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Abstract

Over the last twenty years New Zealand midwives have worked to reclaim their
professional autonomy and scope of practice in order to promote a women-centred and
midwife-led maternity service. In order to achieve these aims New Zealand midwifery
engaged in several key professionalising strategies that have proved successful in
developing midwifery as a recognised profession with a social mandate to provide
autonomous midwifery care to women throughout pregnancy, labour, birth and the
postnatal period. These strategies were integrated but can be defined separately as:
partnership relationships with women; leadership through the professional organisation;
education for midwifery autonomy, and self-regulation within midwifery professional

frameworks.

Through an exploration of key midwifery professionalising strategies this doctorate

identifies the unique characteristics and development of midwifery in New Zealand and

critically reflects on the success and ongoing challenges of its integrated professionalising

strategies.
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Introduction

This thesis chronicles the development of the midwifery profession in New Zealand. It
explores four key professionalising strategies that led midwifery from workforce to
profession. These are: partnership relationships with women; leadership through the
professional organisation; education for midwifery autonomy and self-regulation within
midwifery professional frameworks. Midwifery partnership with women is the
philosophical foundation to midwifery in New Zealand. Whilst the notion of partnership is
not in itself unique, it is the contention that midwifery is a partnership and the congruence
of partnership in practice, policy, education, politics and regulation that defines the unique

contribution of New Zealand midwifery.

The last twenty years have seen resurgence in midwifery in New Zealand as midwives have
worked to reclaim their professional autonomy and scope of practice in order to promote a
women-centred and midwife-led maternity service. In order to achieve these aims
midwifery needed to move from a workforce to a profession so it could exercise its
professional power to claim its area of expertise — normal pregnancy and childbirth, and
thus identify its point of difference from other professional groups engaged in provision of

maternity services, such as medicine and nursing.

New Zealand midwifery engaged in several key professionalising strategies that have
proved successful in developing midwifery as a recognised profession with a social
mandate to provide autonomous midwifery care to women throughout pregnancy, labour,
birth and the postnatal period. These strategies of partnership, leadership, education and
regulation were integrated in their operation but for the purposes of exploration will be
discussed separately. Underpinning each of these strategies is the philosophical belief that
women should be in control of their own birthing experiences and that in order to facilitate
this, midwifery needs to be control of itself as a profession (Guilliland and Pairman, 1995).
Thus midwifery works to achieve autonomy and self-determination for both childbearing

women and midwives.



The aim of this professional doctorate is to assist midwives to understand what it means to
be part of the midwifery profession in New Zealand through an exploration of key
midwifery professionalising strategies. By examining midwifery partnership, midwifery
leadership, midwifery education, and midwifery regulation this doctorate identifies the
unique characteristics and development of midwifery in New Zealand and critically reflects

on the success and ongoing challenges of its integrated professionalising strategies.

In introducing this doctoral work I will first provide an overview of the thesis and the
ordering of its various parts so as to provide a map for the reader. This is followed by a
discussion of the location of self within this work and explores my interest in the topic and
my relationship with the work through my professional practice. This introduction does not
introduce writers who have influenced the theoretical underpinning to my thinking but they
will be exposed through discussion of the body of work. Part One, the theoretical

framework for the thesis, follows the introduction.

Overview of Thesis

The thesis comprises six parts. Part One provides the theoretical framing for the thesis and
comprises two chapters. Chapter One provides background to the thesis through discussion
of the reasons why New Zealand midwifery sought professional status. It continues with
exploration of notions of profession, professionalisation and professionalism from a
theoretical perspective. Chapter Two draws on this theory in an examination of New
Zealand midwifery’s professional project. This chapter traces New Zealand midwifery’s
shifting professional status; from its limited autonomy in the early part of the 20™ century,
to its loss of professional autonomy as a workforce, to the reinstatement of autonomy and
development as a profession. New Zealand midwifery achieved and consolidated its
professional status through four integrated professionalising strategies. These four
strategies were: partnership relationships with women; leadership through the professional
organisation; education for midwifery autonomy and self-regulation within midwifery
professional frameworks. Together these strategies provide an integrated professional
framework through which midwifery’s philosophical base is aligned with all its
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professional processes. Following Part One are four more parts, each of which looks at a

single professionalising strategy in more depth. The thesis is concluded in Part Six.

Part Two explores Midwifery Partnership as a key philosophy and practice that has enabled
New Zealand midwifery to claim a unique professional identity in partnership with women.
The theoretical framework of Midwifery Partnership (Guilliland & Pairman, 1995)
underpins midwifery at every level in New Zealand. The Midwifery Partnership Model
provides the framework for midwifery’s professional structures, educational structures, and
regulatory structures. Midwifery Partnership operates at the level of the individual
midwife/woman, the professional organisation, the midwifery education programmes, and
the midwifery regulatory authority. Partnership is integrated in every aspect of New

Zealand midwifery’s professional development.

Part Three focuses on the ways in which midwifery’s professional organisation, the New
Zealand College of Midwives, has provided leadership and direction in establishing and

maintaining midwifery as a profession.

Part Four identifies the importance of education as a strategy for creating midwifery’s
professional identity and as a process for the professionalisation of midwives as they join

the profession.

