
 

 

http://researchspace.auckland.ac.nz
 

ResearchSpace@Auckland 
 

Copyright Statement 
 
The digital copy of this thesis is protected by the Copyright Act 1994 (New 
Zealand).  
 
This thesis may be consulted by you, provided you comply with the 
provisions of the Act and the following conditions of use: 
 

• Any use you make of these documents or images must be for 
research or private study purposes only, and you may not make 
them available to any other person. 

• Authors control the copyright of their thesis. You will recognise the 
author's right to be identified as the author of this thesis, and due 
acknowledgement will be made to the author where appropriate. 

• You will obtain the author's permission before publishing any 
material from their thesis. 

 
To request permissions please use the Feedback form on our webpage. 
http://researchspace.auckland.ac.nz/feedback
 

General copyright and disclaimer 
 
In addition to the above conditions, authors give their consent for the 
digital copy of their work to be used subject to the conditions specified on 
the Library Thesis Consent Form. 

http://researchspace.auckland.ac.nz/feedback
http://www.library.auckland.ac.nz/instruct/thesisconsent.pdf


MIDWIFERY AND MATBRNITY SERVICES IN TRANSITION:

AN EXAMINATION OF CIIANGE

FOLLOWING

THE NURSES AMENDMENT ACT 1990

'.r"41

"-,'lI

SALLY ABEL

A thesis submitted in fulfilment of the requirements for the degree of
Doctor of Philosophy

in Anthropology
University of Auckland

April 1997





ABSTRACT

Theiy'arses Amenfunent Act 1990 enabled midwives in New ZeaJand/Aotearoa to care
for women throughout normal childbirth on their own responsibility, without the
supervision of a medical practitioner, as had previously been the case. The Act brought
about significant changes to midwives' scope of practice, pay and status which had
important implications for women's care, midwifery, the relationship between midwifery
and medicine and the structure ofmaternity services. Three years after the passage of the
Act, in July 1993, major restructuring of the health system along market principles
began. From this time, consultation began for new maternity services arrangements,
which fitted within the philosophy and structure of the new health system and which
aimed to rectify some ofthe perceived problems resulting from the initial implementation
of the 1990 Act. The consultation process was to take three years.

This thesis describes and critically analyses changes to midwifery and maternity services,
particularly in the greater Auckland region, in the six years from the passage of the
Nurses Amendment Act in August 1990 until the official introduction of the new
maternity structure in July 1996. This was a period in which midwifery was establishing
itself in a medically-dominated domain while, simultaneously, a significant ideological
shift was occurring in the philosophy and structure of the health system. Using an

ethnographic approactq which included extensive key informant interviews and
participant observation at a range of meetings over a period of three yearsl I investigated
in depth both the process of change and the relations of power between interest groups
(consumer representatives, midwifery, medicine, hospital managers and regional health
authorities) within local and national maternity services arenas. These findings were
analysed using Foucault's later work on power and his concept of governmentality.

A range of factors, including some of the trends occurring within the public sector,
weakened the medical profession's control of normal childbirth and facilitated
midwifery's entry as a competing provider of maternity care. Strategies used by
midwifery representatives to maintain and develop the occupation's autonomous status
were often effective, albeit constantly challenged. Despite ongoing conflict and some
polarisation between medicine and midwifery, in general, relations of power between the
various interest groups in both local and national settings were found to be complex and
contestable with unstable alliances forming around particular issues. However, the
fluidity of these power relations and the gains made by midwifery operated within
constraints imposed by the influence of neoJiberal policies on the development of the
new maternity structure. This gave the government's agents, the regional health
authorities, the controlling influence on maternity services policy. Although the
professed aim ofthe new structure was a more women-centred service, there were limits
to consumer influence on maternity services policy and fiscal imperatives took
precedence over some conzumer interests.

KEYWORDS: Mdwifery; Maternity Services; Nurses Amendment Act 1990; Health
Reforms; Power; Foucault; Professions; New Zealand; Aotearo a.
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CHAPTER 1:

INTRODUCTION

This thesis examines changes within midwifery and maternity services in New

Zealand/Aotearoa in the six years from the passage of the Nurses Amendrnent Act n
August 1990 until the official introduction of a new maternity structure in July 1996.

This was a period of considerable change and uncertainty for those involved in maternity

services. Not since the 1930s, when the welfare state and free health care were

introduced had these services undergone such change. The change was precipitated by

the passage ofthe.l/nrses Amendrnent Act 1990, which changed midwives' legal status,

enabling them to care for women throughout normal childbirth on their own

responsibility, without the supervision of a medical practitioner as had previously been

the case. The implementation of the Act resulted in significant changes to midwives'

scope ofpractice, pay and status; to women's choices in childbirth; and to midwifery's

relationships with both medicine and the state. Three years later, in July 1993, major

restructuring ofthe health system along market principles begaq marking a significant

shift in the ideology of health care provision in this country. Although the maternity

services component of the restructuring was not officially introduced until July 1996, a

national consultation process to develop new maternity arrangements, which were

conducive with the new health systerq was commenced in late 1993. Controversies

throughout the development of these new arrangements, coupled with changes taking

place within the general health system, brought about important changes to the context

in which the 1990 Act was further implemented.

In this introductory chapter I briefly outline the politics of childbirth in New

Zealandlhotearoa prior to the 1990 Act, focusing particularly on women's

dissatisfactions with maternity services at that time. These concerns were shared by

women in both Australia and Britain- where materniw services were similar to those in
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New ZealandlAotearo4 and these are discussed along with an outline of the services in

these countries. Mdwifery and maternity services in Sweden and the Netherlands are

then outlined to provide an interesting contrast to those in the former countries and

becausg prior to the 1990 Act, New Zealandwomen often presented the Netherlands'

case, in particular, as a model to which this country might aspire. This is followed by a

brief synopsis ofthe issues arising within maternity services after the passage of the Act

and during the initial health system restructuring. I then detail the general and specific

aims ofthis thesis and introduce each of the subsequent chapters.

The politics of childbirth, within both New Zealand/Aotearoa and some other

Western nations (such as Australia and Britain), have been vehemently debated from the

mid 1970s when women began challenging the increasing medicalisation of the birth

process and the centralisation of maternity services into medically-dominated hospitals.

Much has been written from a feminist perspective challenging the control of childbirth

by the male-dominated medical profession and arguing for the reinstatement of the

autonomous midwife as the primary provider of normal childbirth services (e.g., Daly-

Peoples l977;Ehreweich and English 1973;Fairhall 1990; oakley 1980; oakley 1984;

Russell 1990; Trainor 1985; Washington 1986).

Within New Zealandl Aotearo4 the women's health lobby was particularly active

around childbirth issues, demanding that birth be considered a normal physiological

process rather than a medical event, that maternity care be more women-centred and that

midwives play a greater role in the provision of services. Although in the early part of
this century most births took place at home or in small birthing centres under the

supervision of a midwife, from the mid 1920s they increasingly took place in hospitals

and increasingly came under the control of doctors @onley 1986; McNaughtan 1989;

Mein Smith 1986; Parkes l99l). The i{zrses Act l97l made it illegal for midwives to

take primary responsibility for the care of women throughout pregnancy and childbirth

and, forthe first time, referred to midwifery practice as obstetric nursing, indicating that

midwifery was now considered a branch of nursing and, therefore, firmly under the

control and supervision ofthe medical specialty of obstetrics. From then, until 1990, only

a medical practitioner could take primary responsibility for the care of women during
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pregnancy and childbirth. Midwives continued to play an important role in maternity

service provision undertaking much of the care during labour/birth and the postnatal

period. However, in the hospital setting at least, they were invisible in their role of

obstetric nurse.

During this period maternity care, in particular midwifery care, within hospitals

was very fragmented. A pregnant woman's passage through the maternity care system

usually involved her coming into contact with a range of caregivers. During labour and

birth the main caregiving role was taken on by a hospital midwife whom the woman

would not have previously met. Although the doctor was ultimately responsible for her

care, s/he was usually only present for some of the labour and at the birth. In the

postnatal period midwives undertook the vast majority of the care and there was little

input from the doctor unless medical complications arose. Women were cared for a by

a range of midwives and a corlmon complaint voiced by women about postnatal care

during this period was the conflicting advice glven to them (Kilgour 1990).

Continuity ofmidwifery care was only possible if women had a home birth and

for some women this was an important reason for choosing this option (Abel and Kearns

l99l). However, home birth was strongly discouraged by the medical profession @arnes

1989) and, although the numbers of women choosing this option increased throughout

the 1980s, in 1990 less than ZYo of the approximately 60,000 births taking place

nationally took place at home (Auckland Home Birth Association 1991: l8-19; Statistics

New Zealand 1994:14).

Thewomen's health lobby, demanding better and increased options for women

during childbitttr, arose in the 1970s in response to women's limited choice of attending

practitioner, birth setting and type of birth. The driving force of this movement was the

HomeBirth Association. By 1988 women's concerns about, and recommendations for,

maternity services were officially acknowledged in a government report on women's

health in New Zealand/Aoteaf,o4 which was based on wide consultation with women

throughout the country. Women reported concern about the increasing medicalisation

ofthe birth process through medical interventions, the routine use of technologies and

the closure of small maternity hospitals. They expressed a need for better choices in
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childbirth services and midwives were considered key players in providing women with
alternatives (Women's Health Committee I 9S8 :3 I ).

Many of New Zealand women's concerns about, and recommendations for,

maternity services were echoed in both Australia and Britain, countries whose maternity

services were very similar to those in New Zealand/Aotearoa in that they had become

increasingly centralised into obstetrician-run hospitals in which midwives were

zubordinate to doctors. Australian midwives were not legally entitled to care for women

on their own responsibility and there was strong medical influence over midwifery

practice (Sweet 1994). British midwives, although in theory autonomous, were also

constrained in their practice by a centralised medically-dominated maternity service

@enoit l99l).

h Alrstrali4 women's increasing dissatisfaction with maternity services prompted

a number of state and federal reports. Recommendations included: increasing choices for
v/omen, greater consideration given to alternative birth approaches (non-medicalised

approaches to birth) and home birth; and increasing the role of midwives in normal

childbirth (Sweet 1994).In 1991 a national expert panel was established to examine and

make recommendations on iszues arising in maternity services. The final report (National

Health and Medical Research Council 1996) made a number of recommendations,

including the establishment of birthing centres in which midwives played a major role as

caregiver. However, these units were to be attached to obstetrician-run maternity

hospitals and midwifery care was ultimately to be supervised by an obstetrician.

Although changes had occurred in maternity services and new initiatives had extended

the role ofmidwives in some circumstances (Sweet 1994), in general, by the mid 1990s,

Australian maternity services continued to be centralised and midwifery continued to be

medically dominated.

British women were also vocal about dissatisfactions with their maternity

services and these were highlighted in government reports in the early 1990s .ln 1992,

a House of Commons Health Select Committee report on maternity services in England

and Wales, known as the Winterton Report, strongly recommended the demedicalisation

of childbirth, women's ability to choose their place of birth, including home or small
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*"-ttr*
of midwifery care wr$ considered a key facet, as was the ability for midwives to take full

responsibility for women t}roughout the childbirth process (I{MSO 1992). Because this

report was considered'odriven by consumer and radical midwife demands" (Cooke

1994:364), the govemment commissioned an Expert Maternity Group to further review

maternity services policy. However, this group's report, known as the Cumberlege

Report, maintained a strong focus on a women-centred service, a shift towards more

community based care, continuity of midwifery care and the full use of midwives' skills

@epartment of Health [uK] 1993). Similar consumer concerns were also reported in

a conc-urrent review of Scottish maternity services, which were administered separately

from those in England and Wales (The Scottish Office, Home and Health Department

lee3).

Although, theoretically, British midwives were autonomous practitioners, by the

end of the 1980s the extent of their autonomy and their occupational standing had

diminished compared to what it had been a few decades before when midwifery-staffed

maternity units were common. The clozure of many small hospitals and the centralisation

of maternity senrices, a feature of the rationalisation of the health services throughout

the 1980s, enabled increased medical control of maternity care and midwifery @enoit

1991:32-5). Mdwives were legally entitled to practise independently, but if they did so

they were not paid by the state and had to charge women. This meant that the vast

majority of midwives were employed by hospitals which were largely obstetrician-

dominated. The occupation was regulated by the medical profession, which had a strong

influence over legislation and state interventions pertaining to maternity care which

restricted midwifery practice (van Teijlinger and van ger Hulst 1995).

By contrast, maternity care in both Sweden and the Netherlands, countries whose

maternity care systems were decentralised and had a strong midwifery focus, enjoyed

high levels of support from women in the early 1990s (McKay 1993). In Sweden"

maternity services were decentralised into small local mothercare centres which were

managed and run by midwives. Midwives were employed by the state but were

autonomous practitioners with high occupational standing and had collaborative
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relationships with other health professionals. Two further tiers existed in the Swedish

maternity care system (the second involving a general practitioner and the third an

obstetrician), but women's admission to them was mediated by the midwife. Such

midwifery and community-based care yielded high levels of satisfaction from Swedish

women and the country had one of the world's lowest perinatal mortality rates @enoit
l99l; McKay 1993).

The Netherlands' maternity care system was renowned for its active promotion

and relatively high level of home births (34%in 1993), which were attended primarily

by midwives who were assisted by a maternity home care assistant. Mdwives were

autonomous practitioners whose education involved a three year direct entry education

programme. They were not employed by state health institutions but, rather, were

independent practitioners entitled to reimbursement fiom the state for services rendered.

Unlike the situation in Britain, state intervention in the Netherlands supported rather than

restricted midwifery autonomy. State professional regulation and payment systems

required that general practitioners not be reimbursed for care given in an area within

which a midwife practised and obstetricians were not reimbursed for women who were

classified as low risk. This meant that Dutch midwives had jurisdiction over the care of
low risk women (McKay 1993; van Teijlingen and van der Hulst 1995).

In New Zealand/Aotearoa in the 1980s women's health activists often held up

Sweden and, particularly, the Netherlands as examples of successful midwifery-based

maternity services. The Netherlands' high home birth percentage and low perinatal

mortality rate were used as evidence that home birth was a safe and viable option.

The choices available to New Zealandwomen during pregnancy and childbirth

and the role ofthe midwife were to change substantially with the passage of the Nurses

Amendnent Act 1990. The Act heralded a new phase in maternity service provision. It
enabled midwives to care for women during the antenatal, intrapartum and postnatal

periods of normal childbirth on their own responsibility. It also enabled them to set up

in independent practicg taking on their own clients whom they could attend at home or

in hospital. Independent midwives became entitled to payment for such services on a fee-

for-service basis through the state at the same rate as GPs, thus achieving pay parity with

6
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their medical colleagues. Through increasing the scope of midwifery practice, the range

of options available to women for care throughout the childbirth process was increased.

In particular, it enabled women to have greater choice in terms of practitioner, place of

birth, and model of care (midwifery or medical) and enabled greater continuity of

midwifery care (Coco 1993; Department of Health 1992a:2). Since independent

midwives were paid by the state, this occurred at no extra cost to women. The 1990 Act

also approved the establishment of experimental direct entry midwifery education

progranrmes, thereby removing the prior requirement that all midwives also be nurses.

In effect, it enabled midwives to be autonomous practitioners and created the conditions

for midwifery as an occupation to move out from under the umbrella of nursing and the

supervision of medicine.

Despite the gains for midwives and women from the Narses Amendment Act

1990, however, the early years following its passage were characterised by conflict and

confusion. Changes in the roles and responsibilities of midwives intensified the

longstanding struggle between doctors and midwives for control of normal childbirth.

There was confusion about the parameters of clinical responsibility for each occupational

gloup and weaknesses were revealed in the mechanisms in place to ensure occupational

accountabilrty and review standards of practice @epartment of Health 1992a). In

addition, considerable public attention was given to the increase in maternity services

e4penditure following the Act and there were claims of a 'budget blow-out'. All of these

iszues became areas to consider when, three years after the passage of the 1990 Act, the

National government initiated major restructuring of the health system and the

consultation process for a new maternity structure began (Coopers and Lybrand 1993).

The health system restructuring was based on the Health and Disability Services

Act 1993, which came into effect in July that year. The restructuring was similar to that

undertaken by other Western nations facing crises in their health care systems. It arose

out of significant problems within the actual health system as well as new perspectives

internationally on the management of health care. A 1990 health policy research study

of health care systems in the U.S., Canadq Swedeq the Netherlands, West Germany and
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Britain demonstrated that policy makers in all countries found their health systems

inefficient and unresponsive to consumer need and recommended managed competition -

improvements in management and increased competition as an incentive for budget-

saving. However, relative to Sweden and Britain, the countries whose health systems

most resembled that of New Zealand/Aotearoa, the implementation of change in this

country was more rapid and of a far more radical nature (Fougere l99z).

The new health system was based on a market model of health care, with a

purchaser/provider split, like that introduced in the United Kingdom in 1989 (Ham

1992). Four regional health authorities (RHAs) became the purchasers of services in

their regions which were providetby 22 state-owned Crown health enterprises (CtIEs),

independent practitionerg community trusts and voluntary organisations. Features of the

new system included competitive provider contracting and provider budget-holding.

Maternity services were to be restructured along these same lines. However, it was to

take almost three years of protracted consultation before the new maternity structure

was introduced in July 1996. The process of consultation took considerably longer than

expected and was punctuated by contention over points of difference between the

various interest groups. At the same time, the general health system restructuring was

taking place amidst both practitioner and public criticism of the direction taken @owie

and Shirley 1994:308). Both of these factors created a climate of strife and uncertaintv

for the ongoing implementation of the Nurses Amendment Act 1990.

The six year period from the passage of the Nurses Amendment Act 1990 until

the implementation of the new maternity structure was a time in which traditional

maternity service structures and relationships were upset and constantly redefined.

Moreover, relationships were complex and changeable between key interest groups

(women's health advocates; midwives; doctors; CFIE managers; and the state's

representatives, officials from the RHAs and the Mnistry of Health). Several

examinations of power relations in New Zealand/Aotearoa's maternity services have

focused in a somewhat dualistic manner on the power struggle between doctors and

midwives for control of normal childbirth (e.g., Trainor 1985; Washington 1986). The

six year period of change being examined in this thesis, however, was characterised by
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complex and even contradictory relationships between and within interest groups. The

introduction of economic, social and health policies based on neo-liberalism and market

principles, after decades of policies which supported and strengthened the welfare state,

marked a dramatic change in direction for health service provision. The context was one

of shifting imperativeg which interest groups had to constantly negotiate. The situation

became an interesting case study of a process of significant structural change throughout

which power was exercised in complex ways. It is these issues that I examine in this

thesis.

The aim of the thesis is to describe and critically analyse the process of change

to maternity services, particularly in the greater Auckland region, in the six years from

the passage of the Nurses Amendrnent Act in August 1990 until the official

implementation ofthe new maternity structure in July 1996. The changes brought about

by the 1990 Act and how these impacted on, and were in turn affected by, the general

health system restnrcturing and the consultation for the new maternity arrangements are

examined. Although the implementation of the new maternity arrangements was

followed by a boycott by general practitioners, who had major objections to some

aspects, and further conzultation occurred after July 1996, this project is limited to the

period immediately prior to the introduction of the new maternity structure. To examine

changes in maternity services beyond this date would have required examining the

implementation of a very different stnrcturg another large and complex field of research.

A specific focus of the thesis is the examination of relations of power between

interest groups within local and national maternity services arenas as midwifery, a new

and competing occupational group with expertise in normal childbith, positioned itself

in what had historically been a medically dominated domain while, simultaneously, a

significant ideological shift was occurring in the philosophy and structure ofthe health

system. I examine the process of change and the exercise of power throughout several

aspects ofthe maternity services: the lead-up to and passage of the 1990 Act (to provide

an historical context for the project); the implementation of the Act within the Auckland

region; the national consultation process for the new maternity arrangements; and

midwifery's professional development following the Act. In analysing these sites of

9
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change and power, I moved beyond the traditional literature on power in health policy

development and implementation to a broader explanatory model based on the work of
Foucault.

The large bodies of academic work on the sociology of the professions and

policy implementation inform this work but, ultimately, these areas are sub-themes. An

analysis ofthe regulation ofmidwifery in New Zealand/Aotearoa up until 1990 has been

undertaken by Papps (1992) and Papps and Olssen (1997), while Tully (n.d.) is currently

iszues ofprofessionalism using midwifery since the 1990 Act as a case study.

An analysis of the implementation of the health qystem restructuring from a policy

implementation perspective has recently been undertaken by Finlayson (1996).

In the next two chapters I begin by describing the methodology and theory I
used. Chapter 2 provides an overview of my philosophy of method, including how this

can be located within my discipline ofanthropolory. It explains the eclectic nature of my

research approach and its basic assumption that this work is my (necessarily partial)

interpretation of events and processes. In addition, the methods used to gather

information are described, along with some of the more interesting issues I confronted

throughout the research process.

In order to theorise the relations ofpower and the historical processes occurring

within maternity services, I explored a range of theories on power in health policy

development and implementation before turning to the work of Foucault. Initially I
resisted using a Foucauldian analysis because of its association wi'th the

poststructuralisVpostmodern endeavour, about which I had some general concerns.

Fraser and Nicholson (1990) have highlighted some of the tensions between postmodern

and feminist objectives and a number of writers have questioned the relevance of a
poststructuralist/postmodern analysis of policy. Walby (1992) questioned the usefulness

of a postmodern analysis of policy, since its emphasis was on fiagmentation, difference

and plurality at the expense of generalising principles or general categories of analysis,

such as class, gender or race. Burman (1990) argued that the shift from analyses of
structures to analyses of discourse, and the related shift in the characterisation of power

from being centralised in structures to being polymorphous, was potentially

10
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depoliticising. Social policies, Williams (1992) argued, were necessarily totalising or

collective strategies to address population needs and, thus, analysis of policy required

conceptual tools to generalise as well as differentiate. Further, according to Taylor-

Gooby (1994), the trend toward postmodern analysis, at the expense of analysis based

on defined analytical categories, prevented a detailed understanding of the negative

influences of economic liberalism on social policies and on the social conditions of

historically underprivileged groups. Indeed, it served to obscure these effects.

Despite these concerns, I found that Foucault's work best explained many of the

complexities arising in my field of study. Howeveq rather than focus on his earlier work

on discourse and power/knowledge, I chose instead to use his later work on power and

govenrmentality. In Chapter 2 my reasons for this decision are outlined and in Chapter

3 those aspects of his work which are relevant to my work are explained. Some ofhis

basic assumptions about the nature of power are contrasted with those of other theorists

and his perspectives on genealogy, discipline and governmentality, all useful concepts

for this project, are described.

The following two chapters cover historical and contextual aspects relevant to

the passage of the Nurses Amendment Act 1990. Chapter 4 provides an historical

coverage ofchanges inNew ZealudlAotearoa's maternity and midwifery services from

the turn of the century until 1990. It details the progressive decline in midwifery status

and autonomy and the increased medicalisation of services, as childbirth became

increasingly under the control of the medical profession. It also describes the gathering

force of resistance amongst both women's health activists and midwives throughout the

1980s. The place of this political activisrq and the wide range of other factors

instrumental in gening the Nurses Amendment Bill on the agenda and eventually passed,

is the topic of Chapter 5. Here I explore how factors, such as the health system crisis,

the introduction of general management into the hedth system and the increasing

influence of neo-liberalism on public policy, contributed to a weakening of medical

control of maternity senices policy. All ofthese factors, and their particular timing, were

important in enzuring the successful passage of the Act. I then move on to describe the

parliamentary process during the passage of the Act and the particular changes the Act

ll
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enabled. The chapter finishes with an analysis of the shifting relations of power within

maternity services to that time.

Chapter 6 covers the early implementation period, particularly as it occurred in

Auckland. The 1990 Act brought about considerable change to services and upset power

relations between doctors and midwives in a profound way. The consequent changes to

services and the disturbances caused are discussed in depth. This chapter covers the first

three years following the Act before the commencement of the health system

restructuring, since the latter changed the context of further implementation in important

ways. The philosophical basis and structure of the new health system are then outlined

and critiqued in Chapter 7, along with their implications for maternity services.

Throughout the thesis I use the term 'health system restructuring', rather than'health

reforms', because the latter term implies some improvement or betterment and I remain

unconvinced that the changes to date have improved health services.

Although the new maternity framework was not implanented until luly 1996, the

consultation process to define the new structure occurred over the three years from the

official commencement of the general restructuring. This consultation process was

characterised by dissension and ongoing delays. The stages of development ofthe new

structure, the points of debate and the manner in which they were addressed are the

zubject of Chapter 8, where an analysis ofthe changing power relations between interest

groups throughout the process is also presented.

Chapter 9 details the further implementation ofthe 1990 Act within the Auckland

regorL within the context ofthe general health qystem restructuring and the consultation

process for the new maternity structure. This is a lengthy chapter and one in which the

changes to services and iszues arising in each of Auckland's three Crown health

enterprises are detailed and compared. The focus is on the particular and local nature of
change and power over this period. Relationships within and between stakeholder groups

at the local level are analysed.

In Chapter 10, the penultimate chapter, the impact of the 1990 Act and the

restructuring of health services on midwifery is explored. In particular, the chapter

focuses on the strategies midwifery used to establish itself as a competing occupational
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group in the maternity services field following its change in legal status and within the

proposed new competitive environnnent. Here, some of the international literature on

professionalism is used to analyse the process of midwifery professional development as

it occwed during that period. h additiorU the possible implications of neo-liberalism for

both midwifery and medicine are discussed.

FinallX in Chapter I l, I summarise the major points made throughout the body

of the thesis and make some concluding remarks. In addition, because the point of

closure for this project was not altogether neat" I include an epilogue on events since

Iuly 1996. Although the new maternity af,rangements were officially implemented at that

time, they were boycotted by GPs who continued to contest some of the foundation

principles as well as some ofthe finer points ofthe new structure. During the final stages

ofwriting (April 1997) the new materniry stucturg as defined in July 1996, was in place

but remained contentious. Consultationwas continuing and more clunges were pending.

13
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CHAPTER 2:

METHODOLOGY

Introduction:

In this chapter my aim is to explain the methodology and methods used in undertaking

this research. The topic lends itselfto a cross-disciplinary approach. It could have been

studied under the umbrella of a range of academic disciplines, including sociology,

political studies, feminist studies, policy analysis studies, midwifery studies or health

seryices research, and to a greater or lesser extent I have delved into the literature and

borrowed from most of these fields. However, ultimately my methodological approach

has been strongly shaped by my base academic discipline, anthropology, with its

emphasis on qualitative methods and reflexivity. I begin this chapter, therq by clarifying

the methodological assumptions that informed the work and where it fits within the

general debates of anthropology. As a corollary to this I then explain my own

background, how I came to undertake the research and what biases and influences I
brought to it. Ne>rt, the methods used are outlined, along with sources of information

and how these were used. Finally, I discuss some of the ethical and other issues that

arose for me throughout the process of the research.

Project Context and Methodolory:

Although power and change in the health services is not commonly studied by

anthropologists, I believe it is a natural extension ofthe field of medical anthropology

and some of the debates within the general discipline of anthropology apply. These

debates centre around the emphasis given to micro and macro systems. The challenge

in the 1960s by indigenous peoples and politically motivated anthropologists to the

traditional anthropological focus on microJevel empiricist studies which portrayed

societies as social isolates, rezulted in the 'reinvention' of anthropology and a new
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approach which placed local cultures within a wider social, economic and political

context (Hymes 1974). This work was further expanded by the seminal work of Eric

Wolf (e.g., Wolf 1982) and others in which historical processes and the complex

interface between local and global forces were examined. In addition, some challenged

the discipline to 'study up' by examining the power structures of Western societies. The

argument was that anthropology had much to offer in making transparent and critiquing

the forces and structures which shaped and defined the social relations of the discipline's

own culture (Nader 1974; Wolf 1974').

Within medical anthropology a similar shift occurred following the

acknowledgement of the central place of power, both local and global, in the study of
health systems. Influenced by Mamism those using this political economic approach

stressed "historical context and the centrality of class systems relations in their analysis

ofhealth systems...fand directed] attention to the role ofthe state, the commodification

ofhealth carg illness social conditions, and the ideological nature of medical

knowledge" (Morsy 1990:33). The political economic perspective criticised traditional

medical anthnopology for its emphasis on the place of ritual and symbolism in health and

illness at the expense of political and economic influences (Singer and Baer 1990) and

for reducing broad-based power relations in the health arena to functionalist inter-

personal relationships (Singer 1989). It challenged the dichotomising of western

biomedical and indigenous ethno-medical systems of traditional medical anthropology,

instead highlighting the important influence of global capitalism and western culture on

local health systems and, indeed, the integration of the latter into the former. This

approach stretched anthropological disciplinary boundaries incorporating aspects of
other academic disciplines.

Certain strands of political economic analysis of health systems were then

criticised for privileging global processes at the expense of local specificity and the

dynamic nature of social prooesses (Lupton 1994:10), but others used a political

economic approach without side-lining cultural specificity (Morsy 1990:35).

A further (epistemologcal) challenge to empiricist approaches, and to some

forms of political economic analyses, was the social constructivist approach which was
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based on the assumption that our understanding of social processes or phenomena,

indeed knowledge itse[ was obtained/created through the negotiation of meaning and

was value-mediated (Lock and Scheper-Hughes 1990:48). Good (1994:10-24) explained

anthropologists'part in challenging empiricist understandings of medical knowledge and

health systems, through their grappling with the philosophy of 'belief and by showing

through cross-cultural studies that knowledge, was culturally constructed and influenced

by the particular social relations and organisation within which it was embedded.

From a social constructivist perspective, rather than facts about the world being

revealed or uncovered, t}tey were understood and negotiated through language.

Constructivism had similarities with poststructuralism in that it was based on the

assumption that language was not purely representative of what it described. In other

words it was not awindowthrough which an objective reality was merely seen. Rather,

language shaped and interpreted its subject, afforded meaning to it and implicitly

constructed knowledges and power relations. This perspective was similar to Foucault's

view of "knowledge as perspective" (1986a:90) in which all constructions of historical

accounts wers seen as partial truths and, like Foucault's work (see Chapter 3), was

challenged by some for its potential relativism.

Within a constructivist paradigm the human subject did not exist outside of

history and, therefore, Vhe affected and was affected by all with which slhe engaged.

The researcher or research endeavour could never be unbiased in the interpretation of

social phenomena. The researcherwould necessarily not only influence the field of study

but would interpret it through their own conceptual lens, which was itself socially

constituted. The research process therefore required that the researcher be highly

reflexive in their research approach, stating clearly their own involvement in the field of

study (Anderson 1996: I l0).

Extreme versions ofthe social construbtivist/post-structuralist position have run

into difficulty with relatMsm and potentially paralyse research practice because they

fragment human experience and perspective and challenge any form of generalisation.

Some anthropologists, while finding much validity in certain versions of the perspective,

have nevertheless become frustrated with its purist forms and have settled for what
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Anderson (1996:115-6) called "good enough ethnography". Here the researcher

acknowledged the inevitability of cultural bias and uncertainties but nevertheless gor on

with undertaking the research to the best of their ability.

Although debates over the relative worth of the political economic and social

constructive approaches to understanding health systems have thrived in recent years

(Lupton 1994:8-13), some, like Lock and Scheper-Hughes (1990), have atrempted to

integrate the two and there has been increasing acceptance of an eclectic and inter-

disciplinary approach to areas of medical anthropological interest, as Lupton (1994:15)

notes:

Recent critical approaches are inter-disciplinary incorporating political economy
concems withthe structural economic features of society and how they impinge
upon health status, with a social constructivist interest in epistemology and
language use, as well as an interest in phenomenological aspects of the medical
encounter.

My own research approach is eclectic in that it is an attempt to place rich

empirical ethnographic description" traditionally valued in anthropology (Leach

T976:92), within the context of an analysis of relations of power operating at both the

micro and macro levels, where power is interpreted according to a Foucauldian analysis

which is not incompatible with political economic objectives (see Chapter 3). At the

same time I have adopted social constructivist epistemological assumptions about the

partiality of my own account. However, my engagement of social constructivism is

limited in that my analysis has not been confined to language and discourse as many such

analyses arq influenced as they are by poststructuralism. Although I concur with the

view that knowledges are social constructions which produce relations of power and

social control, and admit that one could also have fiuitfully analysed these issues using

a power/lsnowledge or discourse analysiq I have chosen instead to focus my analysis on

accounts and observations of material social processes and events using certain

assumptions about how power works which are explained in the next chapter. The

underlying assumption then is a realist one in which, although material social relations

are understood and interpreted through language and discourse, to all intents and

pu{poses they also have a reality separate from them. By this I mean that my ontological
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position is similar to what Guba and Lincoln (1994:110) would call historical realism.

In this view reality has been constructed through a series of historical, social, economic,

cultural and other influences and over time has become reified to the eldent that it

appeffs and is taken to be separate and unchanging. Or, as Guba and Lincoln (199a:l I 1)

put it, historical realism "assumes an apprehendable reality consisting of historically

situated structures which are, in the absence of insight, as limiting and confining as if
they were real". In my view, this position avoids some of the relativist problems of a

wholly constructivist approach without falling into some ofthe problems of positivism.

My use ofthe social constructivist perspective is particularly evident in the stated

asnrmption that, since my interpretation of events is necessarily shaped by my personal

background and biases, this work is one of several possible interpretations of the

relations of power and change in this field of study. It follows that the transparency of

my own perspective becomes important in order for the reader to understand the

aszumptions underlying the work and the interpretation I bring to events observed and

hidden. I now move on to explain these.

My Background:

I came to this project as a midwife and health researcher with an academic background

in social anthropology. Although I had qualified and worked for a number of years as a

midwife during the 1980s, I had not practised for several years when I began the project

in October 1993. Moreover I had limited experience of New Zealand/Aotearoa's

matemity services, having undertaken my midwifery education and worked primarily in

England. My only midwifery experience in New Zealand/Aotearoa was 18 months of

very part-time hospital delivery zuite work to support my academic studies in I 988- l 989

during which time midwives' scope of practice was limited and there was a strong

medical focus in maternity care. My lasting impression of that period was of adjusting

to a narrower scope of practice than I had been used to in England. By the time I ceased

practising in mid-1989 I was experiencing considerable frustration with the

fragmentation and medical domination of my practice, as were many of my colleagues.

In retrospect, I was not aware of the extent of the political activity taking place in the
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build-up to the passage oftheiy'nrses Amendnent Act lgg0. Although in England I had

been an active member and regional representative of Radical Midwives, a group

lobbying for greater midwifeqy autonomy, on my return to New ZealandlAotearoa I had

chosen to focus on my academic studies rather than become involved in midwifery

politics. However, my attention was captured by the media coverage surrounding the

passage of the Act and its early implementation. I kept up to date in a general way with

the changes that were taking place within midwifery and was aware that the dramatic

nature of these changes thrust New Zealand midwifery into the limelight of the

international midwifery community.

While working as a health researcher in another area of healttu my interest in the

changes in midwifery and maternity services, particularly the politics and power relations

of these changes, continued. I was fascinated by the process of change and the

transitions in the midwifery/medicine relationship both because they were of great

academic interest and because I strongly supported midwifery autonomy and continuity

ofmidwifery care for women. I therefore decided to undertake an analysis ofthis topic

for my doctoral thesis. That the area clearly required some in-depth analysis was a happy

coincidence. Despite having an interest in the advancement of midwifery autonomy,

because I had not practised for a number of years and not been involved in midwifery

politics inNewZealand/Aotearoa I felt I was able to bring a level of 'objectivity' to the

study that I might otherwise not have had. Indeed, my intention at the outset was to

synthesise a range ofperspectives on the change process.

Research Methods:

Defining the Topic:

I began the projea in October 1993, three months after the ofEcial commencement of
the health system restructuring. Before defining the parameters of the project I spent the

first few months canvassing the field - talking to people, attending meetings, reading

documents - to determine the main issues, an appropriate research focus and an

appropriate approach to the topic. By early 1994 it was clear that the maternity services

field was in a process of considerable change and uncertainty and that this would
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continue to be so for some time because ofthe proposed revision of maternity structures.

This confirmed my decision to undertake an examination of the process of change to

maternity services, rather than an assessment of the outcome of the implementation of

the Nurses Amendment Act 1990. This proved an appropriate focus since, throughout

the three year period in which I gathered information, the state of flux and uncertainty

over the shape of the new maternity services structure continued, due to persistent

delays in the finalisation of the new maternity :urangements. Following the definition of

my research focus and approach I successfully applied to the Health Research Counoil

for funding assistance with research expenses and sought approval from the North

Health Ethics Committee for the research.

Adopting a Qualitative Approach:

The study of process is an examination of how something happens and the

methodological approach most suited to this is a qualitative research design because it

provides a more in-depth understanding of change and the multitude of factors

influencing it. Social processes are usually extremely complex and multi-dimensional and

a qualitative approach, with its emphasis on descriptive detail and the assignation of

meaning, enables an understanding of the various aspects of the process and their

interconnections. In his book on qualitative research Michael Quinn Patton (1990:95)

commented that:

Qualitative inquiry is highly appropriate in studying process because depicting
process requires detailed description; the orperience of process typically varies
for different people; process is fluid and dynamic; and participants'perceptions
are a key process consideration.

Important features of qualitative inqurry which were relevant to this research

project were: that inquiry was naturalistic, in that actual situations were studied as they

unfolded; that systems were viewed as dynamic and change was assumed to be ongoing;

that research findings were understood within their specific social, historical and

temporal context; and that the research design was flexible and able to be modified to

meet changing situations and greater understanding of processes @atton 1990:40).
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My research design involved gathering information from a range of sources

which I then synthesised and analysed. As already mentioned, the focus of my analysis

was not language but, rather, observed and hidden social relations and social processes.

After collating the various sources of information I explored various frameworks of
interpretation to see which best encapsulated my own observations, interpretations and

analysis. This was, in itselfl a dynamic process since my interpretations and analysis

shifted as I becoming increasingly familiar with both the data and the dynamics occurring

in the field. The development of the theoretical framework I eventually used to analvse

the material is explained in the next chapter.

Data for the research came from four main sources: (a) key informant interviews;

(b) ongoing attendance at meetings and seminars; (c) published and unpublished

literature; and (d) the coordination of secondary statistics. Gathering information from

these several sources enabled me to confirm, modify, reject or contextualise information

obtained from one source. For example, the secondary statistics enabled me to confirm

anecdotal evidence about the dramatic increase in midwives going out into independent

practice, and attendances at meetings where issues were discussed from several

perspectives enabled me to put some of the individual interview material into context.

The use of various sources in this way is a form of methodological triangulation

(Anderson 7996:120-3), ofusing different avenues of data collection to verify or obtain

more certainty about a particular phenomenon. This is a well known feature of the

anthropological tradition of ethnographic fieldwork, whereby long-term involvement in

an are4 observations and interview material and other data provide cross checks for

each other (Anderson 1996:102). However, my use of triangulation was not so that I
could come closer to 'the' truth. Rather, triangulation enabled the establishment of a

level of consistenry from which my partiorlar interpretation or analysis could be derived,

as well as the exploration and explanation of seeming inconsistencies which led to deeper

levels of understanding and more inflected analysis (e.g., Park et al. 1995:7).
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Key Informant Intervi ew s.

Key informants became an important primary source of information for the research. A

wide range of key informants were selected and interviewed in-depth for their

knowledge, understandlng and opinions of the historical and current process of change

to maternity services, particularly in the Auckland region. Key informants were chosen

from six stakeholder groups. According to Majchrzak (198a:28) stakeholders are groups

or individuals who either take part in or are affected by a policy decision. In this case the

six identified stakeholder groups were: consumer representatives, midwifery, medicine,

Crown health enterprise (CIIE) managers, and officials from the regionat health

authorities (RHAs) and the Ministry of Health. They were selected through purposeful

sampling in which players were identified who were "information-rich" (Patton

1990:169). Those invited to participate either held key offices within these groups or

were well-known as being knowledgeable in the field. In addition, because I was wanting

to compare the change process in the three different Auckland CIIE areas, those with

knowledge oflocal issues were chosen. Choosing key informants was facilitated by the

networking established during the several months I had already spent investigating the

field. Most were Auckland-based but, in all but the consumer and CFIE management

groups, at least one national level player was also chosen. Of course all those

interviewed within the Ministry of Health were nationally based. My aim was to canvas

as wide a range ofviews and expertise as possible within each group and where possible

I chose those who could in some way represent the views of their colleagues. For

example, midwifery key informants included representatives of independent midwives,

CIIE midwives, Maori midwives, and midwifery educators.

My first round ofinterviews was undertaken between July and December 1994.

Initial contact was made by telephone and this was followed up with a letter introducing

myself, describing the project and outlining the broad areas of investigation (see

Appendix I). One CFIE manager declined to be interviewed on the grounds that he was

too busy and one CIIE midwife/manager declined without stating a reason. During this

phase ofthe research I interviewed 50 people: 1l consumers, 14 midwives, 12 doctors
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(six general practitioners and six obstetricians), seven CFIE managers, three RHA
personnel, and three people from the Mnistry of Health/Government. On three

occasions I interviewed nrro people from the same stakeholder group at the same time.

In each case it was a different stakeholder group. Gven that all of the people I
approached were extremely busy I was very grateful for the level of support I received.

Maori and Pacific Islands consumer and practitioner representatives were chosen

through networking and with the assistance of Heather Thompson, erstwhile CFIE

maternity services manager and Maori representative on the Public Health Commission

at thetime. Compared to thePakeha communiry at that time there were very few Maori

and Pacific Islands 'grass roots' maternity service consumer activists and some

representatives chosen held consumer liaison positions within the CFIEs.

The interviews were semi-structured with open-ended questions and lasted

approximately one hour. Apart from being asked for specialist knowledge about their

areas of expertise, participants were also asked for their opinions on the change process,

to identify what they perceived to be problem areas and to suggest improvements that

could be made. In all but one case participants agreed to the interview being taped and

these tapes were duly transcribed and the transcripts sent back to them for approval

and/or further comment. very few people provided additional comment.

I then spent many hours familiarising myselfwith the interview material before

entering it into the qualitative research analysis progranrme, NUD*IST. The interviews

lelded a huge volume of information and this programme enabled me to organise the

material into a range of categories which made it more manageable once I started to

write. I determined my broad categories bV firstly writing a chapter outline and assigning

a general category for each chapter. In fact, my chapter outline changed over time as I
became more familiar with the material and as my analysis began to evolve but the

existing categories continued to remain useful. The main categories were entitled: NAA
(Nurses Amendment Act) Changes, Relationships, Health Reforms, Negotiations,

Regions, and Professional. In some cases the category content was useful in more than

one chapter, e.9., the relationship category, which included information on the

relationships between and within the various stakeholder groups, was useful when
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desctibing the early implementation of the NAA as well as the consultation process for

the new arrangements. Each of the main categories was divided into a number of sub-

categories. 'NAA Changes', for instance, which was material examining the impact of

the NAA on particular areaE was divided into: midwifery practice, women's care, GP

practice, specialistq maternity services, and fees. In these sub-categories all the relevant

information from various sources was brought together making it possible to gain an

overall understanding of the general themes arising in that area and, because the

programme enabled source identification" to determine different stakeholder

perspectives.

In addition to these formal interviews I had informal meetings with four other

Ministry of Health or government personnel who had been involved in some way with

the passage oftheilzrses Amen&nent Act 1990 or whose sphere of knowledge provided

context to the implementation of the Act.

My second round of interviews was undertaken in April to June 1996, the

months immediately prior to the official implementation ofthe new maternity structure

on July lst 1996. It became clear throughout the oourse of my research that it would not

be necessary to interview all of those I had interviewed in 1994. Firstly, several had left

their positions (a feature of the rapid change occurring in the health sector) and,

secondly, I had kept up to date with most of the issues through regular meeting

attendances and numerous informal tatks with people involved in the field. I had ongoing

contact with a number of those I had formally interviewed in 1994 and they were very

forthcoming at meetings or over the phone ifl rang to clarify certain things. I, therefore,

decided that it was not necessary to undertake a large round of interviews again. Instead,

I chose to formally interview seven very central players and to have informal discussions

with five others. The formal interviews were taped but not transcribed.

Re gular Mee ting Attendance :

Another important source of information was meetings and public fora involving

con$tmers, midwives, doctors, managers and (rarely) purchasers of maternity services.

After each meeting I made notes which I referred to when writing up. This ongoing form
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of inforrnation gathering was extremely useful both at the time, because it required me

to reflect on the process as it happened, and in the later writing stages, when I could

examine the material in retrospect.

Through fortuitous timing, just as I was embarking on this research the Auckland

Irdaternity Services Consumer Council (MSCC) were in the final stages of a consultation

process with their 78 member groups to determine for North HealttL the northern RHA

what their members perceived to be appropriate quality indicators for Auckland's

maternity services (Auckland Matemity Seruices Consumer Council 1993). The steering

group approached me to give critical feedback as a researcher on what was the final

stage of this project. As a result I became involved in and worked closely with the

steering committee for the remainder ofthe project. Through working with these very

knowledgeable and seasoned activists I learned a lot about some of the issues which

were later to become central to my thesis. I also began attending the monthly MSCC

meetings on a regular basis. At this point my ideas for the thesis were still in a very

formative stage and these meetings were extremely helpful. As my ideas firmed up I
continued to attend the meetings and to participate in whatever way I could, mindful that

I was taking much in the way ofinformation from the group. Most often my contribution

came in the form of input into submissions and other documents produced by the

committee. Some of the issues arising for me as a researcher within this setting are

discussed below.

I also regularly attended the monthly meetings held by the Auckland branch of
the New Zealand College of Mdwives (NZCOM). Although I was not practising as a

midwife I maintained my practising certificate and my membership of the NZCOM.

These meetings were useful sources of information about national and local issues arising

from the implementation of the Nurses Amendrnent Act 1990 and developments in the

consultation process, as well as keeping me in touch with clinical areas of midwifery. In

August and December 1996 I presented my work to this forum both as a viay of feeding

back information to midwives and as a means of getting group feedback on some of my

interpretations of the events.

Another useful forum was the bimonthly Saturday Seminar series held at National
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Women's Hospital from February 1994 to October 1995. These meetings were attended

by consumers, midwives, GPs, and obstetricians (although largely by midwives and

GPs). The seminars had a strong clinical focus but on a number of occasions pressing

inter-professional problems and other issues which were considered 'political' were

raised for discussion. It was out of this forum that a committee was established in early

1995 to address some of the ongoing difficulties in the interface between independent

providers and the CFIE. Both the formal discussion and the informal discussions over

coffee afterwards were an important source of information for me and a useful

networking environment.

In addition to these meetings I also attended occasional regional Obstetrics and

Gynaecology Society meetings, frio Birth in the 2lst Century Conferences and a

NZCOM National Conference. In general I found it much easier to gain access to

consumer and midwifery for4 as opposed to medical ones. I was not pril,y to meetings

amongst and betrveen CFIE managers and RHA personnel and instead had to rely on key

informant intenriews for information pertaining to their domains. The implications of this

for the project are discussed below. Pbrased in Nader's (1974) terms, my access to

consumer and midwifery groups was possible because in effect I was 'studying across'

rather than 'studying up'. The difficulty of 'studying up' and gaining access to those

holding key power positions was noted by Nader (1974:302) when she stated:

The most usual obstacle is phrased in terms of access. The powerful are out of
reach on a number of different planes: they don't want to be studied, it is
dangerous to study the powerful; they are busy people; they are not all in one
placg and so on.

Docaments and VisuaUAural Media:

Much of the documentation of the issues and changes occurring in maternity services

over the period of my research was in what is termed the 'grey' literature: unpublished

reports, draft papers, submissions, newsletters, and minutes of meetings. Also important

were Hansard records, newspaper and magazine articles, television current events

programmes, radio interviews, and medical and midwifery newsletters. This information

was obtained through netrvorking; organisational membership; visits to the Ministry of
Health Information Services and the Auckland Medical School Librarv to canvas
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relevant newspaper, newsletter and magazine articles; and through library searches on

Index New Zealand.

Collation of Secondary Statisfics:

A final sourc,e of data was secondary statistics relating to changes in Auckland maternity

service provision and uptake from 1990 to 1996 and some aspects of national maternity

senrices changes. Statistics were obtained from the Mnistry of Health" North Healttr, the

three Auckland CIIEs, the New Zealand College of Mdwives, the Independent

Midwives' Standards Review Committee and the Auckland Home Birth Association.

They included data on the extent of movement of Auckland midwives from hospital

employment to independent practice, changes in the numbers of Auckland women

choosing independent midwifery, changes in Auckland women's primary provider within

each of the CIIEs, changes in the place of birth and changes in the cost of maternity

service provision. In addition" information was gathered from the 1986 and 1991

censuses and combined with North Health data to create a profile of the populations of
the different Auckland CFIE areas.

Issues Arising From the Research Process:

Throughout the process of the research a number of interesting issues arose- As most

researchers analysing social and political change would agtee, flexibility is required on

the part of the researcher to accommodate unanticipated events and shifting empirical

terrain which demand one to rethink aspects of the project. In additiorl as one becomes

more deeply involved in the prqect, unforeseen ethical issues arise which require careful

consideration. The dilemmas faced and how they are dealt with is an important aspect

of any research and there are many benefits for researchers, and indeed the research

itse[ in making these transparent. In this section I discuss three areas of difficulty that

arose throughout the course of this project. I start with outlining the difficulty I
encountered in defining an end point forthe research because of delays in the finalisation

of the new maternity iurangements. Second, I discuss the ethical issues arising for me

as I struggled with how to position myself in the research. Third, I point out the
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The Changing Nature of the Research Field:

One of the greatest difficulties I struggled with throughout this research was the

constantly changing nature of the research field. Although I had set out to study a

process of change and my research approach accommodated this, I was not prepared for

the extent and complexity ofthe change. Perhaps naively, I had also assumed a neat end

point to the process at which I could stop gathering information and remove myself for

a period of time to undertake a retrospective analysis.

At the outset ofthe project the general expectation, and therefore my own, was

that the new matemity arrangements would be in place by the end of 1994. My plan was

to conduct the second round of interviews in mid 1995 when the new arrangements

would have been in place for several months. I would then be able to spend a year

examining and analysing the data. At this point my research aims were to examine the

implementation of the 1990 Act both before and after the introduction of the new

maternity arrangements.

However, for a number ofreasons the new arrangements were not in place when

anticipated and I defened my second round of interviews in anticipation that nevertheless

they would soon be finalised. By the end of 1995 they were still not finalised and I
realised that I would have to change my resea.rch objectives. From that point the study

was focused on the implementation of the 1990 Act within the context of the

consultation process for the new iurangements only. My cut-off point was to be the

formal announcement of the new arrangements. However, the new arrangements

continued to be delayed and there was some doubt as to whether they would be finalised

within the time frame I had to complete the thesis. By March 1996 they were still not

finalised but I decided I needed to stop gathering information soon as it was not feasible

to draw out the project indefinitely. Since the Mnister of Health and the RHAs were

emphatic at the time that the new arrangements would be implemented in July 1996, I
assumed that very little more would change before that time and made the decision to

undertake another round of interviews between April and June 1996. The new
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atrangements were in fact implemented on July lst 1996 but they were followed by a

boycott by the medical profession and ongoing consultation occurred. Nevertheless, I
decided to continue to see July lst as my point of closure for the project and to include

the zubsequent events as an adjunct only where necessary. To keep up to date with the

latter I relied on my informal networks and meeting attendances, choosing not to
instigate yet another round of formal interviews.

The ongoing delay in the finalisation of the new arrangements meant that I was

collecting information at the same time as I was analysing it. While it was certainly

possible to have set out to undertake what Emerson et al. (1995:60-3) would call a 'real

time' description and analysis, in which analysis was ongoing and added to as new

information brought new insights, I felt that this topic leant itself more to an 'end point'

analysis because of its complexity. Nevertheless, through force of circumstance it
becarne more of a 'realtime' analysis involving as it did mid-project changes in research

aims and analysis. This, coupled with the ongoing rapidity of change, presented some

difiiculties with analysis. On occasion I found I had just come to an understanding of
how and why something was as it was when it would change again. At times I had to

rework my analysis as events occurred which challenged what I had written. For

example, initially I took a much stronger position in my argument that the medical

profession's influence on maternity services policy had been seriously undermined by

health system restructuring driven by neoJiberal ideology. However, its boycott ofthe

new arrangements and the RFIAs' response to this indicated that the profession was still

able to wield considerable influence over policy when necessary. I therefore modified my

analysis.

My Place in the Research.

One ofthe ongoing iszues throughout the research was the question of my own position

within it. Although I worked from the premise that a researcher's biases inevitably

shaped the research process and the gathering and interpretation ofdata, I nevertheless

wanted to assume as balanced a position as possible in my interpretation of the change

process. It was clear from my preliminary investigations that the changes within
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maternity services brought about by the Nurses Amendment Act 1990 and the imminent

health system restructuring were highly complex and that to best elucidate this

complexity various perspectives on the process would need to be explored. In other

words the topic lent itselfto as much 'objectivity' as possible. However, this was not an

easy undertaking and I encountered some theoretical and practical difficulties.

For a numb0r of reasons I had easier access to the meetings of some stakeholder

groups than others. Because of the nature of their organisations, my own background

and my gender I had ready access to consumer group meetings and midwifery meetings.

By contrast, it was more difficult to gain access to exclusively medical fora and, within

the new environment of competition and commercial sensitivity, not possible to attend

private CIIE and RHA meetings. As a result I had to rely heavily on interviews with key

people and a few public meetings to obtain ffirmation from and about these stakeholder

groups.

My greater involvement with consumer and midwifery organisations and my

commitment to participating where I could, meant that I became more engaged with

issues from their perspective. For example, as part of the participant side of the

participant/observer role I assumed within these meetings I had input into some of their

projeas and zubmissions. This gave me a stronger identification with their concerns and

issues and, at least in my mind, raised the issue of my credibility as an 'objective'

researcher with other groups. Initially I was concerned that this would somehow

jeopardise the 'authenticity' of my project in the eyes of others. However, it became

increasingly clear tJrat the variation in access to information was in fact a feature of the

very process I was investigating. There were, for example, territorial interests to protect

and commercially sensitive areas of information. In additio4 given my background and

the orientation of my interest, it was not unexpected that my focus would be on women

and midwives. My greater wealth of information and involvement with these groups than

others was simply a particular feature ofthe research and one of which the reader should

be aware.

Another dilemma I struggled with was how to give back to those from whom I
took information. Despite small efforts to this effect I often felt that I took more than I
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gave to the consumers whose meetings I attended. In addition, over time through my

regular attendance and involvement with them my role as a researcher became rather

blurred and I suspected that I was often considered a consumer representative. As a

result I began to feel some discomfort about my position in the meetings. At the first

meeting for 1996 I raised the iszue for discussion. I wanted to clarify that members felt

comfortable with my continued attendance, gwen that I was primarlly there for my own

ends and the forum was such a valuable source of information and networking for me.

Those present acknowledged my position and stated that they were happy for me to

continue to attend meetings.

Although I had greater involvements with women and midwives I still assumed

a relatively detached position at meetings and certainly at meetings where more than one

goup were meeting together. This position was not always comfortable. For examplg

at one meeting attended by mernbers from three stakeholder groups a heated discussion

occurred. I decided that it was not appropriate for me to participate or declare my

opinion in this particular instance and although I still consider this to have been the right

decision, it was nevertheless an uncomfortable one. Finding the balance between

engagement and detachment was an ongoing issue and one which created a constant

tension.

Difficulties Obtaining Secondary Statistics:

A third issue concerned obtaining secondary statistics. An important part of the project

was the collation of secondary data pertaining to changes in the provision and uptake of
Auckland's materniry services. While the qualitative information was necessary to

understand the process ofchange, this needed to be contextualised and corroborated

with statistical evidence of change outcome. However, I experienced some difficulty in

obtaining the necessary statistics. Firstly, New ZealandlAotearoa's perinatal database was

hugely inadequate, a fact that was duly noted in a report commissioned by the RHAs in

1993 (Coopers and Lybrand 1993) and was to be rectified by the new maternity

arangements. Until 1996, data from two of the three Auckland CFIEs on numbers of
births per annum and the choice of primary caregiver were collected manually. On one
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occasion the information I requested contained obvious errors whiclq because of my

practitioner background, I was able to point out and get corrected.

Because of difficulties obtaining some perinatal dat4 on occasion I requested

information from two or more different sources hoping to receive it from at least one.

Ifinformation did come from more than one source inevitably there were discrepancies

in the numbers glven. Because it was unclear which was accurate I ended up using

percentages rather than actual numbers because they, at least, were consistent.

In the early stages of my research I also experienced difficulty obtaining some

information from the Mnistry of Health because, following internal restruoturing of the

Ministry, there was some confusion over which section was responsible for certain

information and this was exacerbated by high staffturnover. Finally, some information

was not available to me either because it was commercially sensitive or because, in the

new market-driven environmen! it was too expensive and its value for my purposes was

not worth the cost.

Conclusion:

Explaining the research process is a valuable exercise. Apart from providing the reader

with a map of how the research was undertaken and some insights into the obstacles

along the way, it serves an important reflective function. Just as the researcher influences

the research and its interpretation, conversely the research process impacts on the

researcher, ideally increasing expertise and maturity. Through explaining assumptions,

reflecting on research approach and clarifying issues arising a keener awareness of the

dynamic nature of the research process is developed. In researching events within the

'real world', particularly processes of change, it is almost inevitable that modifications

and adjustments will be required if the researcher is responsive to the information and

insights obtained from data collected. In this research modifications were made to my

research aims because of unanticipated shifts in terrain. In additio4 the theoretical

framework I used to understand the workings of power throughout the change process

evolved as new insights and understandings developed over time. In the next chapter I
go on to detail the development of this theoretical framework.
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CHAPTER 3:

THEORETICAL PERSPECTT\'ES ON

POWER ANI} THE POLICY PROCESS

Introduction:

In this chapter I detail the theoretical basis of my analysis of both national and local

changes in the maternity services field rezulting from the Nurses Amen&nent Act 1990

and the development of the new maternity structure. My analysis is based on

Foucauldian notions of power and historical process which I have applied to the many

facets of this topic. As I will go on to explain" the work of the French

historian/philosopher Foucault challenged many conventional models of subjectivity,

knowledge, history and power. Although initially resistant to his theoretical worh I
eventually turned to it after becoming dissatisfied with the more conventional theories

of power and process. Following the collection, assembting and initial analysis of my

data I found that many ofthe contradictions, complexities and insights arising from them

were not well explained by these other models. Foucault's worlg on the other hand,

although not unproblematic, seemed to be able to illuminate them reasonably well.

Although the topic lends itself to an explicit feminist analysis and, indeed, many

feminists have used Foucault's insights and challenges to inform a feminist critique of
patriarchal power relations, I chose to analyse the topic more broadly. There were tfuee

main reasons for this. Firstly, although there was clearly a powerful feminist analysis to

be drawn from the historical and current relationships between medicine and midwifery

and between medicine and childbearing womerq this had already been undertaken by

other researchers (e.g. Donley 1986; Fairhall 1990; Oakley 1980; Oakley 1984; Russell

1990; Trainor 1985; Washingon 1936) or wuu in the process of being undertaken (Tully

n.d.). Secondly, in my view some of the other relations of power within the maternity

services arena during the period under examination here, such as those between the
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medical profession and the Department then Mnistry of Health, the Crown health

enterprises and the regional health authorities, the providers and purchasers of maternity

services, and the Crown health enterprises and independent providers, required a more

general analysis. Thirdly, I had grappled with the contradictions between feminist

theories and used a feminist analysis in my Master's thesis on women and in vitro

fertilisation (Abel 1992) and I wanted to extend my own theoretical knowledge and

understanding. Nevertheless, in certain places, such as the historical section, I have

included an implicit feminist perspective.

Throughout the thesis I have used the theoretical concepts explained in this

chapter as the basis of my analysis for both specific aspects and the overall project. In

addition, I have used the work of a number of other theorists for some aspects of the

analysis and, where relevant, have explained how their work fits with that of Foucault.

For example, the literature of two theoretical sub-themes - implementation theory and

the sociology of the professions - was useful when examining specific implementation

or professional issues. In both these cases the theoretical work is explained within the

body of the thesis, in the sections to which it is directly applied.

As explained in Chapter 2, the focus of my analysis is not on language and

discourse, although such analyses of health policy and health sciences have been very

fiuitful (e.g., Legge 1995; Lupton 1993) and I certainly acknowledge the importance of
language and discourse in the construction and maintenance of relations of power.

lnstead, I focus on the nature and exercise of power within both local and national social

relations. Because I adopt a realist theoretical position and have some reservations about

the poststnrcturalist/postmodern endeavour, under which label Foucault's early work in

particular has at times been categorised, I found his later worh which some writers (e.g.,

Olssen 1996; Peters et al. 1996; Poster l9S4) claim had closer links with neo-Man<ist

dtingt, most appropriate for my purposes. Foucault's early work was short on analysis

and description of macrolevel power relations, the state and the economy. However,

towards the end of his life he began to revise his work on power and to engage more

with these domains, particularly through his work on governmentality, and after his

death others went on to develop this work to explain certain aspects of modern liberal-
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democratic societies (e.g., Burchell et al. [1991] on government, Hunt and Wickham

ll994l on law, and Johnson [1995] on the institutionalisation of professional expertise).

My analysis is based primarily on this later work, although some of his early work (e.g.,

the nature of subjectivity and genealogy) was also useful.

I begin this chapter by briefly overviewing some conventional models of power

in the policy process before moving on to describe in detail those aspects of Michel

Foucault's work which have been useful for this study. The section on Foucault's work

begins with a small profile ofthe man and his scholarship which is followed by an outline

of his perspectives on truth, knowledge, language - features of his early work. Then

described is his concept of genealogy or historiography, his view of the nature of

historical process, which was usefirl to understand certain aspects of my work. His work

on the nature of power and its critique of conventional notions is then outlined along

with others' critiques of his analysis. Finally, his later work on disciplinary power and

power in the form of governmentality are explained.

Conventional Models of Power in the Policy Process:

There is a huge body of fiterature on power and power relations and it is commonly

recognised that theorising power is problematic since there is much disagreement about

how it should be defined @avis l99l:63). Power is an elusive concept yet one that is

central to all aspects of our lives. It has been theorised in a number of ways. Following

Clegg (1989) one can trace the various modernist theoretical analyses of power, from

Dahl's behaviourism, to Bachrach and Baratz's two faces of power (overt and covert

uses), to Lukes'three dimensions ofpower where the third dimension was analogous to

Manxist hegemony or false consciousness. Clegg argued that Lukes'work signified the

culmination of the modernist analysis of power which derived from Hobbes and was

interrupted by the postmodernist critique. The postmodern critique on the analysis of
power has challenged many ofthe modernist assumptions about the nature of power and

how it works (Clegg 1989).

Much of the work on power relations in the health policy field has used

conventional models (e.g., pluralisnr" elitism and Manxism) which are based on the
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modemist views of power mentioned above (Alford 1975; Duckett 1984; Gardner 1989;

Gardner and Barraclough 1992;Harn l99Z;Harison et al. 1990; Harrison et al. l99Z;

Navarro 1986). According to Hindess (1996:2-3), pluralism is akin to Dahl's one

dimensional notion of power, elitism is in accord with the two dimensional view of
power, while the neo-Marxist notion of hegemony parallels Lukes'three dimensional

view ofpower.

Pluralism:

Pluralism is based on the liberal assumption that the political system functions to ensure

consensus is preserved, with the neutral state mediating this process. The classical

pluralism model depicts a range of interest groups who all have input and influence in

the decision making process. While the groups do not necessarily have equal power, no

one group has controlling power and all groups contribute to the final outcome through

a bargaining process. While some groups may be more influential than others there is

always a countervailing influence from another key interest group to ensure that the

outcome is a compromise. In addition, if one group does wield power particularly

strongly in one situatiorq in another situation this position will be held by another group.

Thus, power is not cumulative but issue-based. In this model pov/er is viewed as diffirse,

decentralised and discontinuous (Gardner I 989).

Marxist and elitist critics of pluralism argue that it is a superficial analysis of
power in that it does not acknowledge hidden power structures which constrain and have

a determining effect on both the decision making process and its outcome. They argue

that it does not adequately acknowledge the extent to which some interest groups,

particularly big business, wield power in the decision making process. More recently

neo-pluralists have acknowledged that corporate and bureaucratic interests have an

especially powerful potential to block or enable policy decisions. They have thus

concentrated their analysis more on the negotiation process engaged iq often behind

closed doors, by a small number of powerfi.rl interest groups. So, while at first glance

health policy making appears to be influenced by a wide range of interest groups, in fact

the important decisions are being negotiated within a small network of influential interest

38



Chapter 3. Theoretical Perspectives...

groups (Harrison et al. 1990:14-5). In addition, some theorists have advocated the

notion of bounded pluralism in which it is argued that certain types of policy decisions

(e.9., economic poliry) are determined by an elite group of players, while other types of
policy decisions (e.g., domestic issues) are determined in a more pluralistic manner with

many interest groups having input into the process (Walt 1994:39). Despite these

modifications of classical pluralism, however, pluralism continues to be challenged for

its avoidance ofin-depth examination of hidden power structures and its inability to "to

e)ctract any larger patterns of constraining and enabling forces" (Hanison et al. 1990:17).

Marxist and Elitist Theories:

Marxist and Elitist theorists argue that, contrary to the pluralist perspective, power over

political decisions is concentrated, centralised, and exercised continuously. However,

they differ from each other as to where power is based. Man<ist theorists argue that

power is based in the control of the economy, while elitist theorists argue that it is based

in the control of political leadership by elite interest groups.

Marxist theorists place primary emphasis on economic structures and argue that

analyses ofthe health system which are based on competing interest groups, rather than

conflicting class interests, do not go deeply enough (Navarro 1986:l l7-S). While they

too acknowledge the importance of elites, these theorists claim that elites are founded

on class structures. From this perspective the state is the pawn of powerful capitalist and

class interests, although the neo-Mamist position assumes that the state has more

influence than the orthodox Man<ist perspective. The neo-Marxist perspective places

importance on history and the relationship between local and international events. Its

emphasis is on macro level analysis and, therefore, in analysing the policy process little

attention is paid to specific details orthe place of indMdual players. This theory has been

criticised because it is sometimes economic determinist and because it cannot account

well for the influence of individuals and non-economic factors in the policy process.

Elite theorists, on the other hand, focus their analysis on political and

organisational processes revealing how some interest groups (such as the medical

profession and government departments) hold an elite position and have a controlling
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influence over policy decision making (Harrison et al. 1990:24). One form of elitist

theory is Alford's Structural Interests theory (Alford 1975). This is based on the

understanding that there is conflict between elite groups and that the one holding a

dominant position does so because the particular combination of social, economic and

political f,orces supports their dominance. Changes in health policy and in the position

of interest groups occur ttrough changes in the combination of these three major forces

(Gardner I989.194;Harrison etal.1990.25). In the health area three structural interests

are present and defined according to the manner in which existing political and

organisation qystems serve them. They are dominant, challenging and repressed interests.

In Alford's work the medical profession is the dominant interest since its interests are

zupported bythe status quo and are therefore defended. Challenging interests are those

arising out of changes in the market and technology. These challenge the status quo and

a.re represented by what is termed corporate rationalisers - those seeking to rationalise

health senrices. Repressed interests are those not served by the existing structures, such

as health ctre consumers. Although at times press'ure goup action may raise their profile

and even effect some degree of change, in general these interests remain repressed.

One of the main criticisms levelled at elite theorists by Manrist critiques is that

they do not take sufrcient account of the important influence of economic structures on

policy decision making (Hanison et al. 1990:25).

Both Marxist and elitist theorists view power as a quantitative capacity,

something that is possessed and located within organisations or structures. However, this

notion of structural power was contested by Foucault (1984), who argued against the

idea of sovereign power, a pervasive power inherent in the state or some other

institution- In his view power relations were present within the fabric of society, not

exclusively within institutions, and were exercised through practice.

Foucault and His \ilork:

The scholarship of the French philosopherlhistorian Foucault (1926-1954) is immense.

His work spanned a vast range of topics and he employed a number of interesting,

innovative and challenging analytical concepts. In general his work was a critique of



some of the uncertainties and instabilities of modernity and of what he perceived to be

the economic determinism of Man<ist analysis. He challenged many ofthe assumptions

central to modernist theories, such as those liberal pluralist, Marxist and elitist theoretical

approaches described above, about the nature oftruth, knowledge, language, the subject,

history and power. The sheer complexity and scope of his work and his shifts in focus

over time have resulted in contradictory interpretations. He has been variously labelled

strucfirralist and poststructuralist, too determinist and not determinist enoug[ optimistic

and pessimistic, conservative and anarchic (Hunt and Wickham 1994:35). His concept

of power has been categorised as both too polymorphous (Clegg 1989) and too

essentialist (Wickham 1983). Some have questioned whether his work is modern or

postmodern (Hoy 1988).

lfis work is clearly provocative and has been well recognised for its innovative

approach to analysing complex areas of social life, particularly those that are not clearly

linked to the state or the economy (e.g., Sawacki 1991). While some of his concepts

were undeveloped at the time of his death in 1984, they have been used as points of

deparnre for a number ofprojects since. It is beyond the scope of this project to explore

the full range of his work and the concepts he employed, although many of them are

implicit in much of his work.

Foucault's early work was heavily influenced by linguistics and was anti-

humanistr and anti-Manrist in a time when the Marxist paradigm was dominant amongst

European intellectuals. However, some writers have argued that over time his focus

changed and the epistemological distinctions between his work and that of western

Mamists, such as Jean-Paul Satre, Perry Anderson and some members of the German

Franldrrt School, diminished following the events in Paris in 1968. As a result of certain

events in Europe overthe century, such as Stalinism and Fascism, the western Marxists

of the Frankfurt School made considerable revisions to traditional Manrist analysis,

although initially Foucault appeared almost oblivious to these writers. Foucault aimed

rAccording to Nash (1994:65) humanism is "the belief or argument that there is an
essential hr"unannahne with certain human attributes that (a) needs to be liberated and (b) has the
potential to bq and can bg liberated if its needs are accurately represented and met".
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his critique at traditional Marxism but following the Paris protests in 1968, which

engendered new forms ofprotest demanding new forms of analysis, he began to engage

with and, according to Poster (1984:1-16), move beyond Marxist 'problematics'

bringng him philosophically closer to western Mancism. In fact Poster placed Foucault's

post 1968 work on a continuum with that of the western Marxists mentioned above.

Peters et al. (1996) too have pointed out some of the continuities and parallels between

the French poststructuralists, in which they include Foucault, and the western Marxist

Frankfirrt School. Although there are distinct differences in some areas (such as the

interpretation of the place of language), they argued, both groups engaged dynamic

analytical approaches in an attempt to explicate the increasing complexity of social

formations.

According to Dean (1994), from 1978 another strift in Foucault's work occurred,

one which moved his focus more to the macrophysics of power, to the influence of the

state and government. Until then the central focus of Foucault's analysis of power had

been on the microphysics of power, on the sfudy of the local and particular exercise of
power and how this was colonised by macro structures. Hindess ( 1996: I 9) too pointed

out that there was a distinction between Foucault's earlier work and the lectures and

writings produced in the last few years of his life (much of which is unpublished), in

which he made a distinction between power and domination and focused on the notion

ofgovernmentality to explain how technologies and rationalities were used as a means

ofgoverning populations, communities, households and oneself. His death in 1984 cut

short further development of the interface between macro and micro levels of power

relations, although others have since taken up this challenge.

Subjectivity. Truth. Knowledge and Language:

Foucault, like poststructural theorists, challenged basic modernist assumptions about the

subject, truth knowledge and language. His anti-humanism meant that he did not base

his analysis on a discrete unified individual. Rather, he saw human subjectivity as created

within historical circumstance. He differentiated his notion of the subject from the liberal

or modernist notion of a transcendental, unchanging, and unified entity, arguing that
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utt*r*"*
nor the body existed outside ofhistorical process (1986a:87).

In additioq truth and knowledge were not external to the social world but were

historically contingent, present in and defined by history. He argued against the notion

of a single knowledge claiming there were many knowledges, just as there were many

truth claims, which were generated through discourses and competed with each other

for dominance. The knowledge that gained ascendancy did so through the

marginalisation of other knowledges and this had been facilitated by attempts to totalise

and systematise history in the form of a unitary knowledge.

Subjugated knowledges are thus those blocs of historical knowledge which were
present but disguised within the body of functionalist and systematising theory
and which criticism - which obviously draws upon scholarship - has been able to
reveal @oucault 1980a:82).

Contrary to the liberal view that 'true' knowledge was found outside of power

relations, Foucault's view was that power was inextricably related to both truth and

knowledge. Certain knowledges came to have dominance through the exercise of power

and in turn knowledge was the means by which power could be exercised. Through his

historical examination of modern medicine (1973), the prison system (1977), ard

sexuality (1978) he demonstrated how certain knowledges became privileged at the

expense of other countervailing knowledges and how they were then used to maintain

certain power relations.

There is no power relation without the correlative constitution of a field of
knowledge, nor any knowledge that does not presuppose and constitute at the
same time power relations @oucault L977:27).

Foucault's notion of power/knowledge became the point of departure for

analyses of certain social relations which were not explained well within a Man<ist

model, zuch as gender relations and medical dominance. [n one of his major works, Ihe

Birth of the Clinic @oucault 1973), he explained the historical process and the

techniques by which modern medicine assumed a position of dominance. Through

tracing the increasing credibility of science, its application to individuals and the notion

ofthe scientific 'gaze', whereby the human body became subject to the all-seeing eye of

43



Chapter 3 : Theoretical Perspectives...

the doctoq he demonstrated how medicine assumed the dominant role it has enjoyed in

relation to patients and in terms of cultural legitimacy.

Implicit in Foucault's work was the assumption of "knowledge as perspective"

(1986a:90). This challenged the objectivity ofthe person writing the history. Rather, the

person interpreted events through a conceptual lens that was itself within and shaped by

history. It challenged the idea that historical accounts were neutral, dispassionate

revelations of an absolute truth. Ratheq they were formations that were shaped by the

writer's passion and perspective and a 'will to knowledge' (1986a:95). The 'will to

knowledge' did not unmask a universal truth, a truth removed from social circumstance

and subject only to the rigour of transcendental reason. Instead, it elucidated the

partiality of claims to truth and the manner in which these were used in the exercise of
power.

Foucault problematised the Marxist concept of ideology, replacing it with

discourse theory. He argued that ideology implied a trutlr/falsity dualism. In his view the

aim was not to strive to expose or uncover falsrty but to examine historically "how the

effects oftruth are produced within discourses which in themselves are neither true nor

false" (1980b:118). Such a position, of course, raised problems concerning

epistemological relativism, and indeed Foucault's work was ambiguous on this point.

However, as Olssen (1996:95-99) pointed out, some writers have seen this as more of
a problem than others, while yet others have argued that Foucault's preoccupation was

with the construction and effects of truth and this did not preclude his making realist

claims. Nevertheless, Foucault's historicisation of knowledge and truth did run into

epistemological problems since it did not explain how it was possible to gain access to

the'real'.

Like poststructural theorists Foucault challenged the correspondence theory of
language, central to empiricism. For empiricists/modernists language was transparent,

simply reflecting or describing an objective, external reality. Consciousness could directly

engage with an objective truth and language was the tool to describe this. Foucault, on

the other hand, problematised this description arguing that language interpreted rather

than described the world.
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However, his emphasis on language differed from that of some poststructural

theorists. According to Poster (1984:1-16), from 1968 Foucault's focus shifted away

from his early structuralism which derived from an anti-humanist position and which

privileged language. Ffis new focus became the study of power and domination through

the use of the category discourse/practice which indicated the importance he placed on

the relationship between discourse and practice (Foucault 1977:27). This change in focus

differentiated his work from those poststructuralist theorists, such as Lyotard and

Denida" who collapsed the distinction between language and the material world denlng

the ontological status of material objects and arguing that everything was derived from

the text from which one could not escape (e.g., Barrett l99l; Olssen 1996; Poster

1984). Although Foucault saw discourse and discursive practices'playlng an important

role in the formation ofknowledge and the exercise of power, he did not limit his notion

of discourse to language and argued that the latter had to be contextualised. He included

institutional and cultural practices in his notion of discursive formations and

acknowledged that language was shaped by social and other contextual factors.

In addition, he acknowledged the existence of the extra-discursive, a material

reality outside discourse. Where he disagreed with empiricists was regarding the

relationship between this material world and discourse. He insisted that our

understanding of the material world was always mediated through discourse and that

discourse shaped and limited possibilities for speech and action. Because of this we

needed to examine how discursive practices shaped the object and our understanding of
it. His emphasis on discourse meant that the material world was not privileged, since this

had to be interpreted through discourse. Foucault's work then could be interpreted in

such a way as to provide a critique of how discursive practices legitimised and

maintained power relations without falling into the idealist problem of denying the

ontology of the material world (Olssen 1996).

Genealow:

In his later work Foucault employed and developed Nietzsche's notion of genealogy,

which over time replaced his concept of archaeology. Through the use of genealogy his
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aimwas to explore how certain truths came to have legitimacy and he showed that this

was a historical process. However, his understanding of historical process differed from

that ofHegel and traditional Man<ists. The latter's characterisation of history and human

destiny was that of necessary progress and development determined by economic

structures and class conflict. Foucault's, on the other hand, was based on Nietzsche's

concept ofgenealogywhich aszumed that history and human destiny were shaped by an

interplay of many factors, being unpredictable and always contestable.

Foucault did not seek causal origins in his study of historical process. Indeed it

was not possible to seek origins because history was full of disjunctures and

discontinuities. Explanations of historical events required acknowledgement of the

'accidents', discontinuities and unpredictable forces that influenced outcome. Genealogy

wls an analysis of descent which rwealed the heterogeneity of causality and was without

a search for foundations (Foucault 1986a:82). What emerged at any one time was not

the necessary result of some historical mechanism or point of origin.

The forces operating in history are not controlled by destiny or regulatory
mechanisms, but respond to haphazard conflicts... The world we know is not this
ultimately simple configuration where events are reduced to accentuate their
essential traits, their final meaning or their initial and final value. On the contrary,
it is a protrusion of entangled events..... the true historical sense confinns our
existence among countless lost events, without a landmark or a point of
reference (Foucault t 986a: 88-9).

Foucault objected to a history that characterised the past as evolving in a linear

or teleological manner into the present and instead talked about 'conditions of
possibility' or the combination of phenomena which gave rise to an event or result. His

aim was to avoid depicting outcomes as structurally determined or the result of human

inte,nt and to point out that chance or accident played some part. As Hunt and Wickham

Q99a.33) stated:

This approach to historical events ties in with fFoucault's] vectoral analysis of
power.....Disparate forces act upon social objects and the end result (the
direction in which the object moves) is the outcome of that totality of disparate
forces at work. Still with this analory, if we regard the vectors as the intentions
of social agents, the resultant vector is not the coordinated result of any
particular intention(s), but is necessarily radically contingent. outcomes are
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limited by the 'field ofpossibility' within which the action is situated. In brief, the
direction of history is contingent.

Unlike Mandst analyses (such as that of AJthusser) which attempted to explain

parts of the social order in terms of the whole and to identify some organising principle,

Foucault avoided totalising forms of understanding social reality. Genealory aimed to

examine closely the emergences as well as the marginal or subjugated aspects that arose

from an array of influences and this required one to focus on and investigate the

uniqueness or particularity of events.

It (genealory) must record the singularity of events outside of any monotonous
finality; it must seek them in the most unpromising places, in what we tend to
feel is without history - in sentiments, love, conscience, instincts; it must be
sensitive to their recurrence, not in order to trace the gradual curye of their
evolutiorq but to isolate the different scenes where they engaged in different roles
(Foucault 1986a:76).

Power:

It is perhaps for his analysis of power that Foucault is most well known. As mentioned

earlier, he wrote extensively on the interrelationships between power and knowledge

within the fields ofpqychiatry, medicine, prisons and sexuality. In this section I focus on

his actual characterisation ofpower, particularly as he described it in his later work (e.g.,

Foucault 1984).

Foucault (1978) talked of power relations as 'relations of force' which were

plural and polymorphous and his objective was to analyse how these force relations were

configured at specific sites. He contested the notions of sovereign and structural power

and the depiction of power as a quantitative capacity or a homogeneous entity which

was held to varying degrees. Rather, power was force relations which were exercised.

It was action that impacted on the actions of others, where the subject always had

agency and the potential to respond.

It (power) is a total structure of actions brought to bear on possible actions; it
incites, it induoes, it seduces, it makes easier or more difficult; in the extreme it
constrains or forbids absolutely; it is nevertheless always a way of acting upon
an acting subject or acting subjects by virtue of their acting or being capable of
action. A set of actions upon actions (Foucault 1984:a27).
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Foucault sought to avoid the zero-sum notion of power in which, to the extent

that one side held power, the other was passive and powerless. Not only did he contend

that power was exercised, rather than held or possessed, but he conceived power as

something that did not necessarily equate with repression, arguing that power relations

could be both productive and dominating.

We must cease once and for all to describe the effects of power in negative
terms: it 'excludes', it 'represses', it 'censors', it 'abstracts', it 'masks', it
'conceals'. In fact power produces; it produces reality; it produces domains of
objects and rituals oftruth. The individual and the knowledge that may be gained
of him (sic) belong to this production (Foucault 1977.194).

Although his notion of disciplinary power (see below) was sometimes seen to

portray power as systematically zubjugating human freedonq in his later work Foucault

asserted that power always carried with it the potential to resist. Relations of domination

and resistance were both considered aspects of a power relation and were not depicted

as fixed binary opposites but as dynamic and interdependent. In other words the

oppositions between them were not essential but contingent. While not underestimating

the dominating potential within certain power relations there was always potential

resistance and the ground at stake was always contestable. He placed importance on

studyng the strategies and tactics of domination and resistance in specific situations. It
was at this point of resistance that Foucault saw the key to understanding how power

relations worked and he commented that resistance was not so much for the individual

but against the "government of individualisation" (1984:420). In opposing the Marxist

notion of class resistance, he argued that there were multiple sites of resistance and that

they arose at the local level, at the very site where power was exercised.

There is no single locus of great Refusal, no soul of revolt, source of all
rebellions, or pure law of the revolution. Instead there is a plurality of resistances
(Foucault 1978:95-6).

His analysis of power as the structure of actions on the actions of those who

were able to resist implied that power relations were inherently unstablq contestable and

potentially reversible. In addition, they were characterised by shifting and unstable

alliances and networks.
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Power relations are rooted in the system of social networks. This is not to say,
however, that there is a primary and fundamental principle of power which
dominates society down to the smallest detail.... The forms and specific
situatiorr of the government of men (sic) by one another in a given society are
multple; they are npenmposed, they cross, impose their own limits, sometimes
cancel one another out, sometimes reinforce one another (my emphasis)
(Foucault 1984:430).

Foucault argued that power was present or inherent within the fabric of society

located in a wide range of sites and exercised through practice. All societies had power

relations even though there was no fixed manner in which these manifested. He argued

that there was not a pervasive sovereign power inherent in the state or other institution

and that the economy did not hrve a necessary and ultimately determining power. While

he agreed that it was useful to analyse the power relations of defined institutions, he

argued that in doing so they had to be studied from the reference point of the power

relationships not the institution, since power relations did not reside in institutional

structures even though they appeared to do so (Foucault 1984).

Foucault was more interested in the effects of power or in the techniques and

rationalities used in its exercise than in who held it. In order to move away from

centralised and sovereign analyses of power he advocated five methodological

precautions. First, local and particular workings of power should be examined rather

than central stnrctures. In other words it was important to examine the microphysics of

power, how it operated in local and qpecific settings and at points of resistance. Second,

the actual application of power, its effect or outcome, should be examined rather than

the intent. Third, power should be seen as not possessed but as exercised througb a

network which permeates the social fabric so that individuals were "the vehicles of
power, not its point ofapplication" (1980a:98). In this way Foucault moved away from

the who of power and their intent to how power was actually exercised or applied.

Fourt\ an ascending analysis should be undertaken, commencing with the microphysics

of power, with local and particular mechanisms, and exploring how these have been

"invested, colonised, utilised, involuted, transformed, displaced, extended etc., by ever

more general mechanisms and by forms of global domination' (1980a:99). Fifth, the

exercise of power brought with it the construction and application of knowledges
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although these were not ideological (Foucault 1980a).

Foucault avoided any totalising frameworks for the analysis of power. Power

relations had to be examined at each point not assumed to be universal or trans-

historical. On this point he challenged the traditional Marxist view that economic

formations had a necessary determining effect on power and social relations. I have

interpreted this to mean that, while the economic factors may have considerable

influence over certain social relations at a certain time, this may not hold elsewhere or

at another point in time.

He also objected to the idea that events were the intentional and specifically

directed outcome of some coherent institution, such as capital or the state. Strategies

existed but they were not the intentional acts of a unified subject. Historical outcomes

arose from a complexity offactors not simply the intentions of a social body. Regarding

intentionality Foucault rather cryptically stated:

Power relations are both intentional and non-subjective..... they are imbued,
through and through with calculation: there is no power that is exercised without
a series of aims and objectives. But this does not mean that it results from the
choice or decision of an individual subject (1978:9a-\.

By this he did not mean that he viewed the exercise ofpower as a totalising force

or as a conspiratorial act. In historical periods distinct forms of knowledge and practices

coalesced and could be identified as a strategy but this was not an intentional or

determining force of a particular social body. However, some authors have argued that

Foucault's work on intentionality is ambiguous, particularly given his view of the non-

unffied subject (Hunt and Wickham 1994.28-9).

Criticisms of Foucault's Characterisation of Power:

Foucault's concept of power has been criticised because it depicted power relations as

so general and pervasive that they became meaningless. His focus on the plurality of
forces and sites of power inevitably presented problems of relativism and resulted in a

form of pluralism (Clegg 1989:183). However, Foucault did not claim that there were

no relations of domination and subordination, merely that these relationships were not
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simplistically dualistic. Although in avoiding these dualism he encountered some

problems regarding what constituted domination and when a party was dominated (flunt

and Wickharn 1994:14-5), his intent was to show the dynamic and complex nature of
power and to move beyond simplistic representations, In fact, in his later work he

distinguished between power and domination (Foucault 1988:19).

Sawacki (1991:8-9) addressed the challenge that Foucault's concept of power

was pluralistic by differentiating his radical pluralism from liberal pluralism in three ways.

Firstly, she argued, while liberal pluralism assumed interest groups had coherent

identities and competed on equal terms with other groups for political power, radical

pluralism "operate[d] with a relational and dynamic model of identity as constantly in

formation in a hierarchical context of power relations at the microJevel of society"

(1991:8). I have interpreted this to mean that interest groups became internally

differentiated at timeq both membership and ideals could vary according to issues being

contested and there were constantly changing alliances within and between them

according to circumstances. Secondly, radical pluralism politicised language, theory and

social and personal relationships. It did not use language or theory to provide the

definitive explanation of how political power operated but, rather, sought to show how

they actually shaped and perpetuated power relations and social formations. This

required reflexivity on the part of the commentator as well as an acknowledgement that

there was not an ultimate truth to be uncovered. Finally, radical pluralism challenged

forces of dominatioq while liberal pluralism did not. Liberal pluralism assumed that to

some extent a level playrng field existed and that interest groups had more or less

equivalent input into decisions. Radical pluralism on the other hand sought to identify

and explain the marginalisation of the hidden voices while at the same time refraining

from depicting them as powerless and passive.

Foucault's focus on the micro-physics of power rather than global or macro

forces, such as capitalism and the economy, along with his failure to analyse the effects

ofthe globalisation of power relations within large institutions have been seen by some

as limiting his overall project (Hunt and Wickham 1994:31). According to Hunt and

Wickharn" Foucault chose to emphasise the 'small powers' partly because he wanted to
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shift the area of power analysis away from large institutions and into the dynamics of
everyday life and partly because he wanted to avoid engaging directly with Marxist

categories of analysis.

Although his focus was on the microphysics of power, Foucault did, in fact,

argue that this had to be examined in relation to its engagement with more general forms

of domination.

I believe that the manner in which the phenomen4 the techniques of and
procedures of power enter into play at the most basic levels must be analysed,
that the way in which these procedures are displaced, extended and altered must
be demonstrated; but above all what must be shown is the manner in which they
are invested and annexed by more global phenomena and the subtle fashion in
which more general powers or economic interests are able to engage with these
technologies that are at once both relatively autonomous of power and act as its
infinitesimal elements ( I 980a: 99).

In addition, he later turned his attention more directly to the macrophysics of
power, to global and macro-level forces and, although he did not undertake a descriptive

analysis of this as he had done with micro-level power, he attempted to apply his

examination of how power was exercised to the macro-level. Once again his emphasis

was on the how of power, on the techniques and strategies employed. In his later work

he used the concept 'governmentality' which built on his notion of disciplinary power.

Disciplinary Power and Governmentality:

In his earlier work Foucault employed the notion of disciplinary power. He argued that

the notion of sovereign power belonged to a precapitalist era in which the king ruled.

However, with industrial capitalism there arose a qualitatively different form of power,

disciplinary power, whose instruments and effects were more subtle and diverse.

The growth of a capitalist economy gave rise to the specific modality of
disciplinary power, whose general formulas, techniques of submitting forces and
bodies, in short, "political anatomy", could be operated in the most diverse
political regimes, apparatuses or institutions ( I 986b .211).

Dsciplinary power differed from feudal and sovereign forms of power in that it

was not coercive or an exertion of force. Rather, control was achieved through a
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a population (Foucault 1980a:105). A central technique was observatio4 recording or

monitoring of behaviours along with the application of certain incentives and

disincentives. Observation was essentially hierarchical (such as doctors over patients,

teachers over students). It became effective through a process of normalising and the

internalisation ofjudgements and observations (Hunt and Wickharn 1994:2I).ln The

Birth of the Clinic (Foucault 1973), for example, he explicated how the medical

profession assisted discipline through demographic and other codification required for

public health measures. Disciplinary modes ofpowerpermeated all other forms of power

and its effects were felt throughout the whole of society. Foucault defined discipline as

a technolory or anatomy of power which was not equivalent to social institutions but

could be exercised by them.

The formation of the disciplinary society is connected with a number of broad
historical processes - economic, juridico-political and, lastly, scientific - of which
it forms a part (1986b:207).

Disciplinary power also differed from feudal and sovereign forms of power which

were intermittent and ultimately unwieldy and 'uneconomical'. It, on the other hand, was

effective in that it was pervasive and was economical in that it subtly infused what it

disciplined through forms of surveillance and regulation without requiring cumbersome

infrastructures.

However, disciplinary power, as described in his 1977 work Discipline and

Punish, was characterised as particularly inhibiting of human agency, a position that he

later modified both in his discussion on the subject and power (Foucault 1984), in which

he advocated that relations of power were only so when the subject had the capacity to

resist, and through his later work on the concept of governmentality. According to

Hindess (1996:97), with the development of his notion of governmentality came a

differentiation between power, domination and government. Power relations were those

which were, as described, polymorphous, contestable and unstable. Relations of

domination, on the other hand, were more hierarchical, stable and particularly

constraining for the dominated, while relations of government lay somewhere between
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these two and employed the technologies of self-regulation.

Government was the art ofinfluencing or'conducting' the conduct of others and

was to be distinguished from sovereignty in the same way as discipline was. His concept

ofgovernment was broader than the commonly used version ofthe word. It was:

the way in which the conduct of individuals or of groups might be directed ......I1
[government] did not cover only the legitimately constituted forms of political
or economic subjectiorq but also modes of actio4 more or less considered, which
were designed to ad.upon the possibilities of actions of other people. To govern,
in this sense, [was] to structure the possible field of action of others (Foucault
t984428).

In general through the use of the concept governmentality, Foucault (1991)

aimed to understand the rationality used in the act of governing, to examine how

governing actually occurred. The government or regulation of populations occurred not

through right and law, as traditional political theories would advocate, but rather through

technologies, techniques or rationalities which were pervasive throughout the social

body, perpetuated through normalisation and reliant on self-regulation by the subject.

Building on his concepts of discipline and power/knowledge he argued that governing

was enabled through the systematic collection of information about populations and

through the strategic creation and use of knowledges.

Iduch ofFoucault's later work on governmentality is unpublished but, according

to Burchell (1993), in this work Foucault extended the more determinist 'iron cage'

notion of discipline as a form ofgovernance, to include an analysis of the techniques of
self governing. This was consistent with his more general agenda to shift away from

repressive and coercive notions of power and traditional Mamist notions of ideolory.

Government occurred through both techniques and rationalities that 'conducted the

conduct' of others and practices of self-government - ways in which individuals,

households or communities regulated their own behaviour in line with certain

rationalities. In addition, through the argument that one inculcated certain values by

which one regulated oneself,, he challenged the liberal view of the autonomous and

consenting self and hence the modernist notion that political power operated through the

rational consent of individuals (Hindess 1996:21).
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Foucault mentioned a number of rationalities of government in his work. These

included discipline, bio-power and liberalism (Hindess 1996:l l2). Liberalism as a

rationality ofgovernance is of particular importance to my work and is a topic on which

I will elaborate following a brief mention of bio-power. Foucault discussed bio-power

in his first volume of The History of Sewality (Foucault l97S). Bio-power was used to

describe how power was exercised over populations through policies and techniques

pertaining to a person's sexuality or reproduction. Such a rationality subjugated bodies

by circumscribing sexual or reproductive norms or parameters of action and was a form

of governance of the population. However, government also contained the seeds of
resistance and some of the effects of bio-power have been countered by resistances as

bio-politics have encroached more and more into people's personal lives (Gordon

l99l:4-5).

Foucault's work on liberalism and neo-liberalism as rationalities of government

is largely unpublished and, arguably, embryonic but has been taken up and extended by

a number of writers (e.9., Barry et d,. L993;Burchell 1993; Osbourne 1993; Rose 1993).

F[s approach to liberalism differed from that of other political philosophers in that he did

not assume it was a theory about free individuals entering contractual relationships with

a sovereign power. Since he disputed the notions of sovereign power and autonomous

consenting zubjects, his interpretation of how power was exercised was not based on the

legitimation of political sovereignty. Rather than jurisprudence being the means by which

the liberal objective of reducing state regulation was effected, according to Foucault, it

was yet another means by which governance of subjects was enabled (Gordon 1991:18-

9). kr addition, whereas traditional accounts of liberalism spoke of a tension between its

basic aim ofmanimising individual liberty through minimising state interventions and the

need to establish state mechanisms and controls to ensure individual rights and freedoms,

Foucault argued that liberal rationality actually enhanced governance because the latter

relied on and indeed was effected through free subjects. In other words, the governance

of populations could be enhanced rather than obstructed by free subjects (Hindess

1996:1.2a-\.
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Part ofthe logic ofliberalism was the requirement that individuals be competent

to use their freedom responsibly and within parameters that were deemed appropriate

to its aims and objeaives. As Burchell (1993) pointed out, in this case the self-regulation

of individuals became an integral part of governance. Indeed the more sophisticated the

care of self or self-regulation became, the more effective was the act of governing.

Despite the apparent objective of liberalism and neo-liberalism to minimise the

power exercised by the state, the latter remained able to institute and effect practices

which furthered the governance ofthe population. This was enabled because its function

was both totalising and individualising. Individuals had rights and freedoms but became

drawn into relations of dominance with the state because they looked to it to ensure

these rights and freedoms were safeguarded and to provide welfare. According to Dean

(1994:186), because of this:

[the] state is in a kind ofwin-win position with regard to political rationality and
its instantiation in struggles: demands for the enhancement of civil, political and
social rights..... are responded to by multiplying the governmental domains and
capacities ofthe state; and demands of the rights of individuals against the state
necessarily require the development of new forms of governmental practice to
secure, defend, protect and foster these rights.

Although he argued that power was not centralised in state institutions, Foucault

accepted that the state did in some cases exercise considerable power. He was concerned

with how it exercised power, how certain power relations permitted it to operate as a

centralised base, and how individuals responded to this, since in his view govemment

and the ethical practices of the self were interdependent. The state was important in the

study of power not because power relations derived from it but because increasingly they

were brought under the control of state institutions.

[The state's] firnction is the taking of everything under its wing, the bringing into
being of general surveillance, the principle of regulation and, to certain extent
also, the distribution of all power relations in a given social ensemble.....It is
certain in contemporary societies the state is not simply one of the forms or
specific situations ofthe exercise ofpower - even if it is the most important - but
that in a certain way all other forms of power relations must refer to it. But this
is not because they are derived from it; it is because power relations have come
more and more under state control (Foucault 1984:430)
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Foucault did not assume that the state had an essence or an inherent power.

Instead, it was considered an amalgamation of various institutions, strategies,

rationalities and technologies and his focus was on examining these. The state's ability

to operate as an institutional power was determined by the practices of government not

vice versa and, as a corollary, changes in practices resulted in changes in institutional

structure. He replaced the conventional static image of the state with one of fluidity and

contestability. It became a site of struggle to determine the discourses that then shaped

the means and terms of governance.

However, governilnce was also effected through such institutional fields as

medicine and education. According to Johnson (1995), expert professionals became the

governing instrument of the state in that through them a wide range of information about

zubjects became known and the means for monitoring and calculation of populations was

effected. Moreover, as Rose (1993) and Osbourne (1993) noted, expert professionals

have in turn become governed through the political rationality of neoliberalism.

Osbourne argued that under welfare politics in Britain the medical profession was

governed through control over the competency of its members rather than over their

practice. However, recent neo-liberal fiscal policies, which aimed to curb escalating

medical costs, had brought in a new form of governance of the profession. Medical

practice was now also governed and not simply through the shift in focus to consumer

demand and general management but, more subtly, through encouraging self-governing

by the profession through market imperatives and budget-holding. Consequently under

the influence of neo-liberal rule the medical profession (and, it could be argued,

midwifery) became both an agent and, to a greater extent, a subject of governance.

Feminism and Foucault:

Foucault's work had much in common with feminisrn, zuch as his challenge to the notion

of a universal transcendent truth, his depiction of how counter knowledges became

marginalised, his emphasis on the need to analyse and form resistances at local sites of
power? his notion of power as also productive and his argument that the body was made

docile by disciplinary power (Sawicki 1991). However, his work was also challenged by
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feminists on two main points. Firstly, they drew attention to Foucault's androcentrism.

In his analysis of how disciplinary power rendered bodies docile Foucault did not

differentiate between male and female bodies and implied that power subjugated them

in the same way, therefore ignoring the significant differences in the manner in which

males and females were engendered. Secondly, they argued that his analysis was

problematic in that, like postmodernism in general, its deconstruction of the analytical

category of gender and ofthe integdty and agency of the human subject destabilised the

basis for feminist resistance to male domination and for a politics of liberation for women

@raser and Nicholson 1990;Hartsock 1990; Walby l99Z).

In defence ofFoucault Sawicki (1991) argued that despite his androcentrism his

work had been constructively built on by feminists, who were perhaps more

appropriately positioned for such an endeavour, to provide a specifically feminist critique

of social relations. Regarding the challenge that his work destabilised the feminist

emancipatory project she argued that Foucault's critique of rigid analytical categories

pointed out the implicit ways in which these inadvertently or otherwise perpetuated

relations of dominance. She stated:

There may also be good reasons for continuing to operate with many of the
categories and assumptions of traditional revolutionary theory. Nevertheless,
Foucault has opened the question from a perspective that is sympathetic with
demands for radical change. He does so by writing histories that focus our
attention on how traditional emancipatory theories and strategies have been blind
to their own dominating tendencies. He suggests that they are historically linked
to disciplinary practices that have been more oppressive than liberating
(1991:e7).

Sawicki also recommended emphasising those parts ofFoucault's work which

were not well developed but which strengthened a feminist critique and, conversely, de-

emphasising those parts which did not. She warned against taking too literally his

destabilisation ofthe self and identity. Becarrse women had historically had fractured and

oppressed identities, it was important that there was a sense of identity cohesion in the

movement out of oppression. However, it was also essential to not cling too tightly to

this sense of identity but to recognise its inherent instability.
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Conclusion:

My aim in this chapter was to explain some key features of Foucault's theoretical work

that are useful for this project and to position them relative to other theoretical models.

Although Foucault was averse to totalising theorieq I feel it is important to contextualise

the issues I have examined and to attempt to integrate the diverse themes I discovered

into some overall framework. Like thosewriterswith reservations about the postmodern

preoccupafion with plurality and diversity at the expense of generalising claims, I see the

importance of some form of generalisation provided it is not universalised and applied

trans-historically and that plurality and complexity are not ignored.

Foucault's concept of genealogy proved useful for explaining the complex

constellation of forces which enabled the passage of the Nurses Amendment Act 1990

and for understanding the shifts in power relations in the materniry policy area. His

portrayal of power relations as contestablg polymorphous and unstable with shifting

alliances and the application of his understanding of subjectivity to explain the non-

unitary nature of interest group identity were useful in analysing the complex

relationships both within and berween maternity service interest groups and for

demonstrating the ongoing contestability of midwifery autonomy. lfis notion of

governmentality was useful to understand the ways in which neoliberal economic

policies shaped the parameters of negotiation forthe new maternity service arrangements

and how aspects of the new arrangements enabled both governance of the population

and constraint of professional practice and power.

A Foucauldian analysis of power relations between competing occupational

groups and between these groups and the state is based on the assumption that interest

goup identities are not unified but fragmented, that these identities develop and change

through contestation and historical process and are at times contradictory. In certain

political contexts interest group identities will appear concrete and oppositional to one

another, while in other contexts these lines of differentiation will become more blurred.

In such an analysis the relationship between the state and occupational groups, for

example, is not depicted as a simply dualistic struggle between state intervention and

occupational autonomy. While this struggle is an important feature, the relationship is
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also more contradictory since the oecupational groups are themselves an instrument of,

government.

Deqpite the apparent tensions between feminism and Foucault's work, I remain

convinced by Sawicki's (1991) argument that a Foucauldian analysis can serve the

feminist project well. Insights from Foucault's work are threaded through the body of
this thesis as various aspects of the changes to maternity services are described and

analysed. I begin this description and analysis in the next chapter with a historical

examination of midwifery and matemity services in New Zealand/Aotearoa from 1900

to 1990.
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CHAPTER 4:

TIIIT HISTORY OF'MIDWIFERY AND MATERIIITY SERVICES

IN NEW ZEALAND/ AOTEAROA: 1900-1e90

Introduction:

From the turn of the twentieth century until the passage of the Nurses Amendment Act

1990the status and autonomy ofmidwives changed dramaticallg going initially through

a period of formalisation before one of increasing decline. This occurred simultaneously

with an increase in the hospitalisation and medicalisation of birthing services which was

most significant from 1920 to 1939 (Mein Smith 1986). This trend was similar to that

occurring in other Western countries, such as Britain and the United States. However,

the hospitalisation of bfuth became established more quickly in New ZealandlAotearoa

than in these other two countries (Mein Smith 1986:118). By the 1980s all but a small

number of births occurred in hospital under the supervision of a doctor and midwives'

practice had been reduced to obstetric nursing. In 1983 an amendment to the Nurses Act

I97l,thefinal amendment prior to the Nurses Amendment Act 1990, instigated further

restrictions on midwiveq marking the nadir of midwifery autonomy and its occupational

standing. It also signalled further limitation of women's choices in childbirth. This

provided the impetus for concerted political activity by both consumers and midwives

throughout the 1980s to regain midwifery autonomy and increase women's choices in,

and control ot, childbirth.

This chapter provides an historical overview of changes tfiroughout this period.

It is divided into two parts. The first part covers the period from 1900 to the Nurses

Amendnent Act 1983 and details the progressive shift from home to hospital birttr, from

midwifery to medical control of normal childbirth and from Department of Health

control over maternity services to control by the medical profession. The second part

covers the period from the 1983 Act until the introduction of the Nurses Amendment
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Bill in November 1989, a time of considerable resistance to this trend. In particular it
focuses on the political activism of the women's health lobby and midwifery and the

resulting shift in public and bureaucratic support for changes to women's birthing

options and midwifery scope of practice.

1900 - 1983: The Medicalisation of Childbirth:

At the turn ofthe century most births in New Zdand/Aotearoa were conducted at home

and attended by midwives who were not formally trained but who had considerable

experience in the field @arkes 1991). In 1904 the Midwives Registration Act was

passed. The intent of the Act was to formalise midwifery education and regulate

midwifery practice. It also aimed to eliminate lay-midwives who were portrayed as

dangerous and who were believed to be responsible for the high incidence of maternal

mortality - a characterisation which has in recent times been challenged @onley l986;

Parkes 1991 :166). At this time midwives were the undisputed prdctitioners for normal

childbirth. Medical practitioners were only called in if complications developed.

The 1904 Act also enabled the establishment of the St Helens Hospitals, which

provided state-subsidised maternity care to women whose husbands had low incomes.

These hospitals provided a training setting for state registered midwives. By 1920 seven

St Helens hospitals were estabtished throughout New Zealand/Aotearoa - in Auckland,

Wellingto4 Christchurch, Dunedin, Gsborne, Wanganui and Invercargi[. Although

t}roughout this period there was an increase in the hospitalisation of birth, according to

Mein Smith (1986:l) in 1920 these hospitals catered for only about four percent oftotal

births. In that year approximately 650/o of births still occurred at home or in one-bed

maternity homes run by midwives. The majority of hospital births occurred in private

hospitals.

Although the St Helens hospitals were originally not intended for the training of
doctors, over time this changed. The medical profession fought hard to obtain access to

St Helens patients for teaching purposes and by 1918 medical students were allowed to

train at Dunedin's hospital. By l92l they were also training in Christchurclr, Wellington

and Auckland. The other three hospitals objected on the grounds that they did not have
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enough women to train both midwives and doctors. Doctors increasingly took over the

Dunedin hospital as their training ground to the point where,by 1929, midwifery training

ceased (Parkes l99t). The movement of midwifery practice into the hospital setting

facilitated the medical control of their practice. Whereas in the community midwives

were able to practise autonomously, in the hospital setting this became increasingly more

difficult as the presence and influence of doctors increased.

Throughout the 1920s the hospitalisation of birth was significantly advanced by

measures to curb the high incidence of maternal mortality. In 1921 a special Committee

ofthe Board ofHealth was appointed to investigate why New ZealandlAotearoa had the

second highest maternal mortality rate amongst Western countries. In 1920 maternal

mortality amongst Pakeha women was 6.48 per 1,000 live births. Amongst Maori

women it was significantly higher at22.86 per 1,000 live births. In addition, the rates of
maternal mortality irmongst Pakeha had not improved since they had first been recorded

40 years previously. (Reliable statistics for Maori women were not available before

1920.) The Committee found that puerperal sepsis was the predominant cause of death

(Brookes l99l; Parkes 1991).

Until the late 1920s the Health Department had the controlling influence over

maternity services. In the mid 1920s two of its civil servants, Dr Thomas Paget,

inspector of private hospitals, and Dr Henry Jellet, consulting obstetriciarq were central

in advocating greater maternal safety through a four-pronged approach: more extensive

antenatal carg a standardised aseptic technique to be used by practitioners during labour,

strict inspections of private hospitals, and improvements in the education of midwives

and doctors. As part of this initiative, state-funded antenatal clinics run by midwives

were set up in the four main centres. The Health Department, under the influence of

Jellet, worked with the philosophy that the midwife was the preferred birth attendant

during normal labour, that all births need not occur in hospital and that doctors were

only needed for the small percentage of women who experienced complications.

Ilowever, despite the pro-mid*ifery stand ofthe Health Department, the introduction

of a strict standardised aseptic procedure during labour ushered in a more medicalised

approach to labour and encouraged hospitalisation of birth.
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The passage of the Nurses and Midwives Registration Act 1925, although

intended to improve the status of midwives, in fact became instrumental in eroding it.

The Act formally created two qipes of maternity practitioners - midwives and maternity

nurses. There was significant difference in the education and scope of practice of the two

groups. Midwives' education was improved and elevated to postgraduate status. In

additioq they remained able to practise autonomously. According to the legislation, to

undertake the duties of a midwife meant "to attend a woman in childbirth in any case

where a registered medical practitioner has not undertaken responsibility for the care of
the patient" (Section 16(5)). On the other hand, the education previously considered

adequate for registration as a midwife became that ofthe maternity nurse, who under the

new legislation could only attend women in childbirth where a medical practitioner had

taken responsibilrty for her care.

As a result ofthe Act, those who became registered as midwives under the new

qystem had improved status. However, all those registered under the 1904 Act became

classified as maternity nurses and most women undertaking maternity care education

following the new Act became maternity nurses (Mein Smith 1986:37;Parkes 1991).

Under the 1925 Act the Medical Officer of Heatth was responsible for

supervising the practice of midwives and maternity nurses and for investigating

complaints about their practice. The Act also specified the composition of the Nurses

and Mdwives Board which determined midwifery education and authorised midwives'

registration. The Board comprised largely medical and nursing personnel and was

chaired by the Director General of Health or, in his absence, an appropriate medical

practitioner. Medical chairmanship of this Board continued until 1971 when the Board

was replaced by the Nursing Council of New Zealand (Papps 1992).

Despite the fact that the Act in effect increased medical control of normal

childbirtb general practitioners felt threatened by the improved education of midwives,

by the state-funded antenatal clinics and by the fact that Jellet was keen to establish a

midwifery-based maternity service. In addition, there was ongoing tension between the

Department of Health and the medical profession because the former was concerned

about the high incidence of instrumental deliveries being undertaken by doctors. Jellet



in particular took a strong stand against what he perceived to be overly-interfering

obstetrics and, although his campaign was zuccessful in reducing the rate of intervention,

it was extremely unpopular with the medical profession (Mein Smith 1986:72-74). Nl
these factors led to increasing politicisation of the profession throughout the late 1920s.

In a bid to change the direction ofthe Health Department's safe maternity campaign, the

New Zealand Obstetrical Society was established in 1927. This organisation gradually

gained influence over the Health Department's initiatives and its advent marked the

beginning of a shift in political influence over maternity services from the Health

Department to the medical profession (Mein Smith 1986:38-41).

By 1935 78o/o of births took place in hospitals where medical attendance was

routine (Mein Smith 1986:1, 119). Maternal mortality rates had reduced from 1927 and

were now no longer causing alarm but, according to Mein Smith (1938:ll8), this

reduction was due not to the increased medicalisation and hospitalisation of birth" but

rather to the aseptic methods encouraged by Jellet and Paget through the St Helens

hospitals. The later advent of sulphonamides and antibiotics furthered this reduction.

The growth in political influence and the control of normal childbirth by doctors

was facilitated by the introduction of analgesia and anaesthesia which could only be

administered by a medical practitioner. Although this had previously been discouraged

by the Health Department, by 1930 its opposition had abated. There was growing

interest in the use of pain relief in labour from more wealthy women who were able to

afford medical care. This interest began to spread more widely and from the mid 1930s

Labour Party women's organisations began campaigning for better forms of pain relief

in labour for all women and particularly in the St Helens hospitals, which were still

largely run by midwives (Mein Smith 1986:84-86).

In 1935 the Labour government came to power and set about developing the

welfare state. In order to determine how best to organise maternity services a Committee

oflnquiry into Maternity Services was set up in 1937. At that time the state subsidised

the St Helens hospitals and provided free midwifery antenatal clinics but otherwise

women paid for their maternity care. The committee examined closely the role of the

midwife, the maternity nurse and the doctor. It canvassed women's organisations
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throughout the country and found that they largely agreed with the medical argument for

the hospitalisation ofbirth provided it was funded by the state. The committee reported

that "the tendency was ovenrrhelmingly in the direction of hospitalisation of all maternity

cases, both normal and abnormal" (quoted in Mackay 1983:l l).

The medical profession applied political pressure to get state funding for the

continuity of medical care by a general practitioner throughout pregnancy and childbirth

as opposed to more fragmented shared care iurangements between doctors, hospitals

and clinics. Support from the medical profession was imperative in order to institute the

broader goal of a state-subsidised general medical service and the Committee

recommended the introduction of a state funded maternity benefit available to doctors

to cover all hospital and medical expenses incurred by women during the childbirth

process. The Labour govemment supported the notion that medical care should be

available to all women not just the wealthy.

In 1938 the Social Secarity Act, which established the welfare state, was passed.

When the Act was implemented in 1939 women became entitled to free hospital care

during childbirth and to care by a doctor or, in the case of the St Helens hospitals, a

midwife of their choice (Mein Smith 1986:119-120). The Maternity Benefits Schedule

was established under the Social Security (Maternity Benefits) Regulations in 1939 and

this allowed medical practitioners to claim a global fee for maternity services provided

to women. Specialist obstetricians had little, if atty, influence on negotiations at this time,

since there were so few of them. Howeveq they did secure the right to charge a fee for

their care additional to that claimed from the state (Mackay 1983:16).

The impact of the Social Security Act 1938 was to increase both the

hospitalisation and medicalisation ofbirtb which had adverse implications for midwifery.

Even though domiciliary midwifery care was also free, the trend toward hospital births

was now well established. While in the St Helens Hospitals midwives were still

responsible for normal childbirth cases, in other public hospitals the majority of women

were under the care of a doctor who was assisted by a midwife or maternity nurse. In

fact, recommendations by the Committee of Inquiry into Maternity Services threatened

the continuation of midwifery, as it was then defined. In anticipation of increased



hospital births and medical attendance, it recommended that the education of midwives

be discontinued in favour of maternity nurse and medical education since the hospitals

could not cater for all groups. This was strongly opposed, however, by Mary Lambie,

the Director of the Division ofNursing in the Department of Healttq whose opposition

was upheld (Papps 1992 62-4).

From this time the hospitalisation ofbirth increased, particularly amongst Maori,

who until then had largely given birth at home. The Committee of Inquiry into Maternity

Services found that Maori maternal mortality rates were twice that of Pakeha women

and recommended that Maori women be attended in hospitals by doctors as their Pakeha

counterparts were. Although some hospitals refused Maori entry and some doctors

refused to attend thern at homg the percentages ofMaori women giving birth in hospital

increased three-fold in ten years, from 16.8% n 1937 to 49.9yo n 1947 @rookes l99l;

Parkes l99l).

In 1945 the Nurses and Midwives Act was passed. The Act brought no real

change in the legal status of midwives and theoretically still enabled them to provide

maternity care to women for whom a medical practitioner had not assumed

responsibility. However, in practice the medical profession now played a dominant role

in the provision of care in normal childbirth. This position had been gained through the

popularity of analgesia during labour but it was now consolidated by arguments

regarding safety iszues during childbirth. The medical profession's stand was that

childbirth was potentially hazardous to both mother and child and required the

attendance of medical experts. This model contrasted with the traditional midwifery

model in which birth was seen as a normal physiological process.

The rising birth rate after the war led to the building of a number of local

matemity units and in the late 1940s an increase in maternity care payments to doctors

made obstetric practice more viable for GPs, particularly since it provided a means to

increase their patient base. The small local hospital became important to GPs and to the

community, although they later became sites of political strife as staffing and financial

problems put pressure on hospital boards to close them down (Mackay 1983:13-1a).

67



Chapter 4: The History ofMidwifery and Maternity Services...

By 1951, 95 percent ofbirths occurred in hospital under medical care and by then

women in the St Helens hospitals were also entitled to be cared for by a doctor rather

than a midwife ifthey so chose @onley 1986:48). The St Helens hospitals, however, still

remained under the auspices of the Department of Health rather than under hospital

boards, although this was to change in 1969 when responsibility for their administration

was transferred to hospital boards. By this time the domiciliary midwifery service had

become almost non-existent and because of this, when the St Helens hospitals were

transferred Aom the Department of Health, the domiciliary midwife contracts were not

included and remained with the Department rather than being transferred to the hospital

boards @onley 1986:48). This omission may well have played an important role in the

future resurgence of midwifery in that it enabled domiciliary midwifery to remain outside

the constraints of the hospital system. It may also have later had a bearing on the pay

ilrangements for midwives under the Nurses Amendment Act 1990.

The development and rise of the obstetric speciality within medicine played an

important role in the direction of maternity services and on the progressive erosion of
midwifery. Throughout the Western world specialisation within the medical profession

became formalised during the 1930s. The rapid hospitalisation ofbirth in this country,

relative to other western countries, probably facilitated the growth of obstetrics as a

specialty bu! nevertheless, it did take some time to gain a place within medicine due in

part to resistance from surgeons. Throughout the 1920s and 1930s Caesarean sections

were performed by general surgeons. Although the first chair of Obstetrics and

Gynaecolorywas established at Otago Medical School in 1931, general surgeons were

not in favour of separating operative obstetrics and gynaecolory from general surgery

and resisted relinquishing control of Caesarean sections. Since they were a powerful

body, it was many years later (even as late as the 1960s in some cases) before

obstetricians gained clear control of this procedure @onley 1986:57-9; Mackay

1983: l5-6).

By 1948 there were 15 New Zealand members of the Royal College of
Obstetricians and Gynaecologists and in 1952/3 postgraduate obstetric education was

commenced at Auckland's Cornwall Hospital, an interim location until the first proper
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postgraduate Obstetrics and Gynaecology Unit was built - National Women's Hospital

(NIMII). The establishment ofNational Women's Hospital in Auckland in 1963 was an

important step in the consolidation of obstetric's position both within its profession of

medicine and amongst maternity practitioners. It signalled that the specialty had a

distinct base which was an important part of medicine and it also provided the base from

which obstetrics was able to gain significant control of maternity care in this country.

The latter was achieved most effectively through the recommendations of the Maternity

Services Committee, on which obstetricians had strong representation (see below)

@onley 1986:58-9).

By the 1960s the increasing influence ofthe medical profession, and obstetricians

in particular, in maternal health policy development within the Department of Health was

reflected in the appointments made during structural reorganisation of the department.

In 1960 the Maternity Services Committee (MSC) of the New Zealand Board of Health

was established to advise the Mnister ofHealth on maternal health issues. Membership

of the committee comprised ten doctors (six of whom were obstetricians) and four

nurse/midwives.In1962/3 Maternal Health was separated from Health Education, with

which it had been aligted, and combined with Child Health. In addition to the formation

of the MSC, a consultant obstetrician and a paediatrician were appointed to advise on

policy (Mackay I 983 :7-8).

The.l/zrsas Act I97I brought about a major step in the progressive erosion of

midwifery autonomy. Section 52(l) of the Act changed the legal status of midwives

significantly by making it illegal for them to provide maternity care unless a medical

practitioner undertook responsibility for the woman. The Act made no distinction

between midwives and maternity nurses, referring to the care of either as 'obstetric

nursing'. In addition, the word 'midwife' was dropped from the title indicating that

midwifery was now considered a branch of nursing. The Act established the Nursing

Council of New Zealand Q.{C) which replaced the Nurses and Mdwives Board. The

chairperson ofthe NC was to be elected by council members and from this point onward

this position was held by a nurse, as opposed to a doctor as it had been with the Nurse

and Midwives Board. Although this was certainly an advance for nursing, as far as
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midwifery was concerned effective control over the education and registration of its

members had simply been transferred from one occupational group to another - from

medicine to nursing. This legislation marked the formal subsumption of midwifery into

nursing and linked midwifery strongly with the medical model of birth.

In 1976 the Maternity Services Committee ofthe New Zealand Board ofHealth

issued a report which was to have important implications for the direction maternity

services in New Zealand/Aotearoa. Its recommendations were consistent with a move

to further medicalise birth. The report recommended the 'regionalisation' of maternity

services which meant the centralisation of services into large obstetric units and the

closure of some small rural maternity units. The justification for such a move was that

this would improve safety for mother and child during childbirth @oard of Health 1976).

Between 1970 and 1984,33 rural maternity units were closed down @osenblatt et al.

1985) amidst strong resistance from the public and from general practitioners and

midwives. The report also recommended that GPs should be required to undertake a six

month postgraduate diploma in obstetrics and gynaecology before being able to practise

obstetrics. The course was duly instituted at National Women's Hospital.

The Nurses Act 1977 (ofwhich the 1990 legislation was an amendment) brought

no change to midwives' status. They continued to be unable to care for women during

pregnancy and childbirth unless a medical practitioner took ultimate responsibility. By

this time all but a small number of births occurred in hospitals, Although much of the

care was undertaken by midwives, this was largely in the form of obstetric nursing and

there was little if any continuity of midwifery care, with women being attended during

pregnancy and childbirth by several different midwives, none of whom she knew.

In 1979 midwifery education moved out of the hospital setting into technical

institutes and became part of the Advanced Diploma in Nursing @epartment of
Education 1987). Whereas previously it was possible to enter the six month hospital-

based midwifery education prograurme following either a general nursing course or an

18 month maternity nursing programmg now in order to become a midwife in New

Zealand/Aotearoa it was compulsory to first be a general nurse. Furthermore the

midwifery programmewas only one component of a diploma classified as Maternal and
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Child Health Nursing and the New Zealand Nurses Association, the professional body

supposedly representing midwives and which gave advice on midwifery and nursing

education and practice to the Minister of Health, held a policy position that midwifery

was a postgraduate nursing qualification @apps 1992.83-4). The numbers of midwives

being educated in New Zealandl{otearoa dropped dramatically, as did the total number

of midwifery registrations, although the latter slowly increased again as overseas

midwives and nurses from New Zealand/Aotearoa who had undertaken midwifery

education overseas joined the midwifery workforce. Table 4.1 details the numbers of

midwives registered and educated in New Zealand/Aotearoa each year berween 1978

and 1983. The registration figure refers to the total number of midwives added to the

midwif€ry register each year and includes those who had just completed their midwifery

education in New Zealandlfuotearoa, those who had undertaken an education

programme overseas and wanted registration here and those who had renewed a lapsed

registration.

able 4.1: Nr:rrbers of midwives resistered and educated in New TnalandlAotearoa 1978-83.

Year 1978 t979 1980 l98l 1982 1983

Midwives
registered in NZ

29r 259 216 146 134 t7I

Midwives
educated in NZ

l8s 163 r20 l8 l3 24

(Source: Save the Midwives 1987:7)

During this period pa)4nent for domiciliary midwifery care was very low, relative

to that for both hospital midwifery and GP maternity care. General practitioners and

private obstetricians had from 1939, claimed payment for maternity care provision from

the Department of Health through the Maternity Benefits Schedule. This was initially

paid as a global fee. However, in 1966 this was reviewed and payment was henceforth

made on a fee-for-service basis, meaning that a fee was set for each antenatal visit, care

in labour, and each postnatal visit. Practitioners were paid for each component of care

as it was provided. The fixing offees was through negotiation between the New Zealand

Medical Association and the Department of Healttr" in accordance with section 1l I of
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the Social Secarity Act 1964. Ttrc fees structure was also reviewed by a tribunal in 1974.

While hospital midwives were paid a nursing scale salary by the hospital board

which employed thenq domiciliary midwives had contracts with the Department of
Health and were paid directly on a fee-for-service basis on their own schedule, in a

manner similar to that of GPs and private obstetricians but at a considerably lower rate.

For example, in 1981 a domiciliary midwife was paid aflatrate of $36 for labour and

delivery no matter how long she was with the woman. GPs on the other hand were paid

$88 for the hour and a half surrounding birth then $19.50 for each half hour over and

above that. Because there were limits on the number of antenatal and postnatal visits for

which a midwife could claim payment, the ma:<imum she was able to earn for providing

antenatal, labour and delivery and postnatal care to a woman was $141.75 (Donley

1992a:35-6). Given that domiciliary midwives undertook most if not all of the care

during labour and delivery, the pay was clearly inadequate for the hours worked and it

was only those midwives who were committed to the ideal of home birth who worked

in this way.

By the early 1980s the medical professioq particularly obstetricians, held

considerable power within maternity services. The issue of safety was prominent in

discussions about birth and was used to justify the clozure of small rural hospitals and

medical opposition to home births. In 1979 the Maternity Services Committee had

responded to the establishment ofthe New Zealand Home Birth Association the previous

year by iszuing a small publication which urged against a trend toward home birth

@oard ofHealth 1979). This was followed up in 1982 by a report opposing home birth

and recommending that domiciliary midwives'contracts come under the auspices of local

hospital boards, as opposed to the Department of Health. This would have meant their

being reviewed by the Obstetrics Standards Review Committee, the obstetrician-

dominated body which issued hospital board contracts to doctors for use of hospital

facilities @oard of Health 1982). This was vehemently opposed by the Domiciliary

Midwives Society and the Home Birth Association and was not implemented. The

prevailing condemnation of home birth by the powerful obstetricians who were on the

Maternity Services Committee had an impact on GPs'decisions to attend home births,
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since obstetricians controlled GPs'access to hospital board contracts, necessary for them

to practice within hospitals. Many GPs were reluctant to attend home births if it meant

risking losing access to hospital facilities for other women, especially since providing

maternity care was a relatively profitable component of their practice @eming 1994.15-

l6). Moreover, powerful obstetric interests ensured the obstruction of the publication

of a research report whicb" after examining perinatal mortality rates in all public

maternity units throughout the country from 1978-1981, found that small GP and

midwife-run rural units were not only safe but that they were possibly more safe than

larger hospitals, in part becarse of the thorough screening of women grving birth in these

units. The findings were, however, later published in the Lancet (Rosenblatt et al. 1985)

and contributed to the growing tide of support for changes to medical dominance of

childbirth.

A 1983 amendment to the Nurses Act 1977 subsumed midwifery further into

nursing by requiring all midwives who were not nurses to work in a hospital. This

prevented midwives without a nursing qualification from practising domiciliary

midwifery and reflected the extent ofmedical and nursing opposition to home births. The

change in midwifery education had restricted who could gain admission to midwifery

education progranmes and this legislation further limited midwifery practice. It marked

the lowest ebb for midwifery in New Zealand/Aotearoa in that it had now effectively

become a branch ofnursing itself strbsumed under the power of medicine. However, this

Act was also to provide the impetus to politicise midwives and to initiate a shift in gear

within the conzumer lobby to demedicalise childbirth and reinstate midwifery autonomy.

1983-1990: the Tide ofChange:

The period from 1983 to 1990 was a time of organised resistance to the trend of

increasing medical dominance of normal childbirth. During this period political lobbying

by consumer advocates became very focused, midwifery as an occupational goup

became politicised and there was increasing recognition of the mutual benefits, both

practically and politically, of a partnership between the two groups. The effects of these

efforts were soon reflected in changes in official Department of Health documents and
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eventually in the introduction of the Nurses Amendment Bill in November 1989.

Consumer Challenges to Medical Control ofNormal Childbirth:

The women's health lobby pressuring for changes to maternity services arose as a

response to women's increasing dissatisfaction with the medicalisation of birth, poor

continuity of care and feelings of powerlessness and loss of control in the hospital

setting. By the late 1970s women's groups had become more organised and vocal in their

opposition (e.g., Daly-Peoples 1977). The home birth option was theoretically available

but strong medical opposition to it meant that few practitioners offered their services in

the home and few women felt confident to choose this option. In 1974 there were only

three domiciliary midwives throughout the country and they attended fewer than 100

births @onley 1989). Midwives willing to attend home births were unable to do so

unless they were able to get medical cover and few doctors were prepared to encounter

the disapproval of their profession by taking responsibility for births out of the hospital

setting. As a result women's choices concerning attending practitioner, birth setting and

type of birth were very limited. These dissatisfactions arose within the context of a

burgeoning feminist movement which raised the consciousness of many people about the

various forms of oppression and inequality experienced by women. With respect to

childbirth, international feminist activists and writers highlighted and provided an

analytical framework in which to explain the vulnerability of women as patients and the

poor status ofthe female-dominated occupation ofmidwifery within the male-dominated

medical system (e.g., Donnison 1977; Ehrenreich and English 1973; Oakley 1980;

Oakley 1984).

In response to these factors the New Zezland Home Birth Association (tBA)
was formed in 1978. The FIBAs aim was to promote home births and to support the few

domiciliary midwives and doctors who offered the service. They were also politically

active and later became the driving force of the consumer lobby to make maternity

services more women-focused and to institute midwifery autonomy (Donley 1992a,

1992b). Over the subsequent decade, despite continued medical opposition to home

birtla the number ofwomen choosing to have their babies at home increased. From 1984

74



Chapter 4: The History of Midwifery and Maternity Services...

to 1988 the number of home births throughout the country, although still only

approximately lYo oftotal births, increased by 84% (see Figure 4.1).

Figure 4.1:
Total Home Birtls inNew Zeal^fr.1984-88

800

ts eoo

E noo
o

f zoo

0

1984 1985 Y.r,1986 t987 1988

Source: Auckland Home Birth Association 1989a:19

In addition, the profile and aims of the HBA5 which were initially regarded as

very'fringe', gained greater acceptability as an increasing body of international literature

appeared which questioned the assumption that home birth was less safe than hospital

birth (e.g., Campbell and MacFarlane 1986; Dalley 1983; Tew 1986).

The HBA was joined in its political lobbying by another consumer pressure

Soup, 'Save the Mdwives' (STM). This group was formed following the passage of the

Nurses Amen&nent Act 1983, which prevented midwives who were not nurses from

providing a domiciliary service. It lobbied for the reinstatement of midwifery autonomy

and set up the Direct Entry Mdwifery Taskforce to lobby for the establishment of Direct

Entry Midwifery education progranrmes in order to bring midwifery out from the

umbrella of nursing @onley 1992a). Mdwifery autonomy was seen to provide women

with improved choices for childbirth and a model of care which was more empowering

to women. Mdwiveswere considered the guardians of normal childbirth since they saw

birth as a natural physiological process as opposed to a medical problem. Thus, it was

argued, under midwifery care women were less likely to experience unnecessary

interventions. Midwifery control of normal childbirth would not only redefine birth as
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a normal process but it would also be more likely to have economic benefits in that it

would make better use of midwifery skills, would reduce unnecessary interventions and

possibly increase home births (which were cheaper than hospital births). Direct Entry

IWdwifery education would mean that those wishing to be midwives did not need to be

nurses first. fu an occupation nursing was oriented largely toward caring for those who

were ill and it was firmly linked with and subservient to medicine. Both these aspects of
the occupation were viewed as inappropriate for midwifery.

The combined efforts of the STM and the IIBA lobbies raised the public profile

of childbirth issues. Both groups were well organised and persistent in their lobbying.

They both had strong ties with domiciliary midwives and together they lobbied for

improvement in the latter's pay and scope of practice. Women wanting home births

needed domiciliary midwifery practice to be viable, and domiciliary midwives in turn

relied on the support of the HBA because of the hostility they experienced from the

medical profession and their hospital colleagues. The majority of domiciliary midwives

worked in Auckland, possibly because the Home Birth Association was strongest there.

However, the lobby became much wider than domiciliary midwifery. The aim was for

all midwives to be autonomous. Over time the STM lobby became more committed to

lobbying for Direct Entry Midwifery education and from 1987 this became its specific

focus (Anon 1987).

The Politicisation of Midwifery:

The 1980s also saw the increasing politicisation of midwives and efforts were made to

bring midvrifery out ofthe control of nursing and medicine. The passage of the Nurses

Amendnent Act 1983 and, in 1986, a change in the Obstetric Regulations to remove the

requirement that hospital board maternity units have a midwife on duty at all times,

signalled ongoing erosion of midwifery and provided an impetus for politicisation. The

midwives'representative body was the New Zealand Nurses Association (NZNA), an

organisation which gave advice to the Department of Health on nursing and midwifery.

Midwives' interests within the NZNA were represented by the Midwives' Special Interest

Section, which had been established in 1972 in order for New ZealanVAotearoa
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midwifery to have representation on the International Council of Midwives (Fleming

1994',17-8). However, the Midwives' Section was under the auspices of the parent

NZII{A a very conservative organisation which supported the progressive subsumption

of midwifery into nursing. In l98l the NZNA put out a policy statement on midwifery

and midwifery education which clearly indicated that it considered midwifery to be a

postgraduate branch of nursing. This sparked a strong response from politicised, mainly

domiciliary, midwives and caused tensions between the Mdwives' Section and the

greater NZNA which increased further when the Nurses Amendment Bill 1983 was

proposed. The Midwives' Section did not agree with the intent of this amendment. Its

zubmission on the Bill differed from that of the parent NZNA and the executive would

not allow it to be submiued. As a result of these actions midwives began to doubt the

appropriateness of having the NZNA as their representative body and began to consider

how their interests could best be represented (Papps 1992.84-5).

Meanwhile, amongst the body of practising midwives there was growing

dissatisfaction with the constraints of their practice. Although midwives provided most

ofthe labour and delivery care, this could be taken over at any stage by doctors, some

ofwhomwould appear at the last minute. Midwives felt that, provided things remained

within the normal realnr" they had the knowledge and skills to undertake the necessary

procedures and make decisions about women's care. In fact, in many cases midwives

were already making these decisions, both in deciding when to call the doctor and in

instructing doctors what to do, since midwives were often more skilled in attending

normal birth than the doctors to whom they deferred. Fuelled by the momentum of

consumer activisr4 midwives argued that the restrictions on their practice were a waste

of their skills and expertise. As it had for consumer concerns, feminism provided an

analytical framework for understanding the gendered basis of medicine's power over

midwifery. Midwifery was an excellent example of a female-dominated occupation

whose scope of practice and autonomy had been eroded and taken over by a male-

dominated profession, medicine, and later nursing (which in itself was medically

dominated). Mdwifery activism developed, then, out of increasing frustration amongst

its members and within a heightened awareness ofmidwives'subservient place within the
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health system.

Domiciliary midwives, who operated outside the hospital board/area health board

systenr" were less constrained by the system than hospital-based midwives and were

particularly politically motivated to push for greater midwifery autonomy, better pay and

better choices for women. They were closely aligned with the women they attended and

worked in partnership with consumer activists on political issues relating to childbirth.

Their relationship with their hospital colleagues was ambiguous because of the hostility

they experienced from them at times, particularly when women required transfer to

hospital. However, as the home birth option gained more credibility this began to abate.

In the process of campaigning for midwifery autonomy, domiciliary midwives

also campaigned to have their pay increased. Although payments to domiciliary

midwives had increased since 1981, by 1985 they were still very low, with the maximum

they could earn for the maximum three antenatal visits, attendance in labour and twelve

postnatal visits being S180. At the same time doctors received $13.50 for each antenatal

and postnatal visit, $185 for attendance at the delivery and a further $40 for each half

hour over and above the hour and a half covered by the delivery fee. There were also

some additional feesthat could be claimed @onley 1992a). Although doctors' rates had

increased considerably since 1981, they were still not happy with thenq since maternity

care payments were not commensurate with payment for other care provided. In 1986

they were successful in obtaining an increase and from then until the passage of the

Nurses Amendment Act 1990, the Maternity Benefits Schedule fees were reviewed

annually and were increased in 1987 and 1989 @onley 1992a; Maternity Benefits

Tribunal 1993).

Domiciliary midwives were successful in obtaining progressive annual pay

increases from 1984 to 1987. However, they were still paid a flat rate for labour and

delivery care no matter how long the labour and their pay remained significantly less than

t}at of GPs and still trailed that ofhospital midwives. For example, following their 1987

increase domiciliary midwives received the following payments:
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Antenatal and postnatal visits:
Labour/Delivery fee (For up to 21 hours):
Live-in allowance:
Travel Allowance:

$16 per visit
$ls0
$45 per day
60c km

By comparisorq following their 1987 increase, medical practitioners received:

Antenatal and postnatal visits: $17.75 per visit
Labour/Delivery fee (For up to I % hours): 5245
Labour rate for tirne over I 7z hours: $60 per half hour
Travel allowance: $1.50 km

@onley 1992a)

Furthermore a Christchurch study conducted in 1987/88 illustrated the ongoing

discrepancy between domiciliary and hospital-based midwifery pay. McNaughtan (1989)

found that the three domiciliary midwives who worked in Christchurch earned on

average $22,306 for the year ended 3l March 1988, of which 460/o was derived from

travel allowance claims. By comparison their hospital counterparts were on salaries of

$29,996 to $33,202 excluding penal rates for working unsocial hours.

kt 1989 the domiciliary midwives' campaign to bring their pay more in line with

that of hospital midwives was successful and they were awarded an increase in their

labouribirth rates which was backdated to August 1988. They became entitled to a flat

rate of $225 for the first six hours and an additional $37.50 for each hour over and above

this. Antenatal and postnatal visits remained at $16 per visit. However, midwives'

payments still remained considerably lower than those paid to medical practitioners,

which were themselves increased in August 1989 to rates which were in place when the

Nurses Amen&nent Act 1990 was passed.

In order to consolidate their own position against possible challenge from

medicine and nursing to provide peer support and to ensure that occupational standards

were monitored, domiciliary midwives established a system of peer review by setting up

Domiciliary Mdwives Standards Review Committees which were first piloted in

Auckland in January 1989 @onley 1992a:44). The committees comprised four

consumers, one domiciliary midwife, one hospital midwife, a public health nurse and one
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doctor. Domiciliary midwives' practice was reviewed by the committee on a regular

basis. These committees and h particular, consumer representation on them, were later

to be the blueprint for the review of independent midwives after the passage of the

Nurses Amendment Act 1990,

Hospital-based midwives also became more politicised throughout the 1980s. In

the mid 1980s a strong feminist awareness burgeoned amongst some groups of hospital-

based midwives who were engaged in tertiary education, politicising them about gender

iszues in childbirth services provision. A book outlining the historical process by which

the autonomy of midwives had been eroded in New ZealandlAotearoa since early this

century, written by a prominent Auckland domiciliary midwife Joan Donley, was

published in 1986 @onley 1986) and served to further motivate midwives.

There was also increasing dissatisfaction amongst midwives with midwifery

education prograrrmes which were a 12 week option within the Diploma of Maternal

and Child Health, one of the Advanced Diplomas of Nursing (ADNs). A 1983

Department of Health evaluation of the ADN prograxnmes indicated that there were

some problems with preparation for midwifery registration, in particular the inadequate

clinical experience @rnst and Young 1993:14). Mdwives, concerned about the quality

of the prografirmes and the low numbers of people graduating from them, lobbied to

separate midwifery education from other post-basic nursing progrcnrmes. In 1989 they

achieved success and the first one year post-basic programmes were established,

although it remained possible to undertake midwifery education through the ADN

progriunme.

Bythis time the changing tide of public opinion on both home birth and the role

of the midwife had had an impact on the New Zealand Nurses Association. A 1989

NZ{A Mdwifery Poliry Statement indicated that there had been an important shift since

l98l in the NZNAs perspective on these issues. The policy statement defined a midwife

according to the World Health Organisation definition (see page 252), wltrch implied

midwives were autonomous, and there was a recommendation that midwifery education

prepare midwives for home birth practice (New Zealand Nurses Association 1989).

Throughout 1986 to 1989 the Mdwives' Section, with input from midwives throughout
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the country, had also proceeded to develop standards for midwifery practice, service and

education, the final drafts of which were circulated in early 1988. The standards were

based on a philosophy of midwifery as wellness and women focused (National Midwives

Section of the NZNA 1988).

In August 1988 the Second National Midwives Conference was held. This

became a key conference at which decisions were made which were to forge the way for

the separation of midwives from the NZNA and the establishment of their own

representativebody, theNew Zealand College ofMdwives. One ofthe speakers was the

English midwife Caroline Flin! a strong advocate of midwifery autonomy and continuity

ofmidwifery care. She was the initiator and leader of the Know Your Mdwife team in

South Londorq a pilot project offering women continuity of midwifery care. She strongly

zupported midwives inNew Zealand/Aotearoa in their efforts move out of the influence

of nursing. At the sarne conference the Auckland domiciliary midwife and long-term

campaigner for midwifery autonomy, Joan Donley, challenged midwives to fight to

become autonomous practitioners or else suffer the fate of the mo4 the efiinct New

Zealand bird @onley 1988). The Wellington branch ofthe NZNA Midwives' Section put

forward a remit that the Nurses Act 1977 be amended to enable midwifery autonomy.

The remit was passed. A working party was established to formulate a constitution for

the new New Zealand College of Mdwives (NZCOM), which was officially formed in

April 1989, following the disbanding of the NZNA Midwives' Section.

The NZCOM provided midwives with their own representative body which

aimed to support and promote midwifery autonomy. The College finalised and

distributed the Standards for Mdwifery Practice, Service and Education (New Zealand

College ofMdwives 1990) and energetically set about lobbying Members of Parliament

and the public to put midwifery autonomy on the political agenda.

Centralto midwifery's stratery to obtain autonomy was its ability to define itself

as distinct from medicine and nursing. The midwifery model of childbirttr, continuity of

care and the model of partnership with women became central features of distinctly

midwifery practice. The midwifery model ofbirth was based on a particular philosophy

ofbirth which differed fundamentallv from the medical model of birth. These differences
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were founded on differing knowledge bases and diflering styles of practice. In simplistic

terms the midwifery model viewed pregnancy and birth as a normal physiological process

and intervention was avoided unless absolutely necessary. The emphasis was on wellness

and the empowennent of women throughout the childbirth process so that they could

be active participants. The focus of the model was on the woman" with the implicit

understanding that her baby's interests were not separate from her own. The

philosophical position of the midwifery model was framed by a feminist analysis of the

patriarchal nature ofmedicalised childbirth and the manner in which this disempowered

women both as individuals and as a group (Fairhall 1990; Russell 1990; Trainor 1985;

Washingon 1986). The midwifery model was contrasted with the medical model of

childbirth which viewed birth as potentially hazardous, only normal in retrospect and

requiring medical management. Inthe medical model there was an implicit understanding

that the practitioner was an advocate for the baby and its proponents argued that under

the midwifery modelthe woman's experience was sometimes put before the safety of the

baby. At this time the midwifery model of birth was largely restricted to the home birth

situation primarily because at that time it was difficult for midwives to practise in this

way within a hospital setting (Winter 1987). It was, however, central to the practice of

home birth praaitioners and women chose to have a home birth for the very reason that

the practitioners attending them adopted this philosophy.

Midwives also argued that only they were able to provide continuity of care

tlroughout pregnancy, labourlbirth and the postnatal period and this differentiated their

practice from that of GPs. While GPs could provide full antenatal care, they were unable

to provide full labour and postnatal care because of simultaneous commitments to their

surgery patients. The women's health lobby had made it clear that lack of continuity of
care was one of women's main complaints with maternity service provision.

The NZCOM recognised that the strength ofthe partnership established between

consumers and midwives in theHome Birth Association was important for the future of

midwifery and from its inception the organisation's constitution enabled consumer

participation in the College at both regional and national levels. Midwives were to

involve their clients as equal pa.rtners in the decision making process to do with their care
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and conzumers were entitled to be represented on all midwifery committees. Partnership

with women became an integral part of the NZCOM philosophy and was another

defining feature of midwifery in New Zealand/Aotearoa.

Increasing Fublic and Bureaucratic Support:

Over the course of the 1980s therewere indications ofincreasing public and bureaucratic

zupport for prioritising women's health iszues in general and childbirth issues, such as the

need for a woman-focused maternity service, improving the home birth option and

extending the scope of midwifery practice, in particular. After over a decade of feminist

political lobbying to get official recognition of a range of women's issues, the Ministry

of Women's Affairs was established by the incoming Labour government in 1984. In

1985 the Women's Health Committee was established to advise the Board of Health on

policy issues pertaining to women's health. The committee called for submissions to

assist them in their task of identrfyrng needs and priorities for maternal health. In 1986

it released a discussion paper (Women's Health Committee 1986) based on 246

submissions which had been received from a range of individuals and groups. The

zubmissions showed strong support for women having more control and choice during

childbirth, the demedicalisation of birt[ the extended role of the midwife, and better

postnatal support. The closure of small hospitals was of concern.

In a 1986 review of health benefits (Scott et al. 1986) the committee suggested

that future options for maternity services include midwives providing competing services

for normal childbirth orthat "firms" of doctors and midwives contract for comprehensive

maternity services. The commifiee also recommended that the home birth option be

zupported and suggested that domiciliary midwives'pay be increased to be in line with

that of their hospital counterparts. They noted that the existing maternity benefits

ilrangement was'.by no means neutral in the way it treats different providers and is in

need of review" (1986:12l).

The discrepancies in midwives' and doctors'pay was also commented on in a

1987 Treasury Report on proposed increases in the Maternity Benefits Schedule for

medical practitioners. The report outlined three main areas of inconsistency. First, GPs
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eamed considerably more than midwives for the silme components of care. Second, there

was inconsistenry in the number of claims allowed, such that midwives could only claim

three antenatal visits while medical practitioners could claim fourteen. Third, medical

practitioners were paid a higher mileage allowance because it incorporated payment for

professional time (The Treasury 1987).

In 1989 The Working Group on Safe Options for Low Risk Pregnancy was

established by the Department of Health to make policy recommendations for maternity

services. This was to be part of a national women's health policy. The working group

comprised a mix of representatives from consumer groups (8), providers (4) and the

Department of Health (3). The group released a discussion paper in December 1989

(Working Group on Safe Options for Low Risk Pregnancy 1989), just after the Nurses

Amendment Bill had been proposed. The paper reiterated and expanded on the issues

raised by the Women's Health Committee three years before, with a strong emphasis on

women having control and choice during the childbirth process. It emphasised the

importance of a birth plan and identified decision points during pregnancy, labour and

during the postnatal period, detailing information and care relevant to those points. In

additioq it emphasised the need for consumer involvement in maternity services policy

development at both local and national levels. The paper clearly supported the Nurses

Amendment Bill.

The Nurses Amendment Bill was introduced to Parliament on 9 November 1989

by the then Mnister ofHealt[ Helen Clark. Clark was an important figure in the process

that enabled the Bill to be put on the political agenda and her contribution will be

discussed in more detail in the next chapter. The Bill was to be an amendment to the

Nurses Act 1977 whtch had already been amended once, in 1983. The intent of the Bill

was to enable midwives to provide total maternity care to low-risk women experiencing

normal childbirth, on their own responsibility. In her introductory speech, Helen Clark

commented that the key reasons given for tabling it were that there was increasing

pressure from women for childbirth to be recognised as a natural process and that

midwives' education enabled them to provide comprehensive care for women in normal

childbirth but their skills were being under-utilised. It was argued that the reinstatement



of midwives would better utilise their clinical skills and provide women with better

childbirth choices (Hansard, 9 November 1989).

Conclusion:

For the greater part of this century the medical profession held a dominant position in

the maternity services arena. Not only did doctors exercise power over midwives and the

women they attended, but the profession also had considerable influence over the

direction ofmaternity services policy. Certainly, for much of the century the relationship

between medicine on the one hand and midwifery and consumers on the other was

relatively hierarchical and stable with little room for effective resistance. While some

ldanrist writers (e.g., Navarro 1986) would argue that class interests were the basis of

the power relations between midwifery and medicine, a Foucauldian analysis would also

focus on the link between power and medical knowledge. Medical dominance in the

maternity field was facilitated by medical control of birth technologies, the rise of

obstetrics and by patriarchal power relations which nurtured strong links between

obstetricians and health service bureaucrats. It was also effected through the privileging

of 'medical knowledge' over 'midwifery knowledge', the strategic use of 'safety' in

childbirth as a discursive tool, and the societal value placed on medical science and

medical/bitth technologies (Lupton 1994). These factors also enabled medical dominance

ofwomen's bodies and, according to Foucault's notion ofbio-power, through its control

of childbirth practices the medical profession was also instrumental in effecting the

governance of women as a population.

However, following Foucault, present in all power relations is resistance or

'dissenting counter-conduct', the ability to strategically reverse or overturn the dominant

discourse or practice (Gordon 1991:5). Although the medical profession continued to

exercise considerable power in the maternity services ilrea for several decades and there

appeared to be few challenges to this stronghold, resistance by consumer advocates and

midwifery was ever-present and gained increasing strength and effectiveness throughout

the 1980s. By the end of the 1980s the 'dissenting counter-conduct' of politicised

consumers and midwives had begun to disrupt the dominance of prevailing medical
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ideologies and practices and there was evidence of a shift toward greater public and

official recognition ofwomen's need to control their birthing experience, of midwives,

skills and ofhome birth as an acceptable birthing option.

In additiog this period sawthe beginning of a shift in the balance of power in the

maternity services arena so that by the latter part of the decade the medical profession's

considerable influence over the direction of maternity services policy had begun to

diminish. A range of social, economic and political factors contributed to this shift and

created the context enabling the political efforts of consumer and midwifery activists to

be zuccessful. In the next chapter I move on to discuss these factors and to analvse their

effects.
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CHAPTER 5:

THE NruRSES AMENDMENT ACT I99O:

FACTORS CONTRIBUTING TO ITS PASSAGE

AND CHANGES IT ENABLED

Introduction:

The passage of the Nurses Amendrnent Act 1990 heralded a new era for midwifery,

enabling significant changes to scope of practice, pay and status. In addition it increased

choices for women. The changes enabled by the Act were considerable given the

situation in the early 1980s. At that time midwifery was at its lowest ebb, there was little,

ifany, continuity ofmidwifery carg childbirth servioes were medicalised and home birth

was considered an unacceptable option. The aims of the 1990 Act were to enable

midwifery autonomy and continulty of care, to promote childbirth as a normal

physiological event and to facilitate the home birth option. The circumstances that

enabled these changes in midwifery and maternity senrices were complex, involving

many factors coming together at a critical point in history. The passage of the Act

occurred during a process oftransition within the health system, an important feature of
which was the shift in the controlling influence on maternity services policy from the

medical professionto govemment agencies. This transition period provided a relatively

receptive forum for the lobby to expand the role of the midwife, and women's health

activists and midwives were well prepared to take up this oppornrnity.

In this chapter I begin by examining in depth those macro and micro-level factors

which created the context enabling the passage of the 1990 Act. I describe changes to

the health system throughout the 1980s following a financial and management crisis. The

changes were based on neo-liberal philosophy which shaped broader economic and social

policies from the mid 1980s and amongst other changes included the introduction of
general (non-medical) managers into the public health system. This and a number of
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other factors, such as increasing consumer criticism of both the limitations of medical

science and medical dominance in the patient/doctor relationship, had an important

influence on the power of the medical profession, which I go on to discuss within the

context of debates within the international literature on this subject.

Against this backdrop and within the context of the political lobbying by

women's health activists and midwives came the appointment of Helen Clark to the

position of Mnister of Health an appointment which was to be crucial to the passage

ofthe Act in its final form. Her influence is then discussed followed by a description of
the passage of the Bill through the parliamentary process. The select committee

discovered that the initial BiU required substantial changes in order that midwives could

have autonomy in practice as well as in principle and a Supplementary Order Paper to

enable changes to midwifery education was added at a late stage, creating disquiet

amongst some key players. The process by which these changes occurred and the input

of key players is discussed.

Finallg I examine the features of the Act, particularly the changes it allowed to

midwifery scope of practice and women's care. In addition, I briefly discuss the

implications of the Act for the way in which midwifery defined itselfvis-a-vis medicine

and nursing.

Changes in the Structure of the Health System:

With the passage of the Social Security Act 1938, New ZealandlAotearoa became the

first country in the world to offer free hospital care to all its citizens. During the 1940s

the commitment to universal access to health care was further advanced by the

introduction of subsidies for primary health carg such as general practitioner services.

By the 1960s government health care spending had doubled from that prior to the 1938

Act. New ZealandlAotearoa's relatively healthy economy was able to sustain the cost of
a free public health service throughout the two decades following the Act. However,

with the economic recession of the 1970s and the increased use of expensive medical

technology, problems with the health system became increasingly apparent. By the early

1980s it exhibited signs of fragmentation, inefficient management, poor resourcing and
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long waiting lists @lank 1994:123-4). Financial constraints and medical dominance

within the health system limited the extent to which the state could work with the

problems. According to Fougere (1992) three potential strategies to deal with these

difficulties evolved, all ofwhich were to some extent used. They were: to increase health

system spending to rationalise the system to ensure more output from the same budget

and to shift costs onto the public. Full use of the rationalisation optiorq although

proposed as far back as the Labour government's 1974 White Paper, was unpopular and

it was not until the late 1980s that it became a central tool to remedy some of the

problems. In the meantime, in an attempt to address some of the inadequacies of the

health qystern, restructuring was effected through the implementation of the Area Health

Boards Act 1983.

Tlte Area Health Boards Act 1983 was introduced by the National government

following the piloting and waluated success oftwo area health board schemes. It was

influenced by World Health Organisation concepts of primary health care and health

promotion and it decentralised population-based health care, previously the responsibility

of the Department of Health @owie and Shirley 1994:300). The Act enabled the

replacement ofthe er,isting 27 hospital boards with 14 area health boards (AHBs), which

were introduced gradually from 1985 to 1989- This gradual introduction facilitated the

internal changes required of the Department of Health since much of its public health

function was devolved to the AHB level (Salmond 1994:351). Area health boards had

elected boards which were responsible to the community they served as well as to

government. Theywere funded according to a formula based on the population of their

geographical region and were responsible for funding and provision of public services,

for balancing public health and personal health spending and for coordinating public,

private and voluntary sewices within their region This capping of the budget for hospital

services was a departure from the former open-ended funding arrangement. Primary

health care services provided by general practitioners along with pharmaceuticals and

laboratory services, however, were not funded by AHBs but by the Department of

Health and their funding remained open-ended, although over time the public became

zubject to increasing part-charges for general practitioner services (Wellington Health
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Action Committee 1992.8).

Throughout the 1980s a number of reports were commissioned on the health

qystem. The 1986 Health Benefi* Review (Scott et al. 1986) recommended maintenance

of the purchaser/provider lint moves to improve equity and efficiency and the

standardisation ofhealth benefits. The reviewers canvassed a large number of people and

the report, which offered a range of options, built on the work that had been done in the

area previously. By contrast, a subsequent report in 1988 recommended a radical shift

in the ideological basis of the health system and the committee undertaking it did not

consult as widely. The Report of the Hospital and Related Services Tasldorce (Gbbs et

al. 1988), more cornmonly known as the 'Gbbs Report', was undertaken by a committee

led by Alan Gbbs. The report recommended the continuation of a government-funded

public health service but suggested a purchaser/provider split with six regional health

authorities purchasing services from providers with some sort of global funding to

replace the prevailing funding system. The aim was to establish an environment of
"modified competition" in order to contain costs and improve efficiency.

The recommendations of this report, although later central to the National

government's health system restructuring, were not taken up by the then Labour

government because of strong opposition from health professionals to its competitive

basis. In addition, there was uncertainty over the validity of figures for potential costs

savings underthe new scheme (Bowie and Shirley I994.302).Instead, when Helen Clark

became the new Minister of Health in early 1989 she expedited the final shift from

hospital boards to area health boards. Area health boards were required to develop

strategic plans and sign contracts with the Minister, to whom they were accountable.

The Boards were comprised of some appointed members and some members elected

during local body elections. Accountability was therefore to both the Minister ofHealth

and the community. The Cartwright Commission of Inquiry into research undertaken on

cervical cancer patients at Auckland's National Women's Hospital (Carrrvright 1988)

(see below) highlighted the important need for the health services to be more responsive

and accountable to the community and the elected boards were charged with this

responsibility. The Area Health Boards Act 1983 had made provision for community
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involvement in three areas: on elected boards, on service development groups and on

community committees (Salmond 1994:351). According to Bowie and Shirley

(1994:317), because members were elected and accountable to the public there was not

the secrecy and commercial sensitivity which later characterised health service

management throughout the health system restructuring brought about by the Health

and Disability Serttices Act 1993.

Helen Clark also introduced the New Zealand Health Charter and developed

health goals and targets which area health boards were then responsible for achieving

within their regions (Health and Hospital, Jan/Feb 1990: l). This meant that by the end

ofthe 1980s there was a growing emphasis within the health system on primary health

care, public health, health promotion and wellness, an emphasis which was conducive

to the demedicalisation of normal childbirth.

The Weakening of Medical I)ominance:

From the 1930s the medical profession had had a strong influence on the development

ofhealth policy at a national level. However, from the mid 1980s its power base began

to weaken. There were a number of reasons for this which I will discuss in this section

after overviewing some of the debates in the literature on the topic.

Deprofessionalisation and Proletarianisation- Debates in the Literature :

Toward the end of the 1980s there was some debate within the international literature

on professionalism about whether, to what extent and how the medical profession's

power had diminished over the course of the 1980s. During the 1960s and 1970s much

ofthe literature on professionalism depicted medicine as central to and dominant in the

health services with little to challenge its monopoly. Howeveq in the 1980s it was

increasingly argued that medical dominance was declining and even those writers who

argued that medicine's place in the health care division of labour remained dominant

admitted that it had been challenged greatly in the 1980s @lston l99l)^

Within this literature two main theories attempted to explain the perceived

decline in the power of medicine: deprofessionalisation and proletarianisation.
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Proponents of deprofessionalisation focused on the doctor/patient relationship and

argued that a reduction in cultural authority occurred due to increasing lay knowledge

ofhealth and questioning of medical practice and to the computerised rationalisation of
practice. This was seen as part of a wider societal movement during the 1980s of public

challenge to expert knowledge and the demand for more accountability and closer audit

of professional practices. There was greater scepticism about medical technological

advances and increased consumer challenging of medical authority (Lupton 1994). In

addition, historical studies of medicine from feminist and other critical perspectives

challenged the basis of its legitimacy, such as the assumed value of science. Women's

health advocates were particularly strong critics of the medicalisation of birthing

services. In addition, consumers challenged the lack of information given to them to

make informed choices and exhibited concem about the profession's mechanisms of self

discipline. From the deprofessionalisation perspective, this challenge resulted in a
weakening ofthe credibility and power ofthe profession @lston l99l).

The proletarianisation theory was informed by a Mancist perspective. Proponents

(e.g., McKinlay and Arches 1985; Navano 1986 ) argued that the power of the medical

profession declined progressively, commensurate with its members becoming employed

within capitalist bureaucratic organisations as opposed to working independently.

Through being employed, medical practitioners limited their professional autonomy and

their control over aspects of their work, including educatiorq content of work, place of

work, types of patients, money, equipment et cetera. This occurred because of
specialisatioq the increased use oftechnolory, managers taking over administration, and

increasing public challenges to medicine's social and cultural authority.

Light (1995), however, argued that the concepts of medical dominance,

deprofessionalisation, and proletarianisation were not dynamic enough in that they each

focused on only one aspect of a complex relationship between the professions, the state

and society. In addition, some commentators on these theories advised caution about

prophesying the decline of medical dominance @lston 1991; Freidson 1986:1 I l-l l2).

Elston, who looked at these .trguments in the U.K. context argued that, while British

sociologists probably exaggerated the degree of power held by the medical profession
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in the 1960s and 1970s, these arguments exasgerated the extent to which the

profession's claim on autonomy and authority had declined. Although acknowledging

that over the 1980s there was considerable questioning of the authority of the profession

and challenging ofits position as expert, she argued that there was no concrete evidence

ofa decline in medical dominance and that salaried employment and state involvement

in medical practice still enabled professional autonomy and dominance in some areas.

She did, however, acknowledge that many aspects of the National Health Service

reforms could be seen as attempts to increase managerial control of the system and over

professional practice in order to contain costs but that it was too early to tell whether

managerialism would replace professionalism as dominant.

Despite Elston's reservations about the U.K. situatioq it would appear that in

New ZealandlAotearoa the medical profession's long-standing dominance within the

health sector, particularly maternity services, was beginning to be challenged by the late

1980s. This was largely because of signfficant changes in the public sector due to the

increased influence of neo-liberalism on health policies, the introduction of the new

managerialisnr" and the public credibility lost, particularly amongst women, as a result

of the Cartrvright inquiry (Carnvright 1988).

The Rise of Neo-Liberalism:

Following the economic downturn of the mid 1970s the sustainability of New

ZealandlAotearoa's welfare state and its economic and social policies was seriously

questioned. As had occurred in some other Western nations, such as the U.S. and

Britain, the language and ideology of neoliberalism began to gain ascendancy and

inform economic and social policies (Shirley 1990). This new approach was seen as

necessary to rectify the problematic excesses of previous policy approaches. Neo-

liberalism or the new-right, as it was sometimes called, was based on a philosophy of

economic liberalism and individualism. Market forces, deregulation and the abolition of

certain controls on business, rather than state protectionism and intervention" were

considered the means to ensure an efficient economy (Shirley 1990:364). The welfare

state, which was based on social and community responsibility and universal entitlement
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to essential social services, was considered a fundamental obstacle to neo-liberal

imperatives in that it encouraged dependency, inefficiency and economic stagnation. The

philosophy of individualism which underpinned the approach assumed that society was

not in itself an entity but rather a collection of rational individuals attempting to

maximise their own gains. The implicit individualist assumptions enabled a moral

justification for the direction proposed, as Peters (1993:l7l) pointed out:

[theJ neoJiberal view rests on the ideology of individualism which emphasises
'individual responsibility'within a free-market economy and thereby defends the
notion of the minimal state on moral as well as efficiency grounds.

In 1984 the incoming Labour government was receptive to such policies and

received considerable support from local big business groups and multinationals wherq

in its first three year tenrg it began to effect radical public sector changes which were to

continue in a slightly more modified vein into its second team. Under the Labour

government Treasury became very influential over social and economic policies and its

perspective was clearly a neo-liberal one. According to the philosophy on which

Treasury policies were based, individuals, rather than communities or society, were the

basic unit of analysis, as was evident from a quote included in Shirley's examination of
the advance ofthe new right.

Families and tribes are not organic entities with morality, rationality and senses,
they cannot feel pleasure and pain....if social entities derive their value from the
fact that people as individuals derive value from them, then it would seem that
the individual person is the logical basis for analysis (New Zealand Treasury
1987, Vol.1, p.410, quoted in Shirley 1990:367)

Policies based on this philosophy brought about sweeping changes to the public

sector, with the sale of some state assets and major organisational restructuring. Boston

(1991:1) encapsulated the elements of reform as "commercialization, corporatization,

the contracting-out of services, the decoupling of advisory, regulatory and delivery

functions, and new accountability mechanisms".

The health system crisis and the increasing influence of neoliberalism on the

public sector had an important effect on the position of the medical profession in terms
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of both its input into health policy at a national level and its control of local hospital

services. The medical profession, which was a conservative body with a strong power

base to protect, was perceived to be potentially obstructive to the change process and

increasingly was given less input into the health policy process from the mid 1980s. The

appointment of the independent committee to review health benefits in 1986 (Scott et

al. 1986) marked the beginning of efforts to curb medical control over health policy and

this was continued through the appointment of independent consultants, such as

accounting firms Coopers and Lybrand or Ernst and Young, to conduct subsequent

reviews or evaluations of the health system (Blank 1994:134).In additior\ in the late

1980s a number of occupational reviews were undertaken and debates resulting from

these, zuch as that surrounding the possible deregulation of dentistry, signalled a threat

to the medical profession.

Despite this challenge, in 1990 when Helen Clark attempted to restructure GPs'

contracts so that they were linked in more closely with the public health system, her

proposal was met with such resistance by the profession that it had to be dropped

(Bowie and Shirley 1994:303). Such resistances indicated the continued presence of

medicine's traditional power base and its ability to resist certain changes. However, by

the late 1980s the trend of change was well established and traditional bases and

mechanisms of power could no longer be guaranteed.

The New Managerialism:

At the local level the major influence of the medical profession on hospital services was

also challenged, as new forms of management were introduced into hospitals. The

implementation of the State Sector Act 1988 led to the introduction of general

management throughout the public sector and, within the health systern, to the

replacement of the hospital board tripartite administration teams of doctoq nurse and

administrator with general (non-medical) managers. This marked a shift in style from

administration to management and a shift in focus from administering institutions to

managing services. This meant that the management team were responsible for

coordinating the various agencies providing care in their particular service area and
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ensuring a quality service within budgetary constraints. According to Malcolm (1990)

this had the potential to be a "major paradigm shift in health services organisation" in

that it decentralised rnan€ement to clinical areas and encouraged medical accountability.

One of the aims of the introduction of general managers was to rationalise

services and ensure more efficient and effective management of a system that was

increasingly being portrayed as inefficient and unresponsive to consumer needs. In effect

this challenged, at least to some extent, the control ofthe medical establishment. New

forms of accountability were introduced and medical practitioners began to feel the

squeeze on their autonomy in the clinical environment, having to justify certain

expenditures and to operate within tighter financial constraints than had previously been

the case.

In their examination of changes to the management of the British National Health

Service OiHS), Hanison et al. (1992. I I 7) stated that the Griffith's reforms of the I 980s,

which were akin to the changes in management introduced in New ZealandlAotearo4

had three primary objectives: a managerially-driven rather than profession-led service,

a proactive rather than reactive management style, and a service sensitive to user

preferences. The Griffith's reforms were based on broad-based organisational changes

in the wider society from a Fordist or cornmand model to a Post-Fordist model which

devolved power and encour4ged initiative amongst employees to achieve efficienry and

other goals. Flarrison et al., however, found that in the health sector medical power was

particularly entrenched. Managers were not able to signfficantly break the medical

control over management as they had hoped and, although some change was evident,

many ofthe problems which prompted the reforms in the first place were not necessarily

being addressed through the change in management. However, they speculated, the

restructuring of the NHS along free market principles was likely to achieve these

intended ends more effectively (199217-19; I l5-7).

The Imolications for Medicine:

There is no New Zealand/Aotearoa research analysing the extent to which medical

power within the hospital setting was compromised by the introduction of general
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management or in what way medical dominance in the general health system was

affected by the rise of consumerism and by the demands of late capitalism prior to the

Nurses Amen&nent Act 1990. Certainly at that time general management was a new

phenomenon and a significant reduction in medical dominance within hospitals was

unlikely. However, these changes signalled an unsettling new direction of structural

change for the medical profession. The government's imperative to rationalise senrices

was potentially at odds with medicine's imperatives and threatened its traditional power

base. It was clear that government wils wary of professional group 'capture' through the

change process and, as was occurring at a national level, at the local level non-medical

personnel were increasingly considered the appropriate agents to advise on and effect

change.

In additioq the change occurred at a time when the medical profession was

recovering from the aftermath of the Cartwright inquiry which revealed breaches of

patients' rights by doctors at Auckland's National Women's Hospital during research on

cervical cancer. The report ofthe inquiry into these breaches pointed out that they were

facilitated by prevailing medical power structures and by the lack of mechanisms to

ensure accountability to the public (Car$/right 1988). At the same time strong consumer

criticism of the medical profession's approach to care during childbirth continued to be

voiced through women's health activists. Towards the end of the 1980s the medical

profession was in a defensive position, particularly with respect to women's health,

while, as mentioned in Chapter 4, women's health activists and midwifery were well

organised in their lobby for changes to women's choices in childbirth and to midwifery

scope of practice.

Helen Clark As Minister of Health:

Helen Clark was a key player in both placing the Nurses Amendment Bill on the agenda

and in enzuring its passage. She had a proven commitment to women's health and had

shown sympathy with midwifery's cause for several years. This had in part been

influenced by her relationship with the well known domiciliary midwife Joan Donley.

Clark had been Donley's local MP for a number ofyears and Donley had kept her well
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informed about the issues during that time. Her commitment to strengthening the public

health and health promotion orientation of the health system was evident in her

introduction of the Health Charter and the Smoke Free Environments Act 1990.ln

addition to being Mnister of Health, Clark was Minister of Labour and in that capacity

was proposing pay equity legislation to redress gender differentials io puy (the legislation

was passed but later repealed by the incoming National government) and pay equity was

to become an important component of the Nurses Amendment Act 1990.

When she became Mnister of Health in early 1989 the issue of midwifery

autonomy received a receptive hearing. Apart from her own commitment to the issue,

there were indications that there was strong constituency support for midwifery

autonomy. In March 1989 she requested the Department of Health to write a report on

the midwives'campaignfor autonomy. The report, completed in May that year, outlined

the midwives campaign and provided Department of Health cornments and

recommendations (Department of Health 1989). The Department supported extending

midwifery autonomy but recommended that the extent of autonomy be narrower than

that proposed by midwives, so that a "degree of interdependence" between doctors and

midwives was maintained. It zuggested that the issue of autonomy be addressed through

the work of the Working Party on Occupational Regulation, which was due to review

nursing later in the year, and through the imminent general review of the Nurses Act

1977. The Department saw midwifery autonomy and the introduction of direct entry

midwifery (DEM education as separate issues and did not support the latter. It stated:

New Zealand's small populatiorq its demography, and unique health service needs
mean that our healthworldorce needs for childbirth services are best met by the
combined skills of midwifery and nursing. It is our minimum standard for safe
care of mother and child. It is for these reasons that direct entry midwifery
preparation is not supported by either the Department or the NZNA. The
Department ofHealth believes that women should have access to the combined
skills of nursing and midwifery pepartment of Health 1989, Appendix 2).

Clark disagreed with the recommendations. She felt that the institution of
midwifery autonomy should not wait for the general revision of the Nurses Act 1977 but

should be effected as soon as possible. While she agreed that autonomy and DEM

education were separate issues, she supported DEM and, at this stage, wanted it to be
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considered in the total revision of .ly'arses Act. Clark met some resistance from the

Department ofHealth to the proposed Bill, particularly from the Chief Nursing Officer

(CI.{O) who had been responsible for the report. However, the CNO was later to go on

maternity leave and her replacement was sympathetic to Clark's intent for the Act. Clark

introduced the Nurses Amendment Bill to Parliament on 9 November 1989. She claimed

that the intent ofthe proposed Bill was to improve choices for women and to empower

women health workers.

There is no doubt that Helen Clark's position as Mnister of Health was a key

factor in the introduction of the Bill. She had been well versed in midwives' and

consumers' grievances about maternity service provision for some time and she was

sympathetic to midwifery autonomy. Her elevation to the position of Minister of Health

at this time gave the midwifery autonomy lobby a strong ally in a position of

considerable influence. However, as she herself commented in an interview for this

research, her efforts had to be backed up by strong constituency and collegial support.

This zupport was certainly present, due in large part to the persistent lobbying of

consumers and midwives over the course of the decade.

The Passage Process:

When the Nurses Amendment Bill was introduced to Parliament in November 1989 it

comprised two simple clauses which added the words 'or registered midwife' after the

words'medical practitioner' to Section 54 ofthe Nurses Act 1977, making it no longer

an offence for a midwife to provide maternity care to low risk women on her own

responsibility without medical supervision. At this stage the Bill did not propose any

changes to midwifery educatiorl since it had been decided that the issue of Direct Entry

Mdwifery education would be addressed during the forthcoming general review of the

Nurses Act 1977. There was bipartisan support for the Bill, with opposition Members

of Parliament acknowledging the extent of constituency support for the change in

midwifery legal status Qlansard, g November 1989). The Bill then proceeded to the

Parliamentary Social Services Select Committee.
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The Select Committee comprised Judy Keall (Labour MP, Chairperson), Jenny

Kirk (Labour MP), Katherine oRegan (opposition MP), Don McKinnon (opposition

MP) and the Honourable Russell Marshall. The main opposition member, Katherine

ORegan, was very supportive of autonomy, a factor that facilitated the passage process.

The committee called for submissions, setting a closing date of 9 February 1990. In total

99 submissions were received of which 12 requested a verbal hearing. The committee

met to hear verbal submissions on the 14 and 28 March 1990.

In general the submissions received were supportive of the intent of the Bill and

indicated that there was wide community support for midwifery autonomy (New Zealand

House ofRepresentatives 1990). Alarge number supported the Bill unconditionally and

the following reasons were stated for this support:

* It would increase choices for women* Midwifery skills were appropriate to care for women during normal
pregnancy, childbirth and the postnatal periodx Enabling midwives to use their skills more fully would simplify maternity care

and enable continuity of care* It would encour€e birth to be seen as a natural process and reduce unnecessary
medical intervention* It would free up medical and hospital resources for those with greater need of
them and allow more resources for postnatal care* It would improve options for rural women.

Submissions from the Royal New Zealand College of Obstetricians and

Gynaecologists (RNZCOG), the New Zealand Medical Association CNZMA), two area

health boards and the National Council of Women (NC!V), while supportive of the intent

of midwifery autonomy, expressed particular concerns about two main areas that they

felt needed addressing if autonomy was to be granted. Firstly, there was concern related

to midwifery knowledge and safety in practice. These groups' submissions questioned

whethermidwives'education was sufficient for them to recognise complications which

required referral to a medical practitioner. They expressed concern that standards of care

may drop as a consequence of midwifery autonomy if this was not ensured and

recommended a team approach in which all pregnant women would undergo an initial

assessment by a medical practitioner, the outcome ofwhich would determine subsequent
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care (submissions).

This concern about the 'safety' of midwifery practice and the call for 'team

work' were to be ongoing features of the medical profession's response to midwifery

autonomy both in the early implementation period of the 1990 Act and throughout the

later consultation process for the new maternity structure. The terms 'safety' and 'team

work' had considerable rhetorical value but, from midwives' perspective at least, masked

the hidden agenda of medical control of the birth process. These were examples of

discursive tools used in the struggle for control of normal childbirth. In this instance, the

committee did not find the arguments convincing. It was satisfied with the claims of the

New Zealand Nurses Association CNAnA), the New Zealand College of Midwives

(NZCOM) and the Domiciliary Mdwives Society ofNZ that midwives were not only

competent to recognise complications of pregnancy as they arose but were also in a

good position to recognise problems because of their close and ongoing involvement

with their clients (New ZealandHouse ofRepresentatives 1990).

Secondly, the above-mentioned submissions expressed concern about whether

mechanisms for midwifery monitoring, review and accountability would be adequate.

However, in examining these issues the committee viewed favourably the initiatives

already instituted by midwifery. Ongoing education programmes, the setting of standards

for midwifery practice and the intent to ertend the Domiciliary Mdwives Standards

Review committees to other midwives were considered important and adequate means

of addressing these concerns. The committee sought opinion on whether women would

be protected under the Accident Compensation Corporation in cases of medical

misadventure by midwives and were satisfied that clients were covered in such cases.

They also learned that midwives were entitled to personal indemnity insurance if they

were a member of the NZNA. The committee concluded that enzuring adequate

education, standards for practice, safety in practice and accountability was the

responsibility of midwives' representative body, the New Zealand College of Mdwives,

and was best addressed through professional guidelines rather than legislation.

Consequently, it recommended that no further legislative change was necessary in

relation to these concerns (New Zealand House of Representatives 1990).
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Other submissions raised problems relating to midwives'access to medicines,

laboratorytests, benefits and hospital services. These concerns highlighted the fact that

the Bill as it stood was inadequate to enable midwives to prescribe medicines commonly

used in pregnancy and childbirth to order routine laboratory investigations, to claim for

their services from social security benefits and to have direct access to hospital and

backup senrices, all of which were necessary if they were to provide a comprehensive

and safe service forwomen. Without these provisions midwives would remain dependent

on doctors for access to these services. Although the initial two-clause Bill enabled

midwifery autonomy in principle, forthe above reasons it would not have allowed

autonomy in practice. To overcome this problem it became clear that amendments to a

range of other Acts and Regulations were required (New Zealand House of
Representatives 1 990).

Because the legislative changes now reconrmended were considerably more than

those proposd in the first reading, the opposition member Don McKinnon moved that

the Bill be returned to the Select Committee for another round of submissions so that the

various interest groups had the opportunity to have input into the rewriting of the two-

clause Bill to include the necessary amendments. This proposal was viewed by others in

the committee and the Mnister as a delaying tactic and was voted against (Hansard, 2l

August 1990). When the Select Committee reported back to Parliament in May 1990 it

outlined amendments required to ensure midwifery autonomy in practice and, because

it did not have the power to introduce these amendments to the Bill, recommended they

be introduced by the Minister in the form of a Supplementary Order Paper (SOP). The

proposed amendments had been worked out in conjunction with the Minister's officials

and it was felt that they adequately addressed the issues raised by the submission

process. In her speech following the report-back by the Select Committee, Helen Clark

stated that it was not necessary to call for fuither submissions, that the Bill clearly had

strong community support and that the necessary amendments could be dealt with

through the SOP.

The SOP incorporatingthe Select Committee's recommendations was drawn up

by Ministry officials and the opposition's request that there be further input from interest
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groups was heeded to the extent that it was sent out to appropriate practitioner

organisations for comment. However, these organisations had less than a week in which

to respond, a fact that was later criticised by opposition members. Medical practitioner

groups were opposed to midwives having prescribing rights and in June 1990 the Royal

College of GPs and the Royal College of Obstetricians and Gynaecologists prepared a

submission to this effect. However, when the SOP was presented again to the Select

Committee for review only a few minor technical changes were made. It was decided

that midwives were already de facto prescribing in that they had open supply orders. The

amendment was therefore seen as formalising this role through legislation. In fact, after

hearing the evidence the commiuee concluded that most proposed amendments to the

Nurses Act 1977 were placing in statute what were already de facto midwifery roles, thus

clarifying midwifery accountability.

When the Bill was read in Parliament for the second time on 2l August 1990 it

was accompanied bytwo SOPs. The first SOP (No.66) was that proposed by the Select

Committeg recommending legislative and regulation changes to enable midwives to

claim maternity and pharmaceutical benefits, prescribe pethidine, possess prescription

medicines, order laboratory tests and gain access to area health board premises on the

same basis as general practitioners. The second SOP (No.67) was introduced by Helen

Clark and advocated two further amendments - an amendment to Section 39 of the

Nurses Act 1977 to enable the Nursing Council to approve the establishment of

experimental direct entry midwifery programmes and an amendment to Section 54 of the

Act to enable midwives who graduated from such courses to practise on the same basis

as other midwives. This latter SOP was included only a day before the second reading

with no public or practitioner group consultation on its content, a move which was

criticised by an Opposition spokespersonQfansard,2l August 1990).

As previously mentioned, the lobby for direct entry midwifery had been occurring

alongside the lobby for midwifery autonomy but when the Bill was proposed it was seen

as a separate issue from midwifery autonomy with the latter requiring more urgent

attention. In 1990 the Department of Health, with input from the Working Group on

Occupational Regulation, reviewed regulation within nursing. The draft policy paper
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arising out of this review was released during consideration of the Bill. It supported

midwifery autonomy but did not take a stand on direct entry midwifery education. It did,

however, acknowledge midwives'strong preference for DEM education and commented

that a three year direct entry education programme would be cost effective since it

currently took four years of nursing and midwifery education to register as a midwife

(Department of Health I 990a).

The Direct Entry Midwifery Taskforce continued to lobby intensively. In 1990

it circulated widely a discussion paper on DEM which outlined what DEM would

involve. This was accompanied by an endorsement from a range of international experts.

Opposition to the concept of DEM came from three main quarters, the National Council

ofWome4 some officials within the Department ofHealth and most importantly from

theNursing Council (NC), whose approval was needed for experimental programmes.

During that year Carrington Polytechnic in Auckland applied to the Nursing Council for

permission to set up a DEM education experimental programme under the existing

Nurses Act The NC claimed that a legal technicality prevented them from approving it.

They argued that, since the Nurses Act 1977 only allowed for them to approve new

educational courses which were hospital-based, they could not approve a midwifery

education prograrnme based in a Polytechnic @EM Tasldorce Update, 5 September

1990). At the second NZCOM Conference just days before the second reading of the

Bill, this issue was raised. The Nursing Council's response was considered obstructive

and it motivated Helen Clarh who attended the conference, to address the issue of
midwifery education immediately. She attached a second Supplementary Order Paper to

the Amendment Bill which overcame this technical anomaly and required the Council,

in the event ofits denying approval of an experimental progfttrnme, to give reasons and

to outline what would make it acceptable (Hansard,2l August 1990).

During the second reading ofthe Bill opposition members stated that, while they

supported the intent of the Bill, they had grave reservations about the manner it which

it was being passed. In particular their concems were based around the inadequacies of

the initial Bill, the extent of the amendments being introduced through the

Supplementary Order Papers and the lack of public and interest group input into both
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SOPs. They felt that the public had not had enough time to consider SOP 66 thoroughly

and criticised the fact that there had been no opportunity for public input into SOP 67

at all. Despite these criticisms the Bill was ultimately supported by both parties. That

afternoon it entered the Committee stage during which the SOPs were incorporated into

the Bill. This process was reasonably efficient, taking 2 hours, and was followed

immediately by the third and final reading after which the Act was officially passed.

TheNurses Amendrnent Act 1990 was therefore passed on the 2l August. The

final Act contained 27 clauses (as opposed to two in the original bill) requiring

amendments to five Acts and five sets ofRegulations (see Appendix tr).

The Minister of Health's last minute inclusion of SOP 67 into the Bill, a

significant addition for midwifery, was facilitated by the nature of the New

ZealandlAotearoa political system whictU relative to other countries (such as the USA

and Britain), had a relatively simple political structure with fewer mechanisms for checks

and balance. This enabled the passage of legislation in general to be more straight

forward than it might otherwise have been (Blank 1994).

The medical voice during the passage process was relatively subdued given its

historical position of considerable influence on issues affecting its domain of practice.

This was probably partly because there was such strong constituency support for the

Bill. However, although medical professional bodies supported gteater autonomy for

midwives in principle, their submissions indicated that they were not expecting to

relinquish the control over childbirth they currently held. The RNZCOG and the NZMA

both envisaged midwives'greater scope of practice would still operate within a team

situation in which they were the dominant partner. It appeared that they did not

anticipate the extent of the change to midwifery scope of practice and when they did

attempt to limit the extent of change their efforts were thwarted. For example, their

opposition to midwives'right to prescribe and administer medicines was overridden. The

Mnister ofHealth and most members ofthe Select Committee were keen to see the Bill

enacted and believed that the submissions showed clear support for the extent of

legislative change that had resulted.
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Changes to Midwifery Practice, Pay and Status:

The 1990 Act, through the changes it enabled to the five acts and five regulations, had

a profound effect on the scope of midwifery practice, payment and status. Changes to

theNurses Act 1977 gave midwives the legal mandate to care for women during normal

pregnancy and childbirth on their own responsibility. Changes to the Area Heatth Boards

Act 1983 entitled them to obtain contracts with the area health boards for use of hospital

premises, on the same basis as GPs. This created the opportunity for a new style of
midwifery practice inthis country, the community-based independent midwife who could

provide continuity ofmidwifery care for women wantrng to have their babies in hospital

or at home. Prior to the Act only domiciliary midwives, who attended women at home

and were not entitled to practise in hospitals, offered continuity of midwifery ca^re (Abel

and Kearns 1991). Following the Act domiciliary midwives were entitled to attend

women in hospital and, in theory there was no difference between them and independent

midwives, except for the preference for place of birtll and at times they were collectively

labelled'independent midwives'.

Amendments to the Social Secarity Act 1964 enabled midwives working

independently to be paid through the Maternity Benefits Schedule ([4BS) in the same

manner and at the same rates as GPs. This meant that independent midwives had pay

parity with GP and were the only female-dominated occupation in New

Zealand/Aotearoa to have achieved this. Moreover the rates of pay were considerably

greater than those previous$ paid to midwives. Domiciliary midwives' contracts with the

Department ofHealthwere changd so that they could claim payment through the more

lucrative MBS, and this provided them with a potential income significantly greater than

their hospital colleagues, who for some time remained onthe nurses' pay scale, The MBS

had last increased in August 1989 and the rates were as follows:

Antenatal and postnatal visits: $20.65 per visit
Labour/Delivery fee (For up to I % hours): $285
Labour rate (For time over I % hours): $69.80 per half tr
Travel allowance: $1.50 km
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maternity care. This provided women with the oppornrnity to have either midwifery-only

care or shared care with both a medical practitioner (either a GP or a private

obstetrician) and an independent midwife. This had been enabled because it was felt that

women had been socialised into having a medical practitioner as their primary caregiver

for several decades and it would take some time before the public had confidence in the

midwife as primary caregiver. Requiring women to immediately choose between a

midwife and doctor could undermine new-found midwifery autonomy. This arrangement

was, howevet to present a number of problems which will be discussed in Chapter 6.

Women were now able to have continulty of midwifery care throughout

prellnancy, labourlbirth and the postnatal period, whether the independent midwife was

in sole charge or was in a shared care relationship with a medical practitioner. This was

a huge victory for women, who had for years campaigned for continuity of care. It

offered them the oppornrnity to know the midwife who would be attending them during

labour and birth and to have that same midwife provide postnatal care. They could now

be discharged home immediately after the birth into the care of their independent

midwife, thus overcoming the oft-identified problem of confliaing advice in the postnatal

period. It was also possible for women to stay in hospital during the early postnatal

period and be visited daily by their independent midwife, who would leave instructions

for ongoing care with the ward staff

Mdwives'scope of practice in the antenatal period was considerably expanded.

Although previously midwives had taken de facto responsibility for women's care in the

labour/delivery and postnatal periods and therefore were relatively well equipped to cope

with their increased responsibilities during these periods, the large majority of antenatal

care had been carried out by medical practitioners. lvfidwives in sole charge were now

responsible for all antenatal screening and care. Through amendments to a number of

acts and regulations midwives were entitled to order routine diagnostic laboratory tests

and presoibe and administer drugs used commonly during pregnancy and childbirth. The

amendments did not stipulate specifically what laboratory tests or drugs midwives were

entitled to order and this was later to create problems for women and midwives since
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some pharmacists and laboratory staff would not honour some midwives' orders.

I\fidwives were also entitled to prescribg supply and administer pethidine for use during

labour.

The 1990 Act also granted tertiary education institutions permission to establish

e:cperimental Direct Entry lWdwifery progranrmes following approval from the Nursing

Council and the Minister of Health. If the Nursing Council wittrheld approval the

institutions were to be informed as to the reason and how it might gain approval in the

future. In addition, midwives registered under these programmes were enabled to

practise on the same basis as other midwives. In l99l approval was granted for two

three year experimental programmes. Auckland Institute of Technology was granted

permission to establish a diploma prograrnme while Otago Polytechnic was permitted to

establish a degree programme. These progranmes both commenced in 1992 and were

funded by the Department of Education. An evaluation was to be undertaken jointly by

the Departments ofHealth and Education @rnst and Young 1993).

Following the passage of the Nurses Amendnent Act 1990 midwifery entered a

new and challenging phase as it established itself as a distinct occupation, independent

ofmedicine and nursing Guilliland and Pairman (1994) identified four factors as central

to a unique occupational identity: practising within the midwifery model of birth which

saw birth as a normallife event, continuity of care, autonomous practice and partnership

with women. These had been important defining features ofthe occupation in the lead

up to the Act and they became even more important following it especially as a means

of maintaining occupational distinctiveness within a climate of increasing change and

uncertainty. The professional development of midwifery following the 1990 Act and

within the context of proposed changes to the maternity services structure will be

discussed at length in Chapter 10.

Conclusion:

The tabling and passage of the Nurses Amendrnent Act 1990 was enabled by a complex

web of many factors coalescing at a particular point in history. Economic and socio-

political imperatives ttroughout the 1970s and 1980s played an important role in shaping
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the context in which the key interest groups in the maternity services area interacted. The

health system crisis and the need to rationalise health services prompted planners and

policy makers to consider new forms of organisation and practice. Although it was the

laterNational government which introduced the radical health qystem restructuring based

on market liberalisnr, neo-liberal philosophy informed much of the Labour govemment's

social and economic policies after 1984 and the influence of this ideology on changes in

the health sector were evident. This had important implications for the structure of the

health system, for the power of the medical profession and for the potential positioning

of midwifery.

By the end of the 1980s there were signs that the balance of power over health

services policy had begun to shift from the medical profession to government agents and

to a lesser extent to general managers. Throughout this period economic imperatives

became more influential than the cultural hegemony of medical knowledge that had

historically influenced policy decision making. Shifts occurring within the country's

politico-economic structures and within the balance ofpower in maternity services began

to destabilise the historically hierarchical relationship between medicine and midwifery.

Acts of resistance by midwifery (supported by those of consumer activists) to medical

dominance became increasingly more efflective. The environment provided midwives and

consumer activists with a window of oppornrnity which they grasped and used creatively

to their advantage. The trend of change leant itself well to supporting the case for

midwifery autonomy which fitted within the rubric of improving efficiency and reducing

costs to the ta,x payer. Mdwifery autonomy also fitted well into the wellness and primary

health care focus of the Labour government and of Clarlq in particular, in her role as

Mnister of Health.

From a Foucauldian perspective, this shift in the balance of power and how it

came about exemplified the contestable and potentially reversible nature of power

relations. Foucault's point was that power relations were neither universal nor

transhistorical but exhibited different qualities and causes at different locations and

points in time. While in some situations relations of power were hierarchical and stable,

in others they were diffirse and unstable. Although in some situations economic factors
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explained how power was exercised, in others non-economic factors were more

important. Within maternity services in New Zealand/Aotearoa the medical profession

had historically been able to exercise considerable power and influence through the

cultural legitimacy of medical knowledge, the use of strategic discursive tools, and the

use of patriarchal elite networks. However, this was now being challenged by a

combination of economic imperatives and a counter-knowledge about childbirth.

The timing of the introduction of the Bill was also important. It is unlikely it
could have been introduced any earlier gtven the historical influence of the medical

profession. It was not until the end of the 1980s that the latter began to feel the impact

of the challenge to its dominance in the health arena. Although still a powerful body,

when the Nurses Amendment Bill was introduced in 1989 it was coping with changes

to its public profile and power base both at the local and national levels and it is doubtful

that its members were fully aware ofthe implications ofthe Bill. It is also questionable

whether the Bill would have been passed had it been introduced nlrch later, given the

imminence of a forthcoming election in which the Labour government and Helen Clarh

whose role as Minister of Health was critical, were ousted. Both the timing and the

constellation of both micro and macro-factors which contributed to the context for

change were crucial to the successful passage of the Act.

Here Foucault's notion of genealogy is useful. Rather than history having an

origin and an unbroken linear causal direction, historical moments were the coming

together ofmyriad factors to create the moment, and historical process was punctuated

with disjunctions and discontinuities, in which chance played some part. In the case

under examination here, a wide range of overt and covert factors contributed to the

pass4ge ofthe Act, Helen Clark's actions as Mnister of Health had to arise from a clear

mandate from midwifery and have strong constituency support. In addition, the

constellation of a range of wider politico-economic factors were central as the context

for action. It was not possible to predict the passage of the Act until the Bill was finally

tabled. The contestable nature of power relations and the dynamic nature of historical

process meant that at any point it may have been thwarted and, indeed, even the content

of the final Act changed during the passage process with the inclusion of approval for
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DEM education courses.

The dynamic nature of the environment in which the Nurses Amen&nmt Act

1990 wu developed and passed continred into its implernentation. In faot, not long after

the Act was passed irnminent changes to the health system were announced. In the nerc

chapter I examine changes to rnidwifery services in the Auckland region and some of the

key points of conflict rezulting from tle Aa in the three years following the Act and

before the official commencemert of radical changes to the health system.
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CHAPTER 6:

THE FIRST THREE YEARS:

CHANGES TO AUCKLANDOS MATERNITY SERVICES

AND KEY PROBLEMS ARISING

Introduction:

The passage and implementation of the Nurses Amen&nent Act 1990 had significant

implications for maternity services and for midwifery. The Act increased choices for

women, enabling the choice of continuity of midwifery care and sole care by a midwife.

Mdwifery's transition into its new legal status brought many challenges, both clinically

and politically, and the transition period was not altogether a smooth one. There were

teething problems as midwifery tried to establish itself on a new basis with women, with

its own membership, with doctors and with health bureaucracies. The early

implementation period sawheightened tension between medicine and midwifery as each

jockeyed for position in a climate of considerable change. The initial implementation

occurred within a context of considerable uncertainty about the direction ofthe health

system. Within four months of the passage of the Act the Labour government lost the

general election, the National government came to power and the new Minister of

Health, Simon Upton, set about defining radical changes to the health system. Indeed,

less than a year later the blueprint for the new health system had already been presented

to the public (Upton 1991).

In this chapter I examine the process of implementation of the Act, particularly

as it occurred in the greater Auckland region, in the three year period from the passage

ofthe Act to the official commencement of the health system restructuring in July 1993.

The changes to services and issues discussed are those which occurred throughout the

greater Auckland region generally but in many cases they were cornmon throughout the

country. In Chapter 9 I go on to compare the process of change within three Auckland
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districts but the aim of this chapter is to highlight the main issues arising of a general

naturewithin the early implementation period, since they became important in the later

development of the new maternity strategy.

I begin by briefly outlining two main theories on policy implementation since one

of these theories in particular informs some of my later analysis of the early

implementation period. Next I give abriefgeneral overview of the structure and funding

of Auckland's maternity services prior to 1990, in order to contextualise some of the

changes to services brought about by the 1990 Act. I then move on to describe changes

to midwifery services in Auckland as the Act was implemented and some of the tensions

that developed within midwifery as a result. This is followed by a discussion of some of

the problems arising during the early implementation period which received media

attention and drew public attention to maternity services issues. Such problems included:

conflict between midwifery and medicine, confusion over roles and responsibilities, and

concerns about increases in Maternity Benefits Schedule expenditure. Finally, the

implications of the early implementation period on the care of women in Auckland are

discussed.

Implementation Theories.

In the literature two main theories are advanced to explain the implementation of health

policy: the top-down and the bottom-up approaches. According to the top-down

approach the implementation of policy occurs in a somewhat linear fashion whereby

polices are defined and developed by politicians and bureaucrats at a national level and

these are then imparted to and followed through by local health agencies. The model

assumes a number offactors for zuccessful implementation. Hogwood and Gunn (1984)

outlined ten points that they considered essential, which could be used as a guide to

determine how effective a policy might be. However, as Walt (1994:154) commented,

having all preconditions present is extremely unlikely. In addition, the linear process of

policy definitioq development and implementation has been called into question by other

theorists. Proponents of a bottom-up model challenge the assumptions of the top-down

approactq arguing for a much more interactive and dynamic model. They propose that
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those agents involved in the implementation of policies not only have an important and

instrumental effect on how the policy is actually implemented, at times even redefining

it to suit local conditions, but they also have an influence on reshaping the definition of
policy at the national level.

In his overview ofthese models, Sabatier (1993) explained that the two groups

oftheorists were motivated by ditrering objectives and hence each model was useful for

different projects. The top-down approach was suited to significant public policies where

one agency was dominant or where a defined programme was being evaluated. The

bottom-up approach, on the other hand, was more suited to policies where there were

a range of key players and where the focus was less on how closely the implementation

matched the policy objective than on the dynamics of implementation" local level power

relations and the strategies by key players.

Auckland's Maternity Services Prior to 1990:

Auckland is the largest city in New Zealand/Aotearoa with a population in 1991 of

approximately 950,000 people. When the -ly'arses Amendment Act 1990 was passed

Auckland's public health services were the responsibility of the Auckland Area Health

Board, one of 14 areahealth boards throughout the country, whose catchment arearan

from Franklin County and Waiuku Borough in the south to Rodney County in the north.

In 1990 the number of births in the greater Auckland region totalled 17,568 which

comprised approximately 30o/o of all births in New Zealand/Aotearoa and was an

increase of 27Yo on the number of Auckland births in 1986, a reflection of the rapid

gowth occurring in the city (North Health, n.d.:4; Statistics New Zealand 1994 14).

Auckland Area Health Board Maternity Services:

In 1990 98Yo of Auckland women had their babies within a public maternity hospital

while the remaining two percent had their babies at home. There were no private

maternity facilities. All public maternity facilities were under the auspices of the

Auckland Area Health Board (AAIB). These were categorised into four levels, ranging

from Level 0, which provided only normal childbirth and well baby sewices, to Level 3,
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which provided a full range of obstetric and paediatric specialist services (see Appendix

Itr). The year 1990 was one of transition not only in midwifery practice but also in the

provision ofAuckland's maternity facilities with one Level? facility (St Helen's Hospital)

being closed down and one Level 0 facility (North Shore Hospital) being upgraded to

Level I . When the Nurses Amen&nent Act 1990 was passed in August Auckland's public

maternity facilities comprised :

* I Level3 unit: National Women's Hospital
* I Level 2 unit: Mddlemore Hospital
* I Level 1 unit: North Shore Hospital
* 6 Level 0 units: Waitakere Hospital, Warkworth Maternity Hospital, Helensville

Hospital, Papakura Hospital, hrkekohe Hospital and Howick
Maternity Unit (see Figure 6.1).

Frgure 6.1: Auckland's maternity facilities 1990
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Mdwives were employed in all maternity units. They worked eight hour shifts

and were paid according to the nurses' pay scale. They were generally allocated to a

particular area of carg such as antenatal clinic, an antenatal ward, delivery unit or a

postnatal ward. The Level 2 and 3 facilities had teams of AAHB-employed doctors.
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Each team was headed by a specialist obstetrician, under whom worked registrars and

house offtcers. Medical cover in the Level 1 Unit and the low-risk Level 0 units was

provided by GPs.

Prior to the Nurses Amen&nent Act 1990 women were required to be under the

care of a medical praclitioner and had the choice of a GP, a private obstetrician or a team

of hospital doctors. In orderto use hospital premises during labour and delivery GPs and

private obstenicians were required to hold a current access agreement. In Auckland the

Obstetric Standards Review Committee (OSRC) issued contracts to doctors accessing

AAIIB premises. At that stage agreements were issued for five years. The OSRC also

performed a review and disciplinary function in that any complaints about doctors'

practice were passed on to them. Although both obstetricians and paediatricians were

also required to have an access agreement if they practised on hospital premises in a

private capacity, in practice many did not. This was tolerated by the hospitals because

they already worked on the premises in a public capacity.

Since there were no catchment areas for maternity, women and their caregivers

could choose the facility in which they would give birth. As a result of regionalisation

and the pressure on practitioners and womerl especially those pregnant for the first time,

to attend high tech facilities it was not uncommon for women to have their babies at a

larger facility and then transfer to a smaller local unit during the postnatal period. In the

late 1980s, in a bid to reduce posfiratal stays, visiting midwives schemes were established

in some places to provide home-based postnatal care to women who had been

discharged early.

Home Births in Auckland:

Although the percentage of women choosing a home birth was relatively low, over the

course of the 1980s the home birth option became increasingly more acceptable and this

was particularly so in Auckland where there was a strong home birth movement.

Compared to other centres throughout the country, Auckland had the greatest number

of domiciliary midwives and the greatest number of home births. In 1988 14 domiciliary

midwives worked in Auckland attending 308 home births. This was 1.9% of total
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Auckland births and 45Yo of total home births in New Zealand,lAotearoa (Auckland

Home Birth Association 1989a). In 1990 the number of domiciliary midwives increased

to 2l and the number of home births to 387, which was 2.2o/o of Auckland births

(Auckland Home Birth Association data).

The Funding of Auckland's Maternitv Services:

Auckland's maternity services, like those throughout the country were funded from two

sources - one capped and one open ended. The AAHB funded and provided all public

hospital maternity services from Pukekohe Hospital in the south to Warkworth

Maternity Unit in the north and operated within a capped annual budget. Maternity

hospitals and units received an annual budget which they used to provide the services

necessaryforthewomenwho attended therpremises. The AAHB paid for hospital statr

and zupplies as well as general operational and maintenance costs. This included the cost

ofall supplies and facility expenses engendered by independent practitioners who used

their premises. For the financial year 1990/91 it was estimated that the AAHB spent

$51.6 million or llYo of its annual budget on maternity and neonatal services. An

estimated 40% ofthis was spent on support services such as laboratory, radiography and

pharmacy services while the remaining 60% was spent on salaries and supplies for the

various maternity units administered by the Board (Auckland Area Health Board l99l:
Appendix 3).

Independent practitioners were paid through an open-ended system. General

practitioners and private obstetricians offering maternity care were paid on a fee-for-

service basis through the Maternity Benefits Schedule (NBS) which was administered

by the Department of Health. Private obstetricians were also entitled to charge women

a fee for their services. General practitioners and private obstetricians were entitled to

access hospital facilities and stafi, free of charge to themselves or the womarL provided

they had an access agreement with the AAHB. Domiciliary midwives were paid under

a separate schedule which was also man4ged by the Department ofHealth.
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Chapter 6: The First Three Years...

The Impact of the 1990 Act on Midwifery in Auckland:

The three years following the 1990 Act brought some important changes to Auckland's

midwifery services. It was a time in which new structures and modes of practice were

being put in place and, in addition to the advent of innovative new developments, there

were inevitably some teething problems. The ousting of the Labour government and the

focus ofthe incoming National government on major restructuring, apart from creating

a climate ofuncertainty and impending radical change, also resulted in the lack of a clear

national strategy to ease the transition process as midwives took up their new

responsibilities. For example, no draft protocols were established for midwives' access

to hospital facilities so this had to be developed at a local level by the institutions, which

in many cases were not particularly sympathetic to midwives. In additioq although

midwives were now entitled to prescribe certain drugs, there was insufficient education

of gatekeepers in these areas and in some cases midwives' prescriptions were not

honoured. Nevertheless, many midwives grasped the new opportunities enabled by the

1990 Act and as a result the face of Auckland's maternity services began to change.

Indeoendent Midwiferv:

The most significant first impact of the 1990 Act was that it enabled midwives to

establish themselves as independent practitioners offering their services to women both

within the home and the hospital. In Auckland the movement of midwives into

independent practice occurred much more slowly than in most other parts of the country.

The main reason for this was that there was a delay in the revision of the AAHB access

agreement. Those midwives who wished to practise autonomously but were not wanting

to attend home births needed access to hospital facilities and, like doctors, were required

to obtain an access agreement with the AAIIB. While in many other parts of the country

a simple change in wording was made to access agreements to include independent

midwives, the AAHB chose to totally revise their agreement - a process which took a

year.

The AAHB considered the old access agreement to be too vague with no clear

parameters for the parties' respec{ive responsibilities. The Board wanted the new
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contract to include clear details on the Board's and practitioners' responsibilities along

with a clause to ensure quality and professional competence on the part of the

practitioner. Instituting these changes to the access agreement involved prolonged

negotiation with interested parties. The Auckland region was the largest in the country,

had an active consumer lobby and a large number of independent practitioners and the

negotiation involved much debate amongst stakeholders. The delay in finalising the

agreement resulted in ministerial questions being asked in parliament as to why access

agreements were not being issued in Auckland and this hastened the final stages. The

final agreement included a clause which allowed the Board to meet its perceived

legislative responsibilities but the issue became a bone of contention with independent

practitioners and later, during the consultation process for the new maternity

arrangements, created ongoing conflict.

As part ofthis overhauling process the Obstetrics Standards Review Committee

(OSRC), which had previous$ issued access agreements to doctors, was disbanded and

replaced by the Auckland Maternity Access Agreement Committee (MAAC). The

MAAC was considered external to the hospitals and comprised representatives from

consumers, midwives, GPs and obstetricians who met once a month. The MAAC's role

was to determine protocols for, issue and administer access agreement to doctors and

midwives wishing to access Auckland Area Health Board premises. It was not, however,

given a review function. Instead, this was to be undertaken by another committee, the

lvlaternity Services Review Committee, whose role would be to review practitioners and

overview the development of maternity services. However, the latter committee was

never formed and complaints ended up being addressed to the maternity managers. As

a result the MAAC did not necessarily get feedback on practitioners to whom it had

issued agreements and to some extent this reduced its efFectiveness.

The delay in the iszuing of access agreements in Auckland prevented independent

midwives from being able to offer full continuity of midwifery care for women who

wanted to have their babies in hospital. While waiting for the access agreement to be

finalised some independent midwives attended women antenatally and postnatally in the

community (claiming from the Maternity Benefits Schedule for doing so) but handed
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over midwifery care to the hospital midwife during labour, sometimes staylng on as

support person. However, this was not ideal and worked against the intent of the Nurses

Amendment Act 1990. The new access agreement was finally established in mid 1991

and midwives began applFng immediately. The access agreement required the holder to

abide by certain hospital potcies and protocols, such as those for booking referral,

consultation and transfer to secondary care.2

Once Auckland midwives were able to obtain an access agreement many moved

from hospital-based employment to independent practice, attracted by the opportunity

to be autonomous practitioners and the significantly greater pay available to them

through the Maternity Benefits Schedule. Whereas in the year prior to the passage of the

1990 Act, there had been 14 domiciliary midwives working within the Auckland region

(Auckland Home Birth Association 1989b), in l99l 29 independent midwives practised

within the region offering midwifery care to 634 women and, in 1992, this increased to

55 midwives (approximately l0o/o of Auckland midwives) offering care to 1590 women

(Independent Mdwives Standards Review Committee data;Mnistry of Health data).

Although one of the intents of the Act was to increase the options for women

wanting a home birth in faa the number of home births did not increase as expected. In

Auckland they increased from 387 in 1990 to 44Oin 1991, but this was possibly because

of the delay in obtaining access agreements to hospitalfacilities until later in 1991. In

1992 the number dropped again to 392 and in the immediate subsequent years there was

little change (see Chapter 9). Most independent midwives venturing into independent

practice did so cautiously. While some did offer home birth as an option to their clients,

the majority tended to prefer to attend births in hospital. In addition, while some of the

very experienced midwives preferred to do midwifery-only care (not involving a doctor),

most started offin independent practice sharing care with GPs or private obstetricians,

since both practitioners were able to claim the Maternity Benefits Schedule payments.

The tendenry for independent midwives to start offin shared care arrangements

was probably not surprising given the historical situation from which the changes to

zSee Appendix III for defuritions of primary, secondary and tertiary maternity care.
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midwifery practice arose. Midwives were used to working under doctors and had not

been educated to be autonomous practitioners. Being outside of the hospital structure

was both liberating but also daunting and working alongside a doctor eased that

transition. In addition, women were not socialised into having a midwife as their sole

childbirth practitioner. For years they had been required to have a doctor take

responsibility for their pregnancy and childbirth. In fact, when the Act was passed it was

acknowledged thatthe large majority ofwomenwould, at least initially, want to continue

to involve their GP in their maternity care and so both midwives and doctors were

entitled to claim from the MBS. Nevertheless, the percentage of midwifery-only cases

increased quite quickly even in the initial two years. For example, in l99l 67o of women

in Auckland using the services of an independent midwife had midwifery-only care. In

1992 that figure had increased to 25Yo (Independent Midwives Standards Review

Committee data).

The transition into independent practice for midwives was not unproblematic.

While many thrived on the independence and got great job satisfaction from being able

to provide continuity of care to womerL there were also many difficulties. Firstly, having

spent years as hospital employees some independent midwives were ill equipped for what

was in effect running their own business. Secondly, in many cases independent midwives

experienced considerable tension in their relationships with hospital staffand GPs. The

first independent midwives were forging the way for the new midwifery and this

inevitably upset the status quo and embroiled them in professional politics. Thirdly,

midwives now had a level of clinical responsibility that they had not previously enjoyed

and this brought its own stresses. In addition" there were few role models for them to

follow with respect to organising workload to ensure enough time offfor personal lives.

In their enthusiasm to finally provide the kind of midwifery care that had been denied

them until therq some took on work loads and worked in ways which eventually led to

exhaustion. In 1994 one midwife manager put it this way:

They were so keen to provide continuity of care that they would not take days
off, they wouldn't share their women with anybody, they would stay with
somebody in labour for 16 to 20 hours or with someone tottering about not in
labour, because they were new to that style of practice. So many of them have
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burnt themselves out, I think.

While some midwives chose to work in groups and zupported each other through

these diffculties, others worked relatively independently. As time progressed the

pressures ofindependent practice became more apparent. The New Zealand College of

Midwives (NZCOM) recommended that the average case load for midwives be 4-6

women per month but there were still some midwives who, for financial or other

reasons, worked with case loads considerably greater than this. Even those who stayed

within that case load felt that the combined pressure of providing continuity of care,

being on call for much of the time and dealing with the politics involved was at a cost

to their personal lives. A small number, in fact, later opted to return to hospital based

work as midwifery changed within the hospital setting.

Being self-employed and paid on a fee-for-service basis meant that independent

midwives had to ensute they had enough of a client base to earn a satisfactory income,

since unlike GPs who had other clients, the only income they received was from

maternity care provided. This meant competing with other midwives (and doctors) and

enzuring that the caseload level did not compromise the care provided to women under

a partnership model. The tensions between ensuring enough time ofi earning an income

and providing a women-centred service required careful attention and were not always

dealt with to the satisfaction of some within midwifery. Benoit (1991:30-l) noted similar

tensions amongst Dutch midwives who practised independently and were reimbursed for

care provided on a fee-for-service basis.

There was a strong financial incentive for midwives to take on large caseloads

and to work long hours during labour. A small number of midwives took advantage of
this, some foregoing continuity of care in doing so. These midwives provided some of

the antenatal care, all of the labour care but handed over their postnatal care

responsibilities by encouraging women to stay for several days in hospital and/or

refening them to the hospital-based home care midwives who did postnatal care in the

home. Relative to the money received for care during labour, postnatal care was poorly

paid. By handing over postnatal care these midwives were able to take on more labour

care cases which paid significantly more. This drew criticism from some of their
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colleagues and from consumer advocates as will be discussed later.

The foregoing of continuity of care became an important issue for midwifery,

since this was considered one of the features which distinguished midwifery practice

from medical practice. There was nothing in the 1990 Act that ensured continuity of
midwifery care, it merely took away obstacles to it. The NZCOM actively encouraged

midwives to provide continuity but for various reasons some midwives either chose not

to or were unable to do so. Over time the importance placed on continuity of care by the

NZCOM was contested by some midwives, a topic I will discuss in Chapter 10.

As was the case throughout the country the Auckland branch of the NZCOM set

up a system of peer review for independent midwives by establishing the Independent

Midwives Standards Review Committee. The review committee was based on the

Domiciliary Midwives Standards Review Committee. In accord with the NZCOM's

commitment to partnership with consumers, the committee comprised equal numbers of
midwives and consumers. The review was based on the NZCOM's standards for

midwifery practice (New Zealand College of Midwives 1993). Midwives were required

to keep thorough documentation oftheir cases and this was examined within the context

of the standards of practice. Although it was not compulsory almost all independent

midwives agreed to be reviewed and the data provided to the committee formed the

basis of a comprehensive database on local independent midwifery care.

Domiciliary Midwifery:

Domiciliary midwives who for years had provided a home birth midwifery service for

minimal pay were now well compensated for their work and were able to attend women

at home on their own responsibility, no longer being required to have a doctor present.

Although initially some home birth doctors and domiciliary midwives contirnred to work

together in much the same way as they had done, this slowly began to change and

midwives began to work alone, cailing in a midwifery colleague for the birth. This caused

some tension in what had previously been supportive relations between the two

occupational groups. Over time domiciliary midwifery was afected by the influx of
independent midwives, some of whom offered both home and hospital based care. Not
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only was there now more competition for home birth care but also women who might

previously have chosen a home birth because they wanted continuity of midwifery care

were now able to have this continuity if they had their baby in hospital. As a result some

domiciliary midwives had to take on some women who wanted to have their babies in

hospital. A small number, however, remained committed to providing home birth care

only.

Hosoital Midwiferv:

The scope of practice of Auckland hospital midwives was very slow to change

immediately following the 1990 Act, particularly in the larger institutions which were

medically dominated. It was not until late 1993 when the attrition of hospital midwives

reached crisis point and the imminent health system restructuring forced hospitals to

become more competitive and conzumer focused that hospital midwifery practice began

to change (See Chapter 9). In the early implementation stage, however, there was little

if any change in their practice at all and, as hospital midwives saw their colleagues

thriving in independent practice, increasing numbers left to join them. Many of those

midwives who first went out into independent practice were very experienced delivery

unit midwives. Consequently, the lack of experienced midwifery staffin the delivery units

became an issue of considerable concern to hospital staff and independent medical

practitioners alike. In fact, some private obstetricians and GPs who had initially opposed

the idea of independent midwifery found themselves encouraging women to have an

independent midwife because they felt it better assured them of good midwifery care,

particularly during labour. The loss of experienced staffmeant that junior staffhad to

assume more responsibility within a situation of short staffing. Inevitably a degree of

tension began to develop between hospital and independent midwives.

Confl icts within Midwifery:

The initial implementation ofthe Nurses Amendment Act 1990 in Auckland and, indeed,

throughout the country was characterised by significant tensions between groups of

midwives. The main conflict was between hospital and independent midwives. Hospital
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midwives felt resentful that independent midwives earned several times more per hour

for care during labour, especially since independent midwives generally cared for only

one woman in normal labour at a time, while hospital midwives might care for two

women at the same time or for a woman who was at high risk of complications. This was

particularly an issue when independent midwives did shared care, since in such cases a

doctor took ultimate responsibility for the woman's care. In both the postnatal and

delivery zuite areas hospital midwives complained that independent midwives acted like

some GPs - expecting them to finish offaspects of their care and regarding themselves

as superior. In 1994 one hospital midwife said:

Independent midwives would come in and deliver patients and expect to be
treated like GPs, leaving the staffto clear up. They'd come to do a social visit on
the posfiratal ward send lists of instructions to the midwives there, basically the
way GPs do. They'd come in in the morning, give a pile of instructions, prescribe
some drugs and walk ofi, not leaving any clear management plan. That was a
problem initially.

Hospital midwives also felt that they were neglected by the NZCOITd which they

saw as being preoccupied with addressing independent midwives' concerns. They felt

that there was an implicit assumption from the College that hospital midwives were not

doing 'real' midwifery since they continued to be supervised by doctors and generally

did not provide continuity of care. The issue of the NZCOM's responsibility to hospital

midwives was raised at the 1992 NZCOM National Conference and, although the

majority of midwives attending NZCOM meetings continued to be predominantly

independent midwives, the NZCOM took up the challenge to focus more of its attention

on the issues faced by hospital midwives.

For their part, independent midwives felt that hospital midwives were hostile to

them when they came into the hospital setting and that it was hard enough dealing with

the animosity of doctors about their new role without having to deal with that oftheir

colleagues as well. They also felt frustrated when hospital midwives interfered with or

monitored their practice.

Conflict also occurred arnongst independent midwives. Some felt that midwives

should attempt to do as much midwifery-only care as possible since shared care was very

126



Chapter 6: The First Three Years...

expensive to the tax payer. They felt that, where midwives assumed responsibiliry for

women's care, the MBS payment rate was appropriate but where the doctor took

ultimate responsibility, as in the shared care sinratiorq the appropriateness of the payment

was questionable. Thus, those midwives who did only or largely shared care felt judged

by those who did mainly midwifery-only care.

The Consumer Challenge:

In addition to the transitional difficulties described, consumer representatives expressed

discontent with the direction some midwives were taking in their practice. Midwifery had

committed itself to a partnership relationship with consumers and consumer

representatives were an integral part ofthe NZCOM organisational structure. Despite

the strong alliance forged between midwives and consumers during the battle to obtain

midwifery autonomy, there was soon evidence of strain in this relationship. Consumer

advocates argued that some midwives, rather than using their new-found autonomy to

adopt a community-based midwifery model of care, instead simply transferred the

medical model of birth from within the hospital setting into the community. They were

critical of the fact that many midwives did mostly shared-care with doctors, that they

continued to routinely conduct interventions which should be optional (zuch as, the

administration of ecbolics for the third stage of labour and Vitamin K injections for the

baby), and that some did not provide total continuity of care. While many independent

midwives did provide continuity, others did not and consumer advocates argued that the

those who did not were using the benefits enabled by the 1990 Act to advance their

financial interests at the expense of providing the kind of care women had so clearly

stated they wanted. Mdwives, harring finally gained the status, autonomy and pay fought

forby a few for so many years, had forgotten their history and the original intent of the

Act (Strid 1994; interview material).

Key Issues of Conflict:

In addition to the problems and issues outlined so far, the implementation of the Nurses

Amen&nent Act 1990 and the changes in midwifery scope of practice elucidated and to
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some extent exacerbated a number of other problems within maternity services. These

problems received high profile media attention and were later given major consideration

during the development of the new maternity arrangements under the health system

restnrcturing. During the early implementation period three main problems arose which

created a climate of considerable tension for both maternity care practitioners and, in

some cases, the women receiving their services. This tension was exacerbated by the

high media coverage they received. The three issues were: exacerbation of conflict

between midwifery and medicine; confusion over roles, responsibilities and referral and

transfer of care, and the increase in expenditure through the Maternity Benefits

Schedule. To a large extent the iszues were all interconnected. Conflict was exacerbated

by the latter two iszues and they in tum became controversial because of the pre-existing

tensions between midwifery and medicine. Teething problems during midwifery's

transition into its new legal status were to be anticipated to some extent and confusion

over roles, responsibilities and transfer of care was, perhaps, not surprising given such

a significant change in midwifery scope of practice, especially where this resulted in

considerable overlap with that of GPs. However, the transition occurred within the

context of a long history of conflict between the rwo groups as well as insecwity due to

imminent health system restructuring. As a result the early implementation of the Act

was fraught with difrculty and tension. Although I have separated the issues out they are

nevertheless all inextricablv interconnected.

Conflict between Midwifery and Medicine:

The passage of the Nurses Amendrnent Act 1990 intensified the long-standing struggle

between doctors and midwives for control of normal childbirth. Although the medical

profession made some challenges during the passage of the 1990 Act, in general its

response was relatively subdued. It was not until the Act began being implemented that

its impact, particularly on GP practice, was felt. The medical profession was now having

to deal with a competing occupation entering its domain at a time when many of the

traditional health system stnrctures were about to be radically changed. In Auckland and

ttnoughout much of the country there followed a period of intense and, at times, public
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conflict between midwives and doctors. This conflict was primarily based on differing

ideological positions on childbirth and territorial competition.

The ideological differences between the midwifery and medical models of birth

(see Chapter 4), became the subject of increasing conflict as midwifery asserted itself as

a competing occupation with a distinct mode of practice within the childbirth arena. The

midwifery model's emphasis on birth as a normal physiological process within which

womenwere active participants contrasted with the medical model which viewed birth

as a potentially dangerous event which had to be medically managed and placed women

in a passive role. The medical profession once more used the terms 'safety' and 'team

care' as discursive tools to challenge the authenticity of midwifery autonomy and the

appropriateness of the midwifery model. Concerns were expressed about the safety of

mother and baby when under sole midwifery care and it was recommended that all

women be seen at least once by a medical practitioner.

Conflia over the competing models ofbirth became most public when two cases

in which the babies incuned brain damage came up for review. Both cases had occurred

prior to the passage of the 1990 Act but were not reviewed by the professional bodies

and the Department of Health until after it and therefore were fuel for the conflict. One

case involved a home birth transfer resulting in an emergency Caesarean section for fetal

distress. The other involved a hospital birth under the care of a GP who attended many

home births and was a proponent of natural childbirth. When the cases were reviewed

it was decided that communication difficulties and differing views were at fault. A 1992

media report on the review of one of these cases by the Medical Practitioners'

Disciplinary Commiuee stated:

The committee said differences of views "intervened to such an extent that
professional care for the mother and baby were endangered" (Dominion Sundoy
Times 27109192).

The cases received considerable publicity, not only at the time of the review (e.g.,

Dominion Sunday Times,27/9192;4110192) but also on subsequent occasions where the

conflict over the differing ideologies became heated (e.g., Mcloughlin 1993; Dominion

27/6/94; New Zealond Herald 3lll95, 4/l/95; GP Weekly 15/2195). This included
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coverage on the current affairs television programme Frontline in 1992. Why these

cases, and not others in which babies incurred brain damage, received so much media

attention was an interesting question. In part it was because it brought to the fore the

conflict resulting from differing ideological positions about birth at a time when tensions

between the two occupational groups were running high.

In additio4 there was conflict over claims to and definitions of continuity of care.

Mdwives argued that they were the only practitioners to be able to provide continuity

of care throughout the whole childbirth process, since doctors were unable to attend the

entire labour/birth because of competing general practice demands. General

practitioners, on the other hand, argued that, although they did not provide the same

continuity as midwives throughout childbirth, they were nevertheless very involved in

childbirth and also provided continuity of care throughout the woman's (and her

family's) life time, which midwives were unable to do.

The conflict over differing ideological positions was intricately connected to and,

at timeq masked the battle over professional tenitorial as each group struggled to gain

or maintain control of norrral childbirth cases. Change in the legal status of midwives

and the advent of independent midwifery inevitably resulted in competition between

medicine and midwifery for the care of women throughout normal pregnancy and

childbirth. General practitioners had the most to lose since they had until then been the

dominant caregivers of these women. In 1983 Mackay (1983:15) had argued that,

because GP obstetrics was both lucrative and a means by which the doctor was able to

build up his/her client base, any threat to it would be met with resistance. The 1990 Act

created this threat and the outcome was as predicted. Prior to the 1990 Act GPs had

already felt the squeeze from private obstetricians in the normal childbirth territory

(Mcloughlin 1993). With the passage ofthe Act yet another competitor entered the field

and, although many independent midwives initially undertook shared care with a doctor,

they also directly competed with GPs and private obstetricians for midwifery-only cases.

Moreover, as they became more comfortable and confident about their new status and

as women became more aware of their options independent midwives increasingly took

on more midwifery-only care. Some independent midwives also felt that, since most GPsr
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scope ofpractice was not much broader than their own, if obstetric input was needed it

was more appropriate to consult a specialist obstetrician than a GP. Some GPs felt that

they were being squeezed out and that at times there was unnecessary involvement of

specialists. One GP representative interviewed in 1994 said:

Most independent midwives now are very reluctant to utilise GP services
becarrse they perceive themselves as being the same as GPs. Their answer to any
medical role now in pregnancy is to get a specialist involved or get a specialist
opinion. About nine times out of ten that won't be necessary. It could be
adequately treated within the general practice setting.

As a consequence GPs became increasingly defensive about their role. In its

cornments on the 1993 Coopers and Lybrand Report, which proposed a new framework

for maternity services, the New Zealand Medical Association (199a:3) stated:

It should be borne in mind that midwifery is only a component of maternity care,
and the medical component remains considerable. We would recommend that in
every case the principal practitioner be the woman's own general practitioner.

Much of the initial conflict focused on each $oup accusing the other of not

enabling women to make their own choice of practitioner. Midwives complained that

GPs did not tell women their choices of childbirth care-giver when they first came to

them pregnant. General practitioners complained that independent midwives talked

women out of having shared care with a GP in favour of midwifery-only care. They also

accused midwives with whom they had undertaken shared care of poaching their wome4

since over time women coming back for their second babies chose to have midwifery-

only care. Both midwives and doctors interviewed for this project stated that the

competition over care engendered suspicio4 distrust and confusion between the

occupational groups. They and their colleagues complained that the constant conflict

was tiring and they just wanted to get on with the job of providing women with good

care. In mid 1994 one Auckland independent midwife interviewed said:

It (midwifery autonomy) has made them (doctors) want to strengthen their
power base politically and financially. It's given them a hell of a fright but I still
don't think that they believe we will last long. I think they believe we're a
temporary aberration that will be got rid of again ...... People have got tired. I've
got very tired of trying to keep feeling positive and to keep on with the battles.
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Some GPs withdrew from obstetrics altogether, either because of a reduction in

the numbers of women coming to them for care or because of the stress of the politics

in the area. Ironically, some ofthose GPs who had always been supportive of midwife.y

autonomy and the midwifery model of birth" such as the home birth doctors, were also

adversely atrected by the changes in midwifery legal status in that the numbers of women

coming to them for maternity care dropped. This was in part because, relative to other

GPs, they were more likely to provide women with clear and full information about their

choices and many ofthose women then chose midwifery-only care. In addition, the types

ofwomen they attracted to their practice were arguably the ones more likely to choose

midwifery-only care and the midwives they had worked with in the past were the ones

most likely to move into midwifery-only care of women.

In general, GPs felt the effects of competition more keenly than obstetricians.

Obstetricians did not have as much to lose from independent midwifery as GPs did. Their

conflict with midwifery was more to do with ideological diferences than with territorial

competition. Although, on the one hand obstetricians competed with independent

midwives for normal childbirth cases, their specialty was secondary obstetric care and

independent midwives became not only a good source for referrals but also fitted well

into a comprehensive care package for women who could afford a private specialist.

While some specialists initially resisted working with independent midwives, this

changed when Iarge numbers of experienced midwives began leaving the hospitals for

independent practice and there was some dissatisfaction with the standard of midwifery

care now offered in hospitals. General practitioners, on the other hand, felt the brunt of
the competition and power struggle and this was coupled with general insecuriy due to

the imminent health system restructuring. One Auckland GP interviewed in mid 1994

stated:

What I did not anticipate through this medium term and now getting into the
longer term is the competitiorq the conflicting and confrontational sorts of issues
which have come up through the whole thing. I think a lot of that was initially
driven by concern about the whole power struggle between doctors and
midwives.
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Confusion over Roles, Responsibilities and Transfer to Secondary Care:

These tensions between midwifery and medicine did not facilitate the delicate task of

defining new roles, responsibilifies and professional relationships once the 1990 Act was

passed. Even without the tension the task would have been difficult because there were

now major areas of overlap between the senrices provided by midwives, GPs and

obstetricians in the primary care area. Many independent midwives worked in shared

care arrangements where lines of responsibility were not clearly defined. In cases where

midwives were willing to provide obstetric nunsing care as they had done prior to the Act

or where the GP and midwife had carefully developed clear parameters of practice and

had a cooperative relationship, there was little problem. However, in many cases

confi.rsion developed as practitioners struggled to define their new working relationships.

This was a difficult transition since there were no role models for such relationships and

midwives were still coming to terms with their broadened scope of practice. Midwives

were now legally entitled to make decisions and perform tasks which previously had

been the responsibillty of a doctor. Moreover, while some GPs had considerable

experience and continued to have skills that were outside midwives' scope of practice,

zuch as performing forceps detveries, many midwives had vast experience in the realm

of normal birth and were in fact more experienced than many of the GPs they were

sharing care with. These problems, along wittq at times, differing styles of attending

pregnant and labouring women, set the scene for difficulties in role definition.

The tensions arising even when a woman's case clearly remained normal were

exacerbated by ditrering professional judgements on when care should be classified as

'abnormal' and transferred to secondary care. The interface of primary and secondary

care was an ill-defined grey area and one on which there was sometimes strong

disagreement. In many situations the disagreement stemmed from differing ideological

positions on what constituted 'normal' pregnancy or labour. Occasionally delay in

transfer resulted from a reluctance to relinquish involvement in the woman's care,

especially where a close relationship had been developed. Historically, point of transfer

had been a contentious iszue between GPs and specialists but this had been resolved over

time as relationships between practitioners lryere clarified. With the entry of midwives to
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the field a new set of relationships between primary and secondary providers had to be

negotiated. It is possible that the novelty ofthe referral relationship between midwives

and specialists was a major factor in its tension and, given a conducive environment, the

problems might have been worked out more easily. In mid 1994 one Auckland GP

interviewed said:

I think that what they (independent midwives) experienced there (in conflict
during the transferral process) is the same as what any GP experiences and the
only thing that changes that is time. I would say it took me five years of being
stressed out by various situations with transferring patients. It's only when you
establish your olvrl reputation and your own level of skill and you develop
working relationships with people at secondary level and a mutual respect
develops, that that becomes less stressful. But up until then there is always stress
involved in that for primary care-givers.

Along these same lines a private obstetric specialist I interviewed stated:

The biggest impact (of the 1990 Act) on specialists is them determining for
themselves as individuals how they want to relate to midwives. They've known
for years how they want to relate to general practitioners, so were happy to be
called in the middle of the night by a GP they know who says "Help, I've got a
problem. This is a patient youVe never met before, but I've got a problem. Please
come and help me". And because thqy've got some kind of clinical bond with that
particular GP they'll say, "oh yes sure. It's 4 a.m. in the morning, but I'll drag
myselfout ofbed and come and help you". Or, if it's a GP they have never heard
of before or a GP they know has dangerous practices or whatever, they might
have reasons to say "No"...... IndMdual specialists had already established that
for themselves for GPs. But they had to establish that also for individual
midwives.

However, because ofthe underlying tension between medicine and midwifery and

the insecurity engendered by the proposed health system restructuring, there was little

tolerance for teething problems during the transition process and transfer to secondary

care became a very contentious area. There were media reports of doctors' concern

about the overlapping "grey area" in the responsibilities of doctors and midwives (e.g.,

New Zealond Herald20/4/93.). Specialists argued that it was difficult for them "to pick

up the pieces" ifthey were called in at a late stage and that it was unfair that they had to

take on clinical responsibility for women whose management prior to transfer they

disagreed with. The New Zealand Medical Council suggested that midwives be issued
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with mandatory guidelines concerning when to hand over care to a doctor (Dominion

Sunday Times 4ll0/92) and the Royal New Zealand College of Obstetricians and

Gynaecologists developed referral guidelines for consultation with an obstetric specialist

which included criteria for identification of at-risk patients.

Mdwives argued that mandatory referral guidelines were problematic because

each case needed to be considered in its own ight (Dominion Sunday Times 4ll0l92),

that they increased the chance of interventions, were a means by which doctors could

control midwifery practice, and implicitly questioned midwives' ability to make safe

decisions around the care ofthe women they attended. The guidelines were not popular

with GPs either. Althoughtheywere unhappy with some midwives'referral practice and

upset that their own relationships with specialists had been disturbed, GPs did not agree

with the way some of the specialists' proposed measures would affect their own practice.

At National Women's Hospital (NWI{) confusion about roles and responsibilities

was exacerbated by the fact that independent midwives experienced inconsistency in the

implementation of the policy regarding hand-over to secondary care. Although NWH's

policy, like that at Middlemore, was that the independent midwife should hand over

midwifery care to a hospital midwife in all such cases, in fact this did not always occur.

Whether the midwife could continue to provide midwifery care depended on who the

specialist on call was and how busy the delivery suite was. This meant that, unless the

wonmn was willing to pay for a private specialist, in which case continuif of midwifery

care was possible, the midwife could not state with certainly whether or not she would

remain with her if complications dweloped. This was further complicated by some public

specialists, who also had part-time private practices, being inconsistent in what role sftre

allowed the midwife to take. These situations only intensified the confusion about roles

and responsibilities and did not enhance good working relationships.
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Figure 6.2:Examples of media coverage of maternity issues
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Another area of contention was the situation in which hospital-based midwives

also undertook some independent work. Although in Auckland this was allowed but not

encouraged, in some other parts of the country it was not allowed. Midwives objected

on the grounds that for years obstetricians had simultaneously canied on a lucrative

private practice alongside their public work. The debate brought to the fore the fact that

when specialists cared for their private patients while acting in their public capacity they

were in effect being paid three times: their salary from the area health board, the MBS

payment and the private fee charged to the woman. This was an anomaly that was to be

addressed within the new maternity strategy.

Increase in Maternity Benefits Schedule Expenditure:

Following the passage of the 1990 Act there was an increase in expenditure in the

Maternity Benefits Schedule (lvBS). This was to be expected given that there was now

a new set of claimants from the schedule. However, the increase was not insignificant

and was not compensated for by a reduction in public hospital spending on midwifery

services. For the 199213 financial year expenditure through the Maternity Benefits

Schedule increased 33o/o ovar that for l990l7,two years earlier (Muthumala and Howard

1995).

There were two main reasons for the extent ofthe increase. First, the fee for care

during labour/birth was based on doctors' style of practice. Although doctors and

midwives provided similar care during labour and birth, their styles of practice were

quite different. Midwives were usually with women for several hours before they gave

birth and spent more time with them immediately afterward. Doctors relied heavily on

midwives' ongoing attendance during labour and usually were present only for the

delivery and for short periods (if at all) during labour. The MBS allowed for a labour and

delivery fee of $285 which covered care provided in the hour and a half surrounding the

delivery. In addition" a prolonged attendance fee was payable for time spent at the birth

over and above the hour and half covered by the labour and delivery fee. This fee was

$69.80 for every half hour. Since there was no payment mechanism specffically for

midwives' attendance during labour, they were entitled to claim the prolonged attendance
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fee for this time. Because of their different styles of practice, therefore, midwives on

average claimed more hours of prolonged attendance fee than doctors @rander 1992;

Crreen et al. 1994) and it was possible for them to earn relatively large sums of money

for labour care.

Second the 1990 Aa enabled women to have a GP and an independent midwife

provide her with maternity care throughout pregnancy and childbirth and both these

practitioners were able to claim individually through the MBS. Because initially many

women chose shared care as opposed to midwifery-only care and because most

midwives cautiously took on mostly shared care cases when they first went out into

independent practice, the claims from the MBS increased relatively rapidly.

National expenditure figures showed a progressive increase in MBS expenditure

following the 1990 Act during a period in which birth numbers had stabilised at around

60,000 per annum (Statistics New Zealand 1994). Figure 6.3 shows the pattern of
expenditure overthe period 1986-1994 for years ending March 3l until 1989 then June

30 thereafter. The 1990 figure would not include independent midwife claims because

the Act was passed in August of that year. Maternity Benefits Schedule expenditure

accounted for approximately one quarter of the total maternity services budget in L994

(Muthumala and Howard 1995:59&,68), the remainder of the budget being spent on

maternity hospitals' salaries, supplies and facilities.

Figure 6.3:
National MBS Expenditure 1986-94

100

080
€60

=40
4. zo

0

Year
Source: Muthumala and Howard (1995:68)

58.9 62.7

1986 t987 1988 1989 1990 t99l 1992 1993 1994

138



Chapter 6: The First Three Years...

In the year following the passage of the 1990 Act, a24Yo3 increase occurred in

MBS expenditure. Although not as steep as the 5OYo increase in 1987, the year after

doctors won a 1?o/o rncrease in their MBS payments, this increase was significant and

expenditure continued to increase as more midwives took up independent practice.

However, the percentage increases from l99l werg in fact, not unlike those prior to the

Act and number of other factors contributed to the increase. For example, the cost of

ultra sound scans, increasingly a feature of routine antenatal care, was now claimed

through the MBS rather than bulk funded. However, the extent and trend of MBS

expenditure, with no corresponding reduction in other maternity service costs, was

considered unacceptable in the prevailing climate of fiscal constraint (Joint Regional

Health Authority Maternity Project Group 1995). Moreover, all signs suggested that the

numbers of independent midwives would continue to increase. It raised issues about the

cost to the taxpayer, especially since maternity care was both the most commonly used

hospital service and the one on which most money was spent @epartment of Health

1993:6).

The increase in the MBS became a major factor in the ongoing conflict between

medicine and midwifery. The medical profession argued that the MBS rates had been

based on GPs' practice imperatives which included having to cover surgery staff and

overheads when they were called out to women in labour. Midwives had no such

overheads. They also argued that it was inappropriate for midwives to be paid so much

when financial constraint was being encouraged throughout the public sector. One

Auckland GP interviewed in mid 1994 stated:

There's a lot of disgruntlement from GPs and specialists that the midwives are
paid too much, that they are paid in a manner that has not ever really been
properly thought through. That underlies some of the problems.

Midwives felt they had to justr$ their new-found pay equity. They argued that

the relatively high labour fees they received compensated for the poor antenatal and

postnatal fees, which were based on short GP visits. These fees had been based on a

typical GP appointment of 10-15 minutes. It was not unusual, however, for midwives

'NB: Percentages have not been adjusted for Consr:rner Price Index or birth nurnbers.
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to spend up to an hour at these appointments. Midwives also argued that the inclusion

of the cost of ultrasound scans in the MBS accounted in part for the increase.

The increase was referred to as a "budget blowout" and was taken up by the

media as a topic of public concern. As early as February l99l the issue of midwives'

claims on the MBS became a topical iswe (Sunday Star 24/2191) and this continued over

the zubsequent months and years. By late l99l the Department of Health was concerned

enough about the increase in expenditure to commission a review of the MBS. The

Department had felt for some time that the schedule needed revision but the review was

expedited because of media attention being drawn to the "budget blowout". The

Department commissioned the consulting firm Ernst and Young to undertake parts of

the review and they consulted with provider and consumer groups.

In early L992 the Department advised the Matemity Benefits Negotiating

Committee that there would be no increase in the MBS that year. Under the 1990

amendment to section 1l I ofthe Social Security Act 1964, changes to MBS fees had to

be negotiated by representatives of the New Zealand College of Midwives (NZCOM),

theNew ZealandMedicalAssociation (NZMA), and the Department ofHealth (DOFD

The previous year the parties had agreed to a nil increase in the schedule because of

economic conditions at the time (Matemity Benefits Tribunal 1993). However, in 1992

the medical profession was unhappy about no increase and argued that fees for maternity

care were no longer cornmensurate with fees for general medical services. Neither the

DOH nor the NZCOM agreed that there should be an increase in fees but they were

willing to proceed with negotiations. However, the NZMA requested that a tribunal be

established to review the fees. The DOH and the NZCOM were reluctant to involve a

tribunal both because it was very expensive and because they felt negotiation was a

better approach. However, under the Social Security Act 1964, should the negotiating

parties fail to agee, an independent tribunal was to be set up to review the evidence. A

Tribunal was, therefore, established in September 1992.

Included in the Tribunal's terms of reference was that particular regard be given

to'the Government's desire to ensure that changes made to the amount and structure

of the scale of fees are fair and equitable and take into account the need for fiscal
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restraint". The Tribunal heard zubmissions from 200 individuals and organisations at two

hearings in late 1992. The N dA recommended that a separate schedule be established

for midwives because their practice was different from that of doctors. Neither the

NZCOM nor the DOH agreed with this recommendation claiming that the service

provided by midwives was similar to that of GPs. In their submission the NZCOM stated

that "both doctors and midwives provide the same maternity care (albeit in a different

manner), therefore this work is of equal value and deserves equal payment".

The tribunal made its recommendations, based on these hearings, in January

1993. Key features were that:

+ Doctors and midwives be paid at the same rate* Antenatal and postnatal visit fees be increased 260/o to $26 per visit to cover I I
antenatal visits and 12 postnatal visits (or 16 in the case ofshared care).+ For normal labourlbirth there be a birth fee of $338 (payable to no more than2
practitioners), for care during delivery for up to an hour and a halfl and a
separate conduct oflabour fee of$52 an hour for care provided from the onset
of labour until the time covered by the birth fee.* A prolonged attendance fee be paid at arate of $78 per half hour or part thereof
for attendance under special circumstances during the intrapartum period.* The travel allowance payment be reduced 38%o to $l per kilometre (Maternity
Benefits Tribunal 1993).

These recommended changes in the labour/delivery fees favoured medical

practitioners and disadvantaged midwives. The relatively low conduct of labour fee in

effect meant a significant pay reduction for midwifery care during labour, while the

increase in the birth and prolonged attendance fees meant potential increases in payments

to medical practitioners. While midwives would not be excluded from claiming the

prolonged attendance fee this fee was much more appropriate to medical care during the

intraparnrm period. The Tribunal argued that the lower conduct of labour fee promoted

pay equity between hospital and independent midwives.

The Department of Health felt that the Tribunal's recommendations were too

costly. It released a corffnentary on the report and made its own recommendations which

included a much reduced increase to antenatal and postnatal visit fees. This was not

viewed favourably by the NZMA who accused the Department of interfering with the

Tribunal's work (i/ew Zealand Herald 27 / 4/93).
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In May 1993 the Department ofHealth released a report reviewing the Tribunal

recommendations and the three parties' responses to them @epartment of Health 1993)

and this was presented to the Minister of Health. The Mnister of Health was not bound

by the recommendations of the Tribunal and had final say over the setting of fees. In

June 1993 the then Mnister of Healtlr, Bill Birch, announced his proposed revision of
the Maternity Benefits Schedule payment scales. He agreed with the Tribunal that

midwives should continue to be paid at the same rate as doctors and that the travel

allowance should be reduced to $l/km. However, he differed from it in other important

respects. He advised a smaller increase in antenatal and postnatal visits and a diferent

fee structure for labour. The main differences were:

* The antenatal and postnatal visit fees were increased l0o/o to 522.70 per visit.* The birth fee was set at $313.50* A conduct of labour fee was established to be paid at a rate of $90.80 per hour.* The prolonged attendance fee was discontinued.

The political process involved in the revision of the MBS fees was another

indication of the lessening influence of the medical profession over maternity services

policy. The profession had requested the Tribunal and had hoped not only to obtain an

increase in MBS payment but to reassert itself in terms of pay and status over midwives.

Neither of these outcomes was achieved. Midwives retained pay equrty and, although

the antenatal and postnatal visit fees were increased slightly, the extent of the increase

was much less than that requested. In addition, the replacement of the prolonged

attendance fee by a reduced conduct of labour fee meant potentially less payment for

labour/birth. New ZealandMedical fusociation representatives were not happy with the

outcome and criticised the manner in which the Department of Health had handled the

proress (Scott 1993). Some Auckland GPs wrote an article to the New Zealand Herald

outlining their concerns about the payments (New Zealand Herald l9/7193) and a reply

by the Auckland branch of the NZCOM the following week (New Zealand Herald

26/7/93) once more brought the iszues into the public limelight and heightened tensions.

Some doctors felt that it was because of midwives' labour claims that the labour fee had

been reduced. One Auckland GP interviewed in mid 1994 said:
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There is the sense that the budget was blown and that we have all taken a wage
cut because ofthat... I think there is some resentment nmong doctors about a pay
cut. You look for who to blame and the midwives figure.

The tensions created by conflict between medicine and midwifery confusion over

roles and responsibilities and increases in MBS expenditure illustrated the dynamic

nature ofthe policy implementation context. For this reason the implementation period

was better explained by the bottom-up policy implementation model than the top-down

model. Some consequences were unintended and many aspects of change continued to

be contestable. Moreover strategrsrng by key players had an important influence on

policy implementation. The impact ofthis on women's care was an area of much concern

to all concerned and I now move on to examine this.

The Impact of the Changes on Women's Care:

The .l/nrses Amendment Act 1990 through enabling independent midwifery practice

clearly increased choices for women and provided them with the opportunity for better

continuity ofmidwifery care. In l99l 634 Auckland women (3% of those having babies)

had an independent midwife and this increased to 1590 (8%) in 1992 (Independent

Mdwives Standards Review Committee data; North HealttU n.d.). Conzumer feedback

to the Independent Midwives Standards Review Committee on the care given by

independent midwives was generally extremely positive. It was not possible to obtain

data indicating the extent to which Maori and Pacific Island women availed themselves

ofindependent midwives in Auckland during the first three years of the implementation

of the Act. However, a Maori Midwives Collective was established giving women the

opportunity to be cared for by Maori midwives and these midwives kept up fulI case

loads. In addition, a Papakura Marae project attempted to offer culturally appropriate

care to Maori women in South Auckland (Ropiha and Mddleton 1993).

However, the large majority of women continued to receive their midwifery care

from a hospital midwife and the potential advantages of midwifery continuity enabled by

the 1990 Act had not filtered through into the hospital settings. Althougtr" later,

continuity of midwifery care progranrmes were established within Auckland hospitals

(see Chapter 9), within the early implementation period it appeared that services did
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improve for a small percentage of women but for a significant majority little changed.

To rectify this situation significant changes to service provision had to occur within

hospitals. Anecdotal evidence began to suggest that independent midwifery care was

being used much more by women of higher socio-economic statug who were more likely

to have low risk pregnancies, than those from lower socio-economic groups, who were

arguably at higher risk. In other words there was a cornmon perception that the inverse

care law applied in that certain groups of low risk women were receiving a much

improved service while other women were seeing no improvements in their care or,

given that there had been an exodus of experienced midwives from hospitals, were

receiving a poorer service. There was no research evidence to determine whether this

was, in fact, the case in Auckland. However, the findings of a Wellington study which

examined the relationship between the cost and amount of maternity care received by

310 women during February and lvlarch 1993 and the educational background of the

women, supported the claim. The study found that tertiary-educated women received

more maternity care than lower or moderately educated women. In particular they were

more likely to receive care from a specialist and an independent midwife (Lambie 1994).

The turbulence of the early implementation period had an adverse impact on

services offered to some women. Evidence from a range of sources (e.g., media repons

such as North Shore Times Advertiser 15/919, consumer evaluation forms received by

the Independent Mdwives Standards Review Committee, and interviews with consumer

representatives for this study) suggested that some women felt caught in the middle of
the battle benveen doctors and midwives for their care and felt that "the politics of birth

were happening in the birth place". Some women told of practitioners denigrating each

other and, in the shared care situation, of disagreement in front of them about

management of their care. Some reported that some doctors and midwives refused to

work with each other and discouraged them from choosing a particular practitioner. In

additiorL there were reports that relations between women and their GPs became

sfiained when women decided to choose an independent midwife instead of their GP for

their care. In 1993 the Auckland Maternity Services Consumer Council O4SCC)

received complaints from three women in a semi rural Auckland area that the GPs in the
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pressure on them not to choose midwifery-only care (MSCC - personal communication).

In mid 1994 one consumer representative said:

Women are being told by their GPs that midwives aren't safe and that they are
not competent and that they really should have a GP, that a GP will ofFer better
continuity - cradle to the grave type continuity..... Midwives are also telling them
they dont need to have a GP, that they can provide all of their care. So women
are being confronted with having to make dfficult and often confrontational
choices that they feel very uncomfortable about.

These concerns were also heard by Coopers and Lybrand (1993) when they

undertook a national consultation process in the latter half of 1993 before developing a

fra:nework for new maternity arrangements. Their report stated:

The description of current birthing that emerged from discussions with some
participants (especially conzumers) was of a battleground with providers fighting
for their particular way of doing things (Coopers and Lybrand (1993:45).

The problems became important considerations when the health system

restructuring began. In late 1994 one RFIA official closely involved with the

development of the new maternity arrangements commented:

The Nurses Amendment Act had introduced tensions between providers and it
disturbed the service in the widest possible way. We needed to put in place an
approach that provided the right incentives financially and service-wise and
addressed the issues of fragmentation, duplication and tension between
providers.

While it is debatable whether the Nurses Amendment Act 1990 introduced these

tensions, it certainly exacerbated them and consequently the new arrangements were to

take a trajectory quite different from that which they would have taken had the Act not

been passed.

Conclusion:

The three year period from the passage of the Nurses Amendment Act 1990 to the

official commencement of the health system restructuring was characterised by

significant changes in the practice of some midwives and to certain areas of maternity
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service provision. The growth of independent midwifery increased choices for women,

in particular enabling continuity ofmidwifery care, and considerably extended midwifery

scope of practice. During this early period, however, midwifery-led care and continuity

were only possible if women chose an independent midwife, since hospital-based

midwifery, which had historically been very medically dominated, experienced little if any

change for some time.

These changes occurred within a context of heightened tensions, particularly

between medicine and midwifery. The historical power relations between these two

occupations were being redefined by the changes and this was unsettling for all

concerned, including women having babies. Midwifery was no longer defined by the

medical model of birth and now had a competing knowledge and practice base. This

became the target for medical challenges to midwifery and in part obscured the real issue

which was about tenitorial competition. Confusion over roles and responsibilities only

added to this conflict.

Within this field of conflict independent midwives continued to assert themselves

tls ttutonomous practitioners and to forge their new roles and GPs soon felt the brunt of
the introduction of this competing occupational group. A small but increasing number

ofwomen chose to have midwifery-only care and, where doctors and midwives shared

care, there were no longer clear definitions of practice. The historical hierarchical

relationship between GPs and midwives was no longer assumed and was further

challenged by independent midwives' equal pay and status.

Throughout this period the medical profession's historical dominance was also

challenged at a national level. The outcome of the MBS Tribunal in 1993 had been a

setback in that the profession had achieved neither the differenfiation of doctors' and

midwives'payments northe pay increase it had wanted Although the new MBS payment

schedule also coincided with the official introduction of the health system restructuring

and the medical profession was optimistic that the new arrangements would address its

concerns (New Zealand Herald 5/8/93), the outcome was a further indication of the

diminishing influence it had over maternity services policy.
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hospital setting and this was an indication that shifts in power relations occurred in

different ways in different domains. The hospital setting was the bastion of medical

dominance and, even though the introduction ofgeneral management had to some extent

weakened the medical stronghold within the hospital setting, in Auckland's maternity

hospitals, particularlythe larger ones, the medical model of birth and the subjugation of

the midwife to the doctor went largely unchallenged. This was in part because of the

relative intransigence of medical dominance in large hospitals (which was later to be

challenged more decidedly by the introduction of radical health system restructuring) and

pattly because the midwives' professional body, the NZCOlrd, was preoccupied with the

needs of its independent midwife membership. These midwives were forging a new

model of practice with no role models. Moreover, they were having to do so within a

volatile and hostile climate and the NZCOM became an important body for these

midwives to look to for advice, direction and support. Gven the historical power of the

profession in the hospital setting and the strength of medical resistance to the change in

midwifery's legal status, the successful establishment and development of independent

midwifery was central to the effective implementation of midwifery autonomy.

Unfortunately, this meant that the needs of hospital midwives were not adequately

acknowledged or addressed during this period.

During the implementation of the Act both medicine and midwifery developed

a range of strategies to protect their respective interests and relations between the two

were tense. This had an important impact on the implementation ofthe Act. Certainly

some of the outcomes of the early implementation period were neither intended nor

anticipated. The problems arising during this period were to inform the direction of the

new maternity strategy when the health system was later restructured. This indicated, as

bottom-up implementation theorists would ilgue, that policy development is dynamic

and interactive and that policy implementers have an important influence on ongoing

policy implementation and further policy development. In the next chapter I go on to

outline the basis ofthe health system restructuring and its impact on maternity services.
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CHAPTER 7:

THE HEALTE SYSTTM RESTRUCTI]RING

AND ITS IMPLICATIONS FOR MATER}I-ITY SERVICES

Introduction:

Three years after the passage of the Nurses Amendment Act 1990 major restructuring

of New Zealand/Aotearoa's health system was commenced. The restructuring, which

was similarto that undertaken in Britain in 1989 (Ham 1992), was based on neo-liberal

ideology and market principles and introduced sweeping changes to the funding and

organisation of health services. The ideological direction of the restructuring, although

already evident in earlier health system changes, was to create fundamental change in the

relationship between health service providers and the state and this was to have

important implications for maternity sewices, for maternity service providers and for the

ongoing implementation ofthe 1990 Act. The restnrcturing officially cornmenced on July

lst 1993 and, although the new maternity structure was not officially announced until

July lst 1996, the general changes to health service structures and the prolonged and

often fraught conzultation process for the new iurangements, nevertheless, impacted on

maternity services and maternity service providers.

In this chapter my aim is to describe at some length the background and basis of
the health system restructuring because of the importance of the new ideology for the

direction ofmatemity seruices and thefurther implementation of the Nurses Amendment

Act 1990.I then discuss the implications of the restructuring for maternity services and

outline the foundations and final structure of the new maternity arrangements. The

consultation process for the new arrangements was protracted and higtrlighted some

interesting points about conflicting interests and the exercise of power in the health

policy making process. A description and analysis of this process will be the topic of the

next chapter.
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The Health System Restructuring:

In December 1990 the Labour govemment was defeated and replaced by a National

govemment and a new Mnister of Health, Simon Upton, was appointed. The defeat of
the Labour government meant that the area health board system did not get a chance to

prove itself as a means of improving efficiencies and equity. The changes to date had

produced some improvements, zuch as a reduction in hospital stays, more efficient

surgical services and some degree of control of health care expenditure (Ashton

I992a:150). However, they were not adequate to meet increasing demand for health

services and over the course ofthe decade the proportion oftotal health expenditure

funded from private sources increased from lTYo in 1980 to l8oo in l99l @ougere

1992). The National government entered power to widespread criticism that the health

system was inefficient, not responsive to consumer requirements, had poor means of
financial and clinical accountability, and provided fragmented care. In addition, long

waiting lists continued and there was considerable inconsistency in area health boards'

expenditure and the services they provided @lank 1994126).

The incomingNational govemment responded to inadequacies within the health

system by proposing radical restructuring of the health services. The restructuring was

based on the 1991 Green and White Paper Your Health and the Public Heahh, A

Statement of Government Health Policy (Upton l99l) presented by Simon Upton on

budget night 1991. The focus of the paper was on improving efficiency through market

principles as opposed to the Labour government's broader approach to addressing public

health, as indicated in the New Zealand Health Charter of 1989 (Salmond 1994:352).

The proposed restructuring was driven by fiscal imperatives and was based on the

assumption that the market and competition were the best means by which to improve

efficiency and accountability. The principles of the new system were similar to those

proposed by the Gbbs Report in 1987 and were in accord with changes that had been

implemented throughout the rest of the public sector from the mid 1980s, such as

commercialisation" service contracting, the separation of advisory, regulatory and

delivery roles and new forms of accountability @oston 1991:1). In addition, they marked

a departure fiom the ideal of universal access to free health care to "targeting of health
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Although the restructuring did not formally conrmence until mid 1993, on

presentation of the Green and White Paper and in preparation for the official

restructuring the government appointed a National Interim Provider Board in August

l99l whose role was to make recommendations based on the principles and structures

set out in the Green and White Paper (National Interim Provider Board 1992). The

government replaced elected area health board (AID) members with appointed

commissioners who oversaw the management of the AHBs until they were replaced by

the new structures. In anticipation of the restructuring, a Health Reforms Directorate

was established to ease the transition process. One of its projects was to trial creative

new ilrangements for funding and providing primary health care and throughout 199213

ten pilot projects were funded as part of this. Two of these projects were for maternity

care (Middleton 1993; Ropiha and Mddleton 1993).

Features of the New System.

The legal basis for the restructuring, the Health md Disability Serttices Act 1993, was

implemented on July lst that year. The restructuring ushered in a new period in the

history ofNew Zealand/Aotearoa's health care delivery. Since 1938 changes had been

made to heatth strucfires in an incremental or reformative fashion but the new structure

entailed some firndamental and revolutionary changes (Laugesen and Salmond 1994:20).

A primary feature was the establishment of a purchaser/provider split in the provision of
health and disability services. Four regional health authorities (RIIAs) were created to

act as ofpersonal health and disability services within their regions: Northern

(North Health), Mdlan4 Central and Southern (see Figure 7.1). In additiorq a separate

Public Health Commission was created to advise the government on purchasing public

health services and to purchase public health services. Health care services were to be

purchased by the RHAs from a range of health care providers who competed for

contracts. The 14 area health boards were abolished and their responsibilities taken over

by 23 Crown health enterprises (CHEs) or by community trusts who competed on the

same tenns as independent providers, voluntary organisations and disability support
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service groups for contracts. The CIIEs had the mandate "to be as successful and

efficient as comparable businesses that are not owned by the Crown" (Health and

Disability Services Act 1993, Section I l(2Xd). The intended aims of the restructuring

were to improve the efficiency, accountability and quality of health services and to

contain costs. The competitive environment was intended to be an incentive to meet

these objectives. The RHAs were also responsible for monitoring the care provided by

their contractees.

Figure 7.1: The four regional health authorities

+

The new system integrated primary and secondary health care funding. In other

words, whereas previous$ hospital and related services were funded by the area health

boards and primary care services, provided by independent practitioners, were funded

by the Department of Health, under the new system these payment systems became

integrated under the management of the RHAs.
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hospital care and pharmaceuticals were introduced in 1991. For this purpose the

populationwas divided into three income groups enabling some people to be eligible for

a Community Services Card which entitled them to payment reductions. The user part-

charges for hospital inpatient care were extremely unpopular and were eventually

discontinued in 1993. Outpatient and pharmaceutical charges, however, continued (Scott

re94).

Regional health authorities were charged with ensuring their populations were

provided with health and disability services necessary to meet the needs of their

populations. They were to purchase services from a range of providers who competed

for contracts with them. Six principles were considered important in deciding how and

what services to purchase. These were: equity, effectiveness, efficiency, safety,

acceptability and risk management. In order to prevent the RHAs having a monopoly on

purchasing, alternative health care plans were initially proposed to provide a range of

services to those who wanted to leave the RFIA. However, these did not eventuate,

leaving the RHAs with a monopoly on purchasing. Although a number of purchasing

partnership arrangement between RHAs and Maori tribal groups occured (e.g., New

ZealmdHeraldSllllgs), the RHAs continued to exert a strong influence within these

dTangements.

The changes were consistent with the trend to make health professionals more

accountable to the public and to make their practices more transparent. However,

primarily the aim was to prevent rising primary health care costs and promote financial

accountability. In the past, payment systems for primary care services, such as the

General Medical Services (GMS) and the Maternity Benefits Schedule (MBS) and

pharmaceutical and laboratory expenses were open ended. Following the introduction

of the Health and Disability Services Act 1993 (IIDSA), negotiations commenced to

change the basis of these payments from fee-for-service to budget-holding.

In theory budgerholding contracts required that practitioners receive a capitated

or bulk budget for defined areas (such as, pharmaceuticals, laboratory services, primary

health care services) and specified amounts of services and that these were managed
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within the constraints of that budget. The budget amount was to be negotiated with the

RHA and determined by the number of people in the practice catchment area with

consideration given to the special needs of certain sectors of the population.

The proposed changes were consistent with changes that had already been

implemented in Britain and other western countries as escalating health care costs

reached a crisis point and as neo-liberalism increasingly influenced national political

systems. Britain had initiated major health system restructuring in 1989 and Gp budget-

holding for a range of services (although not maternity care) became optional in 1991.

However, although there were strong incentives to save, the arrangement did not impart

financial risk to the British GP. The focus was on budget-holding for secondary services

with the aim being to shift the balance of power from secondary to primary care

(Marwick 1994).

In New Zealand/Aotearo4 from the outset GPs put up considerable resistance

to the idea of competitive contracting and budget-holding since they feared that this

would jeopardise their autonomy and increase their financial risk. They were given "roll-

over" contracts until December 1995 while the new contracts were being developed

(Scott 1994) and initiallythe only thing that changed was that the four RHAs jointly set

up Health Benefits Ltd (IIBL) which became the new funding body for their fee-for-

service claims. General practitioners received a copy of the Section 5l Advice Notice

for GP services (an advice notice attached to Section 5l of the I{DSA) which was the

contract under which payment for primary services through HBL was now made.

Although roll-over Section 5l contracts were supposed to end in December 1995, at that

time the new contracts were not defined and the roll-over contracts continued for those

GPs who had not already engaged in alternative contractual arrangements. However,

new GPs were required to enrol their patients and obtain a contract with their RHA

which was based on a capped budget.

General practitioners continued to express their concern about budget-holding,

in particular the transfer of financial risk and responsibility from the govemment to the

provider and the potential increase in administrative costs. They also pointed out the risk

of under-servicing and stressed the importance of determining how any profits made
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might be spent (New ZealandDoctor 20/l/95:31; Malcolm 1994).In December 1994,

however, The Royal New Zealand College of General Practitioners Council debated the

pros and cons of budget-holding and finally cautiously supported it as a means of
primary health care funding, commenting that risk may be the price for accountability

and venturing that ultimately large managed care organisations (such as iwi, insurance

companies) might be more likely to take this risk than GPs (GP Weekly 15/2/95.8).

Consumer concerns about the risks of budget-holding were also expressed.

Coney (1994.20) argued that budget-holding by GPs could result in under-senricing

since there was no financial incentive to perficrm extra tests or increase the number of

visits. This was of particular concern where there were a number of patients requiring

relatively e4pensive care. In addition, she argued that it would reinforce the hierarchical

relationship between GPs and nurses or midwives since the GP would be in charge of the

budget.

While the general budget-holding contracts were being negotiated other contracts

were made between the RHAs and groups of practitioners in their regions. The majority

ofprimary care contracts were negotiated with independent practitioners associations,

community trusts and iwi trusts. Independent practitioners associations (IPAs) were

organisations, prinurily consisting of health care professionals, which provided primary

care services to their local population under a capitated funding system. In effect the

organisation acted as a broker for the provision of primary health care services, which

were provided by its members but might also be contracted out to non-member

providers. In other words the organisation held a budget for all the care provided by or

contracted out by its members and had to operate within the limits of that budget. In this

case budget-holding was collective not individual (as in Britain). The advantage for

practitioners was that belonging to an organisation gave them arguably more bargaining

power with the RHA than if they were to negotiate individually. In addition, the

administrative aspects of providing primary care were dealt with by the IPA

administrators.

Over time a number of IPAs were initiated throughout the country, except in the

Midlands RHA area, and these were encouraged by the RIIAs because it made their
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contracting process much simpler. Some IPAs were quite large and included, in addition

to medical services, a range of nursing and social work services. There was some

variation in the IPA contracts that had been established by 1996. In fact, some had

members who had direct contracts with the RHA and only belonged to the IPA for

negotiating pov/er, seeing it as their local advocate. However, IPAs were not initially a

popular concept with all GPs. Traditionally GPs had worked alone or in small practices

and fiercely guarded their independence. In additiorq there was concern that the

arrangements would restrict the numbers of GPs in an area (New Zealand Doctor

zDtv9s).

Those IPA contracts which had been established by 1996 only covered

pharmaceuticals and in some cases laboratory services costs. General practitioners'

primary care services were not included and were still paid on a fee-for-service basis. It

was anticipated that GP primary care services would be included at a later point. At that

stage contracts provided no financial risk for GPs although they provided an incentive

for GP members to make savings within their budgets since, depending on the particular

contract, part ofthis saving could go back to the practice and./or the practitioner. Such

contracts favoured GPs since, with no financial rislg theywere able to make personal and

practice gains if they altered their prescribing and laboratory testing patterns.

However, the RHAs proposed further changes to the organisation of primary

health care which had implications for professional autonomy. This involved the

introduction of managed care organisations (MCOs) or coordinated care organisations

(CCO$ as they became known in New Zealand,/Aotearoa. Like IPAs, these were to be

an extension of the notion of budget-holding in that an organisation, rather than an

individual provider, contracted with the RHA for the provision of services. They differed

from IPAs in that in the latter the GP members collectively controlled the organisation

whereas in managed care organisations they were usually contracted to it. The editors

of the New Zealand Doctor magazine (3Bl9a:a) proposed a working definition of
managed care as follows:

Managed care is a system of health care which aims to fully integrate the delivery
of health care for a defined population, with explicit contracts and protocols
developed by one overall provider organisation. In practice, managed care is an
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expanded version of budget holding, whereby GPs purchase secondary care, as

well as meeting the primary health care needs of clients registered within the
scheme.......Because of the size of managed care schemes, the owners are often
insurance companies and GPs are employed as salaried workers.

In 1996 there was one such organisation in New Zealand,lAatearoa - Prime

Healttt in Taurang4 a managed care pilot sche,me which was one of the ten pilot projects

set up by the Health Reforms Directorate and the Ministry of Health and which was

largely owned by the inzurance company, Aetna Health. In addition to budget-holding

for pharmaceutical and laboratory costs, it also budget-held for GP services and assumed

the financial ris( being the first organisation in the country to do so.

Critics of managed care organisations have pointed to a number of potential

problems. These include: that power relations between health practitioners and

organisation managers might constrain professional practice, especially given the

pressure to contain costs; that consumer choice and privacy might be affected; and that

the structure risked increasing the trend toward privatisation of the primary health

system. However, there has also been cautious support for the new initiatives, provided

communities retained control of the budget. Malcolm (1994) foresaw a time when

communities themselves were managed care organisations which held budgets and

contracted health professionals to provide them with services and to some extent that

had occurred with iwi groups. At a hui on managed care in Whanganui late 1994, for

examplg Maori signalled that they regarded managed care to be a potentially important

means of rectifying the inequalities in Maori health funding since, provided recognition

was given to greater levels of ill health amongst Maori, it would enable them to

determine how their resources were spent (New Zealand Doctor 312/95). The important

issues here were ensuring that tlre organisations received sufficient funding to adequately

provide for the needs oftheir particular communities, that the organisations had effective

control over the manner in which the money was spent and that they did indeed represent

and were responsive to the needs of their community.
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Public Response to and critiques of the Health system Restructuring:

The health system restructuring was unpopular with both the general public and health

service workers @owie and Shirley 1994:308, Ashton 1992b), although demographic

changes, increased use of medical technologies, increased consumer expectation and

international pressure to reduce the country's external deficit made a return to the

originat ideals ofthe Social Seatrity Act 1938 unlikely (Blank 1994:129,73 t). A number

of critiques were furnished of both the philosophical basis ofthe restructuring and the

process of implementation (Ashton 1992b; Fougere 1992; Wellington Health Action

Committee 1992).In particular there was criticism of the introduction of a commercial

model into the arena ofhealth. At a Health Care Ethics Conference in Palmerston North

in early 1995 economist Brian Easton argued that applying the pure market model to

health care was inappropriate since consumers not only relied very heavily on their

practitioner's advice but also did not directly pay for the service. He said:

Once the decider is no longer the consumer, and the funder is no longer the
consumer either, the market ceases to have those properties required for
efficiency Q'tew Zealand Doctor 313/95.2).

Along the same lines critics argued that the changes were justified on the basis

that competition would improve quality, efficiency and financial accountability.

However, since health care plans never eventuated, RFIAs had a monopoly on

purchasing and in fact set the price of care. In addition some CFIEs had a monopoly on

many secondary services in their region so the notion of a competitive market was a

nonsense.

Howden-Chapman (1993) pointed out that the reforms were based on the

theoretical argument that the purchaser/provider split would achieve the objectives of
containing costs and improving efficiencies and access to care but that there was no

empirical evidence yet to support this argument. She suggested that, while there would

probably be some services which would benefit from these arrangements, others might

not. In additio4 it was probable that the contracting arrangements would prove to be

very expensive. There was also criticism of the data used to justify the restructuring.

Bowie and Shirley (1994), for example, pointed out that the National Interim Provider
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Board overestimated the extent of increased funding for health over the 1984-90 period.

Criticisms of the implementation process centred largely around perceived lack

of consultation by the RHAs, Under the Health and Disability Services Act 1993 the

RHAs were legally required to consult with relevant affected groups before instituting

changes to the health system. However, the Act did not actually state what constituted

acceptable consultation and it commonly came to mean that the RtIAs had a

responsibility to inform practitioners and consumers about any changes they intended to

implement and to hear their views on this. According to Blank (199a:l3a), this was

indicative of the trend away from public consultation prior to policy development in

order to engender debate, toward public relations exercises to 'sell' policies to the public

after they were formulated. This trend also resulted, he went on to argue, in the

marginalisation of health professionals throughout the policy development process,

despite research evidence indicating that this jeopardised implementation success.

Although the medical profession had been successful in obtaining roll-over contracts

while firther negotiations occurred for their future contracting arrangements, the RFIAs

were carefi.rl to prevent the change process being captured by practitioner interests. As

a result they were to be accused of failing to consult properly before instituting

important changes to health services (e.g., GP Weekly30/8/95).

There was also concem about the speed and extent of the restructuring process.

According to Fougere (1992) the concept of "managed competition" in health care was

not unique to New ZealandlAotearoa and the proposed reforms were in part a response

to ideas which had been considered by several European and North American countries.

However, in Sweden and Britaiq countries with health systems most resembling New

Zealand/Aotearoa's, the implementation of change occurred much more slowly taking

six to ten years as opposed to one to two years. Ham (1992:244), too, cornmented on

the radical nature of the New Zealand reforms relative to those being undertaken in

Britain.

The rapidity and extent of change in New Zealand/Aotearoa's social, economic

and health policies was heavily influenced by economic imperatives, including

international and multinational business pressures. In addition, they were facilitated by
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the country's political system which, relative to that of other countries, had fewer

potential blocks to government instituting legislative and policy changes @lank
1994.132). Howwer, the extent of the change was not necessary to achieve the required

improvements nor to satisfy international business pressures. According to Kelsey

(1995), although there was strong international and multinational pressure to institute

change, New Zealand/Aotearoa's obligations could have been met with far less extreme

measures. That the changes were so far reaching was largely because of the involvement

of powerfirl business interests, such as the New ZealandBusiness Roundtable and CS

First Boston NZ Ltd, in the formulation of policy direction during this time @lank

1994:134).

Despitethese criticisms and the lack of public support for the restructuring, the

process continued and were to have an important impact on maternity services. The

proposed maternity ilmngements were to be defined by the same general principles and

philosophy ofthe general health qystem restructuring and consequently many of the same

concerns were present. I now move on to describe how the health svstem restructurine

was translated into the materni8 services arena.

rmplications of the Health System Restructuring for Maternity Services:

The Initial Impact of Restructurin=e on Maternity Services:

When the Health and Disability Services Act 1993 was implemented in July 1993 and

the purchaser/provider split was created the most immediate change to maternity

services was that all maternity care was paid for from one source. Whereas previously

independent practitioners were paid by the Department of Health and all other public

maternity services were funded and provided by area health boards, now the four newly

formed regronal h%lth authorities (Rtlfu) became the purchasers of all public maternity

services in their regions.

However, little significant change occurred in the organisation or funding of
matemity services until the new arrangements were instituted in July 1996. Initially both

independent and CIfi. providers continued to provide services as before on what were

termed "roll-over" contracts and were paid in much the same way as they had been
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previously. An Advice Notice attached to Section 51 of the Health and Disability

Services 1993 Act ensured that independent maternity practitioners remained able to

claim the same range ofbenefits, fees and subsidies that they had been entitled to under

section 106 of the Social Security Act 1964, which it replaced. These payments

continued to be on a fee-for-service basis at the same prices fixed following the

Maternity Benefits Schedule Tribunal in 1993. Crown health enterprises continued to be

bulk funded for all levels of care through contracts with their RHA which were renewed

annually.

With these roll-over contracts in place the RIIAs then began the process of

developing new iurangements for maternity services which were in line with the

philosophy and structure of the new health system. This meant taking into account the

government's six principles for purchasing hedth and disability support services - equlty,

effectiveness, efficiency, safety, acceptability and risk management - and considering

these within a framework based on competition and market principles. Before embarking

on defining the new arrangements, the maternity managers of the four RIIAs decided to

work together to create a national framework for maternity services to ensure

consistency in the provision of sorvices throughout the country. They formed the Joint

RHA Maternity Project Group The Joint RHA Maternity Project Group and others

involved in the field saw the restructuring process as an ideal time to address or at least

contain some cornmonly identified key problem areas in the maternity area.

Factors Gven Consideration in Planning the New Maternity Structure:

The teething problems from the initial implementation of the Nurses Amendment Act

1990 becanre important factors to consider in defining and planning future maternity

services policy. Problems, such as increasing MBS expenditure, conflict between

medicine and midwifery, confusion over roles and responsibilities, duplication of care

and perceived disparities of service uptake, were key issues to be addressed through the

restructuring. Although most of these problems had been long-standing, there was a

common perception that they had either been brought on or exacerbated by the Act. One

RHA official interviewed for this studv in late 1994 said:
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The service changed dramatically with independent midwifery- Although I think
that if the Nurses Amendment Act had not been passed there would have been
the same need for changg I doubt that there would have been the urgency to do
it and it wouldn't have needed to have been so far reaching.

Inl992 the then Department ofHealth had undertaken two reviews of maternity

services and identified a number of areas which it anticipated could be addressed in part

by the imminent health system restructuring. One reviewed the regulation of pregnancy

and childbirth services @epartment of Health 1992a) and the other reviewed maternity

service standards and protocols and the place of access agreements to area health board

premises in ensuring quality of service was maintained @epartment of Health 1992b).

The first report commented that there was evidence of poor practice within the maternity

services and that the means to monitor practice and ensure accountability were not

proving to be effective through existing legislation. The second report commented that

there was no nationally effective means of monitoring practitioner adherence to

standards and protocols. It recommended that contracting arrangements that more

clearly ensured accountability be established and that nationally agreed standards be

determined and established to ensure consistency. These reports were indicative of the

trend within the health policy area in general to tighten the mechanisms for clinical and

financial accountability.

The reports anticipated that some ofthese concerns would be addressed through

contractual arrangements between purchaser and provider within the proposed new

maternity systern while others, such as the monitoring of standards for praclice and the

improvement of disciplinary procedures, would be addressed through work on the

Medical Practitioners Bill and the Nurses and Midwives Bill. Both the Medical

Pracfitioners Act 1968 and the Nurses Act 1977 were in the process of being reviewed

and the latter was being renamed as a result of the new status given midwives by the

1990 amendment.

In a report commissioned by the RHAS in 1993 a number of key problems in the

maternity services area were identified. These included: fragmentation of funding,

fragmentation of care, differing professional philosophies, inequality of access, lack of
balanced information for womerq and lack of a perinatal database. The report pointed
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out that, although the existing system enabled flexibility and a range of choices for

women, it also engendered "poor co-ordination of services in some areas, cost-shifting

among providers and inequalities in terms of quality and access" (Coopers and Lybrand

1993:9). Another report which examined postnatal services (National Advisory

Committee on Core Health and Disability Support Services 1993) warned of potential

problems arising from the increasing trend toward early postnatal discharge if effective

community back-up was not available. It also argued that services were not meeting the

needs ofMaori women and those from other cultures. The report, developed from four

regional workshops with providers and consumers stressed the need for an integrated

maternity service and continuity of care.

Also a consideration in the planning of the new maternity arrangements was the

continued high profile of maternity services consumers who persisted in their lobbying

for choices during childbirth and women-focused services. A consumer-focused service

sat comfortably with the neo-liberal philosophy which underpinned the restructuring and,

at least in theory this became an important facet ofthe proposed new maternity strategy.

However, consumer interests were adopted rh*orically and selectively, a point on which

I will comment further in the next chapter.

The Joint RHA Maternity Strategy:

With these iszues and initiatives as a backdrop the Joint RHA Maternity Projea Group

began the process of defining the new maternity arrangements. The professed aims of

the proposed arrangements were to "ensure that services meet the identified needs of

women" their babies and families/whanau, to improve accountability, and to increase

value for mond' (Joint RIIA Materniry Project 1995). The proposed structure was also

to acknowledge the Crown's obligations to Maori under the Treaty of Waitangi and the

special needs of Maori and Pacific Islands women. At the outset the group envisaged a

three phase project defined as follows:

* An overview of requirements of the servicet Development of specifications of service content, information requirements,
purchasing stratery and costing* Communication/ consultation with Maori, women and providers, and
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implementation of the agreed changes (Joint RHA Maternity Project 1994).

To meet the first objective and in keeping with the trend to use external

consultants rather than health professionals to review and propose changes to the health

system, in 1993 the Joint RHA Maternity Project Group commissioned the consulting

firm Coopers and Lybrand to develop an integrated framework for maternity services

which could be applied nationally. Following a six week consultation process with

providers and consumer groups the firm produced a report which highlighted a number

of key problem areas in the maternity field (see above) and proposed a new struoture for

maternity care provision. The proposed structure was based on provider contracts,

capped budgets and provider budget-holding. The purchasing recommendations were

informed by the multi-global fee structure worked out for the Wellington DOMINO

midwifery scheme, which had been one ofthe ten Health Reforms Directorate innovative

projects (Sutton I 993).

Following release of the Coopers and Lybrand report in November 1993 the

Joint RIIA Maternity Project Group was divided into a number of working groups to

further develop the maternity strategy which was to be based on the Coopers and

Lybrand framework. Included in these groups were the New Arrangements Group,

responsible for developing the service and contracting arrangements, the Section 5l

Working Group, responsible for negotiating changes to Maternity Benefits Schedule

paymentq the Maori Working Group, responsible for ensuring the needs of Maori were

well represented in the general negotiation process, the Communication and Consultation

Group, the Data Collection and Monitoring Group and the Costing and Forecasting

Group. A year later these working groups were disestablished and a core group with

membership from all the RFIAs was consolidated to effect greater coordination over the

ongoing work.

Under Section 34 of the Health and Disability Services Act 1993 ([IDSA) the

RHAs were required to consult with users and providers of maternity services who

would be affeaed by changes to the service. In addition, under the terms of the Section

5l Notices for maternity service provision the RIIAs, as agents of the Ministry of
Health were also required to consult with the New Zealand College of Midwives and
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the New ZealandMedical Association regarding any changes to the Maternity Benefits

Schedule. Since the proposed arrangements were to significantly alter the manner in

which MBS payments would be made, consultation with these groups became central

to the development ofthe maternity project. Separate discussions were held with CHEs,

who were also going to be affected by the new arrangements. Because there was no

clear definition ofwhat consultation under Section 34 and the Section 51 Advice Notice

of the I{DSA entailed, however, different expectations arose amongst the different

parties and as a reult, the conzultation process became fraught, with both providers and

consumer groups feeling that their recommendations had not been given due

consideration. The consultation process and the issues arising from it will be discussed

at length in the next chapter.

Although the development of the proposed maternity strategy was primarily

undertaken by the Joint RIIA Maternity Project Group, the Ministry ofHealth (MOFI)

played a monitoring and overseeing role. The relationship between the Ministry and the

RHAs was a new one and their respective roles had to be determined. The MOH set

policy guidelines and service obligations for the RlIAs, in consultation with thenr, and

had a strong interest in ensuring that what was decided was sound in terms of national

policy and met the needs ofwomen. The Maternity Project fell into the domains of both

the Personal Health Services and Population Health Services arms of the Ministry of

Health so input ftom the Mnistry came from both these perspectives. However, the day

to day decision making around the project was the task of the RI{AS.

March 1994 - Cabinet Approval of General Principles and Structure:

In March 1994, onbehalf of the RHAs, the Mnistry of Health presented a paper to the

Cabinet Social Assistance Reform Committee outlining the general principles and

structure of the proposed changes to maternity services (Ministry of Healt[ March

1994). It was necessary for the Joint RIIA Maternity Project Group to receive Cabinet

approval on these points before progressing further with the strategy. The proposed

structure was based heavily on the recommendations made in the Coopers and Lybrand

report but some modifi661isns had occurred following initial consultation with provider
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organisations. The paper recommended five key features for the purchasing of maternity

services (Ministry of Health 1994:10). They were:

* Women will choose a'lead professional' who will take overall clinical and
contractual responsibilrty for her care;* Services will be purchased for four modules of service: balanced information
about choices, care during pregnancy, care during labour and birtta and care
following birth;* Services at the primary level will be purchased by way of fees for each module
with some budget-holding for other primary care services that may be needed;* Facilities such as hospitals or birthing centres will be purchased separately to
seruces;
secondary services for those women who require them will be purchased
separately.a

One of the clearly stated objectives of the proposed structure was 'fiscal

neutrality' - no further increase in overall maternity services spending. It was estimated

that total national expenditure on maternity services was $350 millioq with

approximately a quarter ($90 million) ofthis being spent on Maternity Benefits Schedule

(MBS), while the remainder was spent on CFIEs. The RFIAs were keen to enzure that

this overall figure was not exceeded and this was to be achieved through capped modular

payments. The paper documented the steepening of the already progressive increase in

the MBS since the passage of the 1990 Act and attributed this primarily to the cost of
midwifery care during labour rather than shared care (Ministry of Heatth 1994.2). The

existing fee-for-service system was seen to contain "perverse provider incentives to

maximise cost" Mnistry of Health 1994:3). Alternative strategies to halt the MBS

expenditure gtrolvth such as reducing the hourly rate for labour care, limiting the number

of hours paid for or removing midwifery care during labour from the MBS, were seen

to be less attractive than the modular payment system and unacceptable to women and

midwives. It was anticipated that the new structure and consequently changes to the

Matemity Benefits Schedule would be in place by late 1994 and that by the end ofthe

199415 financial year a reduction in expenditure growth would have occurred.

The proposed arrangements made a clear distinction between the purchasing of

asee Appendix III for definitions of primary and secondary maternity care.
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primary maternity care (care of women experiencing a normal pregnancy, labour and

delivery and postnatal period) and secondary and tertiary care (care of women

e4periencing obstetric or medical complications during the childbirth process). The main

focus of the proposed new alrangements was on the provision of primary maternity care

which was to be dMded into the four 'modules of service', mentioned in the cabinet

paper, which the RIIA would purchase from contracted providers.

Services were to be focused around the needs and choices ofwomen and their

whanau/families. Women were to choose a lead professional, who could be a midwife,

a general practitioner, a private obstetrician or a CFIE. This was seen as a means of not

only providing women with choice but also reducing the problem of duplication of

services. As had been recommended by the Coopers and Lybrand (1993) report, the lead

professional was required to coordinate all maternity care provided to the woman but

was not necessarily required to provide all the care themselves. They could subcontract

parts ofthe woman's care to other providers but had to be involved to some extent in all

modules of care. In this case GPs who did not provide intra-partum care could not be

the lead professional.

The lead professional was to be paid through a revised Maternity Benefits

Schedule which was to be claimed through the Section 5l Notice. Payment would

change from a fee-for-service arrangement to a fee-per-case arrangement where the lead

professional received a single fee for each module of care provided to a woman

inespective ofthe level of care provided during th,at module. Primary care subcontracted

to another provider was to be paid for by the lead professional out of the module fee.

The module prices were not stated but the understanding was that they would be based

on the average cost of care for a woman undergoing normal childbirth in this country

and that, while this amount might not cover the costs ofwomen requiring extra care, this

would be compensated for by other women requiring minimal care. In other words a

'swings and roundabouts' philosophy applied. There was, however, to be extra provision

made for rural women and those having their first babies (since first births usually took

longer).
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Independent practitioners and CIIEs were to compete for primary care contracts

with the RHA and the terms and conditions of these contracts were intended to ensure

quatity ofcare. Service specifications (a detailed list of what care was expected), which

were to be consistent throughout the country, were to be determined for each of the

modules of service and providers would be expected to ensure that these were provided.

In additiorl the RHAs intended to build qualrty control and monitoring mechanisms into

the contractual arrangements. The module prices, service specifications and access

agreement details were yet to be determined.

The RHAs were to contract with the CFIEs for use of their facilities by

independent providers. This meant that the RHAs would cover the costs of CIIE

facilities and supplies (but not CIIE midwifery staff) used by independent providers for

primary care. Access agreements, to allow independent practitioners the use of these

facilities, were to be jointly negotiated between the RFIAs and the cFIEs.

Purchasing of secondary and tertiary care was not clearly defined but it was

anticipated that contracted providers would receive bulk funding for both facility and

staff costs and be responsible for providing secondary (and possibly tertiary) care to

women within a defined geographical area" which would be consistent with the

catchment areas for other secondary services. Secondary and tertiary care bulk-funded

contracts were also competitive but to date there had been very lifile in the way of
competition for the CIfis in these specialist areas of care.

Cabinet approval for these proposed changes was granted in early April 1994,

conditional on the RHAs reporting to the appropriate Ministers (Health, Women's

Affairs, Te Puni Kokiri and Pacific Island Affairs) on some details (such as the

consultation process and the basis for determining modular fees ), before entering

contracts with or issuing Section 51 Notices to providers for more than 10% of
maternity cases in their region.

Following this approval the Joint RIIAMaternity Project group released the first

draft of what was called the Joint RIIA Maternity Strategy and sought comment on it

from providers and consumers. This was to provide the blueprint for the new

arrangements. In addition to the maternity strategy and as one means of clarifying the
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lines ofprovider responsibility, monitoring provider practice and differentiating primary

and secondary services, the RHAs decided that it was necessary to set guidelines for

transfer to secondary and tertiary care. This was being undertaken through a separate

consultation process.

When the first draft ofthe matemity stratery was released it was anticipated that

the new arrangements would be finalised by October 1994 and that they would then be

gradually phased in and probably fully effective by early 1995. However, this was not to

be the case. Due to the complexity of the maternity services zre4 poor perinatal data,

lack of historical differentiation between the cost of primary and secondary maternity

care, conflict between provider groups and public discontent with the general health

reform process, the consultation process and the finalisation of arrangements took

considerably longer than e4pected and the new structure was not to be implemented for

another two years. Potential legal pitfalls also caused delay. For example, in late 1994

the RHAs had to seek legal advice as to whether under the Commerce Act 1986 thet

working together to set national prices could be construed as monopolistic and anti-

competitive, and this delayed the process.

May 1995 - Report to the Ministry of Health:

Many of the issues that had delayed the finalisation of the new arrangements were still

ongoing when in May 1995, in keeping with Cabinet requirements following the April

1994 Cabinet paper, the RHAs presented a report to the Ministry of Health on the

proposed changes to maternity services (Joint RnRMaternity Project Group 1995). The

May 1995 report was extremely large and included amongst other things further details

of the new structure (including data collection mechanisms for monitoring service

provision, maintaining a perinatal database and enabling provider claiming), a pricing and

forecasting report, and reports on the implications of consumer and provider

consultation. The report also outlined the proposed fees for modules and other

components of service which had been arrived at through averaging figures determined

independently by each RIIA although the details of these fees had not yet been publicly

tabled. The report was reviewed not only by the Mnistry of Health but also by the
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Ministry ofWomen's Afairs, Te Puni Kokiri and the Ministry of Pacific Islands Affairs.

All departments agreed that the RIIAs had met the requirements laid down by Cabinet

in April 1994 and it was expected that ongoing consultation would occur with the

professional bodies regarding the Section 51 Advice Notice and that the RHAs would

give monthly progress reports to the Ministry of Health.

Following this Ministerial approval, the RHAs made a public announcement

about the new structure which they anticipated being effective from October 1995 (New

Zealand Herald 15/6/95). Howeveq when the RHAs tabled the proposed fees for the

components of maternity care in June 1995 these were opposed vigorously by

practitioners and consumers, provoking another year of consultation before the new

maternity structure was officially implemented.

July 1996 - The New Maternity Structure:

The new arrangements were finally officially announced in June 1996 and became

effective from July lst (Regional Health Authorities 1996). However, even then the

medical profession was unhappy with both the outcome and the process of consultation

and a decision was made to boycott the arrangements until its demands were adopted.

The NZCOM made the decision to support the arrangements in what became an

interesting twist in the relationships between interest groups and in the further

implementation of the.l{nrses Amen&nent Act 1990. Although it still had concerns about

some details ofthe affangements, it agreed with the general structure and was prepared

to accept them provided negotiations continued on the finer details. Despite the doctors'

boycott, then, the new arrangements went ahead.

Competitive contracting budget-holding and fiscal neutrality remained the basis

ofthe new ilrangements. The key features ofthe new arrangements remained not unlike

those defined at the outset. They were as follows:

* Women were to choose their lead maternity carer (previously lead
professional) who could be a midwife, a GP or a specialist who was responsible
for coordinating aU ofthe woman's care and, although able to subcontract some
aspects of care, was expected to provide the majority of it.
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registration and development of the care plan; care in the second trimester of
pregnancy, care in the third trimester of pregnancy; labour and birth services and
services following birth. Each module was assigned a budget from which all care
provided and subcontracted and travel costs were to be paid. This included the
cost of midwifery care during labour if a GP was the LMC (see Appendix IV).

* In addition, payments were made for single service episodes, which covered
those components of service which did not fit well into the modular care (such
as providing information about childbirth choices, specialist consultations,
miscarriage services) and could be claimed, much like fee-for-service payment,
as the care was provided by the practitioner involved (see Appendix IV).

* Service specifications were outlined for care provided during each of the
modules and single service episodes. These specifications did not define the
quantity ofvisits but detailed the care expected to be provided.

The modular and single service episode payments were claimed through what had

been renamed the Maternity Payment Schedule which was administered by Health

Benefits Ltd. It was acknowledged that CFIEs were not yet able to nominate an

individual who would be the LMC for all of the primary care they would provide. They

became entitled to be LMCs for primary care and to claim the module fees provided they

demonstrated that they were taking steps to institute a system whereby they could

nominate a team of no more than four who took primary responsibility for the woman.

In addition, they received a facility fee for all those women receiving care in their

premises. Secondary care was not covered by the module fees and this care was bulk

funded separately or, if provided by a private obstetrician, paid for as a single service

episode payment.

The separation of primary and secondary funding meant that CHE funding was

to change significantly. Whereas previously they had been bulk funded for facilities and

staffcosts for all care provided, now bulk funding was only to apply to secondary care.

Primary care funding (both for care and facility provision) was to be paid according to

the numbers of women attending their premises. The RFIAs also put a ceiling on what

the CFIEs could charge GPs and private obstetricians for CIIE midwifery care during

labour and the postnatal period.
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A data collection mechanism was established to monitor quality and quantity of
service and to establish and maintain a comprehensive perinatal database. This was not

only to be used to establish a much needed perinatal database but also as one of the

means of monitoring provider contractual obligations. Consistent with data gathering

systems in the general hedth system all women and babies were to be assigned a

National Health Index number and information was to be linked to this number rather

than a ruIme. Use ofthe data had to take account ofthe legal requirements of the Privacy

Act 1993 and the Health Information Privacy Code of Practice 1994.

Referral criteria for transfer to secondary care, which defined the conditions

under which midwives or GPs would consult with or transfer care to an obstetric

specialist, had also been negotiated with the midwifery and medical professional bodies.

However, these were not complete when the new arrangements were announced because

there was still contention over some points.

Conclusion:

The changes to the general health system signalled a significant shift in the philosophy

of health care in this country. Not since the introduction of the welfare state and free

health care in 1938 had New ZealandlAotearoa's health system experienced zuch

profound change. The direction and manner of the changes provided further evidence

of the shift, begun in the previous decade, in the controlling influence over health

services policy from the medical profession to government agents employing policies

based on neo-liberal ideologies. The new system tightened mechanisms for financial and

clinical accountability and this coupled with competitive contracting enabled the state to

exercise a degree ofcontrol over the profession that had not previously been possible.

Although resistant, the medical profession over time reluctantly accepted the direction

of change and through the development of IPAs developed strategies to work with the

new system .

The ideolory on which the new health system was based also became the basis

for the new matemity services structure and this was to mean changes in the contracting

relationship between maternity service providers and the state, the manner of payment
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and the mechanisms for accountability. [n theory, it also meant that services would be

women-focused, enabling (but once again not guaranteeing) continuity of care

throughout the childbirth process. Issues arising from the early implementation of the

Nurses Amendnent Act 1990 were important considerations when the new structure was

revisioned but ultimately these had to be considered within the framework of the general

restructuring. The medical profession's eventual acceptance of the changes in the general

health system and their efforts to work them to their advantage did not translate through

to the maternity services area. Maternity services were a different domain by virtue of

the fact that there was a competing occupational group involved, midwifery, which, in

theory at least, had equal negotiating power and whose style of practice better suited

some ofthe requirements of the new structures. Right through to the finalisation ofthe

new maternity structure, and beyond, the medical profession put up a strong resistance

to it. There were also other stakeholder groups with competing interests in the maternity

services area. With these interests to be considered, the process by which the new

maternity arrangements were developed became both protracted and controversial. In

addition, it became an interesting case study of the exercise of power within the

maternity service policy making process. In the next chapter I examine this process in

detail.
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CHAPTER 8:

THE CONSULTATION PROCESS

F'OR THE N-EW MATERNITY ARRANGEMENTS

Introduction:

The development ofthe new maternity arrangements became a difficult process and took

considerably longer than first anticipated because of the complexity of the services and

the political sensitivities surrounding them. The maternity services area had a number of

stakeholder groups with a keen interest in how a new structure would look. The services

had already undergone considerable change following the implementation of the Nurses

Amendnent Act 1990 and those with interests in the area were well versed in the issues

and the potential areas of conflict. The various stakeholder groups were keen to see that

their interests were given due consideration in the development of a new structure. The

regional health authorities (RHAS) wanted to ensure that fiscal neutrality and financial

and clinical accountability remained key facets of the new struoture and that some of the

long standing problems that had been vocalised over the previous decade were

addressed. The medical profession saw it as an opportunity to redress some of its

grievances following the Nurses Amendnent Act I990.lWdwifery wanted to ensure that

the changesto its scope of practice, pay and status and to women's choices resulting

from the 1990 Act were not compromised. The Crown health enterprise (CID)

managers wanted to ensure that the new imperatives did not compromise the CFIEs' role

in primary maternity service provision and consumers were keen to ensure that the

changes for which they had fought for over a decade were incorporated into the new

structure.

These, at timeg competing interests made for an intense consultation process and

resulted in the proposed date for implementation being revised several times as further

dissension amongst key players or other unanticipated obstacles thwarted the completion
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of arrangements. The Joint RHA Maternity Project Group had formal consultation

meetings with providers and undertook community consultation with consumers.

Between May 1994 and May 1995 they released four drafts of the maternity strategy,

on each of which they sought comment from these groups. When prices were attached

to the modules in June 1995 further consultation ensued because of dissatisfaction with

the payments on the part of both providers and consumers. Two further drafts of what

was now termed 'The Section 5l Notice' were subsequently written and released for

comment before the final Notice was issued in June 1996 to be effective from July lst.

In this chapter my aim is to describe the issues arising at various stages of this

consultation process and to analyse the manner in which power was exercised

throughout.

Issues Arising Throughout the Initial Development of the Maternity Strategy:

The Coopers and Lybrand report (Coopers and Lybrand 1993), which had been

commissioned by the joint RI{AMatemity Project Group, was released in late 1993 and

was to provide the blueprint for the new maternity arrangernents. The maternity senrices

issues described in this report had been canvassed from a brief but relatively extensive

national consultation process involving providers and consumers. The framework

proposed to address them was not in itself consulted on but was formulated by those

undertaking the report, in keeping with the RFIAS' expectations that it would fit with the

new trends within the health system.

The Joint RHA Maternity Project Group went on to further develop this

framework into the new maternity arrangements. Because the proposed structure was

to change Maternity Benefits Schedule (I/BS) payments the RtIAs were legally required

to consult with the New Zealand Medical Association (NZMA) and the New Zealand

College of Mdwives (NZCOlu| and these were to become the primary meetings

throughout the entire consultation process. From the beginning the RIIAS made the

decision to separate their formal consultations with the professional bodies from those

with CIfi rumagers, meeting with the latter less often. The RHAs' justification for this

was that the proposed new arrangements focused on primary maternity care and on
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changes to the MBS and the most appropriate provider representation for changes to

these areas were the professional bodies. This decision was reinforced by the legal

to connrlt specifically with the NZMA and NZCOM. Consultation with the

CHE managers was required because they would be affected by the changes but this

requirement was not as obligatory as that for consultation with the professional bodies.

As they were required to under Section 34 of the Health and Disability Services

Act 1993, theRtIfu also consulted with a range of consumers. In early 1994 consumer

consultation was undertaken through approximately 80 national and local organisations.

In particular the views of women with special needs (such as new immigrants, women

with disabilities, teenage women and Pacific Islands women) was sought. Later in the

year the Maori Working Crroup initiated 20 hui around the country to canvas Maori

women's views (Northern Regional Health Authority 1996). Consumer representatives

were not involved in the formal consultation process. Although consumers views were

canvassed, their representatives did not have input at official meetings with the RlIAs.

lnstead, the RIIAs represented their interests, which theoretica]ly had been determined

by community consultation.

Feedback from the various stakeholder groups on the proposed structure began

with comment on the Coopers and Lybrand report. Some aspects of the frameworlg such

as its emphasis on continuity of care and a women-centred service, were welcomed by

consumer representatives and the NZCOM. However, concerns about the general

structure, particularly budget-holding, were raised by both providers and consumers

(Federation ofWomen's Health Councils 1993; NewZealand College of Midwives 1994;

New Zealand Medical Association 1994).In February 1994, for example, the NZCOM

challenged the notion of a budget-holding principal provider as recommended by the

Coopers and Lybrand report stating:

The NZCOM does not accept the role of the primary caregiver is necessarily that
of budget holder. It therefore does not support the Report's definition of
principle(sic) practitioner (New Zealand College of Midwives 1994).

Despite these initial concerns, the philosophy and basic structure of the proposed

new alTangemerfs was not altered and as mentioned in the previous chapter, the RHAs
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went on to obtain approval from Cabinet for a structure based on competitive

contracting in which a lead professional, nominated by the woman, budget-held for four

modules of maternity care. Following cabinet approval the first draft of the maternity

stratery was released.

Throughout the year from the release of the first draft in April 1994 until fees

were assigned to the modules of care in June 1995 three further drafts of the strategy

were developed following meetings with the NZMA and NZCOM and CFIE managers

and each was released for comment from consumer groups and other interested parties.

The second draft was released in September 1994, the third in January 1995 and the

fourth in May 1995. During this time work was carried out on a number of aspects,

including the modulztr components, the service specifications, the tenns of access

agreements, proposed information systems for Maternity Benefits Schedule claiming,

perinatal database requirements and, through a separate but closely linked process, the

criteria for referral to secondary services.

Many issues and concerns were raised by the various stakeholder groups

throughout this period. The primary concerns centred around the risks inherent in the

proposed structure (zuch as'cream-skimming', under-servicing and cost shifting); scope

of practice iszues; and clinical responsibility and legal liability issue.

Risks Inherent in the Proposed Overall Structure:

Risks inherent in the proposed overall structure for the new arrangements were points

of major concern to providers and consumers. In particular there was concern that

capped budgets and budget-holding by the lead professional would result in 'cream-

skirnming', under-servicing and cost shifting. By 'cream skimming' it was meant that,

ifproviders had a set budget for each woman, they were more likely to choose low risk

womerL particularly those having their second or subsequent baby who were more likely

to have shorter labours and require less postnatal care. Women with special needs or

whose risk level was high but did not warrant specialist attention might be poorly

serviced under this qystem as would rural women, since travel costs were to be paid out

of the postnatal module fee.
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service through minimising visits or not undertaking those investigations which were not

absolutely pressing iftheir cost had to come out ofthe module fee (e.g., ultrasound scans

in pregnancy). Although each module was to have attached service specifications, the

number or length ofvisits and the number ofinvestigations were not stipulated. This was

seen as enabling the provider to meet the needs of individual women, however, it also

presented a real risk of under-servicing. At this stage the lead professional, if a medical

practitioner, did not budget-hold for midwifery care during labour, which was to be paid

through a separate fee, but this was later to change and to present further incentives for

the medical practitioner to reduce the quantity of care.

Cost shifting by primary care providers and CFIEs was also of concern. The

capped modular fee encouraged primary care providers to prematurely or inappropriately

transfer women to secondary care, which was separately funded, if it was felt that the

cost of the care required by the woman was going to exceed the modular payment. This

could potentially increase intervention levels and was not financially advantageous for

the RHAs. In additiorq there was a risk that the CFIEs would encourage inappropriate

early postnatal discharge in order to shift the cost of postnatal care onto the independent

provider. Conversely, there was a likelihood that the independent provider might

encourage women to stay in hospital postnatally in order to shift cost to the CIfi,
particularly ifthe woman required a lot of attention. These concerns could not, however,

be put fully into perspective until actual figures were assigned to the modules.

Scope of Practice Issues:

Issues concerning scope ofpractice pitted medicine and midwifery against each other in

some cases but promoted alliances between them in others. There was ongoing

disagreement between them regarding whether midwives should be entitled to undertake

the newborn and five day baby checks and the six week postnatal check of mother and

baby. The NZCOM argued that these checks were well within midwives' scope of

practice but the NZMA disagreed arguing that they were strictly medical procedures.

This was a point of ongoing debate and became linked with contention over the point
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of hand-over to well child care and general medical services following the postnatal

period. Although initially the postnatal period was described as up to six weeks post

delivery or until hand-over to the well child care provider, in the third draft this had

changed to 28 days post delivery and this further confused the debate. A national Well

Child Schedule was at that time being developed but was not finalised.

Mdwives and consumer representatives were concerned that continuity of care

throughout all phases of the childbirth process had been compromised by the weaker

requirement for coordination of care. This terrl in effect, conflated the differing medical

and midwifery interpretations of continuity ofcare (see Chapter 6) giving the impression

that continuity, as envisaged by midwives and consumer advocates, was offered when

this was not actually the case. In its submission on the second draft, the Auckland

Maternity Services Consumer Council echoed the sentiments of the NZCOM when it

stated:

This document defines a qystem that simply accommodates the limitations of GP
obstetrics which is not a good system for providing continuity of care.
Continuity of co-ordination is NOT the same thing as continuity of care
(emphasis in the original).

Despite these concems the structure was not to change to better ensure

continuity ofmidwifery care. However, at the joint meeting to discuss the second draft

all three parties agreed that the lead professional should be significantly involved in the

provision of services at each phase of care and take on more than simply a management

role.

Another contentious scope of practice issue related to the criteria for referral to

secondary care. The referral criteria were being coordinated by the New Arrangements

Group who consulted with provider groups. The draft referral criteria assigned

approximately 200 pregnancy and childbirth related conditions to one of three groups:

may consult with a specialist, must consult with a specialist, and must transfer to

specialist care. The CFIEs and obstetricians were very much in favour of these criteria

and, in fact, the RoyalNew Zealand College of Obstetricians and Gynaecologists had

already spent some time developing a set of guidelines. However, both midwives and

GPs disagreed in principle with refenal criteria arguing that they did not acknowledge
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scope of practice. Nor did they take account of the differing needs of women or skill

Ievels of practitioners. The issue was a point of rare agreement between GPs and

midwives.

Nevertheless, GPs were disturbed because the proposed referral criteria did not

distinguish between the added skills of GPs over those of midwives. They also argued

against midwives and medical practitioners obtaining the same fee in labour, arguing that

their extra medical skill during difficult labours and delivery should be acknowledged

financially (New ZealandDoctor2Tll0lg4:ll). Although a payment differential was not

agreed to, in the fourth draft the referral criteria acknowledged GPs' objections that the

criteria did not account for differing levels of obstetric skill amongst them and certain

GPs were enabled to continue caring for women who might otherwise be transferred to

a specialist, provided the new terms of transfer were agreed to by a group of specialists

and by the RIIA maternity manager.

Mechanisms to clarify the role and payment of private obstetricians who worked

in the public system were also dealt with. Under the prevailing system some obstetricians

performed private work during the hours that they were employed publicly. This not only

resulted in complaints about 'double dipping' but also led to some confusion about the

obstetrician's role at particular points in time. By the second draft it was clearly stated

that when employed publicly the obstetrician would not be able to undertake or be paid

for private work. Although this was later contested by the NZMA on the grounds

obstetricians were paid poorly for being on call, it remained a feature of the final

drangements.

Clinical Resoonsibility and Legal Liabiliqv Issues:

As with scope of practice issues, those relating to clinical responsibility and legal liability

saw doctors and midwives opposed in some cases and united in others. The clinical

responsibility concerns were to do with the responsibilities in situations when care was

subcontracted. Even before the release of the fust draft the NZMA had concerns about

this relationship and had recommended that sub-contracted providers be responsible to
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and follow the instructions of the principal practitioner and that the latter be a medical

practitioner (Ne* Zealand Medical Association 1994), a comment which was viewed by

midwives as trying to turn back the clock to the days before the Nurses Amendment Act

1990. As the maternity strategy developed it became clear that clinical responsibility

issues were complex and needed to be clarified. In an attempt to do so a section on

professional responsibility issues was included in the second draft in September 1994.

This talked ofthe provider who was "in charge" and responsible for the outcome of any

care provided. However, this was considered unacceptable by both the NZMA and the

NZCOM and was eventually dropped from the strategJ. It was argued that practitioners

were responsible for their own clinical practice and should not be held responsible for

that of others. The issue was eventually referred to the Medical and Nursing Councils

for discussion. It was to remain a delicate issue and one to be worked out in practice.

A particularly significant area of contention concerned the definition of access

agreements. The CIIEs felt that the access agreement had to protect them from legal

liability for untoward outcomes of care provided by independent practitioners on their

premises and wanted control over the definition of the access agreements to ensure this.

However, the first draft of the maternity strategy stated that the agreements would be

set by both the RtIAs and the CFIEs. The CIIEs feared that the RFIAs would restrict the

level of control they could have over who became an access agreement holder and how

they practised when on CF{E premises.

The CFIEs' concerns stemmed directly from the implementation of the Nurses

Amendntent Act 1990 and the advent of independent midwifery. Prior to the Act all

midwifery care was undertaken by hospital-based midwives which enabled some hospital

monitoring of GPs' and private obstetricians' practice. However, following the advent

of independent midwifery if a woman had an independent midwife (either in a shared

care or a midwifery-only arrangement), hospital staff theoretically had no clinical

involvement in her care unless she was transferred to their specialist team because of

complications. In practice, most independent midwives informed the hospital charge

midwife ofthe progress oftheir client but this still did not enable hospital staffto strictly

monitor the care provided and there was some general disquiet by CFIEs over the lack
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T\e23 CFIEs collectively commissioned the lawyers, Chapman" Tripp, Sheffield

and Young to investigate their potential liability and to define a model access agreement

which would enable CIIEs to control entry to and practice on their premises to the

extent needed to meet their legal obligations. The aim of the model access agreements

was to provide a basic framework which individual CIIEs could modrfy for their own

purposes. The outcome was an extremely cautious document which pointed out several

pieces of legislation that might be interpreted in such a way as to make CFIEs legally

liable for the outcome of care provided on their premises by independent providers.

Legislation zuch as the Hospitals Act 1957 and its amendment in 1993, the Building Act

1991, the Health and Safety in Emploltment Act l992,the Consamer Guarantees Act

1993, andthe Accident Rehabilitation and Compensation Insurance Act 1992 were all

considered to have implications for the CFIEs in terms of their legal liability. The

difficulty was that all these laws were open to wide interpretation and, since the case of

CFIE liability in the event of mishap had not yet been tested through the courts, the

report's authors had taken a position of the worst case scenario in its interpretation of
potential liability.

The Chapman Tripp document was not viewed favourably by the RHAs (who

thought it over-reactive), by independent providers (who feared it would result in stricter

policies and protocols and stricter monitoring of their practice in the hospital setting) or

by consumer actMsts (who argued that it would lead to tighter controls on independent

practitioners'practice and thus limit women's choices). Both independent practitioners

and conzumer advocates were already concemed about the restraints put on practice and

women's choices as a result of CIIE policies and protocols for booking, consultation and

referral and did not want to see this further tightened. CHEs were also presented with

some potential legal and commercial diffisulliss under the Fair Trading Act i,986 if they

restricted acc€ss to their premises, since in the new environment independent providers

would be their competitors in the primary maternity care area. In addition, since the

CFIEs were to be paid a facility fee by the RHA for independent practitioners' use of
their premises, refusing a practitioner access would mean losing business. This could be
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particularly difficult ifthe practitioner belonged to a powerfi.rl IPA which had the ability

to influence its members' choice of premise.

The issues brought to the fore an important dilemma regarding professional

accountability and legal liability. Independent practitioners argued that they accepted

clinical and legal responsibility for their own practice, that they were bound by the

standards oftheir professional bodies and that they were responsible for recognising the

limits of their practice and for referring to an appropriate practitioner if those were

exceeded. They argued that there was no need for hospital staff to have any involvement

with the case beyond being informed ofthe woman's progress as a matter of counesy.

Anything more than that could be considered a challenge to the autonomy and

professional judgement ofthe independent practitioner. The CFIEs for their part believed

that they were more than a facility provider for independent practitioners and that they

had some legal responsibility to those women who accessed their premises to ensure that

the care provided to them was safe. In their view there was a misconception amongst not

only independent practitioners but also the Joint RIIA Maternity Project group that the

CFIEs'legal liability could be controlled or lessened by contractual arrangements.

The CtIEs'position served to unite the NZCOM and the NZMA on the issue.

Prior to discussions with the Joint RLIA lvlaternity Project Group on both the second and

third drafts the two professional bodies met. They felt that it was important to jointly

voice their concerns regarding the prescriptive conditions the Chapman Tripp document

set on independent practitioners accessing CHE premises and to question the legal

viability of the document under the Commerce Act 1986, the Fair Trading Act 1986 and

the Consamer Cruarantees Act 1993. These meetings, at which there was also agreement

over the referral criteri4 were largely amicable and marked a point in the consultation

process (late tl9+ to early 1995) where there was a stronger alliance between the

NZCOM and the N 4A than had prwiously been the case. The access agreement issue

continued to be a contentious one for some time.
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The May 1995 Report to the Ministry of Health:

In May 1995 with many of these issues still contentious the RHAs presented a

comprehensive report to the Ministry of Health on the proposed changes to maternity

services (Joint RHA Maternity Project Group 1995). Following Cabinet's approval of

the basic principles and structure in April 1994, the RHAs had had regular meetings with

the Mnistry ofHealth to update them and discuss issues arising. While the RHAs made

the decisions about the proposals, final decisions rested with the Minister of Health, who

was advised by the Mnistry. The Ministry developed check lists of issues of concern or

potential problems from feed-back to them from different groups and letters to the

Mnister of Health. This was used to assess progress and the viability of the proposals.

The Ministry also saw its role as assessing the levels of risk - financial, clinical and

political - in theRFIAs' proposals and ensuring that these were reasonable and minimal.

The May 1995 report outlined further developments (such as data collection

mechanisms, service specifications) and changes that had occurred since cabinet approval

had been obtained in April 1994. The lead professional was now called the lead maternity

carer (LMC) and the Maternity Benefits Schedule was renamed the Maternity Payment

Schedule (MPS). The modules of care remained but now some aspects of care were

classified as single service episodes and paid for separately. The module fees included

some budget-holding, such as ultrasound scans in pregnancy, consultation with peers and

midwifery care during labour. Previously midwifery care during labour had been a

separate fee from the labour/delivery fee and midwives could claim both fees if they were

the lead provider. Budget-holding for this component of care was to become a highly

contentious issue with the medical profession and be one of the primary reasons for

further delays in the finalisation of the new structure.

The report stated that all independent providers with appropriate qualifications

were entitled to access to CFIE premises and appeal procedures were to be established

to deal with cases where access was refused. The ongoing antagonism between the

RHAs and the CIIEs regarding access agreements was evident in the report, with the

RHAs' view being that CFIEs were exaggerating their potential liability under the new

arrangements. This was seen as an area requiring further negotiation possibly involving
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the Mnistry of Health.

The potential implications of the new arrangements were also discussed in the

report. Those practitioners expected to be most adversely affected were independent

midwives who provided shared care with medical practitioners, especially since the

module fee for care during labour was to be based on the average cost of one attendant

during labour not two. Concerns about 'cream skimming', under-servicing and cost

shifting were also discussed. To overcome the former two problems the RHAs suggested

that they might enter special contracts with providers whose clientele were largely

women with special needs. Cost shifting by primary care providers was to be minimised,

it was argued, through the competitive contracting and proposed monitoring of refenal

rates. In addition it was in CFIEs'interests to be selective about referrals to secondary

care since this care was to be bulk funded rather than paid on a fee-per-case basis.

Concerns raised about the consequences of early postnatal discharge were to be

addressed ttnough a monetary home care supplement which was to be given to women

who were discharged within 48 hours of birth. The RHAs predicted antagonism on the

part of providers and consumers to the proposed MPS prices which were about to be

announced and, in conjunction with public relations consultants, had developed a

communications strategy to smooth the way.

The fourth draft of the maternity strategy was released in May 1995 while the

Report was being reviewed. Its content was that outlined in the Report. In accord with

the Report, the draft contained the revised definitions of the fee components (such as

midwifery care in labour now being budget-held), although prices were not announced

at this stage. The medical profession was particularly concerned about the single labour

fee, predicting that it would exacerbate tensions with midwifery (GP Weekly 1416/95:2)

and both practitioner groups had fears that the single fee was not going to be enough to

ensure good care for women. However, discussion about the implications of the fees was

difficult until actual prices were assigned to them.

186



Chapter 8: The Consultation Process...

Following the l\finister of Health's approval of the RFIAs' Report and the release of the

fourth draft of the Maternity Strategy the process moved to a different stage which

entailed development of the Section 5l Notice. The proposed new arrangements were

announced publicly through the media with a selling point being the promise of a home

care zubsidy for women who were discharged from hospital early, a promise that was not

a feature of the final arrangements in July 1996 but continued to remain anticipated.

In late June 1995 the module prices were tabled and from this point the

consultation process was intensified as provider and consumer groups vehemently

opposed some of the fee packages. Attaching prices to the modules ascribed new

meanings to the appropriateness of the proposed structures and made contestable once

more some hitherto agreed upon points. The RHAs continued to want to expedite the

process so that the new arrangements could be put in place but the opposition was such

that another year was to elapse before the prices were finally agreed to. Over time some

of the initial prices were altered but the RHAs were insistent that there was a ceiling on

the total maternity services budget so increases in one area would require reductions

elsewhere. In December 1995 a draft of the Section 51 Notice was released with a view

to the arangements being in place by April lst 1996 but in that month yet another draft

was released and the consultation process was still tense. Finally, on July lst 1996 the

new arrangements became effective.

When the module prices (see Appendix V) were tabled in June 1995 there was

considerable concem on the part of providers and consumers. Those that presented most

concern were the fees for the labour/birth and postnatal modules. The labouribirth fee

was $750 and made no allowance for whether a woman was having her first or

zubsequent baby. This module was considered grossly under-funded, particularly given

that it included the cost of midwifery care. The postnatal module fee was $350 and this

was to include travel time and costs for home visits. It was also considered grossly

under-funded, particularly since the postnatal period had consistently been identified as

a period needing more resources.
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In July 1995 the RHAS met with the provider groups and CF{Es (as usual,

separately) to discuss the prices. Following these meetings recognition was given to the

increased time involved in caring for a woman having her first baby during labour and

a fee of $950 was assigned to the labour/birth module for these women. This increase,

however, resulted in a considerable reduction in the postnatal module fee which now

became $200. The NZCOM and consumer groups were highly critical of the postnatal

module being reduced and this price became the subject of ongoing debate.

There was continued opposition on the part of both professional bodies and

consumer groups to the prices. They argued that the fees heightened even further the

risks of cost shifting through premature or inappropriate transfer to secondary care

during labour or through encouraging women to stay in hospital during the postnatal

period. The medical profession and midwives doing mainly shared care were the

practitioners who would be most atrected by the labour/birth module payment. At a later

date morimum prices for CI{E midwifery services during labour and the postnatal were

mooted. Although not final they were placed at $350 for labour care and $180 for

postnatal care and were considerably lower than what independent midwives had been

earning. This suggested that if a medical practitioner was the LMC the most likely

scenario would be that they would use CIIE midwifery services and this would minimise

continuity ofmidwifery care forwomