action
(Personal communication, Pairman 2000}, Wirth an increasing emphasis world-wide on the use of evidence ta
inform practice, policy making and the organisation of services. the midwifery profession is challenged ro
change and develop, in order to meer the needs of the communiry, governments and employers,

-[-!'lt’ L-h‘.ll'l.gf.'E Ij!:’bl:ril.'.ll."ft :l.l.'lD"-rE' |'|:|.'|'I!‘ t!'ll'." i"'.'ltErl'H‘i!I o Sig“i*‘if‘ﬂ.l“’l:ﬂ ﬂfﬁ."l.'r {!‘E‘ Wi.'l:r" |'|.'|-||j“'|'|'-l.’r:r' 15 Iugu]ﬂ.l’i'd il!'“j
arganised in Australia, Since World War I, midwifery has been predominantly based in acure care hospirals and
within nursing models of arganisation and management (Barclay 1986). Changes to practice, education and
regulation will be necessary if contemporary Australian midwives are ro meet these demands and if the srandard
of midwifery care offered ro Australian women is w be comparable to other Westemn countries,

The necessity for rethinking the regulation of practice to keep pace with changes in the organization of health
care and the role and wope of practice of the midwifery profession is obviows, This paper provides an overview
of the regulation of midwifery in Australia. It examines and compares key factors in the varous stare and rerritory
Acts, to idencify their effect on conremporary midwifery roles and pracices. The work aims w rest whethe
subsuming midwifery into nusing within the curtent regularory system protecrs the public and ensures
professional scandards are mer This is of particular importance in the ourrent bealth care dlimare thar is seeking
(1] I'I'I-.'I.'r.il'l'.liii.' rﬂil.{"ﬂ'i"-'{'; cﬂnt‘rihﬂ.lt:il.‘-!!s ﬂl‘d t.'xp:‘lnd tEll:'.lr -ﬂ.lltDI'IL'ITI'I'!r' ﬂ.l'Hj EL'\-'{.'] "."I'I act‘wnui‘ulhlt}' {Cﬂl" Fﬂﬂi'l\"-'t'ﬂ] '.']!
Department of Health and Aged Care 19959 NHMRC 1996; MHMRC 1998; NSW Health Departmens 20600).
A rcgul.‘ltnr'.- anit\'rﬂfl\ 19 n.'qu:lrfd rhﬂ.t CII.'J.FET' |dLI'|tI+|ﬁ |n}fj"-‘.-!'FCT".r .lmj «n li.'?lﬁ tE'lI: I'bcw_‘c"iﬂarl.r hcalr:h 'iLr'i[C{'S
reform to oceur in @ manner thar both prareces the public and enables the 2 appropriate educanon of the profession,

Background

In Australia, midwives and childbearing women have historically not had 1 strong voice in planning and
implementing regularory systems and public healdh policy (Barclay 1984; Barclay 19832 Barclay 1995;
Summers 19981, Midwifery has been subsumed into nurdng since regulaory systems for nurses were ser up in
the 1920s | Bogossian 1998; Summers 1998). With few exceprions, nursing leaders have been required or have
chosen to represent both nuesing and midwifery and the interests of nursing have been privileged. Midwitery
has been seen post Woeld War 11, as just one of the many specialities of nursing, similar to for example mengal
health, paediacrics or aged care (Barclay | 9865). This has meant thar, despite all the evidence linking improved
marerial and infant healch ourcomes with autonomaous midwifery pracrice (Deparoment of Health Expert
Maternity Group. 1993; Karz-Rethman 1991; World Health Oeganisation 19985, midwifery has declined as a
separae profession since the 19205 and 1930s. Enacoment of sinple nursing repisters within some stace and
territory MNurses Acts over the past decade has further compounded this ssue. Through the various Nurses Acts
and rcgu|.1u'urt.=.. reviewed 1o che 1980 I:B.'u‘r_'|.1}' 1985k}, in the 19%0s [B-ugu-ssian 1998} and again For this paper.

m:'dwi:ﬁ:r} |\:I.5. !'1.‘I'l'.|.lill1€d 'il'l.'l-'i'iil'llf} III1 a Er.'g:l! SCMAC III1. .If'llti-[r.'lillﬂ.

In coneeast, in many wescern countries midwifery has always been recognised ac 2 discipline distincr from
nursing. Recently, some countries such as the United Kingdom and [reland have reasserred the value of this
distincrion (UKCC 1998; Government of Ireland 1998 The coment UK registration stamure s ntled the
WNurser, Midhwives & Health Visitor® der (1998), which dearly recognises the distinction berween these
disu:iprlnrs. A recent major review of this Ace has |1ig|}hg|!m:d the need wo:

“ensure that the public protection afforded by the Act is effective while nor stifling developments in health care”
(UK Health Dieparement and [M Consultancy Led 1998), pi).
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The midwifery profession m Australia is corrently questioning meonsistencies and apparene failures of che
current regularory and education systems for midwives (Summers 1998 Tracy, Barcloy, & Brodie 2004k
Waldenstrom 1996). This follows serious concerns identified more than fifteen years ago (Barclay 1984; Barclay
19495% which, while= Cﬂl‘tti!‘lllil'!g to be raised ?|1mug,|a a number of different forums (NSW Health [JL‘PJF!’IMIH‘
1989}, have recerved insulficient arention from regulatory bodies, funders and policy makers (Commanwealth
Departrnent of Health and Aged Care 1999; NSW Health Department 1989; N3W Health Department 1998
NSW Health Department 2000; NSW Health Department 2000). These concerns are exacerbated by, and
should be considered in the hght of, the move from hospital-hased midwifery educanon o the rernary seceor
and an absence of any formal evaluation er analysis of the impace of chis move on standards of care and practice.

-'Fl'lﬂ {.'t'l]1§E|.'|.LH."|'H:f5 {'I'F Ch‘ll]gll’lg 5I:'n'il.'n:' dﬂ‘li"-"l."r}" ITlDJL'Ii ﬂ.nli {I'l.l'.' Shi&!]'lg Uf hl’.‘;‘-ﬂth care ﬁ'(l!l'l |'|I]Si'}it:li'i o tl'll.'
community, 8 common rend in many western countries. alter the role. scope of pracice and educarion of
midwives, Australias high scandard of marernity care assumes the presence of qualified midwives, They offer
safety and suppore for women in childbarth and the postaral penod in collaboration with medical colleagues,
and incmﬂsingl}r as primary pml.ridurs UFlnﬂttmlt}' care in their own r!gj’n (WHMEC 1996; Auscralian Medical
Workforce Advisory Commirtee 15998},

Cotcerns abour the educarional standards of midwives are also associated with global dhanges and reforms in
the way midwitery is regulated (Department of Health UK 1998; Jowitt 2000; Lilford 1993 Morman 1998;
Rogers & Ryan 2001; UK Healch Dreparcment and JM Consultancy Led 1998). The highest standards should
be erployed in the regpolation of both midwifery and nusing in order to optimise protection of the public and
to promote and maincain public trast and confidence with the professions, Across Australia, the regularory
Boards (In this paper Murses” *Boards” includes the Cueensland Nursing Council) of each stare and rerrirory
veguilarly review their systems and processec in order mo meet their objecrs. Boards have a key responsibility o
communicate w consumers the comperency standards thar they can expect of nurses and midwives {Ausoalian
Mursing Coundl Inc, 2001},

Through these endeavours the Australivn Nurmed Boards aim ro promore consumer involvement, high
professional standarnds, greater protection for the public and better regulatory practice. There are however
profound differences in the way this & done. The resuls and comparabilicy of current processes in a climate of
mupual recognition is problemaric, It is dimely that a mors modern regulatory framewod dhat encompasses wlf
regulation, personal accountability and agreed natonal standards be developed.

Aim

Tl'lL' i'in'l l‘F [I'!E' rE‘S-E'ﬂJL'l'l rl.'l.'ll::lrrﬂﬂ! iEI TJ'HL Fﬂi:ll:'l' wis [ ﬂl!ﬂl'r'ﬁh' l'J'EE NLH';ESI J'!I.I.-[S.. !'L’gulill'il:ll'li 'ﬂ.nd current P(:llll_'.lt'ﬁ
of each seare and terricory o determing dheir adequacy in regularing the educarion and pracrice of midwitery in
Australia.

Fach of the eight statutes were obtained electronically and downloaded from The Australasian Legal
Information database (AustLIl). These were analysed for similanties and consistency in structure. formar,
contene and relevance. Ao overview of the curcent legislanon thar regulates midwifery in all stares and revnrories
was ¢onstructed frem this dara.

A systemanic content analysie thar induded the search for the basic arcribures and common tearures found in
most forms of professional regularion was conducred,

Themes, contrasts, gaps and inconsistencies were highlighred and compared across each of the statures, Diversity
witi’!in tl'l.l:'il: I'I-'IS.!.L' a:rrihu tes Jnd thﬂil I'Cl:ﬂ.ti"r'f iﬂ'lrlﬂft:ll'lfl: o l:'.ll:h DII'I.I:I' WS :1!1:|]-‘5:d .lﬂd rcp-.‘.-rtc".l un|'|n 1.'\'!'!\’."“
ti]ij J.IJFII."J]Ti [{a} ]IJ'\'I: I'!L"E-lri"u'f I:L'll'l.'l-\"_‘".lufl.'ll_'t.'l OF OUDCoIme. .A. L'Dﬂ'IF.'LTiSDTI l.‘.l!"mid‘.'."iftl'!.r |'¢'|:__|ﬂ.l|.1!'H.'-n 'L{LUL'UITK"I'I.tS !'.I'l_'l['l'l
the United Kingdom. Europe and New Zealand, a5 wall 25 some of the recent published lireramure, was made ro
verify assumprions and concrase Auseealia with inrernational standards of midwifery educaion and practice.
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The auchors consulred with a nurse-lawyer, which enabled 2 number of inconsistencies and anomalies ro be
identified, This resulted in the drawing of o number of conclusions abour the Acts and regulations as they
currently exist including certain imitations and concerns,

Twa key questions were asked of the regulations

= What are the current laws, regulations and policies, which govern midwifery practice and education and
how do they compare between states and internationally?

= Whar are the features of the current syseem of regulation of education, pracrice and comperency of the
midwitery profession?

The authors hypothesised char, within the corren syscem of nursing regulation thavugh dhe stare and rerdtory
Boards, there is confusion abour the role of the midwife with a lack of consistency thar challenges the legitimacy
of the current Acrs and their capacity to procect the public,

Results

Midwifery education regulation

Currently there is wide discrepancy berween midwifery educational programs acioss the country with concerns
that current midwifery programs in Austalia do nor meer recognised inremarional comperency standards foi
midwives (Leap 19990 (AMAP unpublished dara, [uly 20010 or even nanenally agreed baselines. This i
contirmed by examination of state and rerritory regulations with regard ta approval of courses and insttutions.
For example. in Mew Souch Wales, all snadenes of midwitery are sequired ro meer the particular comperencies of
a midwife as set our by the Boand plus complere a list of clinical reguirements including rwenry birthe, twenty
abdominal palparions and ten vaginal examinations (MNurses Registration Board of NMSW 2000). In some states
however, such as South Australia, Western Australia and Queensland competency based assessment of students
has completely replaced a system of minimum dinical reguirements for qualificaion. In Souch Australia, student
midwives are assessed threugh a “competency- based approach’ that does not stipulace a speafic number of clinical
requirements, hours or shifes ina particular area [Glover, James, & Byrne 20070, The Murses Board of Northern
Teeritory require midwifery students to master three skills, chosen from a st of six er eighe, in each of four
different elinical areas (Nurses Board of Northern Territory 1989, Unpublished data neports thar some midwives
have been able to register after compleing as few as five births (AMAT dara. unpeblished 2001). One recenr
publicarion reports how graduares educared thicugh this comperency based approsch” may nor be emplovable as
midwives in the same small counrry hospital where they complered their clinical placement becanse they are not
considered 1o have :nuugh m‘.Pﬂiulwc {Glewver, [ames, & Byrme 2001),

There is a wide range of dinical practice requivements, which are developed locally by each Board dhrough
“consulraive procesies. These vary and they retlece the peicities and exprecrations of the individual group, racher
than any agreed national formula or standard for consultation and reviews Large differences in the number of
theoretical and clinical hours of programs are also compounded by the variabilioy thar exists in the amount and
type of clinical experience available o students. In addition. in the absence of national saandards, labour force
shortages malee these local processes vulnerable to manipolation, with potential o undermine practice standards
even Further. The Auseralian Midwifery Action Projece (AMAP] 5 conducting a survey of all wniversities
currently offering midwifery educanion leading o authernoy w pracoce. This rescarch wall highlight the lack of
comparabiliy of current midwifery curricula, including number of dinical and theorerical howrs, assessment of
comperency, duration of course and nomenclarure of awards.

T dare, the Australian murses boaids have nor been able roagree on universal adeprion of the Australian College
of Midwives Comperency Srandards for Midwives {Australian College of Midwives [nc. 1998). By lare 2001,
three aur of sight Boards (Mew Scuth Wales, Western Australia and Merthern Territory) had nor adopred the
midwifery comperencies specifically developed by the profession (Personal communication, ACMI, 2001 ). This
is prablemaric though ot surprising given the variable composition of che Boards, the lack of consistency with
regard to midwifery representation and the wide variation in standards of regulation. Table 1 shows how the
various Boards are constituted with only two states, NS and WA specifically requiring within the Acr thar a
midwife actually be a member of the Murses Board (MNurses Boarnd of Western Australia 1992; Nurses
Hegistration Board of NSW 1991 ),
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Table 1: Composition and structure of the eight Nurses Boards and Councils
including level of midwifery representation

Steée Termitory Comstiusion of the Boord Choirperson of the Boerd
Sustrolim Copitnl Temtory Chorpersen + 4 ather members not moe thin 2 fa be TN appainted + fhust he BN ns choes deputy
4 membars elcred in naerchie wirh Heolth Professiannl Bomes
iFlections Act, Must be RN BN anitled i proctiss as such for
3 yoan n any State ar Janitary mior fo i fime
Heve Sauth Wales |3 members appeinted by Governan 3 alected BNe; | ER; T RN autherieed tn Mot specifiad
poitise mitwitery 1 B froen HSW Hurse's Associction; 1 RN from HSW
College of Mursing; 1 BN fom Mimister of Health; 1 FM edocator of nomss,
naminite ity by Minster School B & Youth Affniss ard Minfster of Fuithe)
gouccfion, Training ond Ervployment; | BN Psych nurse, nominted by Ministar;
I bamste o sellcbon 2 civsumer
Haitham Tenibory B rombars: BN raspensibl fo Chisf MO dor nusing savices in Teritury; BN resporethls o the Chisf Madical
Persan in chonge of medical services af Daredn Hospitd: BN o chirge of Officer for nuwsing serdces o Tenitory
fising af Alkce Sprngs Hospital, BN in ehange of nuising sefdces at Dnnwin
Hospital; 4 parsome oppainted = | BN, 1 qualfisd poctising norse atsadar;
| BN 1 BN nerirtad by ANE
Duenslond b3 membes: S B, 5 nuses chosen fom il of rames subroiad by Gewznmot n Councll apesis membs
mssacintiors accepted by Mikter as representotives of nusss; 1 consumer: of the bomd whe & notan afficer
I kaseyer, Ewssuthoe offiest of the couned o the puble serece
South Ausholio Il member:]1 BN nominofed by Minkter - praging member, 5 RMor BN fippomded by Minkstar
plecl 1 Mechonl prockiboner; 1 bwyer; 3 pseple nominabed by Minsker
whio i et nurses, Ineers on dochons, af least one woman md ane man
Yichari 12 members, 5 must be RN - 2 must be sagistaed under sion 2, Piestdet and Depty appolned by
| kmaeysi; 3 non murses fhe Gowsrnor m courl, must ba RS
Westzrin Australio 12 members appeinted by the Minister: 7 ANF midetfe 1 Payeh nuge? Presitbiyg member eppointed fram
| RCNA WA 3 BN TTAREY | Cwitied, 1 Edith Comon® 1 Ministar members by Mister ond affer
Consumer Mfairs"; 41 membas fo be notwnl persons md hove 3 yeors comsubaficn wifh e Boord
srefing i peactice
Tnsmanin T mambars nominated by the Mingter and nppoimted by e Gowenon: {1 proctising nurse, oppcinted by

S prchisang mrses with abifty o fulll fre Bomd's chiectives; 2 persars
whin o vt nurses wha reprasant the inberzste of parsors who use
the savies ol s,

e goeeenns

Explanations for Table 1:

1. Australian Nursing Federation nominates two representatives who are registered on Divison | of the regiszer

2, The Australian Collepe of Midwives Incorporared (WA Branch) nominare a persen with knowledpe of and

experience in midwifery and whe is registered on Divisten 1 of the Registen

3. The Psyehiatric Murses Association nominate one representative

4. Ru)'-.ﬂ Collepe of Mumsimg WA l:h:lprer nominate one representacive with knmvhdge and experience in
rarsing adminiseation

3.0 Confirming the Problem

Page 62 of 332



Australian Healrh Heview [Val 24 * N 4] 200

3. The Federared Miscellaneous Woikers Union of Australia nominates two representatives who are envolled
NLUrsEs

6. The Executive Direcror of TAFE nominate one representative who has knowledge and expertence teaching
nurses to be repisterad under Division 2

7 The Chancellor of Curtin University nominates ene representanive who teaches nursing at that university
H.  The Council of Edith Cowan University nominates one representative who teaches nursing at thar universicy

9 Minisrer, Consumer Affair nominates one petson who has consumer |E“Fl|'E-5¢n‘|Tﬂ.i’i|.'rl'|. uxpﬂtien-:e

s climare of materniny services ceform with increasing prominence of midwitery, ivis inappropriare for Beards
to continue to stabe that l'hf mnct‘pﬂrui Frdﬂ'lﬂ"ﬂll'f -\]I'I'.{ COLrsy P‘l?i!l"ﬁ{'lpl'l}' H"F In'iclwl'i'_rr_'u' '."*.'l.I.FC-'ItEU“ programs
ot have a “nursing focus’ (Murses Board of Seurh Austealia 19972 Nurses Board of Western Ausrralia 1993),
Similarly, regulations that require curricula based on ‘mursing theory and practice’, with teachers of programs
h.u'ing a ‘nursing hnrkglmlm.i' {(ueensland MNursing Counecil 1995 Nurses Board of South Australia 19973, are
[=L¥] 9 OF"T&"F‘ "r'r'IFtl'I <:{1|1rt‘111|'ﬂ'.lrar:|' pra.#:hcc. Q'llirt‘ -'lr-l-'l.l'l' fn'rrn T!\l.' i:TI'IP“'U."r on content -'I.I'Il.i 5}'“3'.'-“.'5, "hi‘i t‘{‘mﬁlmlngp'
alone, emphasises inconsistencies of Australian regulation “with midwifery educarion nationally and
internaticanally.

This appioach does not ensude thar the community is either protected through practice or receive oprimally
educated practicioners. [¢ alse disadvantages bath students and universities in rerms of potential inrernational
exchanges, recruitment of high quality scademics and the marketing of courses in other counriies, There are also
CONCEETS dl‘ﬂut !iw tl?ﬂ'S(‘i isqu’;"‘ -:{'l-nl'rlll.'-il.rtf toa ‘-itllﬂt‘i'}“ “'11#‘!1' All?tmll‘un m'idwllv‘fs, ‘.lﬂ!‘il:{ MNRIrses o nK‘.‘“‘:ﬂl
praceitioners, routinely have to undertake further educacion if they wish to praceise in other countries (Leap
1999k},

Reviews of midwifery educational and clinical facilities conducted by the Boards are not required by all staces.
Where they are required (Murses Board of Western Ausrealia 1993: Murses Regisrrarion Board of NSW 19497,
there is o consistency in tequiremenrs for how these visits are to be performed or the qualifications of petsons
perfor mlng them. There iz ne evidence of any farmal link or expecred comp!lnn-_e berwean stares and terncories.
This 15 in spie of the Auscralian Nursing C Sounieil Incorporated (ANCI) saring that one irs key funcrions is ro:

loaed @ wavional appreach with Srate and Tevvitory nurse requlatery auchorisics in evolveng standards for

stattwtary wnrse vegulatenn which are flecible, cffective and repeiesive o bealth care requeirements of the

Awserlian popekation’

{Australian Mursing Counal Ine 20010,
In contrast, in the United Kingdom, Canada and Mew Zealand regulatory Boards use agreed narional criceda
ro accredic curriculs as well as reachers, facilities and services. Robust validation of srandards of midwitery
education and midwifery pracrice settings, determined by the profession, in consultation with consumers and
in keeping with changes and new directions in health service delivery. is expected (English Marional Board tor
Mursing 1998: Nursing Coundil of Mew Zealand 19596, Chirario Callege of Midwives 2001). 1n addition in the
UK, healch care facilicies are required 1o demanstmate evidence of 'keeping up o dare with government policy
divecrion and principles of care’ (English Narional Board for Nursing 1998,

Caoncerns with the quality of the current Australian midwifery workforce have recenty been arricalared {Tracy,
Barclay. & Brodic 2000; Waldenstrom 1996) and these will require addressing within the regulacions as well as
by educanion and service providers we well a¢ professional bodies], Al current assessment regulations for
midwifery fall well shorr of these required by the regulaning bodies of other induserialised countries, for example
the requirement in Europe for midwives to participare in ar lease 40 births {European Communiry Midwives

Directives 1980 and in Canada 60 births {Ontana {:n“:gt of Midwives 2001), before FECCIVITE rcgisrmtinn.

v is crucial thar agreed standards in ecducarion are established nariomally thar ace consistent aceoss curriculum
and regulation and thae provide the baseline for ongoing practice regulation.
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Practice standands are another INpOrtine aspect of n'gu!al:ian anel exise n!nngﬂidc the ErowIng anh:mis upon
quality assurance and evidence based protocols and policy in health care,

J.I'I. PuLeraiiu\ COULET ﬂ.l:l:rl:d.i.tﬂliﬂﬂ El..'.l.'l'l."ill.diu {"\'leiiiti.ﬂﬂ. FYEICTILE -:I.I'H.‘t PrOCEEsss T Snsure SIJ.LI‘d;\.I.'d.S Gflllid'-"r'i.ﬁ.'l}'
and nursing educarion and practice, vary from stare to scare. There is nor an explicic link. agreed minimum
stanclards o any benchimarking possible berween the different Boards, as might be expecred thiough che
exarmination of regulagions, This is not managed” consistently either, with some Boards or Councils for example,
st having an idenrified pmfe-ss.iu-nul otficer in midwifery ar even an equivalent person rugpunsihlc For midwifery
as ane of several porcfolios. Arguably, Board personnel with a broad generalist role would nor be able to keep
up o dare with relevanr issues such as evidence based midwitery practice and policy development.

Twa of the key objectives of the Auseralian Mursing Council are to;

o develop and be guided by 2 srrarepic view of stanimory nuese regulation in rhe natonal and internarional
comtexts:

+ apply a continuous quality improvement approach o is activities [Australian Nursing Counal Inc. 2001).

The actual struceure, processes and ouscomes related o these abjectives with repard co midwifery praceice &s not
evident in the current legislative decuments available o the profession and the public. See for example the
Annual Report of the Australian Nursing Council Inc. (2000) and the website of the Council (Australian
Mursing Councl Ine. 2001) in which mudwifery is nor identified at all,

Identification and recognition of midwifery

All Murses Aces in Australia currently see midwifery as a “branch’ or ‘specialty’ of nursing and therefore refer co
midwives as nurses, This has serions implications for the regulation of these midwives who have never been
nurses and who would ner seel 1o held themsalves our as nurses. There are aneedoral pepores of increasing
numbers of ‘direct entry’ midwives from countries such as England, Mew Zealand and Canada secking
fegisiation in Austealia. In some cases these persens arve being licensed' ro pracTise both as midwives and as
iuises, I one case, o midwife who was refused registrarion in one stare in Australia proceeded o obrain
registation in New Zealand withour difficuley, Under mutual recognition i Commenwealth of Australia 1992),
this midwife could register in her new home state in Awstralia whoe had originaly refused o register her.
{Personal Communication, 200{.

[nn all bur chree states, midwives are aucomarically presumed o be competent as 2 nurse and pracrise under 2
Nurses Code of Ethics. To date, three states (Vieroria, Queensland and Tasmania) have also deve|npec| their own
individiial codes of practice for midwives (Nusses Boand of Vicroria 1990 Nursing Board of Tasmania 2000:
Chugensland Nursing Council 2000), Ik is unreasonable, unsafe and prebably unlawful to expecr people who
have never identified as nurses wo self regulare as nurses within documentation that, in some pares of Auseralia,
does nor explicitly include the nomenclature of midwifery and midwife, Ir is therefore imappropriaze w simply
suggest within the staruges thar nomenclature for midwife/midwifery may be used interchangeably with
nurse/nursing {Murses Board of South Australia 19993 [t is unacceptable, irrelevant and arguably dishonest to
ask a midwife ar registragion, to describe her'his previous experience as a nurse when, shelhe has only ever
worked as a midwife. Incieasingly, this also applies 1o midwives who no longer work in nursing and idenrify
solely as midwives. and w midwives who have only very oocasional access to midwifery practice,

Each of the state and rerritory Acrs provide for the Boards o have specific powers enabling the pracrice of
miidwifery o be ‘controlled’, These powers appear 1o be directed at conrmolling any arempr by non authorised
persans from practising midwifery, although midwifery practice ieself is not defined. In all states midwifery
fequires & separate authorisation from the Beard, following repistration as a nurse, Pracrising |11.|d1.+|.|'e|} [ zlic@
unless the person is 2 medical pracridoner, or 2 scudent nurse, midwife or docroe ‘wnder supervision”. Where the
torm ‘supervision is useds it 35 not always defined. Only the Murdng Acts of Tasmania (1993) and Scuth
Auseralia (1999) artempt to do so by providing an interpresasion of the term ‘supervision” eo include: “oversighe,
direction, puidance and support” with the South Australian Ace (1999) adding ro this...."whether given directly

or indivectly”, The Mew South Wales Murses Aot (Nurses Regisrearion Board of NN 1997) stares thar a person
must not practise midwifery withour suthorisarion unless they are a medical pracritioner, a person rendering
EMELEENCY Cate o

“any wredicad or wussing stedens, o accredited s, ey ander the supervision of a ﬂgr'su-nﬂ' HiFE

:I:J!;mn';'r.-'!r L _I.'er:.-'.ur .'.ln'nt'.'a'_lftl‘-'_}; ar !."):'Julll'u'u‘."r':-um qrﬂ mn:'slr.n':!.'rlll‘)m:'h'!m-.utf"
(MW Murses Act 1991 Parr 2 Section 7).
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The public have na way of determining the efficacy and safery of parricular arrangements thar may be under the
auspices of midwifery supervision’, Ir is important thar consumers are able o identity qualified persons and
make 'informed choices” around their maternity care options, particularly in NSW where they may be receiving
care from ‘any’ level of nurse or medical student under ‘supervision’ (MSW Murses Ace 1991 Parr 2 Secrion 7).
Protection of ile is imporcant in contributing 1o the publics perceprion of the distincrion berween the
professions of nursing and midwifery. As stated in the NSW Healdh lssues Paper {NSW Health Department
1999} specifically prepared to assist in o review of the Nurses Act in thar stare:

“The abjective af tiile vestriction i po protect the public by ensuring thar consroness ave able bo identify quealiffed

perzens " (p26).
[n addition w0 protection of the dide "nurse’, which is universal in Ausrralia, four seares (INSW, ACT, Yictoda
and SA) restrict che vse of the ttle ‘midwife’. Protection of e is of linde use if the documentarion produced
by the Boards, 15 confused and implies chat nurses and midwives are one and the same. For example, whilst not
enshrined within law, the Boards of NSW and Tasmania boch seate thar they ‘accepr’ the current definition of
a midwife as endorsed by the World Healdh Organssaion’ {Nurses Registration Board of NSW 20005 Mursing
Board of Tasmania 20000, Significandy, this definition states that "2 midwife is a person” and does not in any
way state that o midwife must also be nurse (International Confedenation of Midwaves 1990],

Table 2: Purpose of the Act and nomenclature used for recognition of nurse, Nursing,
midwifc and midwifery for cach for cach state and territory

et Furpase of 4 Interpreatalisns within the docements
Hewe South Wolss 1791 To requlnte the proctice of nursing and to reped the EN: parson rag. urcler this fict. Person outhorised
Murses Ragishation et 1953 o prnctise midwilery must be antied ro be
regefaned nurse

ustrolion (apitol Temitory 1966 To provide for the mgistroticn & emclment of nursss, supendsian RM: persan reg. o5 azneml nurse, mental heath
af nursing educofion nd standonds, and eloted puiposes nurse, of midwile, *procieng’ i this bt meomns
priactising In oy bionch of puesing

Hortham Tentony 1584 T provide for sthools of rusing ond tha regishation and Hurse: parson reg. o amclled under the Aet
anralment of nurses Geneinl nuisa: persan whise nome oppaais an
thee registy under generd caregory af nuisig
Wickaitery riurse o above but on cobegary af

mithafery
Quegnslond 1992 Tor prowide Far seglstiotion ond anicdment, proctis of nuisig, — Murse registered o sonelled nuee. Midhife
educntien ef rersing md sekted pposss persan mthored b praciss midwifery. Nusig
Couwrse: cowse toeducobe persans Tonuising
& 3 Dhjzctive ; to make provision Far ensuing sabe ond arl midwifery, Hnsng Practice: indudes
mpatert nursing peoctice michifery, peychintriz, ond ony other oran of

nursing practice. Mrsing o kfications: includes
michwitery, peychiniric ond oy ather ovea of

Inrsing.

Scuth dustrakia | 959 T provide for Registation ond enielmant of nurses, egulate — Nurse: parscn reg or anrolied undar At
urstng far purpese of marlaining high stondards of Wickwifer pessan outhoitsed undes this &t
ompetercies & conduct by nuises, o epeal 1984 A, practiss midwifery, Mideifery: coe msishancs,
ather parposes ar appert provided o o mather or chid in

redntion ta pragnancy ar the bith of o chikd.
Spacid proctics areas: midwibery, mental heakh
nurang, any cther mea of pursng recognised by
thie Bamd s being spescial piuctice e

Victoin | 593 To prodesct pubile by providing ragishatian for nuses & fnenal nurse [ modamal and child haolth nuse
Iwesstiaticn info pratesored conduc o fimess o poctise of  midwife e peron ieghkheed o
FN; toestoblish Yic Morsss Boond; repeal 1958 Ad, fo provide  Oivision 1 of the registsr;
far ather relnted matisrs

Westain Aushaln 1997 Tor privvide Far vequlation of the pra<tice of nnsie), tegistmfon — Hurse: o persan ieglstered, Speaality means
of permans i nuises, repzal 19688 Act ond rsbted purposes 0 paiticudar branch af nursing rezagnised by the
Eoard o5 equiring particular qoalificotions
approved by the Boond

Tosmwnin 1955 Too prldes For the tegistvancn and enialment of numses, the — Wurses o persan regisresed of envalled o 0 nunse;
regulnfion ord practice at nusing, the repeal of the Husing Act  mickwife meors o egisized nurse outhoised fo
1987 and for rebried purpases pruchize midwilary: procis meons procise nusng

mickifery 15 0 tes¥ichad men af nuisng prachios
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completion of an appropriare educational preparation and regiseration within the Ace, midwives are praciitioners
in eheir sien ight. This differs for all ather areas defined as specialities in nursing, Within the Acts, midwives
are not required 1o consult with doctors unless there is o medical need. Midwives are qualified o provide
primary care across a clearly defined specrrum of sime in a woman's life, The period of care is usually the
antenatal, intra-natal and postnatal period op w either twventy eight days or six weeks fn”mving childbirth. In
moist developed couneries ather than Auwstralia, rhis period of rime i5 explicit within the repulations which make
provision For midwives to have legal responsibilicy for chis dlear and well defined sphere nfpracti-:c (URCC 1998).