Part Five provides an overview of the recent establishment of the Midwifery Council of
New Zealand as the regulatory authority for midwifery. With the formation of the Council
and the implementation of its regulatory policies and processes, New Zealand midwifery
now has an integrated professional, educational and regulatory framework underpinned by
Midwifery Partnership. This framework provides a basis for the ongoing evolution of

midwifery as a profession in New Zealand.

Part Six concludes the thesis with critical reflection on the success and ongoing challenges

of the various professionalising strategies and argues the centrality of Midwifery



Partnership in shaping and changing midwifery practice in New Zealand. It also speaks to

the original contribution made by this thesis to the body of knowledge that is midwifery.

Parts Two, Three, Four, and Five each comprise a discussion of a key professionalising
strategy in relation to theory of profession, in order to examine how these strategies
influenced the professionalisation of New Zealand midwifery. For each part a portfolio of
individual works follows this discussion. The portfolio pieces provide a variety of
individual works that explore aspects of each strategy. In line with the requirements of a
professional doctorate these individual pieces were written as part of my professional
practice as a doctoral student. Each portfolio is introduced by a foreword that explores the
context and rationale for each of the related portfolio pieces, explaining why they were

written and their location within the body of work.

Several portfolio pieces were the result of research into the historical development of the
New Zealand College of Midwives and the development of midwifery education. This
research involved locating and analysing historical records and verifying the findings and
interpretations of this material with other midwives who also played key roles in these
developments. Another piece reports research undertaken to identify the practice choices
made by graduates of direct entry midwifery education programmes. Several pieces were
written in partnership with midwife-colleagues and one reports research undertaken in
collaboration with a final year midwifery student. Each piece was written in the style
appropriate to its purpose and to the intended audience and this is made explicit in the

foreword to each portfolio.

The intended audience for each piece is midwives and includes midwifery students as well
as practising midwives. The thesis seeks to inform midwives of the context within which
New Zealand midwifery has developed over the last twenty years, including the strategies
employed to attain professional autonomy and create a unique professional identity. While
the audience is primarily New Zealand midwives, the thesis also has relevance for
midwives in other countries, particularly those with an interest in strengthening the

professional status of midwifery in their countries and who may find the New Zealand



experience of benefit. For midwifery to maintain its professional status into the future
midwives need to understand why professionalism is important, what makes New Zealand
midwifery unique, how professional status was achieved, how contextual issues can impact
on professional autonomy and practice, and what key strategies must be protected and
strengthened in order for the profession to survive. This thesis seeks to explain these
various aspects and to challenge midwives to develop further strategies to ensure the

survival of midwifery for women.

Although presented in separate parts this thesis aims to create a unified ‘whole’ through the
Introduction and Parts One and Six. While Parts Two to Five each focus on single
professionalising strategies, Parts One and Six aim to integrate these strategies and present
my exploration of the evolution of the midwifery profession in New Zealand as a single

entity.

As required of the Doctor of Midwifery at University of Technology Sydney, this thesis
focuses on professional issues of concern to midwifery internationally through scholarship
that integrates and applies health policy and leadership with practice. The resulting
portfolio represents a collection of smaller projects around the central theme of midwifery
professionalism and integrates these through the dissertation which “locates the work

theoretically and explores the policy, leadership and international aspects of the work”

(White, 1999, p.25).

The positioning of self within the doctorate

I came to this doctoral work as a feminist woman and a mother, and most of all as a
midwife with a passion for midwifery and a strong belief that it is possible to change the
world (of childbirth and midwifery at least). I believe that childbirth is a fundamental life
process that belongs to women and their families and to communities and of which women
have the right to be in control. Childbirth is life changing and deeply meaningful to women
as they create life, give birth to children, and become mothers. If that experience can be

positive and fulfilling and empowering, then women are strengthened, families are



strengthened, and communities are strengthened. To me, midwifery is about facilitating a
context in which childbirth and new mothering is transformative and empowering for

women.

It is these beliefs that have driven my practice as a midwife for twenty-four years.
However, I did not come to midwifery with these understandings. As the eldest of five I
grew up with a strong sense of responsibility for myself and for others. Several teachers
who were exploring notions of women’s rights and patriarchal structures influenced my
high school years at a single sex school in the early 1970s. I was taught that I could do
anything and was encouraged to attend university. My university years were a privilege I
did not fully appreciate at the time. Those were the years before student fees and student
loans and I could throw myself into a student life that allowed me tremendous freedom to
study subjects of interest with no real thought of a career at the end of it. I entered nursing
after achieving a bachelor’s degree in English literature, mainly because I saw it as
providing a job with which I could travel. I was never happy as a nurse and rebelled against
the hierarchy and task focus that I perceived. It was the final year course in obstetrics that
sparked my interest in midwifery. I was strongly influenced by an enthusiastic and
passionate midwife tutor who excited me with stories of domiciliary midwifery in London
during the depression and I loved the idea of attending women in their homes. Not that I
had any real idea of what this meant then because the only births I saw were in hospital, in
theatres, with the woman under a spot light giving birth (with her legs in stirrups), her
attendants dressed in green with masks and aprons and I was one of a row of students lined
up against the wall to watch. I was appalled by the lack of privacy, yet fascinated by the
process of birth and deeply in awe of the midwives who so competently and calmly

managed everything.

The maternity unit was separate from the main hospital and the midwives seemed to have
so much more autonomy than the nurses with whom I had worked. I was attracted to the
work and to the way they conducted themselves in practice. My determination to become a
midwife was cemented when, on holiday in Auckland (New Zealand’s largest city), I was

invited to attend the homebirth of a couple who were also staying with my friends. This



couple had come to Auckland from a rural area to access one of the few practising
domiciliary midwives at the time, Joan Donley. This was a magical experience and unlike
any birth I had witnessed to that time. It was gentle, quiet, peaceful and joyful. In the
middle of the night there was a warm, softly lit room, a woman and her partner giving birth,
numerous women supporters and this serene and confident midwife quietly facilitating the

birth. That was it. I knew I wanted to be a midwife.

I managed to combine travel with my desire to become a midwife by moving to London to
undertake midwifery training. And it was training. Clinical experience was gained
alongside experienced midwives, mainly in hospital but with some amazing community
and homebirth experiences. Theory was taught one day a week where we had to attend
class in our uniforms. Our training in physiology, clinical skills and routines was solid but
there was little discussion of women’s experiences of birth, women’s wishes, ethics or
evidence-based care. There was, however, huge emphasis on midwifery autonomy and the
knowledge and skills one needed to acquire in order to become a midwife and practise

autonomously.

I graduated with a strong belief that midwives cared for women having normal births on
their own responsibility and thus it was a shock to return to New Zealand in the early 1980s
and find doctors involved in every birth. This was so obviously unnecessary, especially as
it quickly became clear that doctors relied on midwives’ judgements about women’s
progress and when the birth was imminent to enable them to get there in time and that in
most cases they had no additional skill to offer women beyond what the midwife was

already doing.

In the United Kingdom (UK) midwives had a legal right to practise autonomously and saw
themselves as members of an autonomous profession separate to nursing. In New Zealand,
midwifery was seen as a specialty of nursing and most midwives described themselves as
nurses. Only domiciliary midwives had a limited legal right to practise autonomously and
this was tempered with the requirement for a doctor to supervise every birth. My

impression at that time was of a strong midwifery profession in the UK supported by an



identified midwifery education system; and a weak midwifery profession in New Zealand
where both the profession and the education of midwives were completely subsumed by

nursing.

At that time I lacked understanding of the influence of the socio-political contexts on
midwifery practice in both countries and did not understand issues of medical dominance,
power, or institutional hierarchies and the effect of these on autonomy. I was unaware of
any significant challenge to these by the women's health movement or maternity consumer

groups.

I was not exposed to any notion of feminism in my midwifery-training programme in the
United Kingdom. Teaching focused on midwives as autonomous professionals and the
childbearing woman was largely invisible. I didn’t know anything about ‘partnership’ or
‘power sharing’ or ‘women-centred’ care, concepts that later became dear to my heart. I
had a concern for women and cared about their experiences, but I saw those experiences as
within my control as the midwife who ‘managed’ their care, rather than in the women’s
control. I did not understand at that time how the system I was part of took control away

from women.

Returning to New Zealand challenged much of my thinking. For the first time I was
exposed to maternity consumer groups demanding change. Women from Parents Centre (a
consumer organisation) arrived at the hospital in labour with birth plans. Partners
demanded to be present at their children’s births. Women demanded rooming-in and
demand-feeding for their babies. Parents Centre lobbied for more home-like birthing
rooms. Consumers demanded and got an alternative birthing unit within the maternity
hospital in Dunedin (a city in the South Island of New Zealand) that provided for a more
‘natural’ birth. Childbirth activist, Janet Balaskas, visited Dunedin and ran a workshop on
active birthing for midwives and women that promoted upright and active positions for

labour and birth and challenged the way that birth was managed in hospitals.



I loved it all. I began to see things differently and I worked hard to practise in a way that
kept power with the woman and her family. I was the midwife who was always allocated
the ‘alternative life stylers’, the women with the birth plans, the women who wanted to use
the alternative birthing unit, the ‘failed home-birthers’ on transfer to the hospital. I learned
a great deal from those women and from those birthing experiences. I worked with women
who were clear about how they wanted their births to be and I began to understand
childbirth as a women's issue and as an issue of power. I learned that birth could happen
with little intervention from anyone and that the role of the midwife was to support the

woman's wishes in this normal process.

This conviction that birth needed little intervention was strengthened when I joined with
four other midwives to form the Dunedin Domiciliary Midwives Collective in 1988. By
then I was working for Otago Polytechnic (an educational institution in the city of Dunedin)
and teaching nursing students in the obstetric component of their nursing programme.
However, when approached by several women seeking a midwife to provide homebirth
care I joined with some midwifery colleagues to provide a homebirth midwifery service.
Five of us formed the Collective. We all had full-time jobs but by sharing women’s care we
were able to provide domiciliary midwifery services for the increasing number of women
wanting homebirth. We also managed to gain visiting staff status with the Area Health
Board covering Dunedin and the greater Otago region, in order to provide continuity of
care should any of our homebirth clients require transfer to hospital. The Collective was
very successful and we continued to practise together until a full-time midwife was
available to Dunedin women in 1990. Homebirth midwifery taught me much about
autonomy, independence, women-centred care and power sharing; concepts that remain

foundational to my own view of the world and beliefs about midwifery.

These practice experiences informed my political activity and helped shape my personal
vision for midwifery. My political involvement began when I joined the Midwives Section
of the New Zealand Nurses Association (NZNA) in 1984. The focus of the Midwives
Section at that time was to create a separate identity for midwives and to have a voice

within the larger nursing organisation. We also worked to achieve a separate one-year



midwifery programme for nurses and to have the International Confederation of Midwives
Definition of a Midwife accepted by NZNA (see Parts Two and Three of this thesis for
further discussion). This involvement in the Midwives Section enabled me to meet many

midwives around New Zealand who influenced my thinking as a midwife.

The most significant of this group of midwives was Karen Guilliland. I first met Karen in
1986 at a tutor-training course and we immediately connected with each other. We were
both midwives, both working for polytechnics and teaching nurses and both active
members of our local Midwives Section. We both had a passion for midwifery and we
quickly became friends. This friendship has been life changing and it is impossible to
imagine now how my midwifery career would have evolved without my friendship with
Karen. So much of our time together has been wrapped up in midwifery and we have
influenced and shaped each other’s thinking in so many ways. Karen has taught me about
politics, about the ‘big picture’, and about feminist ways of working. Before I had my own
children her patient’s rights background and experiences as a mother brought another
dimension to my understanding of midwifery autonomy and the midwife’s role and we
shared a vision of how midwifery could bring about change for women. This became a

focus for our political activities.

In 1988 Karen and I represented the National Midwives Section at the annual NZNA
conference and insisted on midwifery representation at forthcoming discussions on the
future of midwifery education. We were instrumental in the decision to begin separate one-
year midwifery programmes as an alternative to the existing midwifery option within the

Advanced Diploma of Nursing.

Professionally this was the beginning of my career in midwifery education. Otago and
Southland Polytechnics together were approved to run one of the first one-year programmes
and I played a major role in the development of this curriculum and implementation of the
programme. Midwifery students gained some homebirth experiences with the Dunedin
Domiciliary Midwives Collective until it disbanded in 1990. Then, because there were few

models of autonomous midwifery or continuity of care in existence in Dunedin, I
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established the Otago Polytechnic Independent Midwifery Service (IMS) in 1991 with two
colleagues. The IMS was very successful. It offered continuity of care to women for both
home and hospital birth. Care was either midwife-only or shared with general practitioners.
In most cases, where the woman agreed, a midwifery student would work alongside the

midwife.

The experience of working autonomously as a midwife and providing continuity of care to
women through my work with the Dunedin Domiciliary Midwives Collective and the
Otago Polytechnic Independent Midwifery Service helped me to consolidate my vision of
what a midwifery service should be. I believed that midwives should have their own
caseload of clients and that they should work in small groups of no more than three to
provide continuity of care. I thought that the ideal maternity service was where midwives
would care for women having normal experiences and then collaborate with obstetricians
when women had complications that needed specialist assistance. [ thought that midwives
could provide this type of independent care to women whether they worked in the
community or were employed in hospitals, although I later came to appreciate how much
employment and the institutional context of hospitals undermined autonomous midwifery

practice. This is discussed further in Parts One and Two of this thesis.

Working in midwifery education helped me recognise the importance of education in
shaping midwifery’s identity and developing midwives with a midwifery philosophy and an
understanding of concepts such as autonomy and responsibility. It was consumer activists
such as Judi Strid who helped me realise the importance of direct entry midwifery
education if midwifery was to make a significant difference to the childbirth experiences of
women. Direct entry midwifery education provides a route to midwifery registration that
does not first require a nursing qualification and nursing registration. The establishment of
direct entry midwifery education clearly identified that midwifery and nursing were
separate professions and that it was not necessary to be a nurse before becoming a midwife.
In New Zealand in the 1980s it was mainly women and a few midwives who were
promoting direct entry midwifery education and it was through their efforts that the

majority of midwives later came to support direct entry midwifery education.
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Working alongside women such as Judi with their clear vision of what midwifery could be
was inspirational. So too were midwives like Joan Donley and Karen Guilliland who
provided incredible leadership in both the political activity that led to the 1990 Nurses
Amendment Act and the formation of the New Zealand College of Midwives in 1988/9. As
the Chairperson of the Otago Region through the transition from Midwives Section to
College Region I was privileged to be involved in these activities and I learned a great deal

about working in partnership and what could be achieved through political action.

The opportunity for direct entry midwifery education arose from the 1990 legislative
changes that enabled midwifery autonomy. I was instrumental in developing and
establishing the first Bachelor of Midwifery degree in New Zealand and the first three-year
degree programme world-wide. This gave me the opportunity to combine my ideas on
midwifery practice and education in the development of a curriculum that focused on
women-centred care, midwifery autonomy and partnership. The programme was

commenced in 1992 and continues to this day.

In the years since, I have held a number of positions that have enabled me to play a
significant role in shaping the midwifery profession we have today. I have been a
midwifery educator since 1988, followed Karen as the second President of the New
Zealand College of Midwives from 1992 to 1997, was a midwife member of the Nursing
Council from 1997 to 2000 and was appointed as a member of the first Midwifery Council
in 2003 and voted the inaugural Chair. To these roles I have brought my beliefs and
understandings of midwifery and of childbirth and these beliefs have influenced the way in
which New Zealand midwifery has implemented the professionalising strategies examined

in this doctorate.

This insider view gave me a unique perspective from which to describe and explore the
four key professionalising strategies that I have identified. My consistent involvement in
midwifery’s professional, educational and regulatory developments over the last twenty

years allowed me to draw on extensive personal experience. The challenge was to find
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ways to verify my personal recollections and interpretations. In the portfolio pieces that
describe historical events and relate significant developments I have sought
contemporaneous documentary evidence such as minutes of meetings, letters, records of
phone calls, policy documents, newsletters, newspaper reports, curricula, government
reports, and publications. These have been sourced from my own notes, my own records
and my own documents, as well as archival material held by the New Zealand College of

Midwives, the National Library, the Hocken Library, and the National Archives.

Two of the historical pieces on the College of Midwives were written in partnership with
Karen Guilliland. As President and Director of the College respectively, we worked closely
together in the formation and establishment of the College as the professional organisation
for midwifery. Through writing these pieces together we could fill in different gaps and
challenge each other’s recollections. We clarified and explained our thinking at the time in
order to demonstrate that the College worked from a strategy that took account of the socio-
political context and was both responsive and proactive. We showed our work to other
midwives who were involved at the time such as Norma Campbell, Bronwyn Pelvin and
Glenda Stimpson, to see whether they thought our recollections and our analyses were

accurate and we made changes as a result of their feedback.

One major strategy was the integration of the philosophy of partnership into the practice of
midwifery and the structures and policies of the New Zealand College of Midwives.
Although the College embraced partnership as a philosophy, an ethical stance and a
standard for practice in 1988, it was not until Karen and I co-authored The Midwifery
Partnership: A Model for Practice in 1995 that the notion of partnership began to be
explored fully in midwifery. We developed a model that articulated how the philosophy of
a partnership between a midwife and a woman could be implemented in midwifery
practice. This model has been very influential and now underpins all midwifery curricula
throughout New Zealand influencing both the way that midwifery education programmes

are delivered to students and also the model of midwifery to which students strive.
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Karen and I wrote the Midwifery Partnership Model as part of our course work for a Master
of Arts in Midwifery degree at Victoria University Wellington. For the thesis component of
this degree I carried out research that explored relationships between midwives and women
working in caseloading continuity of midwifery care models (Pairman, 1998a). The results
of this research suggested modifications to the original midwifery partnership model
(Guilliland & Pairman, 1995), presented a revised model and introduced the notion of the

midwife as a ‘professional friend’ (Pairman, 1998a).

Partnership continues to be examined and debated by midwives and women in New
Zealand although Karen’s and my work remains largely unchallenged. Our theoretical work
on midwifery partnership provides a framework for autonomous midwifery practice in New
Zealand. Part Two of this thesis contains a selection of work that further explores
midwifery partnership and includes a piece jointly written by Karen and me that explains

our reflections on the Midwifery Partnership Model ten years on.

In line with my philosophy of partnership, it has been important to write some of the
portfolio pieces in partnership with Karen, particularly those that relate to our strategic
leadership of the New Zealand College of Midwives and our work on the theoretical
framework of Midwifery Partnership. However, this doctorate is my analysis of the
professionalisation of midwifery in New Zealand since 1986 and I draw on the various
portfolio pieces in this analysis of the professionalising strategies we employed. I cannot
separate myself from these events because I shaped them as they shaped me. What I can do,
however, is to try to step back and consider this work critically and pose some challenges

for the midwives who come after us and who will take the profession forward.

This thesis now moves to Part One, which explores midwifery and professionalism. Part
One comprises two chapters. The first examines why New Zealand midwifery needed to
reclaim professional status and then moves to exploration of sociological theory of
profession, professionalisation and professionalism that provides the theoretical framework
for this thesis. The second chapter of Part One draws on this sociological theory in an

exploration of New Zealand midwifery’s professional project, including an overview the
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four professionalising strategies that are further explicated in Parts Two, Three, Four and

Five of this thesis.
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Part One: Theoretical Framework
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Part One: Theoretical Framework

Part One of this thesis provides an extensive exploration of New Zealand midwifery’s
professional project. I use the term ‘professional project’ as Freidson (1983) suggests, not
to explore New Zealand midwifery through a generic notion of profession, but as an
individual, empirical and historical case. Witz (1992) uses the term ‘professional project’ to
establish the concrete and historically bound character of profession. Witz (1992) contends
that the generic concept of profession is gendered but that working with an occupation as a
‘professional project’ opens the way to bringing female professions into view. Professional
projects are strategies of occupational closure that seek to establish control over an area of

work through the use of legalistic and credentialist tactics (Witz, 1992).

Part One comprises two chapters. The first begins this exploration by identifying why New
Zealand midwifery needed to seek professional status. It then moves on to explore
sociological theory of profession with emphasis on Abbott’s (1988) model, ‘system of
professions’ and Witz’s (1992) model of occupational closure as two conceptual models
through which New Zealand midwifery’s professionalising strategies can be explored. The
second chapter draws on this theory and presents an overview of New Zealand midwifery’s
professional project. The four integrated professionalising strategies used by New Zealand
midwifery in its professional project are introduced. Each of these strategies is explored
further through Parts Two, Three, Four and Five with reference to the theoretical

framework presented in Part One.
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Chapter One: Midwifery and professionalism

Introduction

This chapter focuses on professionalism as the integrating theme that runs through this
professional doctorate. I begin by discussing why New Zealand midwifery sought to re-
establish itself as a profession and then move on to discuss some of the existing literature
on professions, professionalisation and professionalism. In particular I explore the work of
Abbott (1998) and Witz (1992) whose respective models of ‘systems of professions’ and
‘occupational closure’ provide useful conceptual models through which to explore New

Zealand midwifery’s professional project.

I will move now to the background to professionalism, in which the reasons for New

Zealand midwifery embarking on this professional project are explored.

Background to professionalism

Midwifery in New Zealand claims to be a profession and contends “the midwife works in
partnership with women, on her own professional responsibility...” (New Zealand College
of Midwives, 2005, p. 4). This claim to professional status is relatively recent for New
Zealand midwifery and was part of midwifery’s response to the threat we faced from total
control by a related discipline, nursing, after the enactment of the 1971 Nurses Act. While
midwifery has been a regulated workforce since 1904, successive changes to legislation
from 1925 onwards, gradually combined midwifery with nursing, until in 1971 the Nurses
Act removed the word ‘midwife’ from the title of the legislation altogether and defined a
midwife as a nurse by stating that, “’Nurse’ or ‘Registered Nurse’ includes ... a registered
midwife” (Nurses Act 1971, Section 2). This Act also removed the right of midwives to
practise independently by making it an offence to carry out “obstetric nursing in any case
where a medical practitioner has not undertaken responsibility for the care of the patient”
(Nurses Act 1971, Section 52 .1). Although there were only a few domiciliary midwives

practising independently by 1971, this requirement for a medical practitioner to be
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responsible for the care of all pregnant women brought to an end the right of midwives to

limited autonomy in midwifery practice that had existed in law since 1904 (Donley, 1986).

Further restrictions and controls to midwifery practice were made through the 1983
Amendment to the Nurses Act 1977 when, amongst other things, direct entry trained
midwives were denied the right to practise in the community as domiciliary midwives and
Medical Officers of Health were given increased powers to suspend domiciliary midwives
on suspicion of unhygienic practices (Donley, 1986). This focus on restricting domiciliary
midwifery in particular reflected the maternity service context in the early 1980s in which
consumer activists were demanding more family-centred maternity services and the
medical specialty of obstetrics was attempting to establish its dominance within maternity
services. Various strategies were used by obstetrics to counter the concerns of maternity
consumers and to bring domiciliary midwives under the control of obstetricians. These
included: influencing policy that attempted to make maternity hospitals so appealing that
women would not choose homebirths; and establishing an all encompassing set of ‘risk
factors’ to determine which women must be referred to obstetricians during pregnancy and
birth (Board of Health, 1979, 1982; Bonham, 1983). Nurses and some midwives supported
these strategies by developing policy that would set standards for domiciliary midwives and
establish a monitoring role for nursing and obstetrics over domiciliary midwifery practice

(NZNA, 1981; National Midwives Section cited in NZNA 1981).

Alongside the legislative loss of midwifery autonomy and these subsequent attempts to
control domiciliary midwifery practice, midwives feared further erosion to their
professional identity when midwifery education was downgraded. Hospital-based
midwifery programmes were closed and replaced by specialist components within
advanced nursing programmes located in tertiary educational organisations (Pairman,
2002). The new courses were inadequate for the preparation of midwives and led to a
drastic decrease in the numbers of midwives training in New Zealand (Donley, 1986;

NZNA, 1987).
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It was a combination of these factors that persuaded hospital and domiciliary midwives to
put aside their philosophical differences and unite in a political campaign to reclaim their
identity as an occupation that was separate to nursing. Using the democratic processes of
the professional organisation for nurses and midwives, the New Zealand Nurses
Association (NZNA), midwives, through the National Midwives Section of NZNA
succeeded in changing NZNA policy to support separate midwifery programmes and to
accept the International Confederation of Midwives’ Definition of a Midwife as a ‘person’
rather than a ‘nurse’ (NZNA, 1987; NZNA, 1989). Further detail about these political

activities is provided in Part Four.

While midwives were actively working to reclaim their separate identity and improve
midwifery education, maternity consumers were protesting about lack of control for women
and families, increased medical and technological intervention, and lack of choice for
women in the maternity services. They identified the threat to midwifery of inadequate
education and lack of professional autonomy. Without well-educated and autonomous
midwives, women feared they would have no chance of reclaiming birth as a natural
process over which they had some control and could make their own decisions. Maternity
consumer groups such as Parents Centre New Zealand, Home Birth Association, Save the
Midwives, and the Direct Entry Midwifery Taskforce actively campaigned for changes to
midwifery education that would produce a midwife capable of working within the full
scope of midwifery practice and supporting women to have the birth experiences they
sought (Strid, 1987; Dobbie, 1990; Kedgley, 1996). As the President of Parents Centre said
in 1983:

The dying out of midwifery in New Zealand could change the face of obstetrics
irrevocably. The rate of intervention in birth would soar. We too could have a 20%
caesarian rate. We too could have routine scans, episiotomies, fetal monitors,
inductions. We need midwives. OQur babies need midwives. The doctors need
midwives. The whole health system needs midwives. (Thompson cited in Dobbie,
1990, p.126).

It was a certain type of midwife that women were seeking and many believed that the only
way to achieve this was through re-establishing direct entry midwifery education, so that

women could be educationally prepared for midwifery without first completing a nursing
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qualification. As Judi Strid, Coordinator of Save the Midwives and the Direct Entry
Midwifery Taskforce said;

We need to more actively promote the midwife as a positive presence who focuses
on the childbearing woman and her baby with the knowledge and skill required, but
with a sensitivity and respect for the individuality and uniqueness of each woman
and her choices for birthing (Strid, 1987, p.15).

Thus the objectives of midwives and women were complementary. Women wanted to
regain control over their childbirth experiences and believed that midwives were the ones to
help them. Midwives sought to regain their identity as midwives rather than nurses and
control over their midwifery practice. In 1986 the Midwives Section formally joined with
the Direct Entry Midwifery Taskforce to work towards direct entry midwifery education,
and encouraged midwives to join local maternity consumer groups to raise awareness of the
role midwives could play in achieving women-centred maternity services and to widen the
consumer support base. This grouping of the Midwives Section and maternity consumer
organisations developed a strategy for change. They agreed to work together to first achieve
midwifery autonomy and improve midwifery education for nurses and then to work

together for direct entry midwifery education.

The detail of this successful political campaign has been discussed elsewhere (Donley,
1989; Guilliland, 1989; Pairman, 1998a; Pairman and Guilliland, forthcoming) and it led to
the enactment of the Nurses Amendment Act 1990. This legislation reinstated midwifery

autonomy by requiring a doctor and/or a midwife to care for women during childbirth and it

established a route for direct entry midwifery education through the provisions of the
experimental programmes clause. It also provided a place for a midwife nominee from the
newly formed New Zealand College of Midwives (NZCOM) on the Nursing Council of
New Zealand (the regulatory authority for nurses and midwives until 2003), thus
recognising NZCOM as the professional organisation representing midwifery. In order to
make midwifery autonomy possible in practice a number of other pieces of legislation were
amended. These changes included a role for NZCOM in negotiating the Maternity Benefit
Schedule; admission rights to maternity facilities for midwives and their clients; rights to

claim maternity benefits and pharmaceutical benefits and access laboratory diagnostic
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services; and rights to prescribe drugs during pregnancy, birth and the postnatal period,

including the controlled drug, Pethidine Hydrochloride.

Thus by 1990 midwifery had established its own professional organisation, the New
Zealand College of Midwives, and gained a social mandate for autonomous midwifery
practice through the 1990 Amendment to the Nurses Act 1977. This was a remarkable
achievement in such a short space of time. However, the maternity service context for
practice was still dominated by medical and institutional control. The majority of women
gave birth in hospital under medical care and the majority of midwives were employed in
maternity hospitals, working eight-hour shifts within hierarchical nursing structures and
under medical supervision. What did the legislative right to midwifery autonomy mean to
this workforce? How was midwifery going to shape itself into a profession with something
unique to offer women and distinguish it from nursing and medicine? Before 1 explore
these questions I will examine some of the definitions and theory of professions and how

they work.

Professions, professionalisation and professionalism

In this section I will look specifically at what has been said about professions,
professionalisation and professionalism. In so doing I will explore a variety of sociological

literature to provide definitions of these terms and discuss various theoretical perspectives.

Definitions

There is an abundance of literature about professions: how they work, how they develop,
what characteristics they have, and whether certain occupational groups can claim to be
professions or not. Profession is a sociological concept that has been widely debated since
the early 20" century and its evolution cannot be understood without reference to the socio-
political context within which changes to the meaning of profession have occurred. A
single definition of profession is difficult to find as definitions reflect varying perspectives
on the essential elements, which are intrinsically tied to notions of professionalisation and
professionalism. Freidson (1994, p.16) contends that the problem with definition is created
by attempting to treat profession “as if it were a generic rather than a changing historic
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concept, with particular roots in an industrialised nation strongly influenced by Anglo-
American institutions. Nevertheless he does identify ‘profession’ as synonymous with
‘occupation’ on the basis that it refers to specialised work for which one is rewarded and
gains a living. However, professions do a particular kind of work that is discretionary in
nature, valued by society and requires theoretical knowledge and skill that ordinary people
do not have (Freidson, 1994). Cruess, Cruess, & Johnston provide a summary of the
characteristics of modern professions that then need to be considered separately in relation
to professionalisation.

First, as professions hold specialised knowledge not easily understood by the
average citizen, they are given monopoly over its use and are responsible for its
teaching. Second, this knowledge is used in the service of individual patients and
society in an altruistic fashion. Third, the inaccessible nature of the knowledge and
the commitment to altruism are the justification for the profession’s autonomy to
establish and maintain standards of practice and self-regulation to assure quality.
Fourth, professionals are responsible for the integrity of their knowledge base, its
expansion through research, and for ensuring the highest standards for its use.
(Cruess, Cruess & Johnston, 2000, p.157)

Professionalisation is the process by which occupations become or seek to become
recognised as professions, while professionalism involves internalisation of the
profession’s values and practices by its members. This includes commitment to the
profession and its values as well as dedication to providing skilled and knowledgeable care
(Jarvis, 1983). Professionalism develops through the required period of training to acquire
knowledge and skill and the commitment to the profession’s work becomes a central life-
interest that provides its own intrinsic rewards (Freidson, 1994). Because professionals
develop this commitment to the work and believe in its value to society, they are concerned
with extending and refining it through research and continuing education (Jarvis, 1983,
Freidson, 1994). In addition, a trusting relationship must exist between a professional and a
client. Professional work is sufficiently complex as to make it difficult for clients to
evaluate accurately and they must be able to trust the professional and expect to have that
trust honoured. The client’s needs must come above the professional’s need to earn a living

(Freidson, 1994).
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Theoretical perspectives of profession and professionalisation

‘Traditional’ approaches

Nineteenth century notions of profession reflected the rigid social hierarchies of the
Victorian era where the privileged classes could enter the medieval universities that created
the professions of law, medicine and clergy (Abbott & Wallace, 1990). These three
professions were labelled by Elliot as ‘status professions’ to distinguish them from
‘occupational professions’ that later developed (Elliot, 1972). While medicine, law and the
clergy were considered high status professions; nursing, social work and teaching were
labelled as semi-professions because their work was perceived to be more ‘supervised’ and
‘applied’ than the more autonomous work of the established professions (Etzioni, 1969;
Abbott & Wallace, 1990; Hoyle, 2001). High status professions were identified as more
difficult to enter, whereas lower status professions were more accessible (Etzioni, 1969).
These status professions continue to provide a model against which other claims to
professional status are measured, although their status is being challenged by a variety of

social, political and economic influences that will be discussed later.

The 19" century professions were characterised by: monopolisation of specific expertise
and knowledge; collegial organisation that also served to erect social boundaries and
control entry to the profession through formal education and examination; and an ideology
of public service and altruism expressed through enforced codes of behaviour (Abbott,
1988; Abbott & Wallace, 1990; Broadbent, Dietrich & Roberts, 1997). These concepts of
profession were developed though a body of literature known as the taxonomic approach
(Dietrich & Roberts, 1997), which asserts that professions are a special category of
occupations that possess unique distinguishing attributes. A number of traits were identified
including possession of specialised skills, requirement for intellectual and practical training
and establishment of a professional body through which members accepted collective

responsibility for maintaining the integrity of the profession (Dietrich & Roberts, 1997).
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Within the taxonomic approach professionalisation was seen as a natural process or
sequence in which occupations: establish training schools or specific programmes within
universities; form a professional association to define the core tasks of the occupation and
establish an area of exclusive competence; seek legal protection of the job territory and
self-regulation through licensing and certification; publish a formal code of ethics; and both
limit entrance to the profession and control the behaviour of members, whilst reassuring the

public that the profession will serve its needs (Jarvis, 1983; Abbott, 1988).

A central criticism of this taxonomic view is that it provides description but not analysis
and takes no account of inequalities in power distributions between professionals and
consumers of professional services (Abbott, 1988; Dietrich & Roberts, 1997). Functionalist
sociologists saw the relationship between the professions and society as an exchange:
professional expertise was exchanged for autonomy, status and economic reward. Highly
qualified and motivated people were attracted to professions in order to access these
privileges and through their skills high standards of professional practice were maintained

(Dietrich & Roberts, 1997).

The ‘power’ approach

From the 1960s this established concept of professionalisation was challenged and reshaped
by sociologists working from a power approach (Abbott, 1988). Elliott Freidson, from his
examination of medicine as a profession, asserted “a profession is distinct from other
occupations in that it has been given the right to control its own work (Freidson, 1970,
p-71). This technical autonomy, however, is not absolute and professions ultimately depend
on the power of the state for protection. The privileged position of a profession is thus
“secured by the political and economic influence of the elite which sponsors it (Freidson,
1970, p.73). Freidson (1986) argued that the cognitive and normative characteristics of a
profession were important, not because they defined profession, but because they were used
to persuade outside elite sponsors or political authorities to support a profession’s claim to
monopoly over certain aspects of the labour market. Thus no precise definition of
profession can be made, because profession is merely a title claimed by certain occupations

at certain points in time (Freidson, 1994).
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Another theorist from the power paradigm was Terence Johnson. Johnson (1972) defined
profession as a method of controlling work, whereby an occupation exercises control over
its work rather than individuals or an agency mediating between occupation and consumer
and he emphasised the power of the political process in establishing this control. Johnson,
therefore, concentrated on the relationship between profession and state, which he saw as

simultaneously hostile and interdependent.

The important distinction in the work of power theorists like Freidson (1970, 1986, 1994)
and Johnson (1972) was that they emphasised the ideologic nature of professional claims,
their unjustified privilege and monopoly and the way that authority is created and exercised
over clients. Ideology is inherent in the status of profession because cognitive and
normative elements are used ideologically in the struggle to achieve professional status, and
once reached, this position allows the profession to define and construct particular areas of
social reality on the basis of the conferred validity of their expertise (Larson, 1977). Indeed
a profession is entitled to define the standards by which its superior competence is judged.
Larson contends that professional autonomy insulates professions and that they live<ns1:XMLFault xmlns:ns1="http://cxf.apache.org/bindings/xformat"><ns1:faultstring xmlns:ns1="http://cxf.apache.org/bindings/xformat">java.lang.OutOfMemoryError: Java heap space</ns1:faultstring></ns1:XMLFault>