The incernationally recognised definition of 2 midwife stares thar

A .lf.r."nrrr:.ffé F ol pevion u ha, .l':..l:'.l'ug breen n'_tgufr.'n"}' adlmitted to @ mides |’I‘F_'_|' celeititornal progrtm, a'.'.nj' n'rag.l.l."ﬂrf' mn
e cowtry di wwlich it s facared, b smiccesifully complived the preseribed conse af smdies i midwifery and has
.-.frﬁr.lrf'n'r.lr the requisite ;Jm.r!'.lj"“n'ur:'m.'.c to e JT';g.F.cm'a.l" aneior .l!t'g.rﬂ_"p Sivensed to Jrictise J.'aj.-'."r.:'f}h:u

Slr.l'l" TRt Igl'f' Jrlf.l'u'lf' fo ‘g'.l:n"ul" |'.l|:|IZ' M 'ﬁ.l'ﬂ'?].' I.?-I'PI'J'l".I"ﬁl"lJ.'F. i r.r?.rr'." r]'."!l}"f.-!'f‘ IO RMATHER A{frf}fg‘f'ﬂTngijL}'. ﬁrfmarr Ii'.l'.'.l'lll !Jlff P{?ﬂ'
partam period, to conelut deliveries on ber aw vesporsibility and 1o care for the newbern and the infane, This care
raé 'f:.'ﬂ"e's Jz:'rrrw seittve wredsures, He alrf!rafn:de aJlr d.l_r.'.lmr.u.':af rnmﬁlnbm i wather Jrrm" r'.llm"::r, dhe FTF:'.I’!.F:"HI:"H! nﬁm{.‘?{nﬂr
assistarie and the execation of emergency measnres in the absence of wiedical help, She b an important task in bealth
counsedling aned education, nat eidy for the women, but alo within the fimely and the compnity. The work dhowld
fnvodve rtenistal exdcation aned prepanition for parenshood and exrends to cortain aveas of gywecology, faily
Miaiising anel ohild care. She vaay practise i bospivals, elindes, bealth wnit, doveicilary condivions or e any orher
sevvice™, (Turertattonal Confecention of Middve 1990,

Other issues of quality in regulation

Determination of recency of practice is another arca of regulation where there s significant inconsistency
berween the various tegulatory systems, ln some states registration continues indefinitely, even if a midwite i
no Eﬂ‘l'lgi."r Fmt'tiﬁiﬂgﬂ‘r |'|35| not Frﬂﬁtisﬂd H.'lr Iman :l‘ :r'r.':lr! |:N'|.|r§l.'ﬁ- chjitrﬂtlilﬂll E'Dard 'DFNmr :99] )i ‘Pr‘ﬂl.'tl..‘iing‘
is not defined or dearly idenified as “clinical practice” although ene authority provides a “limited’ registration
to allow for research or teaching only (Nursing Board of Tasmania 1999). Every state except NSW has a '3 year
clause’ that requires a midwife to complete 4 re-entry program (often in nuesing), Most allow continuation of
remstration as a midwife even iF working exclusively as a nurse with an implied assumption that practising as a
nurse also keeps an individual up o date in midwifery. Whilst it may be argued that recency of practice is the
responsibilicy of the individual and or dhe emploving avthority, in the corrent dimare of workforce shorrages,
it is possible that such expectations are not consistently adhered to. Similardy, in such situations of workforce
shortages, midwives who ave not practised nursing for many vears. or even not ar all, may be sent w work in
nursing arcas. Again, protection of the public and adequacy of regulatory standards is questionable and should
be 2 macer for coneern,

i-{'l {{ﬂtf tl'll."l'f.‘ iS ot I.Irli\'l.'l"iﬂi .'Igrt'fm (=41 rcg.a!din[_{ I!.'I.tiUH:I.H}" l:ﬂmEJG.'tL"I'IL}" Stand.ﬂ'lii th m;lj'rkll:lflj' Prdl'.'til'.'f.' or
educarion in Australia, and as such continuing professional competence is addressed in a variery of different
ways by each of the Boards. In some stares (for example SA), midwives are required 1o declare competence as 1
nurse using the Board approved comperency standards for the repistered nurse (Austealian Musing Council Inc,
19498). The principle mandare of the ANCI (of which all scae and rernicory Murse Boards are stakeholders). i
to lead 4 nacional approach in developing common scandards for seatuwey nurese regulation. Since inceprion and
to dare the ANCI have shown no evidence of endorsing nanonal standards for midwifery pracrice or education,
.'al.NCI :-:nntimn: to 1.|I:i“5|: I'H.Ir!'iﬂg jt‘:l.lld.llrj: in I!!fii’ Asscssinent -:Ifm'i:rs-cas HP’!J;ECHI“‘S iﬂllltnli'l‘i“t:r' :FDT l{gi.ﬁlﬂtilﬂ"
and competence to practice midwifery, and in assessment of the midwifery educational programs these applicants
have underaken. This is inconsistent with the eontemparary intemarional appraach o midwitery regulation

Currenty. only one Board requires pracoising midwives to declare comperency on an annual basis using the
ACMI Competency Standards for Midwives as the standard (Australian College of Midwives Inc. 1998;
Nursing Board of Tasmania 1999). OF concemn is one Board [NSW) thar does not require nurses or midwives
to declare any degree of comperence betore receving annual renewal of registrarion.
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Conremperary issucs in Aaseralian midwitery regularion

Coneerns about the regulatory standards of education of new midwives may also be applied to the re-cducation
of midwives retuming to the workforce, Currently, in Australia there is no evidence of any requirement for
refresher programs to be of 3 certain standard with regard w conrent, duration or ourcome measures. In 2000
a change in the Tasmanian regulatory framework demonstrated how many midwives do not re register when
stringent mechanisms are pur in place that require them ro dechire comperence in their field. Section 5.2 in the
l'.'l:ldl.' L'lF I‘Ilﬁl:til'.'l.' };Jl' h’{id“‘i'ﬂ'fi in -J-..L"il'l'lilrli.ﬂ states:

Al msdlnnver are m:,rnm_tr'fu"y anal gecormlle for theer o practice, ;l':lrrg:p st et within whe _-:I|'Jflrn'¢' qf'r.r.l.".-fu-'."ll’@r}'
pritctice and ave expected to maintain the wecosary competinge for safe and effective prictice. The stanedard in
Tacweania i the ACMT Competency St for Midwipe" {Nursing Board r{ﬁ'.-_.l;n.lr.ruhr 206%7).

In one year following the release of the Competence to Practise Policy (Nursing Board of Tasmania 1999) che
numbers of peactising midwives registered in Tasnania dropped markedly (Streer 1998). This is further evidence
thar loose legislation is not enabling the Boards w meer the objectives of the Ace. This action alse adds siength
to the argument that midwives or nurses will choose not to work 1n areas where they are not recently fanuiliar or
competent, when given the opportunity to declare their self competence and individual scope of practice for safe
care. Table 3 describes current vegularion standaeds by Seare and Terdory regarding declararion of comperence,
exstence of a code of practice for midwifery, and recency of practice requirements for midwives in Australia.

Table 3: Annual declaration of competence requirements, existence of recency of
practice clause and code of practice for midwives in Australia, by State and Territory..

Sinte/ Temitery HSH ] L) aLk VI ) Wit Ths
Amud dechuntion of

competanca suied - o i ) i i e 1] T
Typa of compatency:

Hi=nes  Wid =midutfo - . . He Ne i - id
Recency of poctice douse {5 yers) o e e yes I e ey g
Codz of pracfica for midwives o I I y&5 5 1] o s

The issues of recency of practice and continuing competence are both complex and important, In terms of
protecting the public this should reflect a national standard to allow for the mutual recopnition of accrediration
from other states and territories around Australia, Tt appears essential thar Australia moves toward a narional
sysrem whereby midwives and nurses musr declare thar they have maintained comperence in one or both
disciplines and thar they have derermined for themselves thar they are safe 1o pracrise. The Acts should ensure
that standards are employed rigorously and appropriately in the regulation of both professions in onder to
protect the public and promote and maintain standards of care. This ts an importane principle if Boards do not
see their role to monitor practice standards in any other way. These issues raise significant questions surrounding
refresher and re-entry programs including who provides chem, as well as costs, content, seandards and audit and
quality measures in place.

Employers need o be able to expect dhat a midwife registered in another state 15 of a similar standasd to thar
expected in the state in which they seek to practise, This is assumed te be more smaightforward since the Murual
Recognition legislaion was enacred in 1992 {Commonwealth of Auseralia 1992) This Act was incroduced to
address some of the difficulties creared by state and territory differences and to facilitare the registration process
for health professionals moving across borders, The effece of this legislaon was supposedly w provide
uniformity and consistency in addressing prerequisites for registrarion and sereamlining the process of
repistration for practitioners who moved from one state to another. Despite this Acr, there remain significant
ditferences in the relevant legislation berween the stares and territories thar s highly problematic. Similar
concerns have recently been raised regarding the regulation of nursing m Australia in which the author identifies
the need for the development of 2 national template for the regulation of all health professionals (Bryant 2001).
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Current context

Therz is recognition by some employers as well as researchers of che nead for the standard of midwifery
aducation w be reviewed in lighe of developments in models of care, as well a5 concerns abour standards of
practice and recruitment and retention of midwives [Tracy. Barclay, & Brodie 2000}, Under the auspices of the
Australian College of Midwives [ACMI) several universities across Australia are developing innovative
collaberative approaches to midwifery education thar include a set of national standards for the accreditarion of
three-year Bachelor of Midwifery programs, This form of midwifery education will be developed in Australia
over the next few vears, with eight Universities reporting that they intend w commence three-year programs in
2002 and 2003 {Aostealian Collepe of Midwives Ine. 2001; Leap 2001). In March 2001, the Australian College
of Midwives (ACMI) Bachelor of Midwifery Marional Taskforce distribured in draft form, Smandends for rhe
Aecredivateon of Bachelar of Midwifery Progranes w the eight Nurses Boards. This is part of the ACMI's amempe
to develop standards and a narional framework to ensure excellence and comparibility in the accreditation of
midwifery education programs used across the country, [x is hoped that eventually, these standards will be used
for approval of all courses and education providers in all institucions offering courses leading w registration as
a midwite. Ar the current time however, as the current Acts are constitured, MNurses Boards are not obligated o
adopt these srandards. Itis proposed thata peer review panel constinuted and convened by che ACMI will make
recommendarions 1o the registering authorities for course approval (ACMI, Personal communication, 2001),
This most sipnificant and formal actempe by the midwitery profession o seek national recognition of midwifery
standards and comperence will challenge the current regulacory sysiem and furcher highlizhe ies limired capaciry
to respond at a national level,

Conclusion

It is clear from che analysis of the various acts and regularions affecting midwifery in Australie thar serious
inadequacies exist. The lack of consistency and evidence of discrepancics in the sandards of midwitery
education and practice regulacion nationally, raise concerns abour the capacity of the current statuges 1o protece
the public adequately and ensuee thar minimum professional standards are mer.

The development of national standards in midwifery education and a three-year Bachelor of Midwifery intensify
the urgent need for regulatory change to bring Australia into line with other Wistern countrics. Appropriate
natioral midwitery competency standards that meet consumer and practitioner expectations and that can be
used to guide state and rerritory regulations, are uegently needed.

Membership of the ANCT and all Boards of che furuee will need to recognise midwitery as distiner from numsing
in order to ensure that ‘profession specific’ issues are addressed by the relevant group, with involvement of all key
staleholders. WMidwitery and consumer representation should be evident on all hodies concerned with midwifery
pracrice and educarion standards as well as with peer review and complaint mechanisms regarding the professional
conduct of midwives. Currently this is neither consistent nor effective nutionally. Specific midwifery
representation is reflected in variows ways, through board membership. the existence or otherwise of practice

review commitees ad ad boc processes of consultation with the pmﬂt‘ssinnui midwifery and consumer groups.

The Boards have a role to play in educating the public ro understand regulation and 1o enable discamination
regarding the sizgnificance of the title ‘midwife’ in terms of the role. as well as the different body of knowledge
and scope of practice of midwives. The public needs o be aware if they are receiving care from a midwie, 1
nurse, & decter of a student of any health profession. Protection of tile is of lircle importance unless the public
is educated to understand the significance of the title and how they are provected under the Act, Nomenclature
should be addressed so that midwifery pracrice is clearly identified and 1o enable the regulation of midwives whe
are not nueses o who are no longer or have never been competent to practise in both professions, The skills and
practices of gach profession are distinet and ditferent and the public has a right te this information. Any revision
of regulation should ensure that the nomenclature refers to nursing or midwitery distinctively so thar the public
and empliyers can be properly informed.
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Camremporary issaes i Anstealian midwitery regnlanion

The ANCE have been responsible for a ranpe of iniriatives thar demonstrare their commitment o and
achievements for the profession of nursing, These include the development of a Code of Ethics for Nurses: a
Code of Professional Conducr for Nurses and Narional Nursing Competency Standards for the Registered and
Enrelled Nurse. [t is essential char these same endeavours ocour for the mdwifery profession, for both midwives
and consumers of matemity care across Australia, Universal adoption of the ACMI Comperency Standards for
midwives and a national Code of Practice and Code of Edhics for midwives would be an appropriare move
torward in addressing some of the inadequacies and discrepancies idencified. If self- assessment of competence
15 to be adopred universally, processes of maintenance and self- declaration must be established and recognised
a5 national minimum standards. Tt would be desirable for the Boards, in parmership with ACMI, o explore
these as well as the intemanonal systems and mechanisms for maintenance of midwifery standards to determine
what constitutes appropriate professional activiey and the best way forward regarding policy on these crucial isswes.
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3.24 A Challenge to the authors of the Study

During the preparation of the paper for publication we had deliberated as to which
journal would be the most appropriate and effective in terms of disseminating the
messages it contained. We decided on the Australian Health Review Journal rather
than a midwifery or nursing journal as it carried with it the potential to reach the
wider audience of health service administrators, midwifery and nursing regulators

and tertiary education service providers.

Following the publication of the paper the journal’s editor received a letter from one
of the Nurses Boards raising concerns about some perceived inaccuracies
contained therein. This letter was forwarded to the authors and was much
appreciated. Receipt of this letter confirmed that our decision was correct and that
regulatory authorities had indeed read the paper.

In the publication we had emphasised the fact the Boards had a role to play in
educating the public to understand regulation and that this role should be taken
seriously. We also challenged the current status quo through asserting the
importance of a need for change in the view and legal positioning of the Australian
Nursing Council and all Nurses Boards regarding the identification of midwifery as
distinct from nursing.

The letter is reproduced on the following page.
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3.2.5. Letter to the Editor of Australian Health Review Journal

Avamlinn Herleh Boview [Wal. 150 Mo s HEIT p | BS

LETTER TO THE EDITOR

ostratian Midwitery Regulation in the Northern Territory

30 January 2042

Drear Editor,

The article on Australian midwifery regulation by Pat Brodie and Lesley Barclay (AHR, Vol 24

i 4 2001) was brought to the attention of the Nursing Hoard of the Northern Territory, Members
of the Board were alarnied by a number of factual maccuracies reported i the article and the Fact
that this article was able o be accepted for publication with so Many 1naccuracies.

Legisiation

A mew nursmig act was enacted in the Northern Terrivory in October 1999, Swrprsingly, the article
i the Australian Health Review refers to the old nursing legislation fNurses det 1984). This
legislation was repealed when the new sct was passed.

Australian College of Midwifery Incorporated (ACMI) competency
standards

The Nursing Board of the Northern Territory endorsed and adopted she Australian College of
Midwives Competency Standards for Midwives in 1998, muking it one of the first nurse regulatory
authorities o do so

The article staled that onty three nurse regulatory authorities had in fact adopted the competency
stanclards, This s clearly incorrect,

Fallowing the adoption of the compelency standards thev have been used to forn the basis far the
development of midwifery programs in the Northern T erritory, The competency standards are alzo
used when midwives seck to re-enter the profession afier 2 period of non-registration. The nudwife
st be assessed as competent dgainst the compeieney s@ndards prior o the Board ssuing a
practising certificaie

Also since the inroduction of the Nursing der (499, all midwives in the Northern Territory have
Been required to complete 2 seli-declaration of their competence to practise riidwilery and o
declare that they pracuse maccordance with the ACMI competency standards prior o being issued
with & practising certificate, Again the arncle incorrectly states that a self-declaration of
compelendss is only reguired in Tasmana and Queensland,

Members of the Board are most concerned that at no time did the authors contact a member of the
Bowrd or the Board's professional staff seelung clarificaton on any maners in refation o the
legislation, the competency standards or declarations of competency. A simple phone call would
have provided accurate information. The article. as published, presents grossly inaccurate
tnformation, refers (o non-existent legislation and certainly does not present a true picture of
contemporary micbwafery regulation in the Morthern Terntory,

Yours sincerely

Sandra Smiles
Chair. Nursing Board of the Northern Terrimory

Feference
Brodie P and Barclay L 2001, Contemiporary mssues in Australian midwifery repulation, dustrealion
Health Review, Vol 24 no 4, ppl 0318
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3.2.6 Response to the Challenge

Following receipt of this letter we returned to our original sources of data and
examined the methodology. The approach we had used was to access each of the
eight statutes electronically and download them from The Australasian Legal
Information Institute (AustLIl) Database. This database is one of the largest sources
of legal materials on the World Wide Web. This site provides free Internet access to
Australian legal materials. The publisher's stated broad public policy agenda is to
improve access to justice through better access to information for the public. AustLIl
publishes publicly accessible legal information, that is: primary legal materials
(legislation, treaties and decisions of courts and tribunals); and secondary legal
materials created by public bodies for purposes of public access (law reform and
royal commission reports for example). It was this aspect of providing ‘access’ to the
public that prompted us to use the database for the study in the first place. We
hypothesised hat there is confusion about the role of the midwife with a lack of
consistency that challenges the legitimacy of the current Acts and their capacity to
protect the public. Furthermore, any member of the public should be able to access
a publicly available and readily accessible data source, such as the AustL// legal
database and determine for himself or herself the role of the midwife in Australia.

We had also consulted with a nurse-lawyer, who advocated our choice of data
source. Throughout the study, we continued to verify with her a number of
inconsistencies and anomalies identified in our early analysis, further strengthening
the validity and strength of the findings.

Upon receipt of this challenge we proceeded to review the more recently published
Northern Territory Nursing Act 1999 and repeated the analysis. As the following
letter explains we analysed the 1999 Act and regulations to determine their
adequacy in regulating the education and practice of midwifery, drawing on the most
recently published legislation in AustLll Database. Despite new legislation and
claims otherwise, our analysis remained essentially the same.

This challenge served to strengthen our original claims, that there was confusion
about the role of the midwife and a lack of consistency and standards within
regulation. Despite reviewing their legislation more recently than any other state, the
new Northern Territory Nursing Act 1999 states that it's purpose is to: ‘provide for
the registration and enrolment of nurses and the regulation of the practice of nursing
and for related purposes’ Further, within the new Act midwifery continues to be
defined as ‘a restricted practice area of nursing’. As such, our original findings,
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which claimed that midwifery remained ‘invisible’ in a legal sense in Australia,
including in the Northern Territory, could be sustained.

We provided this information in our response to the editor of the Australian Health
Review Journal, which was published in the subsequent edition of the journal. The

letter is provided in the following pages. No further communication was received
after the response was forwarded.
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3.2.7 Authors’ response to the ‘Letter to the Editor’

| Ausaraloin Heslrh Revigw Vol 25 6 Mo 412
|

Letterwfﬁt; The Editor |

Midwifery Regulation in the Northern Territory

20 Febroary 2002

We write i response to @ lester from the Chair of the Nursing Board of Northern Territory that
was published 1 Issue 25 number Lof the AHR. inrespect 1o our paper on midwifery regulation
that was published m lssoe 24 number 4. The Chair of the Nursing Board raised three maters, and
we will eover them in tum below.

Assue 1: our use of out-of-date information

| The Northern Terrtory Nursing Board has a right to be concerned with aur citing of out of date

| legisiation if indeed this was the case. We conducted the dats collection and analyvss during May -
June 2006 ar which time the primary data source ~Australian Lepal Information Database” cited the
Nurses Act 1984 as the current legislation for mursing and midwafery m the Nosthern Territory. We
did nat check for any updated kegislation on this locaton before submitting the paper for
publication, nor was |1 foreshadowed there. We extend our apologies the Northern Territory
Nurses Beard for this omission, but the terms within which the research was conducted were clear.
Perhaps we could have been specific in the imitations section that any recently updated
regudations could nod be identified.

Lpon discoverng the omssion we praceeded tworeview the more recent Noithern Territory
Nursing Act 199% and repeat the analvsis. Inkeeping with the orginal gim of the research, we
anzlysed the mew Act and regulations to determine therr adequacy in repulating the education and
practice of madwifery. We drew upon the legislation that was current on | Februgry 2002 10 the
Australian Legal Informanon Database — that 15 the Northern Ternitory Nursing Act 1999 and the
Nutsip Regulations Y89

It appears that, inspie of new legislation in the Noohern Temtory: our analysis remains
essentially the same.

As m most states and territonies actoss Australia. there 15 confusion shout the role of the midwife
and & lack of consistency and standards within regulation that places Australian midwifery out of
siep with most other western countnes. Discrepancies in the standards of mdwifery education and
pracice tegulanon nationally are evident and this fimus the capacity of the cureent Acts to protect
the public.

The long ntle of the Norhern Terrory Nursing Act 1999 stales that it is: o provide for the
registeation and envelment of morses and the vegudarion of the praciice of g and jfor related
purposes . Further, within the new Act midwifery contines 1o be defined as ‘2 restricted practice
area of nussing . Such nomenclature has serous imphications for the regulation of midwives who
have never been nurses and whe would not ever seek 1o hold themselves our as nurses, Increasing
numbers of “direct entry’ mudwives are now entering Australia from countries such as England,
New Zealand and Canada. In addition. there are several Lniversities across Australia about to
embark on three-vear Bachelor of Midwifery degree programs, |nder muual recognition, these
midwives should have no barmier to registering in any state in Austraha as midwives, not nurses or
(as stated i the MNorthern Territory Nusing Act 1999 *midwifery nurses'. Under current
legislanion, the Morthern Territory Nursing Board and several others will be challenged 1o
accommodate these graduates. Ina elimate of severs midwilery workforce shorages our paper
wis designed to raise concern and debate about these wsuis. We intended o highlight the need for
nattonal consistency n the regulatory framework for midwives that cléarly identifies midwifery
and enables the necessary health services reform 1o oecur in 2 manner that both grotects the public
and enables the appropriste education of the profession,
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[Issue 2: Competency Standards
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underlying premises Tor the study. Our method was 1o conduct a systemane content analyss

h for the hasic amribotes and common features found i most forms of

hted and
islation was

:'I'I\.'.IIII il'!'__- 4 SERTT
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| compared acioss each of the sratutes. It was notour intention o mterpret how ley
enacied or what processes the Boards engages in during the course of implementation but rather 1o
apalyvse the documented Acts and lemisiation as they are available mothe public domain, We trust

that thas addresses vour comne the informanon with regard to the

MNursing Act 1994 4 the

|
l“& WIS sincarely
Pat Brodie, Semor Research Midwife, Australian Midwifery Action Project |
|: eslev Barclay, Professor and Director, Centre for Farmaly Health and Mudwifery, University of
| Technology Sydn |

3.2.8 Conclusion

The outcomes of this study highlight the need for (NHMRC, 1998b; Commonwealth
Department of Health and Aged Care, 1999; NSW Health Department, 2000b;
NHMRC, 1998b)national consistency in the regulatory framework for Australian
midwives. This framework must clearly identify midwifery and enable the necessary
health services reform to occur in a manner that both protects the public and
ensures appropriate education of the profession.

This analysis of midwifery regulation demonstrated a number of serious
inadequacies and inconsistencies that should raise concerns about both the
standards of regulation, and the lack of clear recognition of midwifery in Australia.
As has been shown, in every state and territory in Australia, midwifery is seen as
part of nursing and is therefore regulated through Nurses’ Acts. Recognition, status
and visibility within regulation are arguably, the foundations upon which a profession
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is built and assessed. Minimum standards of practice and regulation of the
profession are integral to ensuring protection of the public. Without these essentials
in place within regulation, Australian midwives will continue to struggle to maintain
their capacity to contribute to effective maternity service provision.

Given the findings of this analysis, and in association with the results of the
‘Midwives Voices Study’, | felt compelled to examine the concept of midwifery
invisibility as it is experienced in practice, organisational development and in policy
formation. In the following section of the portfolio, through a series of case studies, |
explore how leadership was used as a strategy to make midwifery visible and

enhance the contribution that midwives make to maternity service provision.
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3.3 STUDY THREE - LEADERSHIP AND COLLABORATION

3.3.1 Introduction

The third study complements the previous two in confirming the problem of
midwifery’s invisibility. Through the use of case studies | identify the problem as it
was experienced in practice across three separate settings. In these case studies |
explore my own, and others’ attempts at providing leadership, to increase the
recognition and contribution of midwives in maternity service provision. The case
studies are used to eplore observations and experiences of different methods,
attributes and contexts for midwifery leadership and collaboration in maternity care,
across a range of different organisational contexts.

The objective of these case studies is to investigate how midwifery leadership and

collaboration can assist to overcome some of the barriers and contribute to the
achievement of the necessary reforms in maternity care.

Different levels of health services have been chosen for investigation where
midwifery leadership has been a critical factor in the development of maternity care.
The different ‘levels’ or ‘spheres of influence’ all focus on the introduction of
midwifery models of care, increasing the visibility, recognition and utilisation of
midwives’ skills and the use of evidence to support the strategic improvement of

maternity services. Presented as three separate ‘stories’, they represent a widening
scope of experience and influence that | have been involved in over many years.

Each case describes the different context and presents a reflective analysis of
leadership. My personal historical reflections are informed by and draw on a
fastidious capacity to file and keep track of personal records and memorabilia such
as newspaper clippings, letters of thanks, photos of significant events, personal
correspondence, and publicly accessible health department reports and policies.
This collection of materials extends over a period of more than twenty years.

The first case study explores my personal story of leading change in the clinical
practice setting. It links into an exploration in case two, of my experience of
providing technical advice to organisations seeking to introduce changes to their
maternity services. The experience of working as a midwifery adviser to a state
health department, developing policy and a strategic direction for maternity services,
is the subject of case three. All of the studies involve attempts at making midwifery
more visible and recognised, through the use of a strategy of leadership.
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The work draws on experience from the clinical field and data from across different
settings. Through various roles, | observed or provided leadership and engaged with
others in developing collaborative approaches to bringing midwifery forward as a
visible contributor to maternity services. The section begins with a descriptive review
of attempts to develop services and reform clinical practice. In particular the
introduction of midwifery models of care is examined. The case studies then move
through a number of broader organisational and policy contexts where attempts
were being made by leaders to increase the contribution and visibility of midwifery.

Through these experiences, a number of critical aspects of leadership as a strategy
to raise the professional capital of midwifery emerged. The need for analysis of
these aspects and why they are important in the achievement of change in maternity
service provision are the focus.

The case studies are underpinned by an assumption that emerges from clinical
practice and experience. That is, that competent, well-informed midwifery leadership
is needed for effective collaboration, which is required for the necessary changes to
occur. The case studies focus on different contexts for leadership, essentially these
are the different ‘levels’ or boundaries of health services leadership: clinical,
organisational and policy. Within a milieu of widespread policy change and push for
systems level reform, midwifery’s contribution and capacity to influence change is
analysed by examining the leadership of those who either facilitated, or at times,
blocked change.

This analysis helps to further explain the barriers to midwifery that exist despite
sound evidence and rationale for their removal. The concept of leadership as a
strategy to overcome these barriers will be further developed from these case
studies. This may explain why changes to policy are potentially straightforward and

yet implementing changes at service provision level are so much more difficult, if not
impossible, to achieve in some circumstances.

The potential to develop professional capital in midwifery, through a strategy of
leadership that makes midwifery visible, and the development of new models of care
is explored. It will be shown that enhanced professional capital and greater visibility
may assist in making midwifery clearly recognised and able to contribute more fully
to effective maternity services in Australia.
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3.3.2 Context

Changes to maternity services policy, structures, processes and outcomes have
been recommended through state, national and international reports and
recommendations as well as the scientific literature for more than ten years. This
has been reported earlier in the portfolio. Evidence of widespread adoption of these
policies or implementation of the recommendations, however has been almost non-
existent due to a number of barriers. Some of these barriers have been revealed in
the ‘Midwives Voices Study’ and in the examination of the regulations governing

midwifery in Australia, as reported previously.

Over the past two and a half decades, the organisation of and context for, the
provision of maternity services in Australia has been changing. As discussed earlier,
major shifts in government policy direction (NHMRC, 1996; NHMRC, 1998b;
Shearman, 1989; Victorian Department of Health, 1990) and various reforms across
maternity care provision including models and settings for care has been
recommended. Theoretically at least, the promotion of ‘midwifery led’ care to
improve continuity of care across all stages of pregnancy, birth and postnatal, has
become increasingly evident (NSW Health Department, 2000b; Commonwealth
Department of Health and Aged Care, 1999; NSW Health Department, 1996). This
is described in detail in the introduction of the portfolio.

As such, innovative new models of care are beginning to emerge that require
midwives to work in flexible patterns, with working conditions that reflect greater
professional autonomy, and self regulation of practice including increased skills in
referral, consultation and collaboration (NHMRC, 1996);(NHMRC, 1998b) (NSW
Health Department, 2000b).

3.3.3 Rationale for studying leadership in midwifery and maternity services

The need to understand the nature of leadership and collaboration within the
complexity of contemporary maternity service development is self-evident.
Internationally, as stated earlier, within westernised health systems, there are
concerns regarding increasing medicalisation, intervention rates and litigation in
pregnancy and childbirth care. This is reinforced by suggestions that the benefits of
modern obstetric care may be being overshadowed by its harm (Grant, 2000). At the
same time, virtually all heath service planning and policy reports relating to maternity
services have recommended a greater role for midwives through the development of

new models of care and increased recognition of their skills (NHMRC, 1996;
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NHMRC, 1998b; Commonwealth Department of Health and Aged Care, 1999). This
situation thrust the two key professional groups of maternity care providers —
midwives and obstetricians, into the foreground of strategic policy and new service
development and delivery, during a period of significant change.

3.3.4 Literature Review

There is a paucity of published research, discussion or exploration about how the
relationships between midwives and doctors might be linked to improving the
outcomes of maternity care (Leap, 1997). In the year 2000 the subject of
relationships between nurses and doctors was the focus a special supplement in the
British Medical Journal (Salvage and Smith, 2000; Zwarenstein and Reeves, 2000;
Davies, 2000; Doyal and Cameron, 2000). In August 2001, Louise Barbour
published a critique of a document produced jointly by the Royal College of
Obstetricians and Gynaecologists and the Royal College of Midwives in the UK
(Royal College of Obstetricians and Gynaecologists and Royal College of Midwives,
1999, Barbour, 2001) that outlined recommendations for changes designed to
optimise safety in the organisation of care in labour wards. However, it is evident
that the majority of the recommendations focus on increasing obstetric staffing
levels and reinforcing the power and authority of the medical profession (Barbour,
2001). These reports also appear to reinforce the gendered division of labour in the
health care setting (Lay, 2000; Pringle, 1998a). In examining these issues the author
highlights the need for greater insight into the current inter-occupational relationship
between obstetricians and midwives and its implications for the future development
of midwifery and maternity services (Barbour, 2001).

A similar report was released in Australia following an inquiry into services provided
at a major tertiary maternity unit (Douglas, Robinson, Fahy, 2001).
Recommendations from this report were very similar with regard to increasing
obstetric staffing levels and reinforcing medical authority and control over clinical
decision-making, with little explicit reference to the need to increase collaboration

and improve processes and systems of inter-disciplinary working.

In 2003, the emergence of a new role for nurses was the subject of a discussion
paper examining the nature of collaborative practice between GPs and practice
nurses in Australia (Patterson and McMurray, 2003). The authors sought to examine
what hinders and what facilitates inter-disciplinary functioning within the Australian
health care context. Such a review was timely as the Commonwealth government

had just announced funding of $A104.3 million dollars over four years for Divisions
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of General Practice to employ nurses to address medical workforce shortages, in
particular in a number of rural and remotes areas (Commonwealth Department of
Health and Aged Care, 2001).This discussion paper highlights the history role of the
practice nurse in Australia, which has been primarily one of assistant to the doctor.
This was designed to assist in the running of the practice and to increase the
throughput of patients, primarily the elderly or those with chronic illness. Questions
regarding the willingness of many doctors to accept autonomous nursing roles were
raised. This is compounded by the reluctance of many nurses to take on a higher
level of responsibility. According to these authors, there exists distinct ‘generations’
of nurses who are wedded to different sets of values and see little advantage in
embracing the new ‘professionalism’ as proposed by the current nursing leaders
(Patterson and McMurray, 2003). It is highly likely that the same assessments can
be made of the midwifery profession in Australia at this time. It is evident that some
will wish to move forward with new models of care and greater autonomy, whilst
others will choose to remain ‘invisible’ within their particular role and practice setting.
This was apparent in the ‘Midwives Voices Study’ described earlier, with reports of
perceived reluctance to develop midwifery models of care and evidence based
midwifery practice by some groups of midwives within the same organisation or
clinical setting.

3.3.5 Methodology - case study research

Choice of case study method

As shown previously, contemporary midwifery systems and the organisation of
maternity services in Australia are facing considerable challenges and wide-ranging
change. In any setting, the introduction of change is complex and influences are
subtle with many organisational, managerial and political factors and processes
being involved, often simultaneously.

A mechanism was needed for examining these complex processes by which
innovations, changes and research evidence are incorporated into the development
of maternity services. Case study research is useful as it purports to help to answer
the ‘why’ questions associated with the introduction of new practices, approaches
and processes (Yin, 1993). This method was of particular value to highlight the
‘development’ potential for research to bring about improvement with systems
(Pegram, 1999; Yin, 1993). As such, it provided a suitable methodology to study the
barriers to midwifery and leadership as a strategy.
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Case study research relies on multiple sources of evidence, with data converging in
a triangulating fashion (Yin, 1994). | have a collection of detailed structured and
unstructured data about a number of related groups, individuals and processes that
arose from my practice within the ‘systems’ of midwifery and maternity services
development over a period of twenty years. The three contrasting settings were
chosen because they reflect the different levels of health care where leadership is
required for change to occur. These contrasts assist in triangulation of data sources,
not to confirm each other but rather to contribute their own original ‘piece’ to the
analysis (Jick, 1983). Triangulation of multiple data sources assists in demonstrating
rigour in analysis and validity of findings (Pegram, 1999; Stake, 1994).

Of particular challenge in case study research is the need to ensure
representativeness of the case studies chosen. As Hamel et al (1993) describe,
cases must be chosen on the basis of being illustrative or revelatory. In some
contexts, the rationale for their selection may be that they represent a unique
opportunity, not normally accessible to researchers (Hamel, Dufour, Fortin, 1993). In
this study, such opportunity came about for two reasons. The first was because of
the unique role that | had commenced within a research team conducting a national
study about midwifery in Australia. The second was my experience in practice,
developing, implementing and evaluating midwifery models of care within the public
health system. My day-to-day work in these roles became both an opportunity and a
rationale to question, explore and study the process of leadership in midwifery.

Descriptive case study method

The research literature is fraught with confusion as to whether case study research
constitutes a design or a method. Yin (1994) defines case study research as an
empirical inquiry that investigates a contemporary phenomenon within its real life
context, when the boundaries between phenomenon and context are not clearly
evident, and in which multiple sources of evidence are used (Yin, 1994). This is
reinforced by Merriam (1988), who suggests that descriptive case study research is
essential when ‘variables are not easily identified, or are too embedded in the
phenomenon to be extracted from the case’ (Merriam, 1988). Descriptive case study
research is most suitable when ‘how’ or ‘why’ questions are being posed (Stake,
1994) or when the researcher has little control over the events and the number of
variables is large (Burns and Groves, 1997). The method provides an ‘in-depth’
description using multiple methods (quantitative or qualitative) to ‘spotlight’ the

selected factors or propositions, as they are located in the particular context (Stake,
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1994). Throughout the case studies, | identify the key factors of leadership and
spotlight them for the reader to apply within the given context.

The terms ‘case study’, ‘case study method’ and ‘case method’ are used
interchangeably in the literature and whilst definitions may vary, these approaches
appear to share several common elements. In this paper, the concept of case study
research as a ‘comprehensive research strategy’ (Yin, 1994) is adopted. The work
incorporates a logical design, explicit and multiple approaches to data collection and
analysis, and incorporation of the common elements. Several authors cite these
common elements in case study research as:

e Describing a ‘real’ situation within a contemporary context;

e Being a single, in depth investigation with the single object defined as an

individual, group, phenomenon, organisation or society;
e Using multiple methods of data collection; and

e Being undertaken at the descriptive, exploratory or explanatory level.

(Yin, 1993’ Stake, 1994, Bryar, 1999)

In terms of theory forming, case study research is described as a ‘bottom up’
approach, whereby the researcher seeks to describe, and then move on to explain,
a phenomenon (Stake, 1994). The aim is to explore the reality of practice,
organisation and policy issues with regard to leadership in midwifery services, with a
view to learning about the particular process, and also to derive ‘theoretical
indicators and understanding which may be applied to other settings’ (Stake, 1994).
Thus, understanding the ‘process’ and ‘factors’ in the barriers to midwifery
development - the ‘how’ and ‘why’ of midwifery’s place in the development of
contemporary maternity services in Australia, will be enhanced by the development
of a theory of leadership.

Subjectivity of the researcher

Qualitative research acknowledges the inter-relationship of the researcher and the
processes under study, rather than trying to hide it. In her work in nursing research,
Lipson (1991) describes how the self may be developed as a ‘research instrument’
through various reflective activities. In this doctorate, my subjectivity as a researcher
was related both to my role as a midwife in practice, employed within some of the
settings being studied, and also as a researcher, being both participant and

observer. Thus, the influence of certain aspects of my self, whether it was
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personality, professional role, reputation, knowledge or particular style, will be
identified and acknowledged. Many researchers suggest hat self awareness and
conscious reflection are important in this process (Lipson, 1991; Patton, 1992;
Bryar, 1999; Burns and Groves, 1997). In this work, | paid particular attention to the
subtle but potentially powerful influences that | may have had in conducting a study
of leadership in Australian midwifery. These influences include my professional
status and standing in the midwifery profession and at state health department
policy development level [as a leader]. This was experienced and expressed
through a number of positive collaborative inter-professional relationships. At the
time of the study, | was one of only a small number of leaders in midwifery. Similar
relationships in the field of social research have been seen by Sandelowski (1993)
and others as being fundamental to the research process, in that relationships
between the researcher and those who are researched are both basic and
important, because the nature of the work is dependent on frequent interaction
(Sandelowski, 1993; Woods, 1997; Burns and Groves, 1997).

3.3.6 Data

Data sources

The case studies draw on a variety of data sources. Data included field notes made
between 1999 and 2003 - the period of the AMAP project; diary entries, e-mail and
written correspondence collected from early 1994 when | commenced a role setting
up a new model of midwifery care; documentation relating to three technical
consultancies and associated health service policies from 1995 to 2003;
memorabilia in the form of photos, thank you cards, tape recordings of media
interviews and newspaper clippings from 1984 to 2003 and government reports and
papers published between 1989 and 2003. The latter were available in the public
domain.

A review of the contemporary evidence and literature regarding the efficacy of
midwifery models, including national policy documents, state-wide strategic direction

reports and published data on the outcomes for midwifery models, provided the
contemporary contextual basis to the study.

Data management and analysis

In case study research, there are no specific methods of data analysis (Hamel,

Dufour, Fortin, 1993). In this study, qualitative data only was collected using an
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historical autobiographical approach to review the entire collection of data sources
and analyse them using thematic content analysis (Strauss A, 1987).

The process of constructing the study initially involved gathering all of the related
data (reports, correspondence, file notes), developing a description or narrative
about the case (Patton, 1992). The case study became a descriptive picture with
details presented chronologically and thematically. Assembling data in chronological
order allowed a demonstration of a clear decision or ‘audit’ trail and provided a
developing account of changes over time (Woods, 1997; Knalf and Howard, 1984).
Through this process, | gained insight into the unfolding story of the phenomenon

being studied across different contexts (Koch, 1994).

| was mindful of some authors who warned against attempting to see, hear and
participate in everything related to the case. | accepted this and adopted a selective
approach to sampling data. This incorporated a period of data collection closely
followed by a productive period of recording and reflection (Stake, 1994). Several
authors also recommended that particular attention be paid to discovering when
‘crucial times’ occurred, sampling these as well as the ‘routine times’ (Yin, 1993;
Burns and Groves, 1997). | remained mindful of this advice.

Stage 1 of the analysis involved thematic content analysis and ‘pattern matching’ of
the data drawn from each of the three different settings, seeking preliminary
formation of theoretical propositions and explanation building within each. This is
referred to as a ‘case analysis’ (Patton, 1992). An added dimension to case study
research is the opportunity to study the case over an extended period. By working
across different settings, reflecting on a period in practice of over fifteen years, and
combining this with experience gained across a focused three year period, | was
able to develop a significant understanding of conditions and situations and how
they evolved over time. For example, | was able to compare and contrast the
leadership traits of a Director of Midwifery within a particular setting, identifying
certain attributes and qualities and compare these with another Director of Midwifery
in another setting.

Stage 2 of the analysis took the results of the analysis of stage one for one case and
compared them with another in a cross case analysis. This process involved the
identification of ‘cross-case issues’ (Yin, 1994; Stake, 1994). This process is valid
since the purpose of the study was to synthesise lessons and themes from all
cases, organise them around key topics in order to form a theoretical framework

(Yin, 1994). Thus, having identified certain attributes of a leader | then compared
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and contrasted them, within another setting or context, determining the interplay
between traits and attributes across different environments and settings.

Stage 3 involved generalisations at the level of theory, with the ‘issue’ or
‘phenomena’ being the focus, rather than the individual cases themselves (Yin,
1993). In this way, the contextual factors and subtle interplay of persons and places
were interpreted and analysed, in order to determine the key factors of leadership

that could be generalised.

Generalisation of findings

The findings from this research regarding the role of leadership in the development
of professional capital in midwifery will be tied to the specific situation and locality
within Australian maternity care. This involves interpretation of the contemporary
organisation of maternity services and development of health care policy, as
observed within Australia. Whilst not necessarily generalisable to other populations
per se, the theory, propositions and explanations may contribute enhanced
understanding of how and why recognising the potential of midwifery, and increasing
professional capital, is critical to developing maternity services of the future.

Case study research is aimed at generalising to theoretical propositions, not to
populations (Yin, 1994). The case study does not represent a ‘sample’ and thus, my
goal was to expand and generalise theories (analytic generalisations) not to
enumerate frequencies (statistical generalisations) (Bryar, 1999; Yin, 1993). Other
authors have argued that since the case study is strong in reality, they are ‘down to
earth’ and attention holding, in harmony with the reader’s own experience and thus
provide a ‘natural basis for generalisation’ (Patton, 1992; Koch, 1994). Further, as
Angen suggests, these findings may achieve validation through ‘ethical’ processes

which result in readers becoming ‘more sensitised or enlightened about’ a particular
subject because the research has been done (Angen, 2000).

The main research challenge in conducting this study came from constructing the

case records (Patton, 1992) and gathering all of the related pieces of data. In
addition, there were also a number of access and ethical issues to consider.

Access and ethical concerns

The difficulty in obtaining informed consent in qualitative studies is well documented.
Some authors argue that truly informed consent is impossible in such studies

because events in the field cannot be anticipated and researchers therefore cannot
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inform participants what to expect (Knalf and Howard, 1984, Lincoln, 1995). Consent
to utilise the experience gained in my role as a clinical leader and consultant was
obtained, as far as was possible, from organisations, which were the subject of the
case studies. Permission was granted on the basis that confidentiality and
anonymity would be preserved and sensitivity would be ensured. It was determined
unnecessary to return to places of employment of some ten or fifteen years ago, as
data sources for this period arose from my own individual recollections, records and
memorabilia. The case studies use an historical autobiographical approach to
incorporate collective and reflective insights obtained from each experience. As
such, no single department, health service, organisation or individual could be
identified. Data sources for the case studies, including reports, correspondence, file
notes, observational data and reflective journal notes, were stored securely in a
protected file and only accessed by the researcher and supervisor.

Unless otherwise stated, confidentiality and anonymity of the personnel and the
services involved was assured through de-identification and omission of names,
titles and organisations.

Ethics permission was obtained from the Human Research and Ethics Committee of
the University of Technology, Sydney and written permission received from the

State government health department.
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3.3.7 Case Study One — Leadership in Clinical Practice

Introduction

The first case provides an historical synthesis of my early experiences of practice
leadership in midwifery and maternity services development. | describe the different
contexts, strategies and characteristics of leadership that | have observed and
experienced. My roles were primarily those of clinical manager, coordinator, head of
a program and later, as a consultant in midwifery practice. Each role provided
experiences of leadership in clinical practice. In particular, they involved the

implementation of new models of care that purposely sought to increase the
recognition and utilisation of midwifery skills and expertise.

Aim

The first case study describes direct clinical experiences of my own and others’

leadership roles through early attempts to improve maternity services for women.

Method

The process of constructing the study initially involved gathering all of the related
data (including diary entries written correspondence, newspaper clippings, photos
and memorabilia) together in ader to develop a description or narrative (Patton,
1992). All available qualitative data collected from mid 1984 to mid 1995, which
spanned the period under study, were gathered and sorted into dates and particular
‘eras’ in my career. By reviewing the entire collection of data sources, and analysing
these using thematic content analysis (Strauss, 1987), | was able to determine some
broad categories, under which each of the pieces of data would ‘fit’.

Through a process of conceptual formation and labelling using a ‘bottom up’
approach, | first described the collection of data and then moved on to explain the
phenomenon or theme that emerged (Stake, 1994). This allowed the development
of some theoretical indicators and understanding that was later applied to other
settings (Stake, 1994). Thus, | was continually seeking to understand both the
process [in this case, the leadership | was experiencing] and the specific factors that

led to the identification of the theme or conceptual label (Knalf and Howard, 1984;
Koch, 1994).
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Results

Descriptive narratives were developed around the themes that emerged from
reflecting on the data and recollecting the experience. Through the use of
explanatory notes, the data relating to various aspects and causal arguments of the
phenomena [of leadership] was highlighted. They are reported here, according to
the conceptual labels attached to the causal factors that | identified. These became
narratives to explain the particular ‘catalyst’ or ‘vehicle’ that either enabled or
required leadership to occur, within the various situations.

A Local leadership versus institutional control

My initial ‘consciousness’ of leadership began in the early 1980s through the role of
charge ‘sister’ in a semi-rural, fifteen-bed maternity unit. The setting was a small
‘cottage’ style maternity unit where midwives worked in collaboration with three
general practitioner (GP) obstetricians to provide the majority of clinical care. These
doctors trusted and respected the midwives and supported a philosophy of non-
interventionist ‘family centred’ maternity care, that was consistent with my own style
of practice. The unit enjoyed strong community support. Public events reported in
the media that jointly involved the doctors, midwives and the women and families of
the community, such as the 500" baby for the year, were common.

| was appointed because of my clinical expertise. Clinical experts were required due
to the isolated nature of the unit. There was no doctor on site and hospital
emergency theatre facilities were 15 minutes away. Medical support consisted of
general practitioner obstetricians who provided anaesthetic and surgical procedures

‘on call. Along with a small autonomous group of midwives they were expected to
make clinical decisions and confer and consult with specialists as needed.

This was an ideal environment to develop ‘women-centred’ care and autonomous
midwifery practice. | was employed to manage the unit and work in a clinical role. |
saw the potential to create an optimum environment for improved birthing, with a
greater role for midwives. This was because of the high level of mutual respect
between the medical practitioners and the midwives. The support for midwifery that
emanated from the medical team and the unit’s reputation for being well supported
by the community, constituted an opportunity to make midwifery visible and to

develop ‘capital’ amongst the midwives.

In the first 18 months of my appointment, the hospital executive leaders [nursing and

medical] supported me to make changes and modify procedures in order to enhance
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care for women and improve efficiency. This included the introduction of more
flexible policies around number and timing of visitors and encouragement of
women'’s choices around positions for active birthing. They also involved a respect
for the increased autonomy and decision making assumed by the midwives. These
changes were introduced after consultation with the Director of Nursing and the
visiting medical staff, all of who supported what | was doing and recognised the

improvements made.

During this time, several midwives from a nearby larger teaching hospital joined the
staff, being drawn to work in an environment that supported women-centred care
and leadership that supported midwifery autonomy. On reflection, practices quickly
developed into what many policy reports recommended some twenty years later, as
‘best practice’. For example, we developed information brochures to give to women
at the time of booking in, acknowledging their choices and including flexible

approaches to different birth positions, length of stay and the number of support
people present in the birthing room.

Outcomes were excellent in comparison to equivocal units and women were

satisfied. Job satisfaction and morale was high with almost zero staff turnover and
very low levels of sick leave.

Subsequently, approximately eighteen months later, two visiting medical officer
(VMO) specialist obstetricians were appointed to the hospital. They quickly took over
control and responsibility for all maternity care and most of the clinical decision-
making. Specialisation in obstetrics was seen by hospital management as ‘progress’
for the community, promising better standards for all and a strategy to ensure the
survival of the small unit in the long term. Simultaneously, the autonomy and the
practices of midwives became scrutinised by the VMOs. Common events such as
women being encouraged to stay at home in the early stages of labour to await
established labour were challenged as being unsafe. Evidence of the challenges to
my leadership in supporting the midwives in providing safe practice can be seen in
an abstract of correspondence from one of the obstetricians:
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DR, . e
Mol L BB, (B, MUEC.T.0, (RS, ”Hﬁh
r.a.a.ca,@ HN_S_W

DOSTETRICIAN & GFMACCOLOGIST
TEL

Dictated: 24.4.85 Typed: 29th April 1985

Sister P Brody
Sigter-in-Charge Maternity Unit
HOSPITAL

Dear Pat

I am writing to express concern at some of the current attitudes and
management practices at the Maternity Unit.

I rafer firstly to the fact that early admission of patients in
labour appears to be no longer practiced, in fact it appears that
patients are often even allowed home when they are already in labour
if the labour is early. Recently a multipara with a history of a
three and a half hour previcus labour rang to reguest adviee when
she was in early irregular labour and was told teo wait at home until

her contractions were more regular! Surely this is an Iinvitation
to disaster, This patient was already 5 cms dilated by the time
she arrived at the hospital and could have been more. Would a

complication hawve arisen there would have been very little time to
correct it.

Labour 15 a stress on both the mother and foetus. If the patient
is at home we have no way of checking, for example, if the maternal
blood pressure has risen to dangercus levels, Likewise we have no
way of checking the foetal condition. This is of particular
importance as a labour that "niggles" and does not establish well is
to some extent inco-ordinate and this actually places more stress on
the placental blood flow.

Particularly in the case of a labour that Fails to establish, if the
patient 12 not in hospital khere iz no uppurtunlty o practite
active management of labuur where this may be indicated. Despite

our busy bookings ‘=== .. remains a small unit and variations in
results from different techniques may not be evident or
statistically significant. However when I worked as a senior
house officer at ?  where there were 3000 confinements

annually, the better co-ordinated labours and better results
generally were very obvious in thoze patients in whom rupture of
membranes was performed for "desultory labour™.

CONTINUEds wu

The midwives worked together and supported me as their leader. Together we
collaborated with the GPs who were also resisting the changes being introduced.
We held after hours ‘crisis meetings’ to collaborate and develop strategies prior to
meetings with hospital administrators and the VMOs. Further obstruction to my
leadership style came from one of the newly appointed obstetricians and the
Director of Nursing. They appeared fearful of losing control. Litigation in obstetrics in
Australia was beginning to emerge as a significant issue and they saw the
‘specialist’ model for obstetrics as ‘best practice’. The ‘women centred’ and
community focused nature of this unit was not recognised or valued. A plan was
developed to create a new unit much like the teaching hospital 15 km away, which
had five times as many births and was categorised as a ‘specialist’ unit. In must be

emphasised, that the opinions of the Director of Nursing and the Obstetric VMOs
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were consistent with medical orthodoxy at the time. Concomitantly, women were
increasingly resisting this move and government policy was beginning to respond to
women’s lobbying for changes to maternity care (NSW Health Department, 1989).
Abstracts of letters at this time sent by a woman and her GP to the Medical

Superintendent and which were copied to me and several other midwives, highlights
this resistance and challenge being expressed by consumers:

172806,
The Boeard af Directors,

Lospital,

Tiwar Chalrmon and Directorm,

AR A mathar and an active member of thras community osrranisations

I have esioyed pupporting paternLty Tnit ever n three year period =
birthing {we ohildzen, fundraising and wisiting nsw mothers and babem.

Wou prowd af 0

! linteEnity Toit and hoave Wwidaly pPEasacstad
1te walgonlnyg °

"cattaze” ateopphere; on ha whale vory cacing, friendly

and ef£04 ptafl; propgooeeive Lizrthing and alter—aare prastloes;

and fa oriented policics, Lenp the inadeguacies of the buflding,
toe atall ant prasctis A mach more Aattractlve contre in
whioh 4o give birih then any of She lavpes ind batter squlpod, buds very

impoersonnl,, hospitals in the Hetropolitan orea,

I find myeell digillupsloned, howaver, as a repult of changlng
policies administered, I am led to believe, as A Taouwlt of a Staphylocooccan
snrang sutbreak towarde the end of loot yesT. The odminiptration, in

intrecrcing the politics, is deaying wany women aod fomilies & Joy in

birthing wnd afTer-sare Lo which & great nusibey of Tamilies in the £

b
can appEeclate the ressponsibllity
felt by Lheé Matéernity Unlt sdoinigtration andfer the committee which

pomntaity Dhad becoms accugiosed, Whiligt I

evnluated the Staph outbreak, I question fthelr Judgement in loplementiog -+
menguroa whiczhe

Ta Limitl the cupport te labouring weman Lo one parmong

2 dany access of plblinsge to labonr roomaj

i, enforos routine uee of sterile drapesj

f. 1imit siblings to ong nurse of the baby during the hosplial atay;
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The Maternity Unit was cherished by the community and had the support of the
specialist paediatrician and the GPs. Despite strong support for the preservation of
the service, and my pleading with the hospital executives and nursing management
of the hospital, the obstetricians held firm. Letters of protest from consumers did little

to deter this ‘progress’. In another letter from this period, abstracted from my
personal files, one consumer wrote:
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Ultimately, the situation became untenable for me, essentially because of a conflict
in philosophy and style of practice and barriers to my leadership. | left the unit after
three years as the manager. The entrenched position of power and authority that the
Obstetrician held was a barrier to any possible development or service innovation.
As the midwifery leader, | ‘clashed’ head on both with the head obstetrician and with
the Director of Nursing. Soon after my departure, four other experienced midwives
also left, the ‘specialist’ model of care prevailed, and the small cottage unit was
closed in favour of demountable buildings in the grounds of the main hospital. Within

two years of this move, all GPs had ceased their obstetric practice.

Disillusioned, | withdrew from full time salaried employment and worked
independently as a self-employed midwife, providing home births and community
based childbirth classes in the Blue Mountains, west of Sydney. | reflected on my
experience and drew strength and increased confidence from the women whom |
saw giving birth in their own way, in their own environment, supported by family and
friends. | knew that midwifery made a difference to women'’s lives. The experiences
were not very different from many that we had provided in the cottage maternity unit,
prior to its reassignment into obstetric specialisation. Many of the women, for whom
| was now midwife, had previously given birth in that unit. The GPs referred some of
them in the hope that they might achieve the birth of their choice by staying at home
with a midwife whom they knew. This was a period of personal reflection and
learning. | spent a lot of time contemplating my role as a midwife, seeking to better
understand how to lead and create change, and where best to put my skills and
energy in the future.
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| resumed full time salaried employment about eight months later, taking up a
position as a midwife in another small district hospital. | resolved, that | did not want
to remain outside the ‘system’ as an independent practitioner in the long term, rather
| felt renewed energy to return and try to change the system from within! | felt
strongly that women deserved a choice of care that suited them, and that if
midwifery was recognised as effective, women’s overall experiences could be
improved. It was becoming evident that skilled leadership from midwives was
necessary to achieve wide spread system change. | continued for some years to
provide care to a small humber of women choosing to give birth at home. This
sustained me at a personal level, constantly affirming my belief in the powerful

benefits of a woman experiencing normal labour and birth.

B. Education and knowledge for leadership

In 1988, | enrolled in a Bachelor of Nursing (Health Sciences) at a university that
promoted ‘primary health care’ as their theoretical framework. From what | had read,
this seemed, philosophically at least, to be the most appropriate basis upon which |
could further develop my education and knowledge. | knew that if | was going to
meet the challenges of working within the system, | would need more education, as
well as the increased authority that comes with tertiary qualifications. The
knowledge | gained prepared me well in the foundations of ‘primary health care’
(Wass, 1994) and, in particular in the importance of positive discrimination, social
justice and self-determination (World Health Organisation, 1978). These theories
and principles have continued to inform and direct much of my subsequent work and
thinking, both as a midwife in practice, and through various roles as a leader and a
teacher.

In the late 1980s, | was appointed manager of a large postnatal ward in an urban
obstetric tertiary referral hospital. This role provided me with the opportunity to learn
more about management and leadership, ‘within the system’. | had the privilege of
working with an excellent divisional leader who had a psychiatric nursing
background. She demonstrated excellent communication and negotiation skills,
inspired self-confidence, autonomy and self-responsibility amongst the staff, and
sought to help us all grow professionally and personally. Through her leadership, we
developed and became united, supportive of each other, open to new ideas and
primarily concerned with the needs of women and babies in our care. Her
‘leadership philosophy’ exemplified in all of her behaviours and actions, motivated
us and pervaded all of our activities. This contributed to a new organisational culture
amongst the midwifery leaders of the maternity services.
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Change was embraced whenever it related to better care for our ‘clients’. Increasing
the visibility of midwifery and recognising the role of the midwife, were acclaimed as
key professional development strategies. Whenever nursing was discussed,
inevitably the words ‘and midwifery’ would be inserted into the discussions or
documents. My personal belief in midwifery as a powerful agent for change in
maternity care was renewed, supported and encouraged by her leadership. With her
encouragement and in association with my own developing education and
professional growth, | began to give seminars and workshops, speaking publicly
about the importance and the potential of midwifery.

The culture of recognising and putting a nore positive emphasis on midwifery
visibility and leadership appeared to enhance the confidence and self-worth of
midwives and the hospital became somewhat like a ‘magnet’ (McKee, Rafferty,
Aiken, 1997) to other midwives wishing to work in such a workplace culture. Morale
and confidence was high and midwives exemplified this for example, in assuming a
stronger role in challenging outdated practices. Simple examples of this included
support for the woman who wanted to leave hospital earlier than ‘usual’, to refuse
routine complimentary feeding of her newborn baby, or to resist the offer of induction
of labour, when pregnancy was prolonged. Midwifery was being made more visible
through midwives and women being informed and knowledgeable.

At this time, | started to understand that through education, good leadership
develops other leaders as well as the quality of the service and the workforce. It was
an exciting time, which on reflection was a very rich opportunity for learning and
acquiring the knowledge that was necessary to challenge and change organisational
systems, cultures and structures.

C. Organisational change through leadership

These local changes in the organisational culture of maternity care in our unit were
occurring at the same time as the release of the state-wide ministerial review of
maternity services, known as ‘The Shearman Report’ (NSW Health Department,
1989). This was the result of extensive consumer lobbying and much of what was
recommended related to the need to move away from increasing medicalised birth
and maternity care. These changes were strongly supported by state-wide Women’s
Health Service Coordinators. These roles [Women’s Health Service Coordinators]
were integral to advocate changes and implementation of health department

recommendations for reform in maternity care. The report recommended many
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changes that were designed to improve choices for women and increase the
utilisation [and recognition] of midwives.

One particular recommendation was for the piloting of a continuity of midwifery care
scheme, shown to be beneficial in Britain - the ‘Know your midwife’ scheme (Flint,
Poulengeris, Grant, 1989). Seeing this as an opportunity, | joined with several other
midwives, our divisional midwifery leader and the local Women’s Health Coordinator
to prepare a submission for funding for such a scheme in our unit. We sought
endorsement from the head of Obstetrics of the hospital but this was not
forthcoming. Nonetheless, in 1989 the submission was sent to the Women’s Health
Unit of the Commonwealth Department of Health under the auspices of our
midwifery service, with the full support of the hospital executive. Introducing a
scheme such as this was seen as the next step in developing greater visibility and
recognition of midwifery models of care and the associated improved outcomes for
women. This would build on the already effective ‘Domiciliary Midwifery Program’
(having changed its name from ‘Obstetric Early Discharge Scheme’ to include

‘'midwifery’) and a successful ‘Midwives’ Clinic’ for low-risk women (Giles, Collins,
Ong, MacDonald, 1992).

Despite repeated requests for feedback from the Women’s Health Unit about our
proposal, there was no evidence of any funding being made available. | left the
position of manager of the postnatal ward the following year, to search for a role that
would enable me to initiate development of comprehensive ‘primary health care’
maternity services (Brodie, 1993), in particular, community midwifery. | believed that
continuity of care was important to women, and also to the future integrity [and
possibly the viability] of the role of the midwife. | also saw the consequences of lack
of continuity of care with poor decision-making and negative outcomes for women,
and continual fragmentation of the midwifery role.

Throughout this period, as | continued my own professional education, | was sure
that strong leadership could assist in changing the system of maternity care. | knew
that midwifery leadership was important in addressing the trend towards medicalised
childbirth and maternity services which failed to recognise [and in some cases
subordinated] midwifery (Willis, 1983). Within the system at this time, there was very
little continuity of care and relationships could not be built or sustained with women.
| envisaged the potential benefits that could ensue from women knowing their
midwife and from midwives feeling more involved and trusted, within systems of

care that utilised midwives’ skills and enhanced their confidence, self-concept and
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capacity to collaborate. My education at this time led me to read more and reflect on
the midwifery literature from around the world, particularly that related to the benefits
of continuity of midwifery care. | was inspired by the work of several midwifery

leaders in the UK and New Zealand.

Having been a member of the midwifery professional association since 1979, |
began to get more actively involved in political and professional midwifery work. |
began to attend Executive meetings of the midwives’ association and the various
conference presentations and seminars for midwives. Some of the influences and
outcomes of these activities are described later in the portfolio in Section Two.

| changed roles again and took up a position of coordinator / manager to
commission an area-wide maternity early discharge program, across three hospitals
in an outer area of a large city. | saw this as a first step in developing the
community’s trust in midwives, as well an opportunity to show that midwives can
work autonomously, safely and collaboratively outside of a hospital. Within this role |
argued for a core service principle of equity of access so that all women could
receive early discharge midwifery care in their home. Arguing from a primary health
care basis (Wass, 1994) | strongly discouraged the planning committee from
adopting strict selection criteria. This was because | knew that in this socially
disadvantaged community, the very women who would leave hospital early would
include many who were not identified as ‘low iisk’ or ‘appropriate’. Such women
included those without social support or childcare and very young women who
would not tolerate prolonged hospitalisation. At this time the criteria for suitability for
early discharge in other centres included such essentials as ‘a clean toilet and
bathroom’, ‘hot running water’ and ‘adequate heating’. The presence of another
adult was seen as an ‘essential’ measure of ‘suitability’ to leave hospital early. All of
these measures were based on the first successful program in maternity early
discharge in NSW that had been the subject of an evaluation (Palmer, 1986).

The advocacy and support provided from the Area Women’s Health Coordinator and
the inspirational leadership from the Area Director of Nursing enabled the steering
committee to develop criteria, which were flexible, practical and appropriate for the
community. We met repeatedly with obstetricians and paediatricians in order to
reach consensus guidelines. These had to be determined separately for all three
hospitals and between different groups of staff. As this was an Area-wide program
they had to be consistent enough to allow for ‘inter-area transfer’ — a new concept in

maternity early discharge programs at this time. Our selection criteria were seen as
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‘radical for the times’ (Brodie, Cupitt, Cassidy, Goddard, 1992). There were some
initial barriers and resistance to introducing early discharge programs from some
individuals, most of whom were midwives who had practised in the same way for
many years, or community nurses who felt that their area of professional practice
may be under threat. These concerns were addressed and ultimately overcome by
repeated meetings, reassurance, effective listening and respect for views and
attitudes that were different from my own or those of the steering committee

members.

Explanation, provision of information and data, presenting a positive image,

promotion of midwifery and the ‘early discharge’ concept through the media, all
served to reassure people that this was a step forward in modern maternity care.

Local newspapers ran the following articles:
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When crises arose that could have set our efforts back, [for example a baby with a
high level of jaundice having a delayed diagnosis and readmission to hospital], a
meeting was convened and key stakeholders were drawn together to discuss,
clarify, problem solve and communicate concerns. Processes of formal and informal
communication were set up and all involved were encouraged to air their views,
ideas and complaints. Quality improvement systems were put into place such as the
review of protocols and practices and the regular surveying of women'’s views about
the care received. As the service leader, | gave feedback both positive and negative,
to the midwives on a regular basis. When higher level authority and leadership was
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required, such as if | was having problems with a particular individual or group, the
nursing director would address concerns and reiterate her support for the program
and the principles that underpinned it. The director also provided me with advice,
inspiration, ideas, resources and encouragement to sustain the effort of introducing
and leading organisational change. Her personal support contributed to my self-
confidence and belief that | could manage most of the difficult situations.

The Domiciliary Midwifery Program was well established and fully utilised across all
three hospitals within two years. Outcomes were positive and with better than
expected results when compared to some other programs (Brodie, Cupitt, Cassidy,
Goddard, 1992). We sought positive publicity and promoted te program and the
role of the midwife through local media outlets and asked local women, as users of
the service, to evaluate and report their views. Midwifery care provided out of
hospital became commonplace and recognition of the role of the midwife increased.
We changed the name very early on from ‘Obstetric Early Discharge Program’ (as
per the evaluated pilot) to the ‘Domiciliary Midwifery Program’ (DMP). Making
midwifery visible to the public and the professions was a deliberate strategy to
increase he recognition of midwifery. The program continues today with a similar
structure.

Following the success of the DMP, and still within the area consultancy role, |
worked in collaboration with the Area women’s health coordinator, an obstetrician
and the manager of a non-government organisation youth health centre, to develop
a community based outreach antenatal clinic for young pregnant women in a
specific area of social deprivation. This was another recommendation of The
Shearman Report (Shearman, 1989). Working through a consultative processes and
‘primary health care’ approach, we developed an antenatal clinic within a youth
health centre in a suburban shopping precinct. Within weeks of starting the clinic it
became the main antenatal clinic for young women in this area. Most of the young
women preferred the non-hospital environment and relaxed approach of the midwife
and the obstetrician in a community setting. Collaboration and a degree of mutual
trust between these two health providers enabled all young women to attend
regardless of any risk factors. The respect for the skills of the midwife shown by the
obstetrician, and the capacity of the midwife to refer and consult in a timely manner,
ensured excellent care was provided. Outcomes for this clinic were comparable or
improved to more traditional settings (Stacey, Raymond, Bevington, Wagner,
Brodie, Jones, 1992; Hancock, 1999). The clinic continues today with the addition of

continuity of midwifery care during labour being available for some women (Personal

3.0 Confirming the Problem Page 101 of 332



Communication H Cooke 2003). Midwifery autonomy and leadership was
recognised, understood and supported through this model, which was a significant
organisational change for this hospital and most others in the country at the time.
The young women and their partners recognised the role of the midwife and the
primary health care approach contributed to a high level of uptake of the service. It
was seen as an exemplar and was reported as such in a chapter for a textbook

entitled: ‘Promoting Health: a Primary Health Care Approach’ (Brodie, 1994).

During this period | worked with the newly appointed staff specialist in obstetrics to
create an Area-wide maternity services liaison committee, which was another
recommendation from the Shearman Report (Shearman, 1989). We worked
together to implement a collaborative committee that consisted of three
Obstetricians, three senior midwives and three consumers. The focus of the
committee was to develop area-wide maternity service plans and priorities and to be
a forum for evaluation and review of quality and outcomes of care. This committee
structure was innovative, being one of the first of it's kind in Australia, and has

continued to the present day.

My reflection on all of these activities and strategies that involved leadership
processes to implement organisational change, led me to believe that it also
necessary to have the right structures that permit leadership to occur in the first
place. For example, the creation of specific roles such as coordinator, service leader
or consultant, or constructing a committee that was representational, ensured
projects or new services not only started well but also were also subsequently able
to be sustained.

D. Leadership enabled by Government Policy

It was while | was in the role of area midwifery consultant, that | was notified that
Commonwealth [Medicare Incentive] funding had been provided to trial a ‘Know
Your Midwife’ (Flint, Poulengeris, Grant, 1989) scheme at the ertiary obstetric
hospital from where we had earlier submitted the proposal some two years earlier. |
saw this as a great opportunity to develop midwifery models of care in the public
health system and to evaluate their effectiveness. In mid 1992 | was appointed to
the position of coordinator / manager to set up and evaluate the ‘Team Midwifery
Project’ over a three-year period. This involved responsibility for staff selection,
development of criteria, protocols and standards, marketing and public relations
associated with the project, day to day management of the team midwives and the

budget, and collaboration with a research team to develop and conduct a
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randomised controlled trial. This was the opportunity | had been seeking. | was
given a position of legitimate authority through the support of my previous manager,
the divisional nursing leader, who provided me with the autonomy and trust to lead
the development of the program. | gathered the scientific evidence from literature
and the state and federal policy documents that supported the introduction of the
new model of maternity care. | then proceeded to initiate consultation and
discussions with key stakeholders, such as midwives, managers, obstetricians,
paediatricians and community health staff. Once again, on reflection, it was the
structure that was created that permitted me to lead the developments and
implement the changes necessary for the new model of care.

| also learnt that adequate time was essential to allow for a proper introduction of the
project and to ensure its sustainability. | requested four months to do the preparatory
groundwork, consultation and important relationship building that | knew would be
critical and that | had learned from observing other leaders. ‘Processes’ became as
important as ‘structures’ and ‘outcomes’. The way | approached an individual and
presented the subject became central to their willingness to engage in the initial
discussion and ultimately the project itself. | needed to talk with midwifery managers,
other midwives, women in the community, social workers, administrative personnel,
community health staff, resident and registrar doctors and of course, consultant
obstetricians and paediatricians. | framed the introduction of the new scheme as an
exciting opportunity for our organisation to improve our systems of care and to
introduce the changes that government policy was requiring.

The media articles that we produced reflected this strategy of promoting the good
work of the hospital in supporting midwifery, as the following example shows:
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The need to go slowly and to include everybody in the change was expressed
openly to those with whom | consulted. This was paramount to the ultimate success
of the program. We convened a working party and ensured key stakeholders were

represented.

| sought the advice of a colleague, a midwifery leader who had commenced a similar
program and an evaluation at another hospital in the previous year. We conferred on
many issues and shared ideas about our work in creating organisational change and
the challenges it presented. We supported and encouraged each other on a regular
basis, talking as often as twice weekly over a two-year period. Her program was one

year into its implementation and she was able to provide many useful ideas and
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suggestions. We agreed that it was important that our models and the research
design should be as similar as possible in order that we would be able to compare
and contrast them at a later date. Unlike my situation, she was employed in a unit
where medical support for the midwifery model had been established and was
genuinely committed. Medical power and authority was not as entrenched and there
was a genuine respect and trust of the midwives working in the new model. | learnt
much from her including her skills of collaboration, determination and, critically the
importance and value of using current scientific evidence and the drive to implement
government policy, when negotiating with doctors.

As the program leader, the ‘strategic position’ that | chose was to promote the new
model as a new and exciting way for midwives to work, namely that they would
‘follow the woman’ through her pregnancy, birth and postnatal experience. Although
this was a significant organisational change and a potential threat to the control and
authority of the medical hierarchy, | joined with others in being subtle and at times
understated the potential of the new model.

Another important strategy was to say that, in so far as the medical care of the
women was concerned, these aspects would stay the same. | chose this position in
order to manage the opposition that | was experiencing from the head of the
department of obstetrics. He had been heard to say that the program would never
work and that he would never support it. The project was under the nursing and
midwifery leadership of the division of the time and therefore the designation of
responsibilities and working conditions for the midwives was not under the
jurisdiction of the department of obstetrics. Again, the structure within the
organisation was important in terms of reporting and accountability. The resolve and
commitment to this fundamental principle by the midwifery divisional leader, coupled
with respectful, clear, consistent information provided by her to the head of
obstetrics, enabled the process of implementation to continue, almost unchallenged.
This was despite covert and at times overt opposition. She provided a ‘shield’ that
allowed us to continue with the planned organisational change, whilst the concerns
of the medical director were heard and considered but not able to develop into
complete barriers to the implementation of the midwifery model.

E. Research as strategic authority for leadership

At an individual level | had ongoing debates with the head of the department of
obstetrics about the efficacy and cost implications of continuity of midwifery care and
his supposition that it could not succeed in a tertiary setting. This debate became
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heightened when negotiating an agreement about the selection of clients who could
access the new program. His view was that only very low risk women should be
eligible to participate, whilst | argued that if the model is to be of benefit then surely
all women should be afforded the chance to access it. Fortunately, this principle was
well supported within the steering committee for the project, which included a staff
specialist obstetrician. The selection criteria remained broad to include almost all
women, only excluding those who had extreme risk factors that were evident at
booking. This was eventually agreed to on the grounds that it was for the purposes
of research as well as a reflecting equity of access through primary health care
principles (World Health Organisation, 1981).

Skilful negotiation and informed debate and discussion occurred during the project’s
steering committee meetings. The midwifery divisional director chaired these. She
provided excellent leadership training as well as ensuring, at the outset, that all
members of the steering committee adopted some core principles. As such, when
individuals challenged selection criteria or other decisions, the committee had a
clear process and framework on which to fall back on, avoiding any potential erosion
or ‘derailing’ of the project. Again, this shows that ‘structure’ and ‘process’ and the
particular skills and traits of the leader were significant.

During this time, | made a decision to pursue further academic studies and enrolled
in a Masters of Nursing (MN) by research thesis. | spent more than a year searching
for a suitable Masters of Midwifery (MM), rather than nursing, as | was resistant to
the notion of having ‘MN’ as a qualification rather than ‘MM’. All of my professional
activities had related to promoting and developing midwifery. The decision to
proceed with the ‘MN’ was ultimately based on the absence of a good quality
Midwifery Masters anywhere in Australia at the time, and the positive features of the
Masters of Nursing by research thesis. My interpretation was that this would enable
me to develop further as a leader. The way the MN was being offered created for
me the:

. Chance to join a team of like minded midwifery researchers who shared a

vision for improving maternity care systems

. Opportunity to explore research and intellectual training and study with

maximum freedom, creativity and flexibility

. Chance to critique and be challenged on my own work and assumptions about

midwifery, maternity services development and leadership
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. Opportunity to work academically with one of the few midwifery leaders in the

country whilst gaining sound research training

| ultimately chose a midwifery leader as my academic supervisor because of the
anticipated benefits and opportunities that | knew would flow from our association.
Leadership, advocacy and political skills were some of the benefits that | acquired
alongside this three-year process of developing research and scholarly skills and
ultimately obtaining the Masters degree by research. | acquired those skills through
watching and listening and engaging in discussion and debate that helped me clarify
understanding and develop new knowledge about leadership. The subject of my
research was the experiences of team midwives involved in the new team midwifery
models that were being introduced at two hospitals, one of which was the hospital
where | was employed.

The Team Midwifery Program became well established and continues today as a
model of continuity of midwifery care available to approximately 10% of women
booking at this hospital (Personal communication C. Adams 2003). As soon as the
randomised controlled trial was completed, and despite good outcomes, high client
satisfaction and cost efficiency (Kenny, Brodie, Eckermann, Hall, 1994), the Head of
the Department of Obstetrics issued a directive that only low risk women could be
offered the program. | attempted to address this in a number of ways. The challenge
however was in recognising that, as the research phase was complete, he now had
the authority to determine which clients could access the service. This was despite
the results of the study that proved his decision could not be substantiated. This
action was reminiscent of my work in the early 1980s and put me in a position that
was frustrating and difficult. | felt powerless to affect a change to his directive. On
reflection this was a clear case of him using his authority and power to ensure that
we could not proceed with our innovative service as we had first developed it.

As the third year of the program commenced, and after consultation with the
divisional midwifery leader, my role was broadened to ‘Clinical Midwifery
Consultant’. Over the next six months, | gradually handed over day-to-day
responsibilities for management of the team midwives and expanded my area of
leadership responsibilities across the maternity unit more broadly. This included staff
education, professional development and mentoring activities, quality management
and evaluation initiatives, small research projects and external consultancies to
other services wishing to introduce midwifery models of care. | was responsible to
lead practice change in midwifery and maternity care that incorporated the use of
evidence. This was achieved through a gradual process of leading and engaging
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midwives, educators and doctors in collaborative discussions and debates, protocol
meetings and the distribution of journal articles and other resources. Several key
management positions changed in this time and the new midwifery managers
worked well as a team to further enhance the organisational culture towards a
women-centred approach with increasing respect and recognition of midwifery skills
by other nursing managers and hospital leaders. This was an enormous
achievement in this particular unit, which had a reputation for being highly
medicalised, given the leadership style of the head of the department of obstetrics.

Around this time, we also introduced a rotation program for all midwives to allow
them to regain the range of midwifery skills rather than being focused in one clinical
area only. The belief underlying this additional organisational change was that the
role of the midwife was a comprehensive one that included all aspects of care of
women through pregnancy, labour, birth and the postnatal period. If we were
committed to greater midwifery visibility, recognition and development then we
believed that we must promote access to the full range of midwifery practice for as
many midwives a possible. This met with great resistance initially but with
information, education, support and good leadership from the midwifery managers,

the program soon accepted and incorporated as a key staff development strategy.
(NHMRC, 1996).

In order to achieve the goal that most midwives would participate in the rotation
program | was challenged to show strong and clear leadership as some resisted the
change. | drew upon the skills | had learnt earlier in my career from midwifery
leaders that related to introducing, managing and sustaining organisational change.
On reflection, and drawing on their role modelling over several years, the skills that |

sought to reproduce included:

e Provision of clear, consistent, easy to understand information and rationale

e Arealistic timeframe that allows adequate time for people to process, adjust and
prepare

e Willingness to listen to arguments against the idea and discuss them further

e Commitment to the vision with an awareness and willingness to change if

intolerable complications ensue

Capacity to manage minor fallout and move on

Flexibility and a willingness to modify plans and approaches
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e Awareness that 100% achievement of change is rare

e Establishment of a support team that included other leaders and managers who

were committed to the same plan, goals and outcomes

e The rotation program was achieved within the time frame without major

challenges and difficulties.

In reflecting on these experiences | learnt the importance of collaboration and
building respect that, over time could lead to the development of trust. | also learnt
how to deal with resistance and conflict and had a better understanding about
structural barriers that no amount of knowledge or skill could change. For example,
the role of the head of the department of obstetrics and his formal authority and
position of power enabled him to have the ultimate say on clinical issues and final
decisions about future service models. This was despite the success of what
became a high profile service that others wished to replicate. The fact that we were
able to introduce the model at all was largely because it was part of the new
directions that government policies were recommending and that we had received
funding to implement. Without that initiative driving it, the barriers put forward from
the medical establishment would have ensured it would have never succeeded.

F. Readiness for Organisational Change

In mid 1996 | was invited to apply for a newly created position at another teaching
hospital that was seeking to introduce midwifery models of care. | knew a little about
this organisation, as in the year previous | had been a member of a consultant team
reviewing the maternity services in that region. That review had recommended
widespread reform and reorganisation to the area’s three maternity services
including the appointment of a Professor-Director of Obstetrics. This hospital had
already embarked on a process of change to its organisational culture and was well
advanced in its planning of innovations in maternity service provision. A consumer
needs analysis had been completed and recommendations based on its findings
were beginning to be implemented (Everitt, Barclay, Chapman, Hurst, Lupi, Wills,
1995). The midwifery leaders of this maternity unit, with the added bonus of having a
new director of obstetrics that supported midwifery, were a cohesive group. They
were committed to developing an organisational culture that was forward thinking
and inclusive of changes in line with consumer needs, government
recommendations and evidence. Central to their vision was greater consumer
involvement and enhanced visibility and recognition of midwifery, in particular,
through the creation of continuity of midwifery care models.
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This was also the organisation at which my academic supervisor was based. The
constellation of factors, namely progressive midwifery leadership, a supportive
obstetric director, an environment of readiness to change, a clear vision for service
development and an emerging research culture within maternity services, made this
new role an excellent next career step for me. Here | could continue my professional
endeavour of contributing to maternity systems reform within a supportive milieu. |

had a strong belief that in the long term radical changes were possible in this
service.

One of several reasons for this belief was the appointment of a number of key
personnel to assist them in their strategy of change and developing improved
services. These individuals included a staff specialist obstetrician who was, at least
potentially, ‘midwifery friendly’ and a research midwife with substantial skills and
vision for the new models of care. These individuals complemented a team of
enthusiastic and dedicated midwives and midwifery leaders who had already
commenced reform and reorganisation of the services. | was appointed to
commission the development and implementation of the new models of care and to
work with the research team to conduct a randomised controlled trial of the new
model of care.

My work began immediately even though | was on a working holiday in Britain. |
consulted and liased via fax and phone with the research midwife who was setting
up the trial. In consultation with a working group set up to manage the changes, we
needed to decide on the criteria for selection of the women, the type of model and
the specific outcomes to measure. There were several issues that required debate
and negotiation and we worked well as a collaborative team even through fax and
phone calls. Decisions regarding some issues were viewed as difficult and
challenging, and were deferred for a later decision. For example, whether to include
women with risk factors (such as previous caesarean section) in the study, and
whether to base the antenatal clinics in a community setting rather than in the
hospital. All members of the team listened to each other’s concerns whilst debating
the rationale for including them as important features of the new model.

A randomised controlled trial of the new model was conducted over a three-year
period. During this time | was involved in the development and integration of the
model into mainstream services. This included facilitating the clinical skills and

professional development of the midwives whilst working alongside the lead
researcher.
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The process of organisational change in this service used research as a tool. The
research framework in, and of itself, provided the structure, opportunity, formal
authority as well as the rational basis for introducing, leading and evaluating the

change.

The decisions to commence the service from a community base and also to include
women with risk factors proved to be important in the long term. To this day, the
specifics of having a community base for the model and its overtly collaborative
relationships that enable women with risk factors to access it are highlighted as two
of its more positive attributes. This is reflected in the title of the published paper is
“Collaboration in maternity care: a randomised controlled trial comparing
community-based continuity of care with standard hospital care” (Homer, Dauvis,
Brodie, et al, 2001).

Transferring antenatal clinics to the community was a radical step for Australian
maternity care at that time. Setting up the community based clinics with midwives,
medical staff and allied health services (such as pathology and ultra-sound),
involved extensive consultation. | worked with the midwifery leaders within the unit
and the community health staff to obtain premises, equipment and practices that
were acceptable and sustainable. One of the venues for the clinic was a non-
government agency — the Family Planning Association Clinic. As a group we
supported and encouraged each other and drew on the positive feedback from the
consumers to keep us buoyant. Ensuring an appropriate and effective role for
medical staff in the community clinic was a critical process. In the initial phase |
conducted clinics with the midwives with the staff specialist obstetrician on site
ready to be consulted as necessary.

The Professor and Director of Obstetrics provided a ‘shield’ from negative influences
including threats or obstruction to the organisational changes. These influences
were perceived to be mainly coming from obstetric VMOs who had no nfluence,
authority or control over the impending changes.

Over a period of months, as trust built and clear referral processes were in place, |
gradually withdrew from the clinic to enable the midwives to assume greater
autonomy and responsibility for their practice. The staff specialist continued to
provide a consultancy role on a ‘needs only’ basis, as requested by the midwives or
the women themselves. An obstetric registrar, rather than a staff specialist
supported one of the clinics. This reflected a degree of professional recognition,
trust and respect we had developed with the staff specialist who in turn encouraged
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the registrars to embrace the new model of care and to trust and work in
collaboration with the midwives in the community based clinic. His leadership in this
regard was noteworthy.

This collaborative professional relationship in maternity care, based on a clear
understanding of roles and a growing level of mutual respect between midwives and
obstetricians, is reputed as a model to other aganisations. In drawing on the
findings of my earlier Masters thesis (Brodie, 1996a) | formed the opinion that
mutual trust and respect was central to the survival of our model and central to best
practice in maternity care.

The reason that we were able to build trust and mutual respect appeared due to a
number of contextual factors. Sound leadership across professional disciplines and
effective pre-planning and management of organisational change had created the
following organisational context for practice:

e Shared understanding and enthusiasm for the model of care and the vision for

the maternity unit
e Shared professional support between members of the team

¢ A majority of motivated employees from midwifery and obstetrics with good

communication skills

e A level of excitement and anticipation of doing something good for the

community, health care and the professions
e Being at the ‘cutting edge’ of service innovation

e Feeling respected, with learning and experimentation being encouraged and

supported
¢ Recognition that midwifery autonomy and collaboration were inter-linked

These were the obvious features of the organisation and its management. Other
features were less overt but equally important and played a significant part in the
success of the project. At a personal level the mutual support and shared
philosophical beliefs of the individuals involved most closely in the new models of
care and the organisational cultural change, were also what enabled it to succeed.
For the most part, these people genuinely liked each other and wanted to work
together. The unit managers and other leaders supported and enhanced facilitation
of the new model and the necessary changes across the organisation. For some, it

was not necessarily what they would have chosen but they accepted that this was
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progress for the benefit of consumers and for the most part they agreed to either
facilitate, or not obstruct, the institutional reform process.

The head of the division of obstetrics and the staff specialist obstetrician both
continued to provide overt support and ‘protection’ whilst the model was becoming
established. This included addressing concerns and challenges through open
discussion and reassurance of VMO obstetricians or GPs, continually espousing the
efficacy and benefits of the innovation. This ‘protected’ the research process and
minimised the chances of sabotage of the new model.

On reflection, the key leadership strategies that were adopted as part of an overall

change process for maternity care at this hospital could be described as:

e Use the legitimate authority of research to introduce new models of care based

on successful models elsewhere in Australia

e Improve and evaluate midwifery practice and maternity care outcomes through

the adoption of evidence based approaches

e Foster inter-disciplinary collaboration and development of relationships of mutual

respect and ultimately, trust

e Support and enhance clinical leadership, professional development and greater

visibility of midwives
e Share responsibility for driving changes

e Continually reflect, review and adapt practice and services in keeping with
consumer feedback and research findings

e Strong and consistent support and recognition from the heads of the

departments involved in both midwifery and obstetrics
¢ Integration of research and clinical practice throughout all activities
e Continuous communication and feedback through formal and informal structures

e Promote, evaluate and disseminate the successful innovations and
achievements to other institutions and care providers as well as to the local

community

During the two-year period of implementation and evaluation of the team midwifery
model | gained further experience as a leader. | was encouraged and supported by

the divisional midwifery manager and my colleagues as well as the midwifery
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academic leader. Within this context of professional support and recognition, | was
able to complete my academic studies — the Master’s [of Nursing] thesis.

Conference papers and publications that reported the process and achievements
associated with the new models of care and changed practices enabled
dissemination of the benefits of the work to others. These are listed in Appendix H.
In the capacity of midwife consultant, | represented the profession and the unit on a
number of regional and state committees concerned with maternity service
development, policy, practice and standards of care. This affirmed the work of the
individuals involved and also raised the profile and status of this progressive

maternity service locally, nationally and later internationally. These are explored
more fully in the third case study.

Conclusion to Case Study One

Through several varied clinical practice leadership roles across a period of more
than fifteen years | observed first hand the nature of ‘effective’ and ‘ineffective’

leadership, the particular attributes of effective leaders and the environments in
which leadership can occur or is hindered.

| identified a number of key factors that emerged from these experiences to describe
‘what works’ and ‘what is problematic’ when introducing and developing new models
of maternity care that give greater recognition to midwifery. The particular traits and
attributes of each of the leaders have been described and interpreted. Just how
much these, or indeed the structures, organisational contexts and collaborative
relationships that we developed could be transferred to other settings, is uncertain.

How some of these experiences and insights were applied and tested elsewhere,

including the processes used and degree to which change could be successfully
introduced in other organisations, is the subject of the next case study.

3.3.8 Case Study Two — Leadership in Organisations

Introduction

As described in the introduction of the portfolio, in early 1999 | was employed full
time as a research midwife in the AMAP study. This opportunity came at the end of
a two-year period spent in setting up and integrating the new model of maternity
service provision that, provided continuity of care by midwives in a community

setting.
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During the period of employment with the AMAP study, | continued to receive
requests from health departments and regional health services to provide expert
opinion and technical advice regarding the introduction of new models of midwifery
care. Given the scope of the AMAP project, namely to explore the ‘barriers’ to
midwifery, it was seen appropriate for me to continue to provide some advice. The
consultancies were limited in number. | agreed to do them on the condition that |
would be able to use them as research opportunities as part of the AMAP work and
this portfolio, which would potentially allow me to gain insight into some systemic
barriers to midwifery models of care. It is within this context that the second case
study was developed.

| was engaged in a number of clinical service reviews of regional maternity systems
and practices in the form of invited consultancies. | have chosen to explore three of
these in depth in this case study. The consultancies were conducted in different and
contrasting organisations. One involved assistance in the develop of a strategic plan
for maternity services in a semi-rural area health service; the second was a review
of clinical services and outcomes in a regional maternity unit; and, the third was a
review of a clinical service within a tertiary level urban hospital.

For each of the three consultancies, the technical advice was provided on the
explicit condition that | could draw upon the experiences gained in my roles as both
a technical consultant and a researcher for the purposes of my doctoral studies.
These organisations were in the process of refocusing and reviewing priorities in the
planning and provision of maternity services with an emphasis on incorporating
evidence based-care and a greater role for midwives. The terms of reference for
each consultancy were confirmed through written correspondence that explicitly
acknowledged my student status and my wish to learn from, and possibly use, the
experience in my studies. In my role as consultant | was able to contribute skills,
knowledge and midwifery leadership through an iterative process of inter-disciplinary
collaboration and consultation.

| was contracted to do the reviews on the basis of my work in developing and
implementing midwifery models of care and evidence based practice. As such, |
approached each of them from this philosophical perspective, with an emphasis on
the need to recognise, and in some cases expand, midwifery’s contribution to
maternity services. The rationale for this approach was sound, provided | cited the
evidence and applied it to the Australian health care setting.
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Aim
The aim of Case Study Two is to describe and analyse leadership through my role

as outsider to a number of different organisations seeking to introduce new models
of care into their maternity services.

Method

Data for the study were collected through the period of time each consultancy took
place throughout the years 1999 to 2001. The approach used for each consultancy
was similar. | prepared extensively prior to commencing the consultancies through
extensive reading of background and supporting documents from each of the
services. A review of relevant literature, methodology, data and policy sources was
also conducted.

Data in the form of the demographics for each service including population base,
throughput of clients, workforce numbers, clinical outcomes, planning documents
and reports, quality initiatives and benchmarking exercises were all gathered and
analysed.

Each organisation differed in terms of size and scope of service provision,
geographic location and contrasting requirements and priorities for the review. This
enabled me to examine some of the contrasting ‘contextual’ complexities of
leadership for change in health care across different settings. These contrasts
assisted in triangulation (Jick, 1983) of data sources, not to confirm each other, but
rather to contribute their own original perspective and experience. The range of
complexities and contextual variation across the three separate organisations
chosen included: a threat of closure, acute shortages of midwives, concerns with
clinical standards of care and threat of withdrawal of medical services. Each of the
three terms of reference is presented in Appendix C. These exemplify differences in
size, scope, context and desired outcomes of the three reviews, which further add to
triangulation of data sources (Sandelowski, 1993).

An additional variant related to one particular consultancy where | was part of team
that included a consumer, an obstetrician and a general practitioner in the review
process. This offered a further dimension to the experience of leadership namely the

incorporation of inter-disciplinary collaboration that included consumers’ contribution

to review, planning and future maternity services provision.

The consultancies also shared a number of features. These were that in each case

the director of nursing / midwifery initiated the process and as such was its leader at
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a local level. During initial contact, we explored with them, issues of concern and
some of the contextual background including political and organisational factors that
led to the decision for the review as well as factors that could potentially impede or

facilitate the process or outcomes.

Results
A The outpatient’s department of an urban tertiary hospital

The purpose of the review was to assess the current activity and resource utilisation
and to provide direction and guidance about future service needs and
developments. Specifically the introduction of models of care involving greater
access to midwives was anticipated and therefore, an evaluation of existing roles,
practices, views and attitudes of midwifery staff employed in the department was
required. This was intended to assist in identifying any organisational factors that
may be barriers the proposed innovations.

Context

The midwifery leader of this organisation initiated the review with the full support of
the medical and administrative drectors. The catalyst for the review was a shared
commitment to make changes to the organisation and ‘flow through’ of women
clients and to increase access to a range of midwifery models of care in this facility.
With a history of traditional medical hierarchical decision-making, the managers of
this hospital sought to change the organisational culture. As part of a wider change
process, significant resource allocation had occurred previously to enable change
management workshops and attendance by many at ‘transformational leadership’
development courses. The leaders were now seeking changes to the overall
structures, systems and processes of care. | was required to review staff numbers
and resource utilisation, activity and workload and make recommendations for
improving continuity of care and efficiency. Recommendations were to reflect
current ‘best practice’ and greater consumer focus and incorporate contemporary
evidence, including access to midwifery models of care for larger numbers of low

risk women.

Method

A range of different methodological approaches was used to gather data. These

included:

e Areview of available statistics and current staffing levels.
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e Reuvision of a sample of Policy and Procedure/Protocol manuals used as

guidelines for clinical care in the department being reviewed.

e Direct observation of care and practice in a sample of the various different

services.

¢ Individual interviews with staff and key stakeholders of the as well as managers

and leaders from associated departments.

e The conduct of a focus group with administrative staff to identify and explore

issues relevant to them.

e Analysis and interpretation of written information, policies, standards manuals

and other internal documents and reports.

e Recording of personal reflections and observations of leadership and

organisational contextual factors

| reviewed all relevant documentation followed by a series of interviews and spent
time as a ‘participant observer’ (Hunter, Lusardi, Zucker, Jacelon, Chandler, 2002)
in the clinical area. As a clinician, | believed that most of the information | required

would be accessible through watching and listening to individuals while they
practised.

Observations of practice and individual roles occurred over a total period of twelve
days, spread across a two-month period. This allowed for variations in workload and
activity and changes of personnel to be observed. This time frame also had the
benefit for both the staff and myself to reflect on the review process and emerging
information and to return with additional questions or responses. Over the period of
two months | was able to develop rapport with some individuals who, once they felt

that | understood their circumstances, offered insights that were valuable in
enhancing the review process and outcome.

Data Collection

The twelve-day period of observation and preparation of this report spanned the
months of December 1999 to January 2000. Data were provided upon request
including the demographic information for the service including workforce numbers,

clinical outcomes, reports and summaries of quality programs.

At the outset | identified key personnel and made appointments to interview them,
however during the course of the review, others came forward and requested to also

be interviewed. All midwifery and clerical staff and 75% of medical staff attached to
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the service were interviewed. A total of thirty (30) individual interviews and two (2)
focus groups were conducted. Direct observation of a range of services being
provided by midwifery, obstetric and gynaecology staff also occurred. This included
the public waiting area. Informal discussions with women and their partners also
took place.

Observational contextual field notes were made of the processes used to engage
stakeholders and others in the review and the expected outcomes. At times |
needed to first provide some information [for example a journal article about the
merits of continuity of midwifery care] and return at a later date to discuss with the
staff member their views and responses to the idea that such a service might be
introduced in to their facility. Other data consisted of notes made during interviews
held with leaders and others about the potential for change and the introduction of
new systems and models of care. Through this process | was mapping resistance
and / or cooperation and developing an understanding of the context for leadership
and the introduction of midwifery models of care.

Results

The collection of field notes that recorded my observations and insights regarding
leadership and the introduction of midwifery services into this organisation were

reviewed and analysed these using thematic content analysis (Strauss A, 1987).

Analysis of notes made during the review reflected a level of fear of change
amongst the staff along with a perception that they had ‘seen it all before’. On the
one hand, individuals were sceptical that anything would change, whilst on the other
there was concern that change might actually affect them and their roles. There had
been a new midwifery unit manager recently employed and she was expected to
introduce changes to the service. This expectation was based on a view that
inefficiencies existed and that these were associated with significant structural and
process problems. Despite a clear vision of what was needed, this midwifery
manager was held back by firm medical control and some VMOs’ reluctance to
adapt services to increase access to midwifery models of care. My observation was
that whilst she did hold a formal position of authority, she did not have a recognised
leadership base or access to knowledge, resources including the evidence on which
to formulate an argument for the proposed changes. She had worked previously as
a manager but was not a strong leader. She had a vision and a position of authority
but was not able to exercise and implement this although her staff expected her to

lead and for them to follow. | saw that what was needed was knowledge,
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information, access to the evidence, advice about ‘structure’ and ‘process’
improvements, and leadership support to achieve and sustain the desired changes.

The characteristics of other leaders in this organisation were observed. Directors of
the service - midwifery, medical and administrative were well informed, motivated
and skilled. They had developed a vision for where they wanted the service to go
and they were committed, having also resourced leadership development projects
for staff. They shared a philosophical vision but required outside expertise to inform
and advise about specific details (the ‘how to’) for service changes and the
implementation of new models. They were enthusiastic and supportive of their staff,
encouraging professional growth and development and were willing to be creative in
finding additional resources to see the vision through. This was reflected in their
decision to engage me as an outside consultant to provide the expertise that they

did not have access to locally.

Contemporary evidence, relevant to this service, was included in the report and
made available throughout the consultancy period. In addition | was asked to
provide an educational session on the general principles of midwifery models of
care, which was well attended. Recommendations were made for ‘structural’
improvements including re-configuration of the physical environment and review of
the number of women seen at each clinic session. Improvements to ‘processes’ of
care were suggested that could increase continuity of care, choice and access to
midwifery services. Potential efficiency gains were demonstrated as well as the
possibility for improved forms of care that were more satisfying for women and gave
more visibility to midwifery.

| perceived that the major opposition to these recommendations being implemented
would come from the senior medical staff who had become very used to one way of
providing care. Each one had his/her own particular way of providing the service and
each was slightly different. A common feature here was the medical hierarchical
approach that | had seen elsewhere and which was no longer appropriate in
contemporary evidence based systems of care. In my view there was an enormous
waste of midwives’ skills with much of their time spent in a subservient role either
assisting doctors in routine care or waiting for them to complete routine care. Most
midwives in this service did not have experience of autonomy or responsibility for
providing primary midwifery care. During periods of observation, often whilst
midwives waited for doctors who were running late, | was able to explore with them

their desire and confidence to provide care on their own responsibility, especially for
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well women who did not require medical attention. Thus, the context for leadership
to succeed and the organisation’s readiness for change were further assessed and
analysed.

The report and its ecommendations were presented to the Board of the hospital
and within two months received full endorsement. Structural changes to services,
including greater access to midwifery models of care for women were implemented
over a six-month period with only minor challenges and opposition. These changes
were progressively implemented as senior medical staff retired or chose not to
renew their contracts.

The success of the implementation is attributed by the leaders of the service as
being due to the strong evidence provided in the report and because so many of the
staff felt that they were involved and engaged with the process. In particular the
midwifery unit manager had a well-informed base, a framework and a clear rationale
on which to implement her vision for the service. Improved efficiency in utilisation of
resources was achieved. Midwives adapted in different ways to the changes. One or
two moved to other areas of the hospital but most embraced the new roles including
greater autonomy, and subsequently reported increased job satisfaction. Anecdotal
reports highlight greater consumer satisfaction related to less waiting time and more
time with midwives. Through the introduction of a number of new ‘midwifery led’
services the role and function and midwives was made more recognised and visible.

B. Maternity services across a rural health service
Context

The nursing director of a large rural health service approached me with a view to
being a part of a team to review the region's maternity services. She had very keen
to have a midwife included in the review, which was being planned by others
members of the Executive team. She was concerned that the review might proceed
without a midwife involved. Again the structure of the review process was important

from the outset.

This region covers an area of about 24,000 square kilometres and provides health
services to approximately 250,000 people. The annual birth rate is approximately
3,500 spread between eight separate maternity units. These maternity units were
showing significant variance in clinical practices, outcomes and forms of care
available. Some provided women with a flexible range of choices and options for

care, whilst others were quite restricted. This did not appear to be substantiated on
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the grounds of available expertise or resources but rather more on local customs
and tradition. The director was new to her role and was keen to see how this region
compared with other similar services’ benchmarks. She sought advice on strategies
for improved services that were in line with evidence and state and national policy
directions. There had also been ongoing requests from local midwives and
consumers in the region for greater access to midwifery models of care.

| was asked to work with a consumer, an obstetrician and a GP as the maternity
services review team. | ascertained very early in the discussion that this review was
implemented from ‘outside of or ‘from above’ the clinical maternity services. As such
| instantly perceived barriers to its process, implementation and outcomes. |
requested early on that the review must have a clear and overt focus on
collaboration and the need to engage clinicians at every level of the process. |
recommended that the ‘spirit’ of the inquiry centre on improving services for he
community as well as fostering relationships and inter-disciplinary collaboration
between health professionals, across the various separate units. We were asked to
review all aspects of service provision including variations in practice, policy and
outcomes, the range and types of information and education offered to women, as
well as the appropriateness of the current models of care. | was informed of whom
the other members of the team were and whilst | had not previously met any of them

| was confident that we could work together successfully.

Method

| liaised with the project officer and team members via phone and email initially and
through this process we agreed how we would structure the review and on the terms
of reference. These were to examine variance in clinical practices, outcomes and
forms of care available and to make recommendations that would enable more
flexible choices and options for care including access to midwifery models of care
(Appendix C). Background data and documentation was forwarded as pre-reading
prior to three days of site visits and interviews.

The review team convened for three days and visited all eight hospitals. A
description of the models of care available at each site was reviewed as well as
results of consumer satisfaction surveys, which had been administered as part of
the preparation for the review. The team had a particular emphasis on reviewing
current service provision and maternal and neonatal outcome data for Aboriginal
and Torres Straight Islander women because of the poor birth outcomes

experienced by this group of women. Information on critical incidents involving
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women or newborns was also reviewed. Unlike the other consultancies | had been
involved in, this project had a much stronger emphasis on review of quantitative
data and written information, so much so that members of the team agreed that it
was not possible to review for all that was produced for consideration. Pragmatic
decisions where made on what information was essential to the review in order to
allow adequate time for talking to individuals and groups representing key

stakeholders.

Given the agreed principle that the review process would also have a focus on
‘fostering relationships and inter-disciplinary collaboration between health
professionals’ we requested additional time for discussions with clinical staff. The
review team sought to engage clinicians in developing a range of recommendations
for models of care that centred on the need to respond to national and state health

policy directions and evidence of ‘best practice’ from published literature and from
other facilities.

Data Collection

Current service provision in relation to evidence-based practice and state Health
Department policy reports and publications were examined. In total we interviewed,
or conducted focus groups, with 32 health professionals. Documentation, including
profiles of services in each hospital, five submissions from stakeholders, policies,
protocols, consumer satisfaction surveys, internal reports, proposals, information on
critical events, intervention rates and clinical outcomes were all reviewed by the

team.

| recorded field notes about the process of engaging others in thinking about
changes to their services including the introduction of midwifery models of care. |
observed and listened to the various stakeholders and recorded my observations in
particularly with regard to the leadership in evidence or that was perceived as being
needed.

Results

Throughout the review | observed individuals within their roles as they engaged in
discussions about the introduction of new policies, practices and models of care. |
noted reluctance by many GPs to embrace midwifery models. These were perceived
as impacting on their professional practice domain and [presumably] their income. In
the absence of a clear funding stream to employ midwives, and despite the

evidence available, many felt that it was not feasible or necessary in this region. In
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contrast, consumers and midwives were most vocal and enthusiastic about the
potential for midwifery models of care.

In my analysis and interpretation, the review process lacked a clear point of clinical
leadership at a local level. This is evidenced by the way the review was set up with
no single representative from the Health Service being designated as the ‘leader’ of
the maternity services or as the person to take the recommendations forward. We
were instructed to prepare the report for the Area Health Board. The consequences
of this were that most of the negotiations and discussions were held with the clinical
review team and the project officer allocated to work with us, who did not have either
an obstetric or midwifery background. Whilst there were individual interviews and
discussions with clinicians, there was not any direct link to dinical leaders and
decision makers who would have the ultimate and ongoing responsibility for

implementing any proposed changes.

My assessment of this approach was that the four external consultants were seen
as the ‘experts’ who were asked to come into the service to provide advice and
make interpretations and recommendations. This was evidenced by the frequent
comments to this effect received by participants in the interviews. Despite our efforts
to engage local clinicians in the process we were only given the information that we
requested. Very few participants appeared interested or willing to engage with us in
the process of exploring potential changes to the service. In retrospect, the review
process should have included a number of local clinicians; [for example a GP, a
midwife and a specialist obstetrician] who could convey the spirit and intent of the
inquiry back to their colleagues. A strategy such as this, introduced at the outset of
the review, may have also enhanced the subsequent implementation process and
final outcomes. On reflection, this is no doubt an important principle in the
structuring of consultancies such as this. Engagement with stakeholders at a local
level seems critical to the subsequent adoption of any recommendations.

There was no time allocated for building relationships between the review team and
the clinical staff. Observation of actual clinical practice was not included in the terms
of reference. The bulk of the report and its recommendations were underpinned by
interpretations of the quantitative data, which were used as triggers for questions
during interviews with clinicians and managers. Whilst responses were forthcoming,
the lack of an appropriate structure and process to enable a degree of rapport
building and trust o allow deeper exploration of issues, were limiting factors in the

review.
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My observational notes about the leadership and barriers to implementing new
models of care, reflected concerns of several people who perceived the review as
‘outside of their influence’ and as being ‘imposed from above by senior
management’. Many individuals had prepared large quantities of data and reports
for the review and were then afforded only a brief time with the review team. Others,
particularly some of the doctors, had not responded to a request for written data and
spent their interview time being critical of the health service administration and the
state government. On the question of policy review and development, this appeared
to be an ad hoc process with little liaison between the various units, each one
having their own policies and some having separate polices for each medical officer.
Duplication and overlap of services and policy were common with little evidence of
collaboration or continuity between the professional groups. Clinicians were focused
on their separate roles and functions and a culture of individualism was evident.

This review was an overt attempt to demonstrate leadership and to move the
services forward, in keeping with evidence based care, benchmarking and state
policy changes. There was very little leadership or collaboration within and between
obstetrics, midwifery and the broader management of the health services. The
nursing director had a vision for maternity care and sought to bring this region into
line with similar facilities elsewhere. The Area Health Board and the administrative
leaders supported this initiative. However, significantly, there was little evidence of
medical support for the review, as the region did not have a point of leadership for
obstetrics with each facility having its own head of department. Structures that

enabled leadership to occur were missing.

The review was seen by many doctors as a waste of time at worst, or not relevant to
them and their roles, at best. For example many of the GPs stated that they “would
not have much to say” and that they “didn’t see the point” as “things aren’t going to
change”. Many offered suggestions that would expand their intake of clients and
clinical interests but very few were able to suggest improvements to the overall
systems of maternity care, policy, standards and protocol development or to the
range of care options made available to women. In contrast, consumers and
midwives both demonstrated that they were very knowledgeable and had
investigated the outcomes and experiences of models of care in other parts of
Australia. They were ready to make recommendations and substantiate these with
supporting evidence. As such their input to the review had a significant influence on

the outcomes and recommendations.
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Another aspect of leadership that emerged was that several midwives, who were not
in management roles with authority or power, were able to articulate what was
necessary for leadership in maternity services. They reported feeling frustrated with
the lack of leadership, experienced over a long period of time and which they
perceived would not come forward from the existing organisational structures and
roles. The review team were convinced by the substantial case that these midwives
made for recommending a new role as a point of leadership in maternity services
across the region: an Area midwifery consultant. This role would assist in leading
the implementation of recommendations contained in the report. These included
constitution of an Area wide maternity committee, formation of a maternity service
plan and the development of standardised protocols and systems of care across the
area health service that could improve networking and maternity services overall.

Over the three days that the review team had worked together intensively, a degree
of trust and respect had developed. Inter-professional rivalry was absent as we
embarked on the task of reviewing the services and also modelling the relationships
we had discussed and hoped to encourage in others. As an example of the depth of
respect and collaboration that developed within the team, we were able to move our
position and recommendations regarding homebirth and waterbirth. Initially the two
medical members of the review ream had stated their opposition to two clinical
service issues - waterbirth and homebirth, reiterating the views of their professional
colleges as a means of substantiating their positions. They did not wish for either to
be supported in any way, in the final report. The consumer and myself respectfully
continued to state our position, which was to support the development of a policy
that incorporated the best available evidence and recognised a woman’s choice in
these issues. Over the course of the three days, and in ensuing phone contacts,
they were able to move to a position of accepting these options as a part of offering
women a choice. Providing certain parameters of safety were developed, they were
able to support the development of policies for waterbirth and homebirth. Through
the provision of evidence and leadership within a context of trust and respect, we

were able to collaborate to potentially improve policy and systems of care.

The final report was submitted to the Board after two months and was subsequently
endorsed. Follow up contact some 18 months later has revealed that very few of the
recommendations have been implemented. Anecdotal reasons given for this range
from inadequate funds to implement new positions and services, to a lack of
widespread acceptance of the report and resistance by some to the introduction of
midwifery models.

3.0 Confirming the Problem Page 126 of 332



My analysis of this situation is that there was an initial lack of collaboration and
engagement of key stakeholders in the process of the review and as such very few
of them felt involved, willing or able to influence its direction and process. There was
no ownership of the process or its outcomes. This perceived ineffectiveness, |
believe, is linked to a lack of leadership in maternity services, which was exemplified
by some participant’s statements that ‘nobody is driving the bus’. The review team
were engaged as outsiders and remained ‘outside’ the organisation for the most
part. We produced a review that reflected contemporary ‘best practice’ in maternity
care and recommendations that the management felt they could implement. What
were missing however were the necessary structures and ‘process’ of leadership
and engagement of key stakeholders that would allow them to feel a part of the
planned changes and assist in their successful implementation. Without this, the
review and its recommendations, like the review team itself, remained ‘outside’ of

the health service and this particular organisational culture.

C. A small rural maternity service

Context

| was invited to conduct a review of midwifery and neonatal services provided in two
facilities in a rural setting, which provided care for approximately 1200 -1300 births
annually. The scope of the consultancy included reviewing midwifery practices and
models of care, identifying gaps in service provision and providing a framework for
improved co-ordination, continuity of care and enhanced midwifery development.
This was within a context of threat of a closure to one hospital (‘the smaller unit’)
and subsequent expanded capacity and delineation of the other which catered for
about two thirds of the births (‘the larger unit’). Thee changes were being proposed
as a solution to lack of availability of 24-hour obstetric and anaesthetic coverage.
The review was expected to recommend how maternity services could be integrated
and networked across the community and linked to the larger hospital, including the
skill enhancement of midwives. In this setting the potential for midwifery models of
care had previously been explored and discussed and reportedly some interest had
been shown. Midwives in the smaller unit reported a degree of autonomy in their
practice that was not evident for midwives in the larger unit. The gradual cessation
of obstetric and anaesthetic medical coverage appeared to herald an inevitable
closure of birthing services at the smaller unit, which was located twenty-five
minutes away from the larger service.
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Method

The health service initially sought to have a combined medical and midwifery review
of the maternity and perinatal services. Due to the difficulties of not being able to
have all members present at the same time, separate ‘medical’ and ‘midwifery’
reviews were conducted. | therefore consulted with the doctors who had completed
the medical review and considered their findings and recommendations as |
proceeded with the midwifery services review.

Data Collection

Throughout the three-day review period | observed the roles and functions of service
managers and directors, within the context of day-to-day practices and recorded
field notes of what | saw with regard to leadership styles and reports of leadership
activities and functions. | was shown the facilities of both hospitals and the plans for
the development of a new maternity unit in the larger facility that would have the
capacity to incorporate additional demands if the two services were amalgamated. |
engaged in discussion and exploration with the midwives regarding the
implementation of new models of care that would enhance continuity of care and
expand the contribution of midwives to mainstream service provision.

Interviews and focus group discussions were held with the regional executive staff
[5], midwives from the two hospitals [16] and the community health services [4] as
well as GPs, obstetricians and paediatricians [6 medical staff in total] associated
with both hospitals. | reviewed local, regional and state health department policy
reports, protocols and procedure manuals, service utilisation information and clinical

indicator data from both hospital sites.

Results

All midwives and more than half of the GPs informed me that significant numbers of
women in the local population wanted a ‘low-interference’ style of care and had
become used to that approach at the smaller unit. In contrast, the larger unit was
reportedly perceived by local women as more ‘high tech’ and ‘medicalised’ and in
need of a ‘low intervention’ option of care if it was to cater for consumers from the
outlying regions. Within this context | suggested that a possible alternative to closing
the smaller unit could be to explore the introduction of a ‘birth centre’ run by GP’s
and midwives only. This was theoretically possible because of the availability of
adequate numbers of skilled midwives and GPs. | provided examples of similar

services in rural settings in other countries that had been shown through research to
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be safe and beneficial. This was seen as a radical view and not politically popular
with the medical profession or health risk insurance companies in Australia at the
time. Aso, in this region, such an idea was not supported by the current group of
GPs and had already been rejected by the medical review process that preceded
this review.

The medical opinion regarding the best way forward for these two units was to
consolidate services to one site, with the facility to gradually become a major
obstetric centre. It was suggested that a birth centre adjacent to the main birthing
unit with full back-up facilities would address the needs of women seeking ‘low
intervention’ type care. Further, the smaller unit could continue to provide antenatal
and postnatal care locally.

Whilst the decision was not popular with the majority of midwives in the smaller unit,
it was seen as a ‘fait accompli’. | therefore pursued other opportunities with them
regarding how they could continue to utilise and maintain their skills and how
midwifery continuity of care could be incorporated into the maternity services overall.
| suggested that midwifery visibility was high in their small town and if there was no
attempt to maintain a profile for the midwives then the profession could lose its
recognition and viability locally.

At the same time | was provided with a copy of a plan to introduce a midwifery
model at the larger unit, which had been prepared by the midwives there. The
proposal had been developed some four years earlier and had been through
repeated processes of review, discussion and adaptation by several stakeholders.
There was perceived resistance to introducing this model, related to concerns of
managers about costs and the additional resources needed. There was also
reported a general lack of leadership and explicit support for ‘midwifery led’ services.
Despite evidence of cost effectiveness and improved outcomes, the leaders of the
organisation had reportedly continually held the model back from implementation.

Upon closer review, | saw that the midwives had developed the proposal
themselves, drawing on research evidence and reports of similar models elsewhere.
The document described an innovative model of care similar to others that were
emerging in many units around Australia at the time. However, there was a lack of
any evidence of collaboration with other key people such as consumers, the

managers of the service, obstetricians, GPs and community based child health

nurses.
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| suggested that fundamental to the future success of the model would be the
incorporation of collaboration between midwives, doctors and community health
care staff. Strong links to the community were suggested as critical if the model was
to realise its potential to achieve health gain and improve outcomes, such as is
anticipated with a primary health care approach. Clear guidelines, mutually agreed
between midwives, obstetricians and GPs were also recommended as part of
ensuring successful implementation. Part of the process of engaging with the
midwives led to changes to the document being amended to take account of some
of these issues before it was resubmitted. In addition, a steering committee with
representation of all stakeholders including consumers was recommended to assist
in, and enhance, the implementation process and the long-term sustainability of the
model. These structural changes were recommended to improve the process of
developing a midwifery model that would be acceptable to all.

Within this review process, leadership across the services was not evident, nor was
there any evidence of collaboration at a ‘systems’ or organisational level. For
example, some staff reported that whilst perinatal mortality and morbidity meetings
were held at the larger unit, midwives were often left off the invitation or advised with
insufficient notice. These meetings were reported as mainly focusing on reports of
statistics with little critical analysis, debate or case discussion.

Within the smaller unit, it appeared that morale amongst the midwives was high and
the unit had been functioning effectively for many years. For example, whilst there
was a unit manager, her role primarily focused on resource allocation and
management tasks rather than development or expansion of the midwifery role or
practices. The midwives showed enthusiasm about their role, with reports of ‘Meet
the Midwives’ stalls at the local shopping centre, and wearing of midwife logos on T-
shirts at work. Midwives and doctors reported that they ‘understood and looked after
each other’ and there was evidence of respect, trust and in some cases, individual
friendship between the professional groups. In contrast in the larger unit there were
distinct groups or ‘camps’ of professionals with consultation occurring on a needs
basis only, centred on what was required for clinical care. The development of
midwifery practice and expansion of the role of the midwife as recommended in
policy and supported by evidence was seen only as a remote possibility and
professional aspiration for midwives in this unit. Without leadership and support
many felt that it could not be achieved.
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Midwifery leadership was identified as critical to the development of future maternity
services and midwifery practice in particular. Recommendations within the report
linked the anticipated appointment of an ‘midwifery consultant’ as integral to
enhancing visibility and recognition of the professional roles and functions of
midwives across the region. In the report, the introduction of midwifery models of
care, increasing utilisation of midwives’ skills and using evidence in the collaborative
development of maternity services were recommended and supported by midwives
and service managers as key strategies for the future. Making midwifery visible and
accessible and increasing the opportunities for collaboration to occur were
recommended as important components of future management structures and
service provision. Such initiatives would also address other goals of the review,
which were to recommend how maternity services could be integrated and linked
across the community, and the necessary skill enhancement of midwives that would

be required to achieve this.

The review provided a range of recommendations and strategies to enable effective
linkage and networking of the maternity services across the region. Nonetheless, the
decision to move all services to one major hospital where birthing services would be
centralised was made prior to the report being completed. Midwives and GPs at the
smaller unit were offered certain options that involved them in continuing to provide
the bulk of antenatal and postnatal care to local women. They were informed that all
births would take place on one site: the larger unit. The introduction of models of
continuity of care utilising the skills of the local midwives and GPs were included as
additional components of the decision. Many of the local midwives and GPs were
reluctant to embrace the changes and did not see how such a model could function
effectively or be acceptable to the community. Essential structures and processes
for leadership and collaboration amongst stakeholders including community
members did not appear evident. For the most part, there was an acceptance,
preceded by only a small protest that the changes were unavoidable, that the local
services would be centralised into the larger centre.

As such, in the final report | recommended that decisions about number and type of
maternity facilities should be made in consideration of and commitment to, an
agreed plan to develop a range of models of care. This should include locally
accessible antenatal and postnatal services close to where women live developed
as ‘outreach’ clinics. Increased utilisation of midwives’ skills in provision of these

services was recommended as well as the development of evidence-based,
collaboratively developed policies and practices.
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The report concluded with a strong recommendation that all clinicians involved in
maternity care must be made aware of the contents of the report. This was intended
to assist in establishing greater understanding of the broader issues and context that
had initially stimulated the review. It was also suggested as a way of assisting the
acceptance and adoption of the ensuing changes across both maternity services,
including greater recognition of the role of the midwife.

Anecdotally, six months later it was reported to me that many clinicians never saw
the final report and that changes to the services proceeded quickly such that the
majority of women were required to travel to the larger facility for their care. The
smaller unit now has only a small number of women accessing it for postnatal
inpatient care.

Conclusion to Case Study Two

Case Study Two has described and analysed leadership as observed and
experienced through my role as a consultant, providing advice to organisations
seeking to introduce new models of care into their maternity services. In this role |
was able to observe first hand the leadership of others. | was also in a position to
contribute skills, knowledge and midwifery leadership of my own, through processes
that both promoted and modelled inter-disciplinary collaboration and consultation.
The case studies have analysed leadership across different types of maternity
services and organisations. These ranged from a small rural unit, to a large service
in a tertiary referral hospital.

The studies provide data and analysis that help to explain why change is so difficult
to achieve in the reorganising of maternity services and in making midwifery more
visible. They also demonstrate how effective leadership and collaboration can
address some of the barriers experienced in the development of evidence based

maternity services and new models of care, across different levels of the health
system.

It was evident during the reviews that there was a significant lack of understanding
of the role of the midwife. In particular the policies, philosophy of care and
organisational culture within the different organisations showed little recognition of
the midwife’s role as a ‘safe’ primary care giver (Commonwealth Department of
Health, 1993). | surmised that a more formal and widespread leadership effort to
influence public health policy that recognises the need for greater visibility and
recognition of midwifery was required.
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Examination of the range of policies and documents that influence the planning and
provision of maternity services more broadly, revealed further the lack of visibility of
midwifery. It was evident that leadership that used evidence and primary health care
approaches could provide the platform for a range of initiatives to enable greater
recognition of the benefits of midwifery within the development of health services
policy.

In the following case study | describe and analyse active participation and
experience of leadership and collaboration to address this issue. | explore and
analyse practical experiences of leadership that were designed to increase the
recognition of midwifery in health services policy development, and in improve the
effectiveness of maternity services across the state.

3.3.9 Case Study Three — Policy Leadership in Maternity Services
Introduction

The third case study looks at the broader leadership setting of state-wide maternity
service policy and planning within a context of government responsibility for
maternity services strategic development, restructuring and resource distribution.
Here | describe and analyse practical experiences of leadership that were designed
to increase the recognition and visibility of midwifery within maternity services policy
development. This took place, as policies designed to improve maternity care were
being developed and implemented. | was particularly focussed on explaining how
midwifery contributed and was incorporated into these processes.

In mid 1998 | was invited to take up a short-term secondment position as a Project
Officer to the state health department in order to provide leadership and advice on
midwifery and maternity services planning. During this time | worked with an inter-
disciplinary advisory committee across a period of twelve months to develop and

write a strategic plan for maternity services for a state in Australia (NSW Health
Department, 2000b).

After completing the eight-month secondment | continued to play an ongoing role in
the provision of advice and information to the state health department, on a range of
midwifery and maternity service issues. This included consultation and policy advice
regarding homebirth policy, accreditation of independent midwives, midwifery
workforce planning, standards of midwifery education, regulation and practice and
the introduction of midwifery models of care. My role, after leaving the secondment

was in a dual capacity. I held a substantive employee role as midwifery consultant
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developing midwifery models of care in one of the teaching hospitals, and | was the
president of the NSW Midwives Association Incorporated, the state branch of the
national professional midwifery organisation known as the Australian College of

Midwives.
Aim

This case study describes and analyses active participation and experience of

leadership and collaboration to address the lack of visibility of midwifery at a
strategic policy development level within state wide maternity services.

Method

Sources of data for the study involved a range of current local and national reports
and publications relating to maternity services development as well as state health
department planning documents used for health service planning more generally.
The latter reflected the overall broad strategic direction for this state’s health
planning and quality initiatives. Mindful of the health department’s philosophical
underpinnings of ‘primary health care’ and equity and access for all, | intended to
make sure that a similar direction would become the basis for the maternity services
planning process.

A review of the relevant evidence and international literature regarding the efficacy
of midwifery models, including national policy documents, state wide strategic
direction reports and published data on the outcomes for midwifery models,
provided the contemporary contextual basis to the study. In particular, documents
from the United Kingdom where similar strategic developments [involving greater
recognition of midwifery] were occurring, enabled me to prepare well and to be as

up to date as possible on relevant initiatives, prior to starting in the role as adviser.

As in the previous two case studies | recorded field notes and collected press
releases and announcements from the media that would reflect the direction the
government was taking, with regard to the leadership of maternity services
generally, and the recognition of midwifery models of care more specifically. The
construction of this case study initially involved gathering all of the related data
together into a narrative (Patton, 1992). Through the process, | sought to
understand both the process being used [in this case, the state’s leadership
initiatives] and specific factors that led to the identification of the theme or
conceptual label chosen (Knalf and Howard, 1984; Koch, 1994). These processes

and factors were analysed using thematic content analysis (Strauss A, 1987),
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through which | determined some broad categories under which each of the pieces
of data would fit.

Results
A Opportunity and support for midwifery leadership

| approached the secondment with an understanding that as the Project Officer, |
was required to facilitate a collaborative process for the development a five-year
strategic plan for maternity services for the State. There was an advisory group of
nominated representatives from key stakeholder groups, as well as health policy
personnel with whom | worked. | had several additional performance objectives
within the role, including a contribution to midwifery workforce planning, and
increasing the numbers of student midwife placements available across the state, as
well as broader policy directions related to the recruitment and retention of
midwives. The senior nurse in the health department, to whom | was responsible for
my work, provided an excellent role model for leadership. As a skilled political leader
and bureaucrat, | learnt significant skills from her in relation to introducing change at
the broader ‘systems’ level. The importance of effective listening, choosing one’s
timing wisely, ascertaining accurate facts and evidence, negotiation and
consultation, and managing change at a strategic and political level, were all skills
that were enhanced whilst | was in this role, under her leadership.

Her understanding for, and recognition of, the midwifery contribution to maternity
services were significant. Unlike many of her senior nursing leader colleagues at the
time, she was able to put aside her philosophical belief [that midwives were nurses]
and listen to the arguments that midwifery was indeed a profession in its own right. |
witnessed her change her language to be inclusive and to make more visible the
role of the midwife. From the very early days of working with her, | only ever
witnessed her speak of ‘nursing AND midwifery’, ‘nurses AND midwives’. This was
an overt expression of support and respect for my role and contribution. | have no
doubt that this placed her apart from many nurse leaders and potentially in conflict
with some of them. However, she never moved from this stance. The explicit
statement of recognition of midwifery, from the state’s most influential nurse leader
was a powerful message to the nursing profession and also to [what was becoming]
a more visible and midwifery profession. This was a political act at the time, and
since then [1998], until the present time, an increasing number of nurses and

midwives have begun using the more inclusive terminology. The sequelae to this are
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further elaborated upon in the conclusion of Section 2 of the portfolio — Changing
Structures: Reforming Midwifery Legislation.

B. Engaging consumers and key stakeholders

From the outset in the role as Project Officer, | sought to influence the structures
and processes that would be used to develop the maternity services strategic plan. |
believed that it was important to get the process as ‘right’ as possible, not only so
the plan would be more relevant and useful to the majority, but also so that it would
withstand any criticisms of not being ‘relevant’, ‘applicable’ or ‘achievable’. Given the
experiences of the earlier consultancy work, | knew that engagement of all of the
key stakeholders was important to the end result, the report and plan, and to the
ongoing implementation of the recommendations it contained. Membership of the
steering committee was therefore an obvious starting point to achieve this ‘process’
outcome. Key stakeholders of women, midwives, GPs, dbstetricians, independent
midwives, representatives from Aboriginal health services and policy leaders, were
among those invited to participate in the advisory committee. The principle of
gaining consumer involvement early, and ensuring ongoing contributions, was
upheld and anecdotally, was identified subsequently as one the report’s strong
points.

C. Authoritative leadership for change

The Maternity Services Advisory Committee was subsequently formed, and at the
direction of the health minister, was chaired by the most senior medical health
department official. With a public health background, it was clear that he understood
and was committed to, the principles [of primary health care] that we sought to
implement. His formal position, high status and authority within the health system
ensured that any innovations and changes recommended would have the support of
the health department. It was my belief that his impartial leadership and authority,
combined with the high degree of clinical credibility of the committee members (each
individual being appointed in name by the Minister for Health), gave the report a
legitimacy that enabled it to withstand any challenge.

Throughout 12 months of regular meetings, and phone and email communication,
significant debate and many challenges occurred. This took place within an
environment of increasing mutual respect and trust between the committee
members. As time passed we grew to know each other's particular views,
perspectives and interests. Substantiation of assumptions, critiquing of evidence,
debate and inter-professional conflict and many philosophical differences all
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featured within the committee at various stages. Nonetheless, there was a
commitment to completing the task and developing a plan that would be meaningful,

relevant and valuable in its contribution to improving maternity service provision.

Through this highly interactive and challenging collaborative process, | had the
responsibility to write the final report known as ‘The NSW Maternity Services
Framework’ (Appendix D). The report recommended a range of strategies and
initiatives that reflect international and national policy developments in maternity
care, including a greater role for midwives within mainstream services. Informed by
evidence and underpinned by a strong commitment to primary health care
principles, it was endorsed as the five-year strategic plan, and released into the
health system in March 2000 (NSW Health Department, 2000b). The principles and
priorities for maternity care identified for adoption across the State, reflected core
values and philosophical principles of public health care including a focus on
increasing overall health gain, consumer choice, equity of access and equity of
outcome. These principles were the same as those that | [and others] had sought to

introduce almost twenty years earlier, in the small ‘cottage’ maternity unit.

Thus, in one state in Australia at least, midwifery was becoming more visible in
policy and planning. This occurred through the combination of recognising the
evidence basis for midwifery, the collaborative and consultative efforts of a multi-
disciplinary team, and skilled leadership of the chairperson. Within the work of this
committee, the significant role and contribution that midwives can make to improve
maternity care outcomes, was examined closely. Once the group as a whole
accepted this | perceived a greater emphasis on collaboration and inter-disciplinary
teamwork. Subsequently, this principle became incorporated as a theme through
many of the strategies recommended in the report. In the process, the capacity and
commitment of state health departments to develop evidence-based policies and
plans for maternity services, through sound leadership and collaboration, was
demonstrated

The report provided a framework from which area health services could review and
further develop their maternity services. Anecdotally, the report was well received
and seen as a useful plan. Rate of uptake and implementation of its
recommendations varied. At the time of writing, three years since the report was
released, it has remained the key strategic planning document for the ongoing
development of maternity services.
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D. Consensus through collaboration

Over the 12-month period of developing the maternity plan, the advisory committee
made significant progress, negotiating agreement on the key issues. As stated
earlier, this was achieved over time, as respect and trust grew within the group. The
committee’s structure and processes proved very effective. They ensured a
commitment to adequate time for debate and discussion, clarification of information
and evidence, and ultimately, the attainment of consensus. This was achieved due
to a number of factors, in addition to the skill and authority of the chairperson,
discussed earlier. It was my perception that the level of consensus reached, in
particular around some of the more controversial issues, was the result of effective
leadership and collaboration on several levels.

One example of the many challenging debates occurred around the decision to
support the consumer’s right to choose homebirth. The chairperson conducted the
meetings in a style that expected consensus and clear outcomes from each
meeting. Prior to the meeting, he and | would meet to clarify progress and any
outstanding matters. Together, we would ascertain any problem areas and identify
strategies to put to the group that might assist the process of moving forward. This
often included the provision of information, such as additional evidence or other
reading material, to update knowledge for people and further enhance the debate. In
addition, he showed his skills in allowing enough time for a process to unfold,
discussions to be had and decisions to be reached. Individual stakeholders
[consumers and the representatives of the various professional groups] were all able
to represent their constituents in an informed, articulate manner that reflected their
leadership qualities. They were also able to share a commitment to the end result
with others on the advisory group.

Conclusion to Case Study Three

The third Case Study has involved a review of experiences of leadership concerned
with the development of state wide maternity service policy and planning. | have
explored and analysed practical experiences of leadership that were designed to
increase the recognition of midwifery in health services policy development, and
improve the effectiveness of maternity services across the state. Through skilled
leadership, and the collaborative processes of the working party, in drawing from
current evidence and primary health care approaches, increased recognition of the

benefits of midwifery within policy emerged. This provided the foundation for a range
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of goals, objectives and strategies with the potential to improve models of care and

service provision.

Many of the practical aspects of leadership and collaboration within the group
sought to incorporate evidence about the contribution of midwives into maternity
services policy development. The processes and interactions that occurred
throughout the twelve month period was, anecdotally, reported as ‘educative’ and
‘enlightening’ for many of the committee members. Over time, and as respect for
each other grew, we developed a number of beneficial processes of ‘mutual
influence and coalition building’ (Burns, 1978). Through this, we were able to
exchange deas, views and experiences in ways that were mutually beneficial, as
well as valuable to the policy development process.

The final ‘Framework’ was released in March 2000 (Appendix D). It was generally
well received and has formed the basis for Area health services’ developments and
plans since then. The report reflected the need for collaboration and consultation to
occur between service providers and consumers locally, to better determine needs
and priorities and ensure that services are safe, efficient and effective. In addition
they sought to see services that were respectful, personalised and rewarding for
both consumers and providers of maternity care. This emphasis reflected the
leadership of the working party and the improved relationships that, over time,
developed amongst the stakeholders in the group. One of the key outcomes from
the processes of engagement and discussion within the group was increased
knowledge and recognition about the role of midwives. The ‘Framework’ reflected
this and stands as an example of how leadership and collaboration can assist in
addressing the lack of visibility of midwifery at a strategic policy development level.
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3.4 CONCLUSION TO SECTION ONE

In this section, three case studies were used to describe a range of different
characteristics, attributes and contexts where leadership in maternity services was
either evident or sought. They are original and have emerged from practice and
experience in the field. Each one was designed to highlight different experiences
across contrasting settings in order to enhance understanding of how lack of an
authoritative voice for midwifery is played out in the development of maternity
services in general, and attempts to introduce midwifery models, in particular. They
identify and offer some interpretation of how effective leadership can increase
recognition of the contribution that midwives can make within maternity service
provision. They also, to some extent support the earlier proposition that competent,
well-informed midwifery leadership and effective collaboration is needed to enable
significant change to occur.

One of the key principles that have emerged from the case studies is the importance
of effective structures to support and enable leadership. Across each different
context, the necessity of getting an appropriate structure that then allowed a process
to unfold, was a critical first step. Examples of this included the importance of the
membership of the various committees. Without the right structure and processes
very little would have been achieved. As this became clear, the understanding of the
capacity of individuals (traits and characteristics) emerged as important factors in
effective leadership. The nature of the relationships and the processes of
communication that reflected the power and status of individuals emerged later.
These were additional factors that were highly influential in contributing to the
success or otherwise of affecting changes and or improvements in policy or practice.

A hypothesis emerges from these case studies, which is that there is a lack of
leadership in midwifery, and that the consequences of this are a lack of realisation of
the potential for midwifery within contemporary maternity services. In determining
how midwifery leadership contributes, or impedes progress in developing systems
and models of maternity care, it is important therefore to explore theories and
understandings of the various characteristics of the leaders. In addition, the specific
attributes and features of the organisations, and contexts for leadership, such as
those described throughout these cases, are also important to understand.

It is axiomatic that leadership is contextual and as such it is neither useful nor
possible to provide an exhaustive critique of the comprehensive body of literature on

leadership. Rather, | have searched extensively for literature that will inform and
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explain the experiences described through the case studies and illuminated across
different contexts. Whilst much of the leadership theory seems hotly debated, it is
clear that an understanding of what makes a good leader, and what are the most
important tasks of a leader, are critical to addressing the urgent need for effective
leadership in maternity services.

The various leadership theories and traits are examined in detail in Section Three,
through a review and analysis of the relevant leadership literature that arises from
business, marketing and organisational psychology theories. In identifying key
influences and characteristics of leadership from the contemporary literature, | apply
these in an effort to enhance understanding of leadership in maternity services.

In doing so, | have done as Collingwood (2001) recommends and broken through
my old habits of thinking and uncovered fresh solutions to perennial problems
(Collingwood, 2001). In urging a breaking through of personal and interpersonal
barriers, this author highlights the need for a fresh look at leadership and
authoritarian management approaches (Collingwood, 2001). This is, in my view,
exactly what is needed for improved maternity services policy development and
planning in the future.

Effective leadership that promotes midwifery, whilst enhancing collaboration
between midwives, doctors, managers and others, will require a redistribution of
power, authority and responsibility if maternity services are to change and reflect the
needs of women and communities. Current recommendations for change will not be
successfully implemented without recognition and attention to this fundamental
component of relationships between health care providers. These relationships and

power structures are explored theoretically in the final section of the portfolio.

Enhanced leadership capability in midwifery is arguably, essential, in order to
support and influence the necessary development and improvement of maternity
services, and the growth of the midwifery profession. Findings from these case
studies and the ensuing theoretical discussion will assist in the implementation of
multiple strategies to assist the profession, policy makers and service providers in

Australia to increase midwives’ contribution and improve the care of Australian
women.

In the following section, the implementation of several leadership initiatives are
described and analysed. These arose from experience and practice, and developed

in response to the identification and defining of the actual problem of invisibility of

3.0 Confirming the Problem Page 141 of 332



midwifery. It is proposed that these techniques may effect an improvement in the
recognition of midwifery, and address some of the concomitant problems with
maternity service provision.

It is clear that multiple actions will be necessary to achieve change and redevelop
the role of the midwife and a ‘new midwifery’ in Australia in the long term. In Section

Two that follows, | describe some particular actions that | undertook as part of the
leadership challenge to make midwifery visible.
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4.0 SECTION TWO - TECHNIQUES TO MAKE MIDWIFERY
VISIBLE

41 INTRODUCTION

This section of the portfolio reports the implementation of several strategic actions
that flowed on from the identification and defining of the actual problem of invisibility
of midwifery. It is proposed that these actions may effect an improvement in the
visibility of midwifery and address some of the concomitant problems with maternity
‘'service provision

The first action consisted of a strategy aimed specifically at reforming the legislation
and regulations governing the practice and education of midwifery in one state of
Australia, that is New South Wales (NSW). This involved the preparation of a
submission to the Review of the Nurses Act 1991 in which |, as the lead author,
argued the need for greater visibility and recognition of midwifery within legislation.
The process of leadership that was used and the outcomes of the submission and
their implications for the midwifery profession are discussed.

The second action involved a strategy of leadership of the profession of midwives as
members of their professional organisation, in one state in Australia. Partly in
response to some of the findings in the ‘midwives’ voices’ study, this strategy
consisted of regular President’'s reports, designed to encourage and stimulate
midwives to seek greater visibility and recognition.

The third action was the testing of a potential solution to the problem of midwifery
invisibility through the application of some lessons learnt from both practice and
from the empirical studies. This strategic action of leadership sought to build
collaboration amongst maternity care providers and increase the potential for
improved outcomes of care. Through an understanding of some of the theories of
leadership and collaboration, this example of leadership in action is used to
demonstrate a practical example of collaboration in maternity care and the
concomitant potential for raising the profile, status and professional capital of
midwives.
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42 CHANGING STRUCTURES: REFORMING MIDWIFERY
LEGISLATION

ACKNOWLEDGEMENT A Legislation Sub-Committee of the NSW Midwives
Association (Inc.) prepared the submission on behalf of the Executive Committee and
membership of the Association. | was the lead author on this submission, working in
collaboration with a group of midwives who shared a commitment to changing the
regulation in order to gain greater recognition of midwifery. These midwives were
Hannah Dahlen, Carolyn Hastie, Ann Grieve and Sally Tracy. | completed the writing of
drafts, consulted with other members of the Executive Committee and wrote the final
document. The submission continued as the primary document for ongoing discussions

with the Health Department over a period of three years.

4.2.1 Introduction

The analysis of midwifery regulation that was reported in Section One,
demonstrated a number of serious inadequacies in both the standards of regulation,
and the lack of clear recognition of midwifery in Australia. In each state and territory

in Australia, midwifery is a part of nursing and is therefore regulated through a
Nurses Act.

In mid-1999, the NSW Health Department announced a review of the Nurses Act,
which provided us with an opportunity to raise issues of serious concern, and
identify the changes required for midwives in NSW. Since the passage of the
previous Act in 1991 in NSW, midwives who were active in their professional

Association had been seeking changes to the regulation of their practice and
education. In particular this was in regard to seeking recognition distinct to nursing.

In this section | will provide an illustration of the strategic action developed as part of
my leadership role as President of the Association. This involved the formation and
leadership of a working group to prepare a submission to change the current Nurses
Act and seek greater visibility of midwifery.

422 Aim

The aim was to implement a deliberate leadership strategy to increase the legal
recognition of midwifery in NSW through a submission to the Review of the Nurses
Act 1991.
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42.3 Method

The approach used was exploratory which involved the gathering of all the relevant
documents and government reports related to legislation and regulation of
midwifery, from state and national sources as well as those from the United
Kingdom, Canada and New Zealand. A total of eighteen separate documents and
reports were reviewed. These were analysed to determine the nature of regulation in
other similar countries and to identify some useful frameworks to approach the
review process. | then formed a working group, which consisted of midwives who
had, for may years, been vocal about the need to change the Act, and several
current members of the Executive Committee of the professional Association. As the
President, |1 convened the first meeting and together we determined a plan and
agreed process for advancing the work to be done.

The NSW Health Department had distributed an ‘Issues’ Paper (NSW Health
Department, 1999) and contained within this was a specific format for providing
submissions to their Review. This format meant that we were required to insert our
responses under particular headings, which followed short pieces of explanatory text
designed to inform and educate the reader and clarify points of fact. This limited the

amount of discussion of the issues we could provide and ensured that we made our
arguments very ‘tight’ and focused within the format.

At the outset, two members of our working group held strong views that the
submission should push for a separate Midwives’ Act. Three others, including myself
felt strongly that the most strategic move would be to pursue a ‘nurses and
midwives’ Act which, from our reading of the political milieu at the time, would be as
much change as the health department would consider. We debated and argued
these issues for some time and ultimately our strategy became two pronged. We
agreed that the direction of the submission would be towards a nurses’ and
midwives’ Act and that, as individuals, they could also chose to lobby separately for
a midwives’ Act. Such an approach was deemed to make our move less radical,
more acceptable and more likely to succeed.

The working group of five of us met on three occasions and corresponded frequently
via email as needed. We debated and negotiated until we reached consensus on
the various issues that arose in the Review. | prepared the draft paper in

consultation with them, and took responsibility to see it through to its completion and
formal submission to the Department of Health by the due date.
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The submission was put forward in October 1999. It will be presented here in an
abridged form within the format required by the review process. For this section of
the portfolio, only the elevant discussion points are selected, these are in italics
followed by our responses. This is provided to demonstrate the key arguments that
we made with regard to addressing the need for greater visibility of and recognition
of midwifery within regulation. The full submission can be found in Appendix E.

424 Results: A Review of the Nurses Act 1991

Selected discussion points and responses of relevance to this thesis have been
extracted from the document for inclusion here, as follows:

DISCUSSION POINT 1

Does the above discussion adequately set out the scope of the market for nursing

services? Are there occupational groupings that are affected by the provisions of the
Nurses Act, which have not been considered?

The discussion in Part Two does not adequately set out the scope of the
market for midwifery services. Direct entry midwives who come to NSW and
seek to be registered are currently inappropriately required to register as a
nurse, even they do not have approved qualifications. This is an anomaly in
the Act and must be corrected. This is misleading, inaccurate and
misrepresents the particular skills and abilities of midwives. This has

implications for employers and is not protecting the public.

The practice of midwifery or nursing is not defined in the Act. If they were to be
defined we would recommend that the definitions be flexible and not restrictive
of the broad ‘scope’ of midwifery and nursing practice. This will expand the
scope of the market for midwifery services by allowing for midwives who are
not nurses to be registered in NSW.
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DISCUSSION POINT 2

Should lists A and B of the Register and/or Roll be merged?

Submissions arguing that separate lists should be maintained on health and safety

grounds should specify the benefit to the public health and safety of maintaining
separate lists.

We recommend separate registers for midwives and nurses. The skills and
practices of each profession are distinct and different. The public has a right to
this information and a separate register is legal recognition of the difference in
the professions. A separate register protects the public. It is not appropriate to
have a nurse provide midwifery care. Having a separate register for the
professions ensures that there is no confusion regarding the role of nurse and
midwife. Two registers would ensure that those that had both professional
qualifications were recognised as having completed both educational
pathways. Some nurses may also need to work as midwives and thus would
require being on two registers. Given the current workforce shortages it is
important that requirements for both lists should be sufficiently flexible not to
reduce our potential pool of registered midwives and nurses. The excessive
medicalisation of childbirth has diminished women’s control over their
reproductive experience and led to unacceptably high incidences of
intervention and operative births. This is a public health issue of great
importance. Research has demonstrated clearly that women want more
humanised care, less intervention and more control (Biro and Lumley 1991;
Brown and Lumley 1994). Studies have shown that midwifery care provides
the sort of care that women want and that also improves health outcomes
(Flint and Poulengeris 1989; Harvey et al 1996; Kenny et al 1994; McCourt
and Page 1996; Rowley et al 1995). New models of midwifery care are being
developed, models, which demand a primary health care approach and
greater responsibility and autonomy for midwives. The changing role of
midwives and the rapidly expanding professionalism of midwifery require a
legal recognition of the role and profession of midwifery. A separate register
for midwives and changing the name of the Act to the Nurse’s and Midwives’
Act is essential so that legislation keeps pace with reality of contemporary
maternity care.
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DISCUSSION POINT 3

What are the objects of the Nurses Act and do they remain valid? Comments on the
desirability of including in the Nurses Act a statement of its objectives are invited.
Submissions in favour of this proposition, which canvass the content of any objects
clause, would be particularly welcome.

The purpose of the Act is to protect the public from unsafe practice and to
provide a forum for consumers to bring complaints regarding unsatisfactory

care to the attention of the Board.

The board’s objectives are to provide:

- Mechanisms to protect the public against incompetent practice,
unsatisfactory professional conduct and the recognition of level of

impairments amongst nurses and midwives

- Mechanisms to ensure the provision of advice to nurses and midwives about
matters relating to professional competence and conduct and identification

of levels of impairment

- Mechanisms to remove from the register those nurses and midwives whose

practice, conduct or level of impairment is found to be unsatisfactory.
The professional bodies for midwives and nurses provide:

- Mechanisms for the accreditation of midwives and nurses

- Mechanisms to ensure that professional standards are maintained at an

acceptable level and,
- A framework for educational programs.

- Any revision of the Objectives should add the words ‘and midwife/midwifery’

to all references of ‘nurse/nursing’.

DISCUSSION POINT 4

What evidence is there to support the need for regulation of practitioners providing
nursing services? What is the impact of the current restrictions on competition?

Midwifery and nursing should both be regulated for the protection of the public
and maintenance of public trust and confidence with the professions. We
believe that it is time for midwifery to be identified separately within the Act in

recognition of the unique contribution that midwives make to optimise
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maternity health outcomes. Wherever there is a strong and autonomous
midwifery profession, there is a powerful advocacy for women and women'’s
choices in cdhildbearing issues (Guillland and Pairman 1995; Katz-Rothman
1991). Countries such as New Zealand, Sweden, Holland and the UK all have
statutory regulation of midwifery and enjoy improved maternal and neonatal
outcomes and are experiencing a proliferation of midwifery models of care
(Department of Health 1993). These phenomena are directly related.
Therefore to protect the public, a strong, autonomous regulated midwifery

profession is necessary.

DISCUSSION POINT 6

Should there continue to be regulation of midwifery? If so, what is the most
appropriate form of regulation? If it is considered that regulation should be by title
and core practices, what core practices should be restricted? If it is considered that
regulation should be by title and whole of practice, what should the definition for
midwifery be? Should the Act continue to provide exemptions for certain categories
of persons from the restrictions on the practice of midwifery? If so, which categories
of people should be exempted and what should those exemptions be? Submissions
arguing in favour of restrictions, whether they are on title or on both title and area of
practice, should provide evidence of risks to the public and that restrictions are
therefore necessary in the interests of public health and safety.

The most appropriate type of regulation at this time, for the midwifery
profession, is self-regulation through a Nurses and Midwives Act. Midwifery
has long been recognised as a discipline distinct from nursing in other
countries. The practice of midwifery was regulated in the UK some seventeen
years before the registration of nurses, as a result of the concern of medical
practitioners about unqualified birth attendants. The current UK registration
statute is titled the Nurses, Midwives and Health Visitors Act, which
recognises the different disciplines. This legislation was recently reviewed and
the report is recommended to NSW Health in its deliberations (UK Health
Departments and JM Consultancy Ltd 1998). It is significant that this major
review of the Act in the UK highlighted the need to “ensure that the public
protection afforded by the Act is effective while not stifling developments in
health care’ (p6). Like at no other time in Australia there is an extensive
amount of public health reform, restructuring of services and developments of
new models of maternity care that are emphasising the unique benefits and
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potential of midwives as health care practitioners (NHMRC 1996 and 1998;
NSW Health Department 1989 and 1999).

Joint regulation of nursing and midwifery with full participation from both, gives
due recognition to the profession of midwifery in Australia and will bring us into
line with other Western countries. Recent changes in legislation in New
Zealand have seen midwifery recognised as an autonomous profession,

distinct from nursing.

The two professions of nursing and midwifery differ in their practice and
education, but they share common values and principles that mean that they
can effectively come together in the public interest for the purpose of statutory
regulation. We should work together on the principles, standards and
mechanisms to regulate our education, practice and professional conduct
whilst retaining our distinct areas of practice, education and professional
bodies. Together we can respect and learn much from each other.

Such an alliance will ensure ‘profession specific’ issues are addressed by the
relevant group along with the involvement of all key stakeholders. Policy and
strategic directions for both professions would be developed jointly, to the
benefit of both, whilst ensuring that neither profession is dominated or dictated
to by the other. To reduce excessive infra structure costs associated with two
separate regulatory bodies, a change in the title of the Act to the ‘Nurses and
Midwives Act would appear the most appropriate amendment to the

legislation.

We believe that regulation should be by title and scope of practice and the
scope of midwifery practice encompass the following:

Midwife means ‘with woman’. A midwife is a specialist who has been educated
to provide midwifery care to childbearing women (and families). This includes
pre-pregnancy counselling, antenatal, labour and postnatal care, referring to
other health professionals as appropriate. The scope of practice of a midwife
should be aligned with the Australian College of Midwives (ACMI)
competencies of the midwife (1998).

Protection of title is an important element in protecting the public and this
should apply to midwifery. This would make it unlawful for anyone other than
registered midwives to hold themselves out to be a registered midwife. This is
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most important in contributing to the public’'s perception of the distinction
between the professions of nursing and midwifery and enhances their
‘informed choice’ around maternity care. The objective of title restriction is to
protect the public by ensuring that consumers are able to identify qualified
persons. The public need to be aware if they are receiving care from a
midwife, or a nurse or a doctor. It is noted however that protection of title is of
little importance unless the public are educated to understand the significance

of the title and are able to understand the Act.

We recognise that within the current workforce shortage crisis there is
considerable difficulty in restricting the practice of midwifery to midwives only.
In addition, we recognise that certain aspects of the care provided to women
includes a range of skills and tasks that can be performed by others who are
trained to do so in their chosen discipline. Examples of these skills include:
recording of blood pressure, assisting a woman to breast feed her baby,
recording of medical history etc. What is unique to midwifery however and
what identifies it as separate from nursing and medicine i the ‘continuity’ of
skills and care across a spectrum of time in a woman’'s life. There is
considerable evidence to support midwifery continuity of care as the
cornerstone of ‘best practice’ in maternity care (Brown and Lumley 1998;
Hodnett 1996; Oakley @ al 1996; Page 1995; Rowley et al 1995; Tew et al
1991; Tucker et al 1996; Turnbull et al 1996). The ‘continuum’ of care and
practice, which is unique to midwifery, involves antenatal care, all of labour
and birth care and the post partum period. Central to this ‘continuum’ of care is
‘the relationship’ that develops between a woman and her midwife that has an

impact on health outcomes and morbidity (WHO 1996).

Continuity of care and social support during pregnancy and childbirth are
critical factors in improving women’s maternity health care outcomes and they
are linked to long term health gain (Oakley et al 1996). Within the concept of
continuity of carer, this relationship is different from any other relationship that

involves health care workers.

We recommend that only suitably qualified and registered midwives have
overall responsibility for midwifery care and as such midwifery practice should
only be performed by non-midwives under the supervision of registered
midwives who are in current practice. Maternity care provided to women by

medical officers is not midwifery and as such does not fall into this area of
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regulation. The newly named ‘Nurses and Midwives Board’" must involve the
midwifery profession in articulating the exact nature of ‘supervision’ to
determine an appropriately clear articulation and meaning of this term. This is
critical to the review of the Act in order to protect the public from unsafe care,
ensure employers are able to provide appropriate personnel and also to

ensure that midwives maintain responsibility for midwifery care and practice.

There is a long history of midwifery being subsumed into nursing in this
country, with disadvantages to both midwifery and the public. Midwifery has
not had a strong voice in the corporate health-planning sector. Senior nurses
have been required to represent both nursing and midwifery with a natural
tendency towards nursing being dominant. This has meant that despite all the
evidence linking improved maternal and infant outcomes with strong
autonomous midwifery practice, such practices have not flourished. There are
numerous studies and government reports that recognise the necessity for
midwifery models of care to reduce associated costs associated with high
levels of intervention and morbidity for women in childbearing. (DOH Victoria
1990)

The recommendations for and recognition of a necessary reorganisation of the
way that maternity services are provided will mean a restructuring of the
midwifery profession, including a new and fresh approach to educating
midwives (Baldwin 1999; Page 1993). Many nurses have been educated as
midwives and have never practised midwifery. This is inefficient and wasteful
of resources. Direct entry midwifery education is recognised internationally as
the most appropriate way of preparing midwives to work in the new models of
care. Tertiary educational organisations across Australia, in recognition of the
shift to more effective models of midwifery care, are developing innovative
collaborative approaches to midwifery education that include a three year
Bachelor of Midwifery (Direct entry midwifery) (Leap 1999). It currently takes
five years (minimum) to educate a midwife via the nursing route. It is counter

productive and a waste of resources to insist that all midwives must be nurses.

If NSW is to attract more midwives to redress the shortage of midwives, it will
need to recognise that other countries, for example UK and New Zealand,
have instituted direct entry midwifery programs through which it is possible to

become a midwife without having studied nursing first. Recruitment to such
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programs appears to be very successful, and such a strategy might address
some of the midwifery recruitment problems being currently faced in NSW.

DISCUSSION POINT 8

How should competency be assessed? Is the current range of qualifications
recognised by the Board appropriate? Should the process used by the Board to
accredit educational programs be changed and if so, in what manner?

Is there any evidence that competent people are prevented, by the Board’s
accreditation criteria, from practising nursing?

Currently there is a huge discrepancy and disparity between midwifery
educational programs across the country. There needs to be extensive
national review and consultation to determine what is an acceptable national
standard for midwifery education. The attainment of internationally recognised
standards would enable Australian midwives to work in other countries without
having to complete further studies or clinical experience.

The NSWMA should be given a greater role in the accreditation of midwifery
educational programs and we recommend adoption of the Australian College
of Midwives (ACMI) competencies of the midwife (1998).

One of the emerging concerns within current maternity care provision is that of
Indigenous women’s maternity care. With particular reference to rural and
remote areas, we are aware of birthing practices and services on the
homelands provided by traditional birth attendants (TBAS). It is possible that
these people may be competent and, under the act, are practising illegally.
Regulation of the practice of registered midwives does not restrict the number
or practices of unregulated health care workers who may be practising certain
aspects of midwifery. Given the poor health outcomes for Indigenous people
(AIHW 1998; Day et al 1999), and recommendations for models of care that
promote the involvement of Aboriginal Health Workers (National Aboriginal
Health Strategy 1997), this issue needs special consideration. We seek the
opportunity to work closely with the new Board to develop strategies to
address this important challenge.

DISCUSSION POINT 14

What strategies should be adopted, if any, to ensure that nurses remain competent

to practise? Is there any evidence that nurses are failing to maintain standards at an
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appropriate level and that consumers are thereby exposed to harm? Should the
Board have the power to refuse an application for restoration and if so, on what

grounds? The advantages and disadvantages of any strategies advocated should
be discussed.

The issue of recency of practice is a complex and important issue. The current
shortage of midwives necessitates the preservation of every midwife available.
This does not address issues of quality or competence. There is an argument
that as professionals in their own right, midwives and nurses should be self-
regulating. There are multiple considerations that will require exploration
through a collaborative approach with key stakeholders. In the long term we
believe that a recency of practice requirement in the legislation is important
and that this should reflect a national standard. A national standard will allow
for the mutual recognition of accreditation from other states and territories.
With regard to temporary and provisional registration, this can be linked to the
recency of practice issue. For example, in one state, midwives may continue
to be registered annually, but require a current ‘authority to practise” if wishing
to provide direct clinical care. In another, they must sign that they have
maintained competence and have determined for themselves that they are
safe to practice. Such an arrangement may address some of the concerns of
dedicated midwives working in fields other than direct clinical care. It would
however raise the complexity of issues surrounding refresher and re entry
programs including who provides them, as well as costs, content, standards

and quality.

We acknowledge the paucity of evidence to demonstrate a concern regarding
standards of, or complaints about midwifery care, but do not believe that this is
necessarily an indicator of high standards of professional competence. The
NSWMA has considerable anecdotal evidence that highlights concerns with
fitness to practise amongst some midwives and also ‘fitness’ to be in the role
of supervising non-midwives, especially in rural and remote areas and in those
areas with midwifery staff shortages. Whilst self-regulation is the ideal for any
profession, there is a diversity of opinions that need to be exchanged and
explored so that there is an understanding of what constitutes a reasonable

level of competency amongst midwives.

The Australian College of Midwives has already gone some way toward

establishing some means of measuring the individual's commitment to
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ongoing education with the development of the Professional Development
Credit Point (PDCP) system. The PDCP system enables midwives to maintain
a record of continuing professional education undertaken, with each
educational opportunity being given a numerical value according to its content
and the credentials of the presenters. It can be reasonably expected that the
average midwife will accumulate 40 points in any one-year period, although
the potential for much more is there. This system, together with the ACMI
Competencies, Code of Practice and Code of Ethics could form a basis for
discussion of the need (or otherwise) for compulsory continuing education for
midwives. We therefore recommend that the Nurses and Midwives Board in
partnership with NSWMA (the state branch of ACMI), explore these as well as
the international systems and mechanisms for maintenance of midwifery
standards to determine what constitutes appropriate professional activity and
the best way forward regarding policy on this crucial issue.

DISCUSSION POINT 11

Should the Nurses Act incorporate the mutual recognition of accreditation from other
States and Territories?

Once the national standard for recency of practice and educational standards
are set, the Nurses and Midwives Act should incorporate the mutual
recognition principle of accreditation from other States and Territories. The
adoption of mutual recognition principles within accreditation procedures
would allow for direct entry midwives from other countries to register in NSW.
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DISCUSSION POINT 19

Should chairs of Professional Standards Committees be required to have any
particular qualifications or experience?

We believe that the chair of the Professional Standards Committees must be
legally qualified and have extensive understanding of the issues under review.

DISCUSSION POINT 20

Comments on the desirability of creating a more structured mechanism for

appointing members of the panel of laypersons to sit on Professional Standing
Committees (PSCs) and the Nurses Tribunal are invited.

Consumer membership on the Board is essential. Submissions of interest
should be called for when considering consumer representation. The
person(s) ought to be required to submit an application, resume and a
statement of interest and also attend an interview with members of the Board
and some of the key stakeholders, for example the Chief Nurse, Chief
Midwife, and or representatives from professional bodies, to determine their
suitability and reason for interest.

DISCUSSION POINT 21

Comments are invited on the composition of PSCs and the Nurses Tribunal. Should
members of the Board be precluded from sitting on PSC s and Tribunals?

Yes, Board members should be excluded from the PSCs. Given that it is often
a member of the Board that refers the matter to the Professional Standards
Committees and Tribunals, members of the Board should be precluded from
sitting on Professional Standards Committees and tribunals. It could lead to a

conflict of interest or a potentially biased situation.

Clearly, it is essential that appropriate numbers of midwives sit on PSCs
involving midwifery and nurses on those involving nursing, although these do
not need to be mutually exclusive of each other. The Board will determine the
exact composition and structure of the committee, however the development
of some agreed principles around collaboration and recognition of boundaries
of professional practice would seem beneficial. This should include a principle
that neither profession can be out voted by the other on matters, which are
specific to their profession.
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DISCUSSION POINT 32

Submissions relating to the size and composition of the Board and the mechanisms,
by which members come to be nominated for appointment to the Board, are invited.

The Nurses and Midwives Board's composition will require modification to
reflect the joint partnership of the two professions. We recommend that the
membership include 2 registered midwives, experienced and in current
practice and a midwife representative of the NSW Midwives Association Inc.
There is no justification for the NSW College of Nursing to automatically being
given a place on the Board and if this continues to be so then a representative

from the NSW Midwives Association must also be appointed.

425 Additional Comments to the Review

It is important that wherever ‘registered nurse/nursing’ is mentioned in the Act, that
the Act be amended to include 'registered midwife/midwifery”.

The Act must be rewritten in a way that the public can understand it. Given that
many nurses and midwives themselves cannot decipher the language and meaning
of the current Act, it is reasonable to assume that many members of the community
similarly cannot. Adoption of the ‘plain English’ approach, similar to that which is
now used in most insurance and other legal documents that the public are able to
access, would be a further improvement and contribution to informing and protecting
the public.

426 Conclusion

This leadership strategy used the submission of a discussion paper to a state
government to argue the need for greater visibility and recognition of midwifery
within legislative structures. The ‘process’ of leadership that was implemented in
order to increase the legal recognition of midwifery appears to have been effective
on a number of levels. Many of the ecommendations put forward by the NSW
Midwives Association were included in the final submission to parliament from the
state health department.

In the submission, we argued the need for a change in the view and legal
positioning of the Board, in order for midwifery to be seen as distinct from nursing.
We sought a number of significant changes in legislation and regulation that would
give proper recognition to the unique contribution that midwives make to optimising

maternity care outcomes. These included the need to develop separate registers

4.0 Techniques to Make Midwifery Visible Page 157 of 332



and standing practice committees for midwifery and nursing, as well as a change in
name to the Nurses and Midwives Act. The new legislation also needed to ensure
the establishment of separate standing committees: the Nurses Practice Committee
and the Midwives Practice Committee. All of the recommendations put forward by
our group, were incorporated in the Bill for amendment of the Act with exception of
one.

On the evening of 16™ September 2003, the Bill to amend the 1991 Nurses Act to
become the ‘Nurses and Midwives Act’ was passed through the Upper House of the
NSW Parliament (NSW Legislative Council, 2003). The Act will be administered by a
newly formed Nurses and Midwives Registration Board. During the historical [for
midwives] parliamentary session, a Democrats Senator, the Honourable Dr. Arthur
Chesterfield-Evans, took the opportunity to pay tribute to some of those who had
campaigned for midwifery to be recognised within a new Act, stating:

"I acknowledge and congratulate the following people for their good work
and advocacy over the years: Pat Brodie, President of the New South
Wales Midwives Association; Jan Robinson, the National Co-ordinator of
the Australian Society of Independent Midwives; Denise Hynd and
Virginia Miltrup from the Maternity Coalition”.

(NSW Legislative Council, 2003)

This significant move forward, and the ensuing processes of developing a more
appropriate and effective regulatory system should, at least in one state of Australia,
assist in gaining legal recognition of midwifery. This will better protect the public and
assist the profession in sharpening its focus on the development of appropriate
midwifery standards for practice and education. Clearly, it will also assist in
informing the public and enabling midwifery to be visible and distinct from nursing.

Additionally, as discussed earlier, it was during this period [when the Bill was being
prepared] that the senior nurse leader in the state government changed her
language to include [and recognise] midwifery when discussing and writing about
nursing. Such overt recognition for midwifery was a powerful message to the
professions of both nursing and midwifery. In mid 2003, albeit under the leadership
of a new Chief Nurse, this branch of the Health Department [Office of the Chief
Nurse] changed its name to ‘Department of Nursing and Midwifery’. At about the
same time, the industrial organisation for midwives [the NSW Nurses Association]

agreed at their national conference, to change the nomenclature of all awards, pay
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scales and polices to include the nomenclature ‘midwife’ and ‘midwifery’. All of these
actions herald a new era for midwives in this part of Australia and will assist in
addressing some of the barriers to midwifery that have been identified earlier in the
portfolio.

The significant structural changes described here will strengthen the organisation
and regulatory systems, so that midwives are more recognised and able to provide a

full and legitimate role in maternity care in Australia.

In the following section the second strategic action of leadership as a process, is
described and interpreted. This was designed to engage the profession of midwives
who were members of their professional organisation, in one state in Australia. This
strategic action involved the dissemination of regular reports from me as the leader,
to the members of the Association. The reports were presented in the form of a ‘call
to action’ to the profession as a process to engage with midwives, at a time when
many challenges and potential opportunities for greater visibility [such as the one
just described with the review of the regulation] were being put forward.
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43 CHANGING PROCESSES: LEADING THE PROFESSION - A CALL
TO ACTION

4.3.1 Background

The roles of researcher on the AMAP study, and advisor on policy development,
enabled me to observe first hand the networks, positioning and inter-dependence of
the various agencies and organisations that influence midwifery practice and
maternity care. This included the opportunity to read and review a large volume of
policy documents, strategic plans, regulations and reports, all of which were
available in the public domain. | also attended a multitude of forums, meetings and
discussions concerning midwifery and maternity services over several years.

Throughout the three-year research phase, both the chief investigator and co-
researcher supported me to continue to actively engage in key midwifery ‘leadership
strategies’ that were designed to make the issues currently affecting maternity care
and midwifery more ‘visible’. This included support for me to accept nominations
both as the state president, and the delegate to the national executive committee, of
the Australian College of Midwives. Through these roles, | was able to gain further
experience in the formal position of a midwifery leader. Simultaneously, | could also
gain insights into the role, attributes and responsibilities that were required in order
for leadership to occur.

From these different positions, | met and interacted with key stakeholders who were
responsible for midwifery policies, regulation, education and overall maternity
service provision. | joined various working parties and meetings. These opportunities
enabled me to observe and interpret a range of different approaches to leadership
and collaboration in midwifery and maternity services development and review.

These activities provided me with leadership opportunities, which complimented and
enhanced the work | was able to do for the midwifery professional Association.

4.3.2 Introduction

In this section | describe and reflect on my role as President of the State branch of
the professional body for midwifery. This involved the application of a number of
techniques and strategies, which | adopted. As the nominated leader, lwas in a
position to influence and guide some of the political and strategic directions that
were being developed for maternity services across the state. | was contributed
advice and direction to peak bodies concerned with the role, scope of practice and
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education of midwives. | was also responsible to lead and influence the members of
the Association, the midwives across the state, who were engaged in practice. | did
this through presentations at professional conferences, in the print, radio and
television media and through writing to them each quarter as the President of the

Association.

This technique of using leadership as a process was developed partly as a response
to some of the findings in the ‘Midwives Voices Study’ and partly as a reflection of
my own concerns for the profession. In the ‘Midwives Voices Study’ strategies were
identified to address the lack of recognition and visibility, including the need for
those in authority to ‘show leadership and advocate for increased recognition of
midwifery within the health system and the wider community’. Increasingly | was
despairing for the future. This was related to what | perceived all around me and in
various contexts, as the low status and lack of visibility of midwifery within society. It
involved a lack of capacity to be ‘heard’ at any level.

| used the quarterly President’s reports as a strategy, to provide leadership, ideas
and motivation to the members, in the hope that this would encourage and stimulate
them into action to achieve greater visibility and recognition. Along with a series of
political media activities that included radio and newspaper articles (Appendix G),
this strategy was designed as a ‘call to action’, to raise awareness of the issues and
engage midwives and others in understanding and seeking ways of addressing
them. A series of the president’s reports is provided in Appendix F.

43.3 The President’s Role

In August 1999, | was elected President of the NSW Midwives’ Association, the
state branch of the Australian College of Midwives Incorporated. At the time, some
declared this as a ‘fresh start’ in the leadership of the Association. Members had
expressed a stronger voice and higher leadership profile from the President. | had
filled the role as vice president for the preceding two years and felt driven to take on
the role and the challenge. This was because of an ongoing frustration and concern
| felt with the lack of progress and achievement, most particularly in the area of
political influence, status and representation of the midwifery profession. | had been
an active member of the Association since 1979 when | joined as a student midwife

and had been an Executive member for seven years.

As the President of the NSW Midwives Association, | provided a quarterly report to

the members. Rather than presenting an inventory and reporting activities for the
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three-month period, | chose to make these reports an opportunity for dialogue with
the profession — a form of ‘call to action’. This was designed to engage with,
influence, challenge, and stimulate them to think more broadly about the socio-
political issues affecting their practice and their profession. In addition, | sought input
and feedback from them about the key professional issues that were emerging at
the time, namely regulation, workforce and educational issues.

4.3.4 Political Context

At the time of commencing the President’s role there was considerable political
activity in NSW that had the potential to both challenge and change the profession.
Legal recognition of Nurse Practitioners was imminent and changes to the Nurses
Act were being considered. The international insurance crisis had emerged and led
to the loss of professional indemnity for midwives. A high profile midwife was facing
charges of professional misconduct and the media was using this to direct attention
to concerns about safety in childbirth, especially homebirth or birth without doctors.
A Commonwealth senate inquiry into childbirth practices was being conducted
(Commonwealth Department of Health and Aged Care, 1999) and there were
growing midwifery workforce shortages with various threats to close small rural
maternity units. As such, | was immediately challenged with the responsibility to
show leadership, authoritative knowledge and credibility for the midwifery profession
in NSW. This required a high level of responsiveness, through written and telephone
communication, submission writing and media work such as radio interviews and
guotes in national newspapers. | was suddenly very busy. A sample of the range of
media activities is listed in Appendix G.

435 Aim

The aim of this section is to report and analyse the effectiveness of a leadership

strategy designed to engage with and provide leadership to midwives as members
of a professional organisation.

43.6 Method

The strategic action was a demonstration of applied leadership within the midwifery
profession, to raise awareness of the issues affecting the role of the midwife in the
provision of maternity services. This was in the form of regular reports provided to
midwives along with political activities that included radio and newspaper articles.
There reports were timely, opportunistic and addressed the ‘issues of the moment’
as a way of drawing midwives’ attention and interest. The strategy was implemented

4.0 Techniques to Make Midwifery Visible Page 162 of 332



through my role as President of the New South Wales Midwives Association
Incorporated (‘the Association’). In this capacity, | purposely sought to influence,
contribute opinion, and give a professional ‘voice’ for midwives. This took place over
the period from 1999 to the current time in late 2003. As their nominated leader, |
was required to provide direction and advice that would assist in the advancement of
the profession, in order to ensure greater visibility, recognition and representation of
midwifery and to improve systems of maternity care overall. Concomitantly, the

reports also sought to educate and inform midwives and assist them in advocating
for change in their own settings.

Conference and seminar presentations specifically designed to stimulate and
motivate the profession towards greater ‘visibility’ and recognition within the systems
of maternity care and the wider community across Australia also part of this strategic
action. A sample of these presentations is listed in Appendix H.

43.7 Results

A series of reports were provided to the members of the Association every three
months from the period from 1999 to September 2003. These were designed to
show leadership, through the provision of knowledge and information, which could
raise consciousness and stimulate political awareness. It was envisaged that this

could potentially at least, assist the profession of midwifery in gaining greater
recognition.

The reports were presented as a ‘call o action’ to the profession, at a time when
many challenges and potential opportunities for greater visibility were being put
forward. They were written to address ‘issues of the moment’, in that they were
meant to draw attention to current issues that were identified and of potential

concern to midwives. The titles chosen were deliberately ‘catchy’ in order to attract
immediate interest in a way that regular reports from the president might not.

The reports were also intended to influence the thinking and planning of others who

might read them, including the Chief Nurse and other leaders of industrial and
regulatory organisations.

The reports are provided in Appendix F, as a set of published papers, arranged in

chronological sequence to reflect the ‘issues of the moment’ that midwives in NSW
were facing during the period from late 1999 to mid 2003.
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Later, in Section Three, through the construction of an essay, | apply a theoretical

interpretation of the insights and experiences of leadership and collaboration that
have been illuminated through these actions to ‘make midwifery visible’.

4.3.8 Conclusion

This section described a process of leading the profession utilising a strategy of
written reports in newsletters, in the form of ‘calls to action’. Through the practical
application of theories of leadership, which draw on my own experiences and
understanding of the literature, | sought to influence and engage midwives, on a
number of critical issues affecting their practice and profession. The extent to which
| was able to influence or engage has not been measured or evaluated for this
portfolio. Anecdotally, the membership of the Association has risen consistently and
attendances at conferences run by the Association have had increased numbers in
attendance. Informal feedback, from individual members from various parts of the

state confirms that they gain much from the reports, and the organisation as it is
now functioning.

As discussed earlier, it was during this period that the senior nurse leader in the
state government changed the nomenclature in all relevant government documents
to include [and recognise] midwifery. Also the Office of the Chief Nurse changed its
name to ‘Department of Nursing and Midwifery’. This was happening as the
industrial body for nurses and midwives decided to change the nomenclature of all
awards, pay scales and polices to include the nomenclature ‘midwife’ and
‘midwifery’. It is my view that all of the efforts to have midwifery recognised within

nursing, including the Presidents reports and conference presentations by myself
and many others, were all starting to have an effect.

The significant structural changes described here will, in the long term, strengthen
the organisation and regulatory systems, so that midwives are more recognised and
able to provide a full and legitimate role in maternity care in Australia.

The earlier sections of the portfolio confirmed the problem [of invisibility] and
revealed that some of the barriers that exist to midwives’ capacity and potential to
make a major contribution to maternity care are in fact midwives themselves. It was
anticipated therefore, that through the provision of written reports, | might inform,
educate, challenge and raise awareness of current issues and assist midwives in
developing a stronger professional identity of their own.
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This was one of multiple strategies requiring overt leadership and guidance of the
profession to ensure improvement, not only in developing the individual midwife’s
self concept, but in raising the overall capacity, potential and professional capital of
midwives more broadly.

In the following section the third strategic action of leadership as a process, is
described and interpreted. This will illustrate a test case involving the application of

some of the principles of effective leadership and collaboration that were identified
through the case studies.

This strategic action was my role as part of a major multi-disciplinary innovation in
the education of maternity care providers in Australia: the introduction of the
Advanced Life Support in Obstetrics (‘ALSO’) Course. This is used to demonstrate a
practical example of leadership that promotes collaboration to achieve changes that
may improve the outcomes for women who access maternity services, and also
raise the profile and status of midwifery in Australia. It is presented as one example
of what can be achieved when midwives and obstetricians join together in a shared
endeavour that requires collaboration to achieve improved outcomes.

The case demonstrates a further example of the potential to increase the visibility
and recognition of midwives through leadership. Developing effective inter-
disciplinary collaboration and positive professional identities, networks and
affiliations, may also improve the capacity and functioning of individuals, which in
turn, can increase the ‘professional capital’ of midwives.
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44  CHANGING OUTCOMES: COLLABORATING TO MAKE
MIDWIFERY VISIBLE - THE ‘ALSO’ EXPERIENCE

441 Introduction

Following the completion of the strategic planning and policy work for the health
department | returned to the teaching hospital environment and continued in the role
of clinical midwifery consultant focusing on the development of midwifery models of
care in the public system. In this section, | apply some of the themes that have
emerged from analysing experiences of leadership in the three case studies, and
use them to describe the implementation of an innovative approach to education
and practice change. | will describe and analyse a specific leadership strategy
aimed at improving maternity care through the combined processes of engaging the
midwifery profession in making midwifery visible, and increasing the degree of
collaboration amongst maternity care providers.

The leadership strategy was my active participation with others in the introduction of
the multi-disciplinary educational initiative known as ‘ALSO’ (The ‘Advanced Life
Support in Obstetrics’ Course) (American Academy of Family Physicians, 2000). In
the years 2000 to 2002, | collaborated with another midwife, an obstetrician, and a
risk manager to lead the introduction and implementation, of a two-day skill-based
clinical course for maternity care providers. This process utilised midwifery
leadership and high profile collaboration across maternity care to initiate, develop
and implement the course across Australia. It is described here, as one example of
what is possible when midwives and obstetricians join together in a shared

endeavour that requires collaboration to achieve improved outcomes.

One of the major strengths of ALSO is that it can only be provided as a multi-
disciplinary course. This is because networking and building relationships between
the different professional groups are seen as critical components in the development
of collaboration, communication and inter-professional trust. The opportunity to learn
on an equal footing with others from a different professional background and the
non-hierarchical approach of ALSO is deliberately designed to break down barriers
that have been identified as contributing to poor outcomes in maternity care
(Department of Health UK, 1998; Maternal and Child Health Consortium, 1998).
Originating in the USA, ‘ALSO’ brings together clinicians from midwifery, obstetrics
and perinatal care for training in the management of obstetric emergencies with a
specific focus on risk minimisation.
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The philosophy that underpins ALSO is that women and their families will benefit
from the standardised, collegial and multi-disciplinary approach to maternity care
that the ALSO course engenders. The course consists of several didactic
presentations and small-group, hands-on workshops using life-like models.
Participants learn mnemonics to trigger appropriate responses in emergency
situations. The course finishes with a written knowledge test and a ‘megadelivery’
hands-on practical examination at the workstations to evaluate participants’
procedural skills.

| first gained experience of the ALSO course in the UK where | completed the initial
ALSO Providers Course in 1996. | was impressed with the entire approach and
philosophy, which focuses on reducing poor outcomes in maternity care through
recognition of the complimentary roles of midwives and doctors. | saw the potential
of ‘ALSO’ as a key D breaking down professional barriers and facilitating greater
mutual understanding and respect amongst maternity care providers in Australia.
Inherent in the ALSO message, was that each of the care providers have important
roles and that, usually, in most settings, no one can functions entirely alone. In this
course, the role of the midwife was seen as significant and important with greater
visibility afforded the profession that what | had become accustomed to in my
experiences in Australia.

442 Aim

To describe and analyse a strategy of leadership and collaboration amongst
maternity care providers, to make midwifery visible and increase the potential for

improved outcomes in maternity care.

443 Method

Following the completion of the ALSO Providers Course in 1996 a midwifery
colleague and | linked with an obstetrician who had become interested in the ‘ALSO’
program. The three of us returned to the UK in 1998 to complete the ‘ALSO’
Instructors course. Around this time, some potential funding opportunities had been
identified through the endeavours of a retired health risk manager. He too had a
vision and a commitment to see ‘ALSO’ come to Australia. He had made contact
with us and, following our return from the UK, we joined together to explore the
mechanisms and possibilities for introducing ‘ALSO’ into Australia. These
mechanisms included determining sources of funding, marketing and promotion
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strategies, and the development and delivery of the course around the country,
including in rural and regional centres.

We formed an informal collaboration and together developed a plan, sought a
mechanism for license holding [required by the parent organisation in the USA], and
proceeded to inform and raise awareness and interest about ALSO where ever we
could (Appendix J). We forged links and networks with obstetricians and midwives

who were leading ‘ALSO’ in the UK, having first introduced it there in 1995.

I worked with my three colleagues from the outset to ensure that the principles of
effective collaboration were embedded into how we worked together and how we set
up and developed the project. Seeing collaboration as a process rather than an
outcome, we sought to make sure that we shared responsibility for decisions made,
and communicated clearly on issues of critical importance. From the outset, we
recognised our mutual interdependence and need to build collaboration quickly. Of
significance was the pre-existing relationship, which | had with the obstetrician in our
‘team’. We had worked together effectively some years earlier, and shared a mutual
respect for each other’s practice and style of working. Importantly to me, he had
earlier shown that he valued and understood the role of the midwife, and that he
was prepared to share some of his assumed power, as a male, an obstetric leader
and an expert clinician. Both my midwife colleague and myself identified this factor
early on, as critical to the success in introducing the new program.

Through capable leadership — and our equal participation as collaborators — we
established a firm footing and moved forward, modelling the core values of the
course from the outset. This was possible because we all recognised the potential
advantages of working together on the project and that, because of the
multidisciplinary nature of the course, we each needed one another to introduce it.
Without this recognition early on, the collaborative project would not have been
successful.

We advertised the dates for the courses and hand picked the first cohort of
participants. We chose these individuals based on our personal knowledge of their
practice base and philosophy of care. Importantly we selected a mix from the three
professional groups [midwives, GPs and obstetricians] who would be sure to model
and uphold the core values, attitudes and principals of the program. Essentially
these core attributes centred on respect for each other’s roles and professional
boundaries, commitment to evidence based care, and adoption of collaborative
practices. Given that all of the work that we would do together was unpaid, we also
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sought out individuals who would engage in the ‘spirit’ of collaboration and working
together as an altruistic notion designed to improve outcomes of care.

444 Results

By January 2001, the first group of 24 ALSO instructors from Australia and New
Zealand received their initial course in Canberra. Many of these went on to complete
the instructor’s course and filled the role of ALSO trainers. Within eighteen months
we had conducted twenty provider courses that involved over one thousand GPs,
midwives, obstetricians and paediatricians. Within that time frame we also
completed three Instructors Courses and trained a total of one hundred instructors.
The ‘ALSO’ initiative has continued to grow and has subsequently developed an
Advisory Board responsible for the overseeing and governance of the ‘ALSO’ course
across Australia and New Zealand. There are discussions being held as to how
‘ALSO'’ in this part of the world might be extended to certain Asia Pacific locations in
the future.

Anecdotally, the goal of improving inter-disciplinary collaboration, increasing the
degree of understanding and respect between midwives and doctors is clearly
evident during the two-day course. Feedback from participants includes reports of
acquisition of new skills and greater confidence, new insights and perspectives and
for some greater appreciation about the role, skills and capacity of others roles and
responsibilities. The ‘spirit’ of multi-disciplinary cooperation that is engendered by
‘ALSO’ appears to have the capacity to positively influence skills attainment and
improve outcomes. My observation through the running of more than twenty-five of

these courses is that midwives’ confidence levels and self-image appears to be
significantly enhanced through their involvement with ALSO.

By 2003, there was a program of twenty courses being offered around Australia and
New Zealand annually, each with a capacity to accommodate 48 participants. The
course has been officially recognised through becoming accredited by the Australian
College of Midwives, the Royal Australian and New Zealand College of
Obstetricians and Gynaecologists and the Royal Australian College of General
Practitioners, for continuing professional development credit points.

445 Discussion

The leadership processes that we used to engage with each other in the introduction
of ALSO were effective. Each of the four members of the group shared the vision for

ALSO in Australia and together we were committed to collaborating to ensure its
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successful implementation. Each of us was a leader in our field and we each shared
a commitment to the ideals and goals of the program.

The key features and attributes of the collaboration, that we embarked upon
experientially, are reflected in Section Three, which examines the theoretical
frameworks for leadership and collaboration. In essence we developed a structure
[the initial group of four, later expanding to become the Advisory Board], which
modeled effective inter-professional collaboration. We dealt constructively with
difference, using flexible approaches to addressing concerns whilst maintaining the
underlying philosophical approach. We developed respect for the various beliefs and
viewpoints that existed between us, as practitioners from different professional
groups.

Importantly, as leaders, we shared a collective responsibility for the future directions
of ALSO in Australia. This is what is referred to in the literature as the shared
‘domain’ (Gray, 1989). One theorist refers to a process of ‘self-regulation’ of the
domain (Trist, 1977), which is what we as a group were engaged in. The structure
enabled the development of new relationships and understandings between
stakeholders that lead to increased coordination and communication (Northouse,
1997b). This was essential in the early phase of developing, introducing and later
expanding ‘ALSO’ in Australia.

All of the core philosophical principles, which we started out with, have remained
central to the ongoing management, development and sustainability of ‘ALSO’. The
structure was non-hierarchical in that each member of the initial project team, and
later the full advisory board, shared the power and authority for the decisions made.
The inaugural Board decided on a dual chair arrangement that saw the obstetrician
and myself as the inaugural co-chairs. This contrasted strongly with the hierarchical
organisational power structures that many of us experienced in contemporary
maternity service provision every day. As such, through ‘ALSO’, we sought to model
a more equitable sharing of power and mutual respect for the differing philosophies
and practices of midwives and obstetricians.

The ‘ALSO’ course is provided across two days on a weekend and participants must
commit to attending all sessions as well as the course dinner on the evening of the
first day. This is a significant time commitment for participants, on top of the
substantial fee required for the course materials and training, as well as travel and
accommodation. Instructors, all of who are clinicians from the different professional

groups, are also expected to make the full two-day time commitment. They not paid
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for their services, receiving expenses only, and they attend because of their
commitment to the principles that underpin ALSO.

No formal evaluation of the clinical outcomes of the course has been conducted to
date, and the important adverse events that we wish to avoid are rare. However, the
outcomes that we seek to improve upon may be beginning to emerge from recent
evaluations in the UK with preliminary results showing promise (Henshaw 2003).
Observations reported by the National Health Service Litigation Authority in the UK
support our experiences here in Australia, which is that, at the very least, confidence
levels and subsequent clinical practice do change after ALSO training (National
Health Service Litigation Authority 2003) This work also supports earlier reports from
the USA that ALSO may be beginning to have a real effect on clinical practice, if not
outcomes (Taylor and Kiser 1998).

Our strategy was to promote the message that ‘ALSO’ had the potential to ‘advance
the collective good of all of the stakeholders’ (Gray, 1989), [namely the improvement
of outcomes when dealing with emergencies in maternity care]. Based on my own
experiences to date, and numerous discussions with the participants and the faculty
of instructors, ALSQO’s principle of promoting collaboration through multi-disciplinary
learning is at the core of their desire to participate. Many of the participants also
attend in order to increase their practical competence and confidence. Promoting
collaboration in this way offered a decided advantage in that, as a process, it
guaranteed that each of the stakeholder groups were heard, involved and
recognised for their contribution. In practice, this meant that midwifery autonomy
was visible and the professional boundaries of practice of the midwife, were
articulated, acknowledged and better understood.

446 Conclusion

A strategy of leadership to build collaboration amongst maternity care providers is

presented, as one example of what is possible when midwives and obstetricians join
together to achieve better outcomes.

The ‘ALSO’ course has been demonstrated to be a positive and challenging way to
refresh or learn new skills and develop a standardised, effective and improved
approach to managing maternity emergencies. Significantly however, one of its
greatest positive benefits in the longer term in Australia may be change in the way
health professionals relate to each other. No matter how competent the participants
of ‘ALSO’ courses become, the net benefit experienced by women, as recipients of
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maternity care, will not be realised unless this important facet of the course is
valued, practised and promoted.

If there is a desire to improve the systems and models of care, it will be imperative
that an appropriate level of trust and respect is developed, between the individual
providers. This requires clear and visible leadership and modelling, as well as time,
initiative and a desire to do so by the majority. Effective communication will be a
key, as will the capacity to yield some of the responsibility and power. Clearly, the
pursuit of better maternity care for Australian women will be dependent upon the
capacity and willingness of individuals to reform their relationships.

The challenges that lie ahead for the leadership of ‘ALSO’, and those who have
received the training, are to make sure that the drong philosophical messages
about teamwork, respect and collaboration are carried forward, modelled and widely
disseminated.

In the following section | explore the literature and examine the various leadership
theories and traits that have emerged from the portfolio of work. Through a review
and analysis of the relevant leadership theories from business, marketing and
organisational psychology literature, | identify key influences and characteristics of
leadership and draw them together to explain the findings reported here.

In an effort to enhance understanding of leadership, as it is applied to the
development of maternity services, | also examine collaboration and its potential to
improve the outcomes of maternity care and raise the professional capital of
midwifery.
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5.0 SECTION THREE: PULLING IT ALL TOGETHER -
DEVELOPING PROFESSIONAL CAPITAL THROUGH
LEADERSHIP

This section presents an essay on the development of professional capital. Drawing
on theoretical perspectives from the literature this paper argues that a strategy of
focussed and deliberate leadership and collaboration within maternity services in
Australia may contribute to the development of professional capital amongst
midwives. As a consequence, increased professional capital may enable the
profession of midwifery to become more effective, better recognised and more

valued. Subsequently, midwives may be able to better contribute to improving
outcomes for the women who access maternity services.

5.1 INTRODUCTION

This portfolio examined the lack of recognition of midwifery and its invisibility in
maternity care in Australia. The earlier sections provided a rationale and context for
the study through a critique of contemporary Australian midwifery, leadership and
maternity services development. With a focus on the role of midwifery leadership
and its potential to improve collaboration, the portfolio has argued for greater

visibility and recognition for midwifery in Australia.

As a midwife committed to improving maternity care and developing the midwifery
profession — two goals intrinsically linked, | recognise the need to better understand
the nature of inter-professional collaboration and the critical factors that constitute
effective leadership. Midwifery leadership and the capacity to work effectively with
and alongside others hold enormous potential to improve the systems of maternity
care. A greater understanding of enabling factors in health care providers’ capacity
to work together collaboratively, and the inherent benefits of doing so, may be of
benefit to others.

A theoretical explanation of how this occurs and the role that facilitating leadership
enables collaboration and the development of professional capital is the focus of this
essay.
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5.2 BACKGROUND

| have developed the concept of ‘professional capital’ from an understanding of the
literature surrounding ‘social capital’ (Putnam, 1993; Runyan, Hunter, Socolar,
Amaya-Jackson, English, Landsverk, Dubowitz, Browne, Bangdiwala, Mathew,
1998, Kawachi and Berkman, 2000). Social capital is a construct that describes the
benefits that emerge from positive social networks and affiliations (Welsh and
Pringle, 2001). These effects include the capacity to improve functioning of
individuals, networks and relationships that in turn can lead to new and creative
ways of supporting and strengthening interpersonal relationships (Achat, Kawachi,
Levine, Berkey, Coakley, Colditz, 1998). In examining leadership and collaboration
as part of this thesis | have become convinced of the need to strengthen and
develop these concepts as key strategies in improving midwifery and maternity care.
An additional outcome of this approach may be the positive effect experienced by
the midwifery profession itself. It appears that midwifery leadership and collaboration
in maternity care are precursors to the creation of an enhanced recognition of
midwifery’s role, better networking and stronger relationships between midwives and
others. This is a construct that | have called ‘professional capital’.

| have examined the literature for theories of leadership and collaboration and relate
these to current approaches in the organisation and provision of maternity care. |
then propose that linkages exist between the development of professional capital for
midwives and effective leadership and collaboration. | demonstrate how this is
central to addressing the current invisibility of midwifery within mainstream maternity
service provision.

5.3 LITERATURE REVIEW

5.3.1 Leadership theories

A leading author on leadership, and advisor to John F Kennedy, James MacGregor
Burns referred to leadership as 'one of the most observed and least understood

phenomena on earth’ (Burns, 1978). Another defines leadership as ‘the action of
leading or influencing’ or ‘the ability to lead or influence’ (Turner, 1989).

The identification of a single theory that incorporates the full range of prescriptive
characteristics, qualities and skills that can be attributed to a leader, is unlikely.
More useful, is an understanding of how the various attributes and qualities link,
overlap and compliment each other to produce a range of skills and a repertoire that
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achieves results. As discussed in the case studies, multiple factors appear to be at
work when leadership results in innovation and improvements to services and these
become achieved through collaborative endeavours.

5.3.2 Approaches to understanding leadership

Traits, styles and actions

The majority of literature on leadership theory arises from the United States or

Britain and can be arranged around several broad themes:

Theories of trait, attitude and personal attributes In the 1930s and 1940s this work

promoted a belief that leaders were born, not made and as such only certain
individuals had the capacity to become leaders. Effective leaders were most
commonly male, or those exhibiting traits stereotyped as masculine (see for
example Kouzes and Posners, 1988).

Theories of style and behaviour These imply that certain relationships between

individuals, or a particular style and approach of the leader, are what make for
effective leadership (see for example Raimond and Eden, 1990).

Theories of ‘interactive processes and actions’ This work was developed in the

1950’'s and draws heavily on Maslow’s hierarchy of needs theory with the author
describing leadership as being about providing direction and inspiration to others,
creating teams and generating acceptance from others. These processes take
account of three overlapping elements of task, team and individuals so that
problems in one element will affect others (see for example Burns, 1978 and Adair,
1998).

Theories of ‘skills and ability’ This work suggests themes that identify individual

abilities such as a high level of self-awareness and personal development with a
capacity to create vision, communicate it effectively and with the constancy and

perseverance to see it through as being key attributes of leaders (see for example
Bennis 1989 and Goleman, 1996).

Leaders and followers

Many theorists (Kouzes and Posners, 1988; Raimond and Eden, 1990; Goleman,
1996; Goleman, Boyatzis, McKee, 2001b) have described leadership in terms of the
relationship between leaders and followers, because an individual without followers

cannot be referred to as a leader. Indeed it can be argued that it is the followers who
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determine whether an individual has leadership qualities. The work of Kouzes and
Posners in the late eighties highlights this approach when they considered the
effectiveness of leaders and leadership according to the opinions of those being led
(Kouzes and Posners, 1988). These authors identified 255 different characteristics
of leadership, which they progressively assembled into broad themes. According to
Kouzes and Posner the credibility of an effective leader is established through
her/his consistency between thought, language and action, so that competencies
are centred on the achievement of these outcomes. In order to achieve this, a leader
must have vision, creativity, effective communication and the capacity to draw a
team of followers together (Kouzes and Posners 1988).

For example, in Case Study One (Section 1) describing clinical practice leadership,
it was most commonly the Director or leader who maintained a focus on the
outcome we were seeking and it was she who ensured that all stakeholders
[followers] remained together and focused. This was played out in various ways. It
included the manner in which meetings were chaired and minutes were recorded.

Emotional maturity

According to Raimond and Eden (1990) the emotional competence and capacity of
a leader must be such that strategic planning that is encouraged by the leader
enhances the free flow of knowledge, ideas, information, values, beliefs and
attitudes. These authors suggest that, in seeking this emotional involvement and
commitment, essential energy and enthusiasm for change can be harnessed and
channelled into the overall effort and shared vision (Raimond and Eden 1990). In my
experience of being involved in a number of organisational reviews (Case Study
Two), | found this strategy worked in engaging others. Through the use of one to
one meetings and interviews, individuals were encouraged to speak of their beliefs,
dreams and values as well as the ideas for change within the organisation of care
and services. Later | worked with groups of midwives to encourage exchange of
ideas and development of consensus and to harness and encourage group energy

and support.

Goleman et al (2001) cite research that shows an incontrovertible link between a
leader's emotional maturity exemplified by such attributes as self-awareness and
empathy, with explicit measures of success in achieving outcomes (Goleman,
Boyatzis, McKee, 2001b). Going beyond earlier work linking emotional intelligence
with workplace culture (Goleman, 1996), this research indicates that the capacity to

create work climates conducive to learning, information sharing, increasing trust and
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healthy risk taking between individuals, will be affected by the leader's mood and
level of self awareness and emotional intelligence (Goleman, 2000). This in turn
drives the moods, actions and outcomes of the entire group, team and / or
organisation (Goleman, Boyatzis, McKee, 2001b).

Communicating

Several authors agree that what distinguishes leaders from others is ‘vision’ and that
‘vision’ is a central feature which needs ‘communicating’ to others (Taffinder, 1995b;
Northouse, 1997a; Goleman, Boyatzis, McKee, 2001a). Bennis (1989) argues that
the critical link between strategic vision and effective leadership is communication.
In identifying the link between leadership and language he suggests that it is
effective communication skills, which energise, inspire and motivate others. He
suggests that the language of leadership can be categorised as two distinct skills:
‘framing’ and ‘rhetorical crafting’ (Bennis, 1989). ‘Framing’ is held to provide a
snapshot or action plan of the organisation’s mission, vision and sense of direction,
presented in a way that is meaningful and which seeks to build confidence and
enthusiasm. This is explicated in Case Study Two where we used posters and a
newsletter to communicate in an accessible and easily understood manner, the
developments that were taking place. ‘Rhetorical crafting’ according to Bennis
(1989), is the use of symbolic language to give an emotional aspect to the framed
message. | attempted to use this technique in the regular president reports written
for the midwives’ association. Using analogies and metaphors, [what | called ‘calls to
action’], this technique serves to heighten the motivational aspects of the message
and is intended to make it memorable (Bennis, 1989). Other authors describe this
action as a way of communicating the vision with passion and enthusiasm through
vivid language and an expressive style (Goleman, Boyatzis, McKee, 2001b) .

Transactional leadership

Burns conceptualised leadership in terms of a ‘leadership-member’ exchange model
— a two directional process between follower and leader (Burns 1978). This author
also distinguished between ‘transactional leadership’ and ‘transformational
leadership’ (Burns, 1978). Transactional leadership is described as a “process of
mutual influence and coalition building; the purpose of which is the exchange of
valued services, ideas, resources” (Burns, p87, 1978). This type of leadership is
clearly important for midwives who are simultaneously required to form partnerships
with women (Guilliland and Pairman, 1995) and to work collaboratively with a range
of different health professionals in order to provide appropriate care. The objectives
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of the leader and the follower are related, but te relationship does not proceed
beyond the exchange or ‘transaction’ and continues only whilst ever it is required
(Burns 1978). This happens quite commonly for midwives working in a community
based setting who might engage in a brief collaborative consultation with an
obstetrician (‘a transaction’) and then have no further requirement for a collaborative
relationship until the next consultation or ‘transaction’ is required.

Rosener (1990), in exploring gender differences in leadership style, suggests that
this style comes more naturally to men, seeing leadership as transactions with
subordinates — exchanging rewards for services rendered and punishing poor
performance (Rosener, 1990). Clearly, the leadership style of the obstetrician and
the midwife may often be seen as ‘transactional’. It is strongly and often negatively
gendered in this transactional style (Rosener, 1990).

Transformational leadership

In contrast, ‘transformational leadership’ sees two or more individuals engaged in
interactive processes that bring about increasing motivation and aspiration with an
emphasis on progress, achievement and relationship (Rosener 1990). Leaders who
possess transformational characteristics are highly appropriate within the current
context of service provision that requires effective change management within
health care services. Such characteristics include the capacity to be innovative and
creative and to bring into existence new structures, systems and processes, with
leaders continually raising their own and others’ level of motivation and enthusiasm
to succeed. This is what Anne-Marie Rafferty (1995) referred to as ‘the politics of
optimism’ whereby leaders influenced change in a concerted way by ‘talking up’ the
issue, putting a positive and palatable angle on the message that followers found
appealing and appropriate. Rafferty’s study of political leadership in nursing,
reported how this approach assisted nursing’s visibility in the public sphere through
the use of the media as a vehicle to enhance political positioning (Rafferty, 1995).
This was the approach used by the Directors in organisation ‘A’ in Case Study Two

of the portfolio, to achieve organisational change.

Transformational leaders are characteristically democratic and participative in
decision-making and are people oriented (Burns 1978). Rosener (1990) called this
an ‘interactive’ leadership style that women more often associate themselves with
because they work in ways that encourage subordinates to transform their own self
interest into the interest of the group, through concern for the broader goal (Rosener

1990). By working to make their interactions with people they lead positive for
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everyone involved, women encourage participation, share power and information,
enhance other people’s self worth and infuse others with excitement about their
work (Rosener 1990). Among other things, women value caring, being involved,
helping, being responsible, making intuitive decisions and forming networks rather
than hierarchies (Kirner and Rayner, 1999). Women are also prepared to negotiate
rather than argue, admit mistakes, share the credit and utilise highly effective social
and interpersonal skills in building those networks (Rosener 1990; Cox, 1996).

Leadership and organisational culture

It is clear that if a leader is to be effective she / he must also be aware of the culture
and values within an organisation and be aware that for some, cohesive values can
confront, challenge and produce resistance to change, rather than facilitate change.
Culture within an organisation can therefore have an effect upon leadership.
Knowledge of the culture and a capacity to positively influence it may be one of the
keys to effective leadership. Upon reflection, it is likely that this is the reason that |
chose to move on from the medically controlled culture that existed in the tertiary
facility within which | worked until 1996 (Case Study One). | believe now that the
institutionalised power of the obstetrician in this facilty was a significant and
insurmountable barrier to truly effective collaboration and therefore any further
progress [in expanding midwifery models of care] would not be possible. | relocated
to a maternity service that had commenced a process of organisational change and
the leaders of the service were committed to creating a culture of evidence based,
woman centred maternity care. There was a serious commitment from midwifery
and obstetric leaders to explore, analyse and change the prevailing culture [of
medical dominance] and move towards a more collaborative approach to service
provision (Everitt, Barclay, Chapman, Hurst, Lupi, Wills, 1995). Within this milieu it
was my observation that midwifery leadership was so strong that it was what made
collaboration with obstetrics possible.

Marshall (1995) suggests that if women are effective leaders in the workplace, then
they will not simply change the gender balance but change cultures, institutions and
systems as they set about humanising the work environment. Women need to
communicate and develop the principles behind this ‘female culture’ she suggests,
and in so doing they may acquire the confidence to do things their way, and in turn,
realise change within an organisational culture (Marshall, 1995).

Avolio (1996) describes a ‘full range’ model of leadership and management

development. This involves a vision of new leadership and new management
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systems, along a full range of capabilities and systems that is effective at individual,
group and organisational cultural level. To be successful, this author argues,
transformational change in organisations will require an outright ‘attack’ on the
foundations where we abandon what is no longer working whilst also providing
some clear direction to pursue new initiatives. This process of abandonment and
identifying future direction requires a higher-level leadership of the type known as
transformational leadership (Avolio, 1996).

Leadership as capacity building

A systems-level approach to leadership as described by Avolio (1996) as the ‘full
range’ model, provides a framework for strategic focus on continuous development
and capacity building. This work is a useful synthesis of contemporary theories on
leadership research and practice and has significant applicability to maternity
services development. Avolio’s ‘full range’ model depicts leadership as a ‘process’
that ranges from the avoidant through the transactional to the inspirational, idealised
and transformational styles which can be applied at the individual, group,
organisation and community level (Avolio 1996). This author correctly points out that
all of the leadership styles or processes can coexist in varying degrees, and play a
significant part in individual, group and organisational development. Explicating the
‘full range’ of leadership is a useful way of discussing where many organisations (or
individuals) were, are and would like to be, in terms of developing their human talent
(Avolio 1996).

As | reflect on my experiences writing this paper and the empirical and case study
work previously presented, | recognise the urgent need to ensure an increase in the
number of midwifery leaders both now, and in the future. Avolio’s ideas are useful in
that he describes how transformational leadership and continuous development are
both linked and focussed, as part of a continuum. Specifically, he suggests that the
most successful leaders are those individuals who continuously work to build the
capacity of people who work with them, so that they may eventually lead
themselves. Here the notion of leaders working to build capacity provides a link to
my hypothesis of ‘professional capital’ and the potential to increase functioning of
both the individual and the group. He observes that leaders, who have a profound
impact on others, typically get them to do more than they expected they were
capable of accomplishing (Avolio 1996). Put another way, in my view they enhance
their ‘professional capital’.
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5.3.3 Leadership in Midwifery

All major national, state and local health service reports and recommendations for
the development of maternity services cited earlier require midwives to have
leadership skills. | have detailed these in the literature within the background section
of the portfolio. Leadership is either necessary in order to implement the changes
that are needed, or to develop and strengthen the profession so that the changes
will be possible in the future. The challenge for the profession of midwifery will be to
develop leaders who can develop leadership in others. This will be necessary so
that they are able to question the status quo of the current policies and organisation
of midwifery and the provision of maternity services to women. By way of addressing
a similar challenge, the Royal College of Midwives (RCM) in the United Kingdom
(UK) conducted a series of interviews with key opinion formers in the profession.
The first published was with Edith Hillan (Barber , 2000; Leathard, 1994) the then
Professor of Midwifery at the University of Glasgow, Scotland. Hillan believes that
we need visionary leadership to develop quality midwifery services and to inspire
and sustain the commitment of midwives during a period of significant change. In my
own research of the experience of some of the first Australian team midwives
(Brodie, 1996a) | also found that leadership was a strong element in sustaining
change. One midwife reported:

“... There was a feeling of being trusted in what we were doing ... we
were encouraged to learn our way with the role ... test out our
boundaries and limits ... the leaders of the service supported us in trying
out different things ... it was how we learnt. There was lot of support from
above ... they believed in it more than a lot of midwives ... they could see
the benefits”.

(Brodie, 1996a)

There is some evidence that leadership in the form of ‘opinion leader education’ is
more effective in influencing changes to practice than that which might flow from
audit feedback or research results (Taffinder, 1995a). With this in mind, it is
important to determine what makes an ‘opinion leader’ in the health professions and
what are the attributes of a good leader. Hillan described how, in order for midwives
to become leaders, they needed to have a good grasp of the profession and the
wider context in which it functioned. She recommended that they needed to have
had a varied clinical background and have had opportunities to acquire a broad
range of competencies. In calling for universities, employers and professional
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organisations to jointly provide continuing education programs for current and future
leaders of the profession, Hillan stressed that leaders needed to be identified,
supported, developed and encouraged (Barber, 2000).

Some of Hillan’s colleagues appear to have taken up this suggestion with the
initiation of a conference held in late 2001 in Edinburgh, Scotland entitled
‘Championing the way forward for Maternity Services in Scotland: Developing

Professional Leaders in Midwifery’ (Purton, 2002).

In recognising the link between the lack of identifiable professional leaders in
midwifery with concerns about the capacity to reform maternity services, this author
has urged consideration of new ways of providing safe and effective maternity
services that includes identification of ‘professional champions’ for midwifery
(Purton, 2002).

These actions must also include attention directed at raising the quality of education
at both the under graduate and postgraduate level for midwives. It is evident
throughout the reflective historical synthesis of my early experiences of leadership in
midwifery and maternity services development that my continuing education and
professional development assisted me in gaining the skills required to be a leader.
Not only did | learn from others. | also became educated and knowledgeable about
the different contexts, strategies and characteristics of leadership that | observed
and experienced. In considering Hillan’s notions of professional champions in
midwifery discussed previously, it is clear that such champions will need to emerge

from a profession that has acquired significant levels of education and knowledge as
well as enhanced professional capital.

5.3.4 Organisational Culture: Medical Control

Clearly, the environment in which midwives practise needs to be one in which they
feel safe to challenge, take risks and to learn. If Australian midwifery is at risk of
demise, as is suggested in this portfolio then the environment must also support
political leadership within the midwifery profession. | concur with Eugene Declercq
who suggested that

“Midwives’ roles were diminished over the last century not because of

their failure as caregivers but because of their failure to respond to the
political challenges they faced”

(Declercq, p 237, 1994)
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The contemporary organisational culture in which many midwives practise is for the
most part characterised by the cultural and gendered authority of medicine in which
the obstetrician asserts ultimate power and dominance over decision making. This is
evident throughout the case studies in this portfolio and the analysis of midwives’

responses to questions about the barriers to midwifery (Brodie, 2002).

Recently there are suggestions that such control and responsibility by one group is
problematic and may not be sustainable in maternity care (Maternal and Child
Health Consortium, 1998; Australian Medical Workforce Advisory Committee, 1998;
Royal College of Obstetricians and Gynaecologists and Royal College of Midwives,
1999; Doyal and Cameron, 2000; NHMRC, 1998a).

Having the ultimate authority by implication gives obstetricians full responsibility for
outcomes of maternity care. This in turn is a double-edged sword as it increases
their likelihood of litigation. It further compounds the challenge of developing
collaborative relationships that are necessary for introducing new models of care
that increase midwives’ visibility and contribution. In my experience, many
obstetricians have applauded the concept [of midwifery autonomy] and have
appreciated the scientific basis of its benefits, but they have been unwilling to
engage or collaborate claiming medico-legal problems if they consort with lesser-
trained and poorly indemnified midwives. This is reinforced by the current funding
system of maternity care in Australian that prioritises medical care for pregnancy
and birth, with structures that maximises economic benefit to the medical profession,
in part through maintenance of the subordination of midwives (Willis, 1983).

This organisational culture serves to sustain obstetrics and at the same time
contributes to the decline of midwifery professionalism in Australia. The invisibility of
the midwife has been shown in this portfolio to be reinforced by public perceptions
that wvalue technology and ‘being in control’, and government policy that prioritises
medical responsibility for childbirth. Arney’s work on power and the profession of
obstetrics offers important insights here in suggesting that obstetrician’s growing
concerns with, and desire for, control of the normal, may account for the apparent
increasing emphasis on teamwork (Arney, 1982). With this is mind, most midwives
have no choice but to pursue strong alliances with women and create opportunities
to collaborate with doctors if they wish to not only remain in practice, but also to
contribute to effecting change from within.

The practice domain of midwives is that of normal pregnancy and birth and this has

been, and arguably remains under threat of medical dominance (Treffers and Pel,
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1995; Downe, McCormick, Beech, 2001). The expanding input of medical personnel
and medical policy into uncomplicated childbearing and midwifery practice is well
recognised and thoroughly exemplified in the case of the ‘episiotomy’, which has
been ‘normalised’ as a ‘necessary’ intervention (Graham, 1997). Increasingly in
Australia, where a significant percentage of women have private health insurance,
obstetricians are attending normal births (AIHW, 1998; AIHW, 2001). The negative
consequences of this shift to more medical care are demonstrated through evidence
of poorer outcomes (Roberts, Tracy, Peat, 1999) (Johanson, Newburn, Macfarlane,
2002). Additionally, within this organisational milieu obstetricians assert the right to
define what constitutes ‘normal’ and to determine the scope of maternity care and
practice (Australian Council on Health Standards, 1997). Compounding these issues
are the current costs of medical indemnity, which are creating a crisis in Australia.
The future organisational and policy context for maternity care might shift depending
on the government response to these private health insurance issues that are
currently receiving close scrutiny. Again the complete lack of visibility and
involvement of midwives and consumers in the decision-making processes suggests
that major changes are not likely.

5.3.5 Theories on collaboration

The simplest definition of collaboration can be found in the Oxford dictionary
(Turner, 1989) which describes the meaning of the term collaboration as to ‘work
jointly on a project, especially a literary, artistic or scientific project’, or ‘to cooperate
traitorously with an enemy’. Further, from the root words [‘coll.]’ ‘college’ means ‘an
organised body of persons with shared functions and privileges’, whilst ‘labour’
means to ‘exert one self or work hard’ (Turner, 1989). For the purposes of this
thesis, collaboration in maternity care is understood by the writer to mean:

‘... the exercising of effort by midwives and doctors towards each other

for the purposes of shared functions, namely the provision of safe,
rewarding and effective care to women and their families’.

This meaning is adopted for the purposes of explaining the writer's perspective on
collaboration. Later it will be acknowledged that in practice, quite often the term is
confused with ‘cooperation’, which may or may not be experienced ‘traitorously’

between enemies.

Theorist Michael Schrage conceives of collaboration as being like ‘romance’ and like

romance, it is difficult to define (Schrage, 1990). According to Schrage, romance
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embraces a continuum of interaction from the simple flirtation to a deep and abiding
love, as well as every single possible permutation in between. The collaborative
continuum is similar in that it

"... stretches over vast possibilities of interaction: from the serendipitous
stranger saying the right thing at the right time to the decades long
mutual obsession of two scientists to tap out the secrets of molecular

biology."
(Schrage, 1990 p46).

Schrage suggest that collaborations have their own brand of simple ‘flirtations’
through to deep and abiding commitments. Passivity is not a feature of
collaboration. Like a romantic couple, collaborators are constantly reacting and
responding to each other. Frequency of contact becomes almost as important as the

nature of the contact. The collaboration becomes an entity unto itself (Schrage,
1990).

The critical difference, in Schrage's view, is that, unlike romance, collaboration is
supposed to produce something. Collaboration is a purposive relationship. At the
very heart of collaboration is a desire or need to either solve a problem or create
something, usually within a set of constraints. These constraints include

Expertise - one person alone does not know enough to deal with the situation
Time - collaboration requires a real-time commitment
Money - may be required to support an initiative or people's time

Competition - others may threaten to beat a collaborative team to the decision or

market

Conventional wisdom - the prejudices of the day will constrain or enhance the
process

(Schrage, 1990)

Given these constraints, collaboration cannot be routine or necessarily predictable.
People collaborate precisely because they don't know - or cannot - deal effectively
with the challenges that face them as individuals. There is uncertainty because they
genuinely don't know how they will get from ‘here’ to ‘there’ and they require others
to work with them in an inter-dependent way to achieve results. In contemporary

maternity care this gets played out in a myriad of ways according to existing
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relationships of trust or otherwise, the agreed protocols and practices and the
particular demands of the clinical situation.

This 'interdependence’ is one of five key features of collaboration that are critical to
the process, according to behavioural scientist Barbara Gray. In the initial phase of
any collaboration it is important that each of the parties become aware of how each
of their concerns are intertwined and the reasons why they need each other to reach
an outcome (Gray, 1989). Parties in conflict can easily lose sight of this and
reminding each other of this critical ingredient often kindles renewed willingness to
search for the particular trade offs that could produce a mutually beneficial outcome.
Within hospital based maternity care settings it is often stated that ‘midwives and
doctors cannot survive without each other. Gray suggests however that clear
understanding of exactly what each other's concerns are and ‘why’ each group
needs each other is more often assumed rather than explicated or agreed upon.

Other dynamics of collaboration described by Gray (1989) and others that are useful

in the arguments built in this essay are summarised below:

Solutions emerge by dealing constructively with difference. There are multiple
approaches to multiple concerns; without differing interests the range of possible
exchanges between the parties would be non-existent; learning to harness the
potential is a key. Testing each other's assumptions may reveal that the
underlying concerns are the same; these beliefs and viewpoints are consistent
with their independent efforts to confront the problem

Joint ownership of decisions. Everyone is directly responsible for reaching
agreement on a solution; the parties impose decisions on themselves. Three
steps in reaching this joint decision include (1) the joint search for information
about the problem (2) the invention of a mutually agreed upon solution about the
pattern of future exchanges between stakeholders, and (3) ratification of the

plans for implementing it.

Collective responsibility for future direction of the ‘domain’. Trist refers to this as
‘self-regulation’ of the domain (Trist, 1977), which involves the development of
new relationships, and understandings between stakeholders that may lead to

increased coordination and communication in the future.

Collaboration is an emergent process rather than an outcome; a ‘temporary and
evolving forum for addressing a problem' (Gray, 1989). By viewing it in this way,

it becomes possible to describe its origins and development over time. Thus,
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collaborations move from ‘under organised systems' in which all stakeholders act
independently, to more tightly organised relationships characterised by

concerted decision making.

Abstracted from (Gray, 1989).

Gray’'s work portrays the dynamic and forever changing domain of collaboration that
is a part of the everyday relationships and organisational culture of maternity care.
Thus, envisioning collaboration as a process rather than an outcome in which
stakeholders assume responsibility for decisions made enables investigation of how
innovation and change in currently unsatisfactory relationships can occur. If
collaboration is successful, new solutions emerge that no single party could have
envisaged or enacted (Gray, 1999). Applied to maternity service provision and
effective care, such a process requires deliberate focus, articulation, understanding
and the leadership of professionals. While ever collaboration as part of routine care
is not made explicit, it's powerful potential for improved decision making and better
outcomes cannot be realised. More over it may work to hide what may simply be
‘cooperation’ by midwives who are in a subservient and subordinate position within
the inter-professional relationship.

5.3.6 Collaboration within organisations

In reviewing the research on inter-organisational collaboration Cynthia Hardy and
others explored the complex role that collective identity has on an organisation’s
capacity to generate collaborative relationships (Hardy, Lawrence, Phillips, 1999). In
building further upon Gray’s work (cited above) regarding the potential benefits of
collaboration, these authors refer to problems with collaboration related to a blurring
of boundaries and professional identities. They suggest that collaboration embodies
a particular struggle for individuals related to maintaining their own identity whilst
engaging in a dynamic process that aims to create a new identity — the collaboration
itself, or what Trist refers to as the ‘domain’ (Trist, 1977). If participants do not
engage with the collaboration they are likely to limit its potential, but in so doing they
may also engender differences and conflicts that contradict with or challenge their
own individual roles and professional boundaries. These authors recommend
exploration of the competing and conflicting interests as well as the articulation of
the separate identities that exist, before pursuing the construction of a collective
identity that is integral to successful collaboration (Hardy, Lawrence, Phillips, 1999).
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5.3.7 Collaboration across professional boundaries

The role of the midwife is different to that of the obstetrician and this is not always
clearly understood (Deery and Kirkham, 2000; Stafford, 2001). In practice, within
contemporary maternity services, midwifery autonomy is not acknowledged or
supported and very often the scope and boundaries of midwifery practice are blurred
and confused (Robinson, 1989; Watson, Potter, Donaghue, 1999) (Kirkham and
Stapleton, 1999a; Kirkham, 2000) (Ball, Curtis, Kirkham, 2002). Models of midwifery
care that support autonomy and recognise the professional boundaries of practice of

the midwife are still rare in Australia (Homer, Brodie, Leap, 2001).

The inter-occupational boundaries that exist between midwifery and medical
practice have been explored in depth by sociologist Anne Witz (Witz, 1992). In this
decisive work Witz examines the way in which the male power [of obstetricians] has
been used to limit the employment aspirations of women [as midwives] since the
seventeenth century. In examining the subject of professions and power, this author
brings together feminist and sociological concepts to explore the sources of
professional power and demonstrates how class and gender have interacted to
produce hierarchies of power and prestige within the health care professions (Witz,
1992). Witz develops the idea of conceptual ‘tools of closure’ or demarcation that
help to elucidate the dimensions of closure in professionalising occupations such as
midwifery. The tools or strategies of closure adopted by midwives are cited as
“dual”, in that they were both “revolutionary” and “accommodative” (Witz, 1992) p
105. These were developed in response to medical men’s strategies to achieve
demarcation and gendered control of childbirth practices and care (Witz, 1992).

The ‘revolutionary’ strategy had the purpose of redefining relations between medical
men and midwives with midwives re-skilling and becoming established along side
medical men, in a similar way to that of dentists. Thus midwives would become
demarcated through a process of occupational incorporation and dissolution of the
separate occupational role and identity. The ‘accommodative’ strategy would have
midwives conceding to a more limited and restricted role, in which they become
clearly subordinate to medical men in the medical division of labour (Witz, 1992).
According to Witz, the critical difference between the two was that the de-skilling
strategy sought to preserve the role of the midwife as an independent practitioner,
whilst the incorporation strategy sought to reduce the role to that of obstetric nurse
and ‘handmaiden’ (Donnison, 1977) to the medical man (Ehrenreich and English D,
1973). And REGO.
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The focus of the struggle became constructed and played out as a division between
assistance and intervention in the very process of labour itself, with divisions into
‘normal’ and ‘abnormal’ conditions (Witz, 1992). Through the ‘accommodative’
strategy, the sphere of competence of midwives, as prescribed by the medical
profession became restricted to the attendance at normal labour, which became
enshrined with the passage of the 1902 Midwives Act (Leap and Hunter, 1993).

In analysing the professionalisation of trained midwives, which occurred in the 19th
century in Britain, Witz conceptualises the idea of the ‘female professional project’
as a strategy used by midwives to achieve occupational closure and thus monopoly
over the provision of certain skills and competencies (Witz, 1992). This involved the
use of exclusionary tactics such as credentialing and legalisation, designed to
secure a link between education and occupation, as well as to usurp the actions of
medical men who sought to impose their own de-skilling and demarcation strategies.
The boundaries between midwifery practice and medical practice were also
gendered in that ‘surgical’ skills were the domain of medical men and ‘caring’
became the domain of the female midwives (Witz, 1992).

The resulting demarcation lines of practice, that were established in the 19" century,
based on sexually segregated spheres of competence in the medical division of
labour, continue to influence the nature and organisation of contemporary maternity
service provision (Carpenter, 1993; Pringle, 1998b). In the 19" century, midwives
and doctors were positioned in patriarchal structures that reinforced male power to
the point that it became institutionalised, not just around the sphere of practice, but
also within society and the state. Witz's analysis gives important insight and
understanding of some of the barriers to effective collaboration that exist in
maternity services provision. To this day, and to varying degrees, these patriarchal
structures remain and continue to impact and constrain the professional role and
scope of practice of midwives. Clearly, it is essential that they be considered in any
attempt to improve inter-professional relationships or to challenge the existing
systems of maternity care.

Not withstanding the hierarchical power and gender based issues that continue to
influence midwives’ practice domain, clashes of philosophy and differences in the
practices of midwives and obstetricians are often cited as reasons for collaboration
not being achievable. Again the work of social scientists Hardy and her colleagues
(Hardy, Lawrence, Phillips, 1999) contribute further understanding to the issue of

collaboration. They suggest that without the construction of a collective identity
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where the goals of individuals and the organisation are shared, collaborative
relationships cannot develop and organisational objectives cannot be achieved.
Furthermore, without a collective identity, strategic action (for example
organisational change to embrace new models of care in maternity services) will not
be generated (Hardy, Lawrence, Phillips, 1999). Significantly, however, these
authors assert that collective identities are also socially constructed, interwoven
from the many discourses that are variously coherent or fragmented, stable or
dynamic, single or multiple according the various negotiations of the individuals and
groups involved (Hardy, Lawrence, Phillips, 1999). This work is highly relevant to the
dynamic and often unstable organisational relationships that are a feature of
maternity care. Many hospitals, especially those with a large number of births and
therefore large workforce numbers, experience frequent changes in the membership
of midwives and doctors that constitute what is referred to as the ‘team’. In applying
this discussion to an understanding of effective collaboration in maternity care, it is
clear that significant work and leadership is required at the inter-professional level,
between the colleges of obstetricians and midwives, as well as at a local practice
basis if any change is to occur.

In her work on the development of inter-professional work in Britain, Audrey
Leathard highlights a 'terminological quagmire'. This authors cites what she calls "an
ever expanding range of professionals, carers and cared for as well as a variety of
organisations and sectors all having a part to play in health and welfare" (Leathard,
1994 p5). This is true of the current systems of maternity care with the range of
service providers encompassing specialist obstetricians, GPs, midwives, student
doctors and midwives, lactation consultants, childbirth educators, enrolled nurses
and maternity aides, maternal and child health workers and more recently the ‘doula’
(Mander, 2001). Whilst cautioning against the grouping of terms, Leathard suggests
that redefining and clarifying terminology is essential to furthering the debate on how
individuals work and learn together. In an attempt to clarify understanding, a table is
provided which sets out one method of classifying the various complexities of terms
that denote the concepts of working and learning together. These terms are drawn
from the work of both Leathard (1994) and Duerst-Lahti and Kelly (1995), to reflect
the range of alternative terms commonly used in health care by health professionals.
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Table 1: Inter-professional working - concepts and terminology*

Concept-based

Process-based

Agency-based

Inter-disciplinary

Collaboration

Inter-agency

Multi-disciplinary

Partnership

Inter-sectoral

Multi-professional

Teamwork

Trans-sectoral

Trans-professional

Cooperation

Consortium

Trans-disciplinary

Participation

Healthy alliances

Holistic Shared learning Forum
Generic Liaison Federation
Integration Locality groups

*Adapted from Leathard, 1994 and Duerst-Lahti and Kelly, 1995

What is critical, according to Leathard, is that terms has different connotations and
as such consideration must be given to ensuring that all stakeholders share a
common understanding and express a desire to find a way to work together to
achieve a mutually agreed outcome. Many of the terms are used to indicate that the
focus of operations overlap easily. In maternity care it is assumed that the focus of
collaboration is the woman herself being the recipient of care (known as ‘woman-
centred care’), however other beneficiaries may be the agencies, institutions and
care providers themselves who stand to gain or lose considerably from effective
processes of collaboration. Obstetricians in private practice could lose from a true

collaborative venture with midwives. As such it is likely that it is within the public
health services that effective collaboration may be realised in the future.

5.3.8 Purpose and effect of collaboration

In his critique of teamwork, Schrage (1990) points out that collaboration is a far
richer process with the issue being not simply one of communication or teamwork,
but rather the 'creation of value'. He describes a necessary process of value
creation that the traditional structures of teamwork and communication cannot
achieve. Schrage defines collaboration as:
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“a process of shared creation: two or more individuals with

complimentary skills interacting to create shared understanding that
none had previously possessed or could have come to on their own”

(Schrage, p40,1990)

Collaboration creates a shared meaning about a process, a product or an event,
which in this portfolio | identify as the desire for ‘best’ outcomes of maternity care for
women. As such, the true medium of collaboration is other people, with real
innovation coming from the social matrix. The actual process of collaboration is hard
to measure with its many levels of conversations, interactions and communications.
Collaboration, Schrage suggests, is not described in terms of the relationships it
may create but in terms of the objective to be achieved. In support of this, Schofield
suggests that the main reason for collaboration is to improve the quality of
professional decision making, which in turn has the potential to make care more cost
effective with less duplication (Schofield, 1992). This reflects the work of Bourdieu
who suggests that:

“Interprofessional collaboration challenges professionals to rethink their
purpose and to discover the most effective means of practice”

(Bourdieu, p 27, 1987)

By focusing on interests and encouraging the exploration of differences, the
potential to discover novel, innovative solutions or strategies is enhanced. Even
when parties are unable to reach agreement or closure through collaboration some
benefits from collaborating are still possible, according to Schofield (Schofield,
1992). The process of collaborating usually leaves parties with a clearer
understanding of their differences and an improved working relationship. Such
potential to build capacity and productivity through improved inter-professional
relations suggest another link to ‘professional capital’. The capital or 'value creation'
referred to by Schrage (1990) augers well for future experiences of working together

despite an appearance of not reaching agreement. He suggests that

"it is the change in the nature of the interactions that has the greatest

impact upon behaviour”, and that collaboration is “the greatest source of
increased productivity and new value in an enterprise”

(Schrage, p42, 1990)

5.0 Pulling It All Together Page 192 of 332



Hardy and colleagues, in examining various organisational theories of collaboration,
conclude that the basis of effective collaboration is collective identity and that the
foundation of collective identity is conversation (Hardy, Lawrence, Phillips, 1999).
These authors suggest that collaboration and the beneficial changes that it brings
about are bound up with a struggle between competing conversations, identities and
influences, and that the key is to manage and sustain that struggle, through the
maintenance of a connected identity (Hardy, Lawrence, Phillips, 1999). In doing so,
these authors argue, collaboration that recognises the individual identities and
positions, as well as the collective identity, will more likely enable new solutions,
practices or better outcomes to emerge that any single party could have envisaged
or enacted (Gray, 1999). Again, such a situation is only going to be possible within
the public health system, when major threats to a ‘collective identity’, such as
financial incentives for one group, are removed.

Applied to maternity care, women as recipients of care stand to benefit greatly if the
carers are able to reflect on their processes of communication and examine how
shared or unilateral decision-making affects outcomes. This is most obvious in the
care of women who are experiencing complications of pregnancy or who have
known risk factors. Effective communication, focusing on the individual needs of the
woman, recognising the complimentary but unique roles and boundaries of practice
that exist between health professionals, is at the centre of risk management, harm
reduction and improving birthing experiences for women (Maternal and Child Health
Consortium, 1998). This is a critical interpretation of collaborative relationships in
maternity care. The challenge of maintaining one’s individual role and identity, whilst
engaging in a process of creating a productive and effective collective identity, will
be a challenging experience for midwives. This will require knowledge, skKills,
confidence, self esteem and support from leaders.

As previously stated, the main purpose of collaboration is the shared creation of new
understandings that are not achievable by the individuals alone (Trist, 1977; Kramer
and Tyler, 1996). This is not merely the sum total of each individual contribution or
effort, but rather the ‘product’ that emerges from the process of collective
interactions that occur throughout the collaborative venture. In this paper, | propose
that this ‘product’ can be identified and named ‘professional capital’, the

understanding of which carries with it potential for enhancing the essential role and
effectiveness of midwives.
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Clearly, consideration of the many conditions and factors that contribute to an
effective collaboration is critical to understanding its capacity and potential. Several
authors have suggested a number of environmental, practical, procedural and inter-
personal factors within collaborative endeavours, that are necessary for true
collaboration to occur. These are important when considering the effect that
collaboration between the professions might have in the improvement of maternity
services. The development and unfolding of this initiative will require a large amount
of time, effort, planning, preparation and consultation by and with all the key
stakeholders in maternity service provision. Attention to detail, including that of
effective ‘processes’ will be critical to achieving value and the desired positive
outcomes. This may become useful in achieving what Gray describes as a 'multi-
party strategic alliance' (Gray, 1989), for developing not only effective maternity
services but also an effective and visible profession of midwifery for the future.

The actual area of interest for the collaboration or ‘the inter-organisational problem
domain' (Trist, 1977) needs further elaboration. From Trist's (1977) work the
'‘problem domain' is defined as "the way a problem is conceptualised” (pl2),
Understanding this is important to setting up the collaborative process around the
problem domain and to developing collaborative responses to it. The development
of a model of continuity of care for women with risk-associated pregnancies, which
occurred in 1997 at St George Hospital in Sydney, provides an excellent example of
this process in action (Farrell, 2002; Homer, 2002). In this case, all stakeholders (for
example physicians, midwives, obstetricians, paediatricians and others) were able to
recognise the various needs that this client group had, and also articulate their own
individual concerns and expectations. Thus, the conceptualising of the domain and
the collaborative processes required to address, it could then be clearly identified
and expressed.

5.3.9 Collaboration and inter-dependence

Recognition of mutual interdependence by the stakeholders is important early in the
attempts to build collaboration. It is this process of valuing midwifery’s contribution
and leadership — exemplified through their equal participation as collaborators - that
appears to build professional capital. This may be initiated because each person
recognises the potential advantages of working together on the problem or because
they need each other in order to solve it. Without this recognition the collaboration
will not proceed.
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The potential to advance the 'collective good' of all of the stakeholders through the
pooling of resources or, alternatively, the cost of doing nothing being too high, also
requires recognition. Collaborative initiatives offer a decided advantage over other
methods of decision making in that they guarantee that everybody gets heard. If
collaboration is successful new solutions emerge that no single party could have
envisioned or enacted (Gray, 1989).

Seeing collaboration as an emergent and ongoing process rather than an outcome,
in which stakeholders assume responsibility, assists in gaining understanding of
how innovation and change might occur. Once initiated, collaboration creates a
forum within which consensus about the problem can be sought, mutually agreeable
solutions can be invented, and collective actions to implement the solutions can be
taken. Viewing collaboration as a process also enables description of its origins and
development as well as knowledge of how it may change over time. For these
reasons, attention to the process of setting up and supporting the collaboration
becomes critical to its success. Similarly, understanding the process offers
enhanced capacity for the work and experiences gained to be shared for the benefit
of others who are seeking to do similar. This will require confidence and a capacity
to contribute as well as strong professional networks and relationships. Arguably, it
may only be possible when midwives possess professional capital.

5.3.10 Why collaborate in maternity care?

As has been identified previously, the concept and experience of collaboration holds
different connotations for each person. Many midwives and doctors would report
that they collaborate as a matter of course in their day-to-day practice. Whether they
are collaborating, consulting, referring or simply cooperating is rarely explored. As
such, the potential benefits that might ensue from more positive and effective
relationships cannot be fully realised. It is self evident that, through collaboration,
teamwork and sharing of clinical information and skills, midwives and doctors have a
greater chance to improve the outcomes for women and babies. This is especially
true when birth presents unexpected and life threatening emergencies. It is here that
the underlying message and skills development of the ‘Advanced Life Support in
Obstetrics’ course (ALSO)® can demonstrate its potential. The ‘Advanced Life
Support in Obstetrics’ course (ALSO) states that its key objectives are to:

® The introduction of the ‘ALSO’ course as a strategy to improve collaboration between midwives and
doctors across Australia was explored in Section Two of this portfolio
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Discuss ways of improving the management of obstetrical urgencies and
emergencies which may help standardise the skills of practising maternity care

providers

Discuss the importance of utilising regional maternity care services and identify

possible barriers which might limit access
Successfully complete the course written test and mega-delivery station

These objectives are met through the promotion of inter-disciplinary teaching and
learning with the course being geared for all maternity care providers (American
Academy of Family Physicians, 2000). This includes midwives, obstetricians, GPs,
nurses, paramedics, health workers and trainees. One of the greatest strengths of
ALSO is that it is only ever run as a multi-disciplinary course, since cross
professional networking and socialising are seen as crucial. The messages promote
and model collaboration, good communication and inter-professional trust, which are
associated with improved outcomes for women and their babies (Department of
Health UK, 1998). As discussed in Section Two, the ability to learn on an equal
footing through an overtly collaborative structure that focuses on breaking down
hierarchical barriers is described as an eye-opening experience for all concerned.
This approach of ALSO overtly seeks to break down barriers that have been
identified as contributing to poor outcomes (Boon and Holmes, 1991; Doyal and
Cameron, 2000; Barbour, 2001).

Collaboration in maternity care presents many opportunities in addition to those
related to improving care for women experiencing crises and emergencies. The
successful implementation of new models of care, that place the woman at the
centre of care and increase the autonomy of midwives, may well be dependent upon
inter-professional trust and collaboration (Brodie, 1996a). In settings where new
models of care and effective collaborative relationships between midwives and
obstetricians are developed simultaneously, a number of potentially beneficial
effects have been suggested. These include:

Increased continuity of care and carer - care ‘follows the woman’ regardless of
the development of risk factors (McCourt, Page, Hewison, 1998)

Maintenance of midwifery as a central component in the care of all women
(Hodnett, 2004a)

Development of autonomous midwifery skills and confidence (Page, 2000)
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Maintenance of the integrity of the role and range of skills of the midwife - not
‘sub specialising’ (Page, 1999)

Improved relationships and experiences — for women, midwives, doctors (Brodie,
1996a; Homer, Davis, Brodie, et al, 2001)

The potential to improve clinical outcomes (Homer, Davis, Brodie, et al, 2001)

Despite the potential benefits of enhanced collaboration there is little evidence of
models of care designed to increase collaboration as an ‘intervention’ aimed at
improving experiences for both women and the health professionals. In the UK the
‘Confidential Enquiry into Stillbirths and Deaths in Infancy (CEISDI) Report’,
recommended greater collaboration, communication and consensus decision
making as central to reducing negative outcomes in care (Maternal and Child Health
Consortium, 1998).

The model that we developed in Australia, the ‘St George Outreach Maternity
Program (STOMP) was set up with a deliberate focus on collaboration between
midwives and obstetricians as part of a community based maternity service
available to women of all levels of risk. Outcomes of the randomised controlled trial
at St George involving 1089 women demonstrated a significant difference in the
caesarean section rate between the groups, 13.3% in the STOMP group and 17.8%
in the control group. This difference was maintained after entrolling for known
contributing factors to caesarean. Women receiving STOMP care were more
satisfied and costs associated with the new model were less than for standard care
(Homer, Davis, Brodie, 2000; Homer, Matha, Jordan, Wills, Davis, 2001; Homer,
Davis, Brodie, et al, 2001). Despite the significant benefits of this relatively new form
of care there is as yet little evidence of its widespread introduction in Australia. As
one of the midwives involved in the development and implementation of the STOMP
model | am able to speak directly of my experiences of its benefits and also to
critiqgue why it has not been readily adopted by other organisations.

It is my view, from over twenty years of practice that, traditionally, midwives have
had relationships with doctors that were enabling for the doctors. It is now time to
develop relationships that are enabling for midwives. When midwives and doctors
collaborate effectively there are exchanges of essential ideas and information. This
exchange of ideas and information can only occur if there is a sharing of power and
responsibility along with recognition of the need for occupational autonomy. In
contemporary maternity services, provision of such ‘sharing’ of power’ in essence

means that doctors must give up some of their power. Crucially, understanding of
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the need for, recognition of, and respect for the existence of, the unique and
separate identities (Hardy, Lawrence, Phillips, 1999) of midwife and obstetrician, will
be integral to the success of any collaboration in maternity care. Such
understanding will be crucial as collaborative processes begin to develop and the
inevitable exploration of competing and conflicting interests and power differentials
unfold.

Within contemporary maternity care and service provision, the necessary sharing of
power that enables collaborative decision-making, is not common. As has been
demonstrated by research with midwives in Australia in Part Two of this portfolio, the
role of the midwife continues to be viewed as being dominated by medicine (Willis,
1983) and controlled by nursing (Barclay, 1985; Summers, 1998b). This is further
exacerbated in the clinical setting by the perception that the medical profession
controls and influences management decisions and resources. In maternity care,
this ‘occupational imperialism’ (Larkin, 1983) subordinates midwifery by ensuring
strategic control of clinical care and decision making and limiting the occupational
autonomy of midwives. Publicly, this is reinforced by government policy that
prioritises and funds medical responsibility for maternity care.

Exactly how midwives can address this significant barrier is an important question.
The answers lie in a complex range of challenges and strategies that midwives
individually and collectively must address urgently. If collaborative relationships and
more effective team working is to be realised, well informed and skilful leadership at
a local and global level, will be required that draws on evidence and international
experience to bring about changes in the organisation d contemporary maternity
services. Midwives relate this to opportunities for learning and demonstration of
knowledge through leadership. Integral to this will be the necessary development of
trust and mutual respect, generated by the individual and separate identities of care
providers who have the capacity to share power and to some extent blur the
boundaries of practice and decision-making. All of these attributes contribute to what

Trist refers to as an inter-professional domain of trust which is a key to effective
inter-professional collaboration (Trist, 1977).

5.3.11 The importance of trust

In any human relationship, the defining element is trust between individuals and a
reciprocity that assumes that trust will be both given and expected. Trust is a critical
success element to most business, professional and employment relationships as

well as its more obvious component in satisfying personal and romantic
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connections. It is therefore essential to examine the concept of trust as it applies to
the development and maintenance of collaborative relationships in contemporary
maternity care.

The past decade has seen significant change in the management of hospitals and
health services. As such, inter-professional working relationships are expected, and
in some cases are being forced, to change (Leeder, 1999; Doyal and Cameron,
2000; Allen, 2000). Furthermore, the changing face of the maternity workforce
(Tucker, Hall, Howie, Reid, Barbour, du V Florey, Mcllwaine, 1996; Australian
Medical Workforce Advisory Committee, 1998; Royal College of Obstetricians and
Gynaecologists and Royal College of Midwives, 1999; Salvage and Smith, 2000;
Kirkham and Stapleton, 2000; Barbour, 2001) presents imperatives, for those that
provide the care, to adjust and adapt to new expectations, conditions and
influences.

One of these imperatives is the need to move away from traditional hierarchical
forms of managing organisations towards the formation of networks and alliances of
individuals who share similar goals or client groups (Zwarenstein and Reeves,
2000). These new alliances are designed to be more responsive and adaptive to
change and more effective in their approaches. This enables innovation and
creativity to develop and effectiveness of communication and problem solving to
increase (Ford and lliffe, 1996; Davies, 2000; Doyal and Cameron, 2000; Goleman,
Boyatzis, McKee, 2001b).

The development and maintenance of collaborative partnerships between maternity
care providers is a critical factor in the successful implementation of new models of
care that improve experiences and outcomes for women (Homer, Davis, Brodie, et
al, 2001). In my experience of implementing this model of care that was evaluated
by Homer et al (2001), the development of trust between midwives and obstetricians
was a crucial element in both the development and subsequent sustainability of the
model. Midwives were required to work alone or in pairs as autonomous
practitioners based in a community setting, separate from the mainstream hospital
services and personnel. They made clinical decisions under their own responsibility
and scope of practice, and referred and consulted with obstetricians and others as
necessary. Whilst the nature of the study made it impossible to measure a cause
and effect, | assert that the collaboration itself was a critical factor in the impressive
outcomes for the women experiencing this care [4% reduction in caesarean section

rate; women more satisfied and costs were less] (Homer, Davis, Brodie, 2000;
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Homer, Matha, Jordan, Wills, Davis, 2001; Homer, Davis, Brodie, et al, 2001). This
collaborative professional relationship was based on a clear understanding of roles
and boundaries of practice and a growing level of respect and trust that developed
between midwives and obstetricians and continues to the present day (Homer,
Brodie, Leap, 2001).

Arguably the STOMP model would not have been implemented or sustained without
informed and knowledgeable midwifery leadership and effective inter-disciplinary
collaboration. This occurred throughout the initial planning, development and
subsequent implementation, as discussed in Section One, Case Study Two. Sound
leadership across professional disciplines and effective pre-planning and
management of organisational change had created the ‘right’ organisational context
for practice for innovation and change to be introduced. The higher level of
knowledge and leadership of the midwives involved destabilised the conventional
power base. The lead researcher was completing her PhD. | brought practice
experience as well as knowledge from my Masters thesis. A Professor of Midwifery
supported us and together we joined with other midwifery clinicians and managers
to collaborate with the obstetricians involved. Supported by Commonwealth
government research funds to complete the randomised controlled trial of the new
model (Homer, Davis, Brodie, et al, 2001), all of these factors coalesced to enable
the collaboration to unfold.

5.3.12 Theories on trust

There is a growing body of literature that assists in explaining why and how trust is
an essential element of collaborative relationships and organisational effectiveness.
Much of this is useful in gaining understanding of collaboration and leadership in
midwifery and maternity care. Limerick and Cunnington’s (1993) work effectively
highlights changes in the contemporary organisation and the increased emphasis on
interpersonal skills and communication, particularly trust, in the workplace (Limerick
and Cunnington, 1993). Much social science literature has given attention to the
concept of trust including psychology, sociology, political science, history and
economics, each with its individual and different lens and approach. Various
perspectives have emerged that propose different explanations and theories. There
is very little literature however that attempts to integrate these different perspectives,
or articulate the role that different perspectives might play in critical social processes
involving human interactions and relationships; for example cooperation,
coordination or collaboration in the provision of health care.
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The social — psychological perspective emphasises the nature of trust in
interpersonal transactions and this has relevance and applicability to this
examination of how trust develops in collaborative relationships. Application of how
trust develops in the context of romantic relationships as described by Boon and
Holmes (1991) also allows extrapolation to inter-professional working relationships.
This links appropriately with my earlier use of Schrage’s work when describing
collaboration as like romance that “embraces a continuum of interaction from the
simple flirtation to a deep and abiding love, as well as every single possible
permutation in between” (Schrage, 1990) p46.

Trust in collaborative relationships has been cited as also being similar to romance
in that it moves through three stages: the romantic love stage, the evaluative stage
and the accommodative stage (Boon and Holmes, 1991). According to these
authors in the romantic love stage, the parties experience a surge of positive
feelings towards each other and at this stage love and trust are indistinguishable. As
sustained contact continues, each of the parties will reveal imperfections and
weaknesses that will require the other to step back and evaluate the relationship
more broadly. During this phase, as the ‘pros and cons’ of the relationship are
debated and the players learn to trust each other, these authors assert that this is
when ‘real’ trust takes root. Finally in the accommodative stage, negotiations of
conflicting needs and expectations take place and the parties solidify the necessary
trust to sustain the relationship (Boon and Holmes, 1991). What is most useful in
this description of romantic relationship building is the element of evolution, with the
dynamics of building trust being different at each stage of its developmental
processes. Trust takes on different characteristics according to what stage of its
maturity has been reached. Clearly this is hghly relevant to the gaining of an
understanding of trust in the workplace generally and in maternity care in particular.
My experiences and observations of relationships that evolved over time in the
STOMP model were very similar to those described by the theorists cited here.
Importantly, the dynamic and forever changing membership of health care teams
and organisations presents a particular challenge to the creation and sustainability
of trust in the long term. | reflect on this issue in the epilogue of the portfolio.

In professional business relationships trust has been described as having three

forms:

Deterrence-based trust, which is based on consistency of behaviour with

consequences for not maintaining an action
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Knowledge-based trust, which is grounded in behavioural predictability and

judgement of probable behaviour of others

Identification-based trust, which is based on complete empathy with the others

desires and intentions

(Kramer and Tyler, 1996)

These descriptions are readily extrapolated to many clinical settings of maternity
care. Traditionally, many midwives have experienced a sense of being trusted by
other midwives, their supervisor or obstetrician colleague through being credited
with certain knowledge or behaviour that will be applied in particular situations. The
predictability of clinical decision making based on an individual's knowledge of
practice and protocol, coupled with their presumed competence and ability is, for the
most part, assumed and expected.

Knowledge-based trust in maternity care requires a level of familiarity and
understanding of the other person and their capacity to perform in practice and this
can only occur over time. The better people communicate and know each other the
more accurate they will be able to predict what the other will do. Importantly, this
predictability enhances trust, even if the person is predictably unreliable because the
ways that they can violate trust can be predicted (Boon and Holmes, 1991).

Identification-based trust involves both parties appreciating and understanding each
others skills, values, actions and preferences such that each can effectively act for
the other (Boon and Holmes, 1991). Clearly this form of trust could emerge between
two midwives or obstetricians who wish to represent each other or to substitute for
each other in a clinical sense as in the case of a practice partnership. In mainstream
contemporary clinical practice settings this is more applicable in regard to actual
tasks or specific skills rather than complete roles, for example the midwife
completing a clinical procedure that is more usually the domain of the obstetrician.

In any relationship trust evolves and changes over time. Not all relationships
develop fully and many professional relationships in health care services do not
advance beyond a very preliminary and superficial perception of trust. Putham
(1993) has demonstrated that social capital is indispensable to the responsiveness
and smooth functioning of civic institutions with low levels of interpersonal trust
correlating with well low levels of confidence in institutions (Putnam, 1993). What
emerges from this understanding of trust is that without it, relationships cannot
develop. Without a relationship there is no possibility of collaboration. Critically,
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without collaborative trusting relationships the potential to improve health care and
maternity care in particular is severely limited and, | would argue, professional
capital will not develop.

There are benefits that can emerge from positive professional networks and
affiliations, including the capacity to improve the functioning of individuals and
members of the health care team. This in turn can lead to new and creative ways of
working that may not only benefit women as users of the services, but other
stakeholders as well. For this reason, | have proposed that linkages exist between
the development of what | call ‘professional capital’ for midwives and effective
leadership and collaboration and that an understanding of this is central to
addressing the invisibility of midwifery within mainstream maternity service
provision.

54 PROFESSIONAL CAPITAL

The field of social epidemiology contains a rapidly expanding body of literature
relating to social capital and social cohesion (Putnam, 1995; Kawachi, Kennedy,
Lochner, Prothrow-Smith, 1997; Kawachi and Kennedy, 1997; Baum, 1999;
Commonwealth Department of Health, 1993; Sainsbury, 1999; Leeder, 1999; Achat,
Kawachi, Levine, Berkey, Coakley, Colditz, 1998; Kawachi and Berkman, 2000). My
analysis of this literature has provided the basis upon which to build some ideas
around the concept of what | call ‘professional capital’ in midwifery.

‘Professional capital’ is a construct that describes the potential enhanced capacity
that midwives could experience if their work was understood, visible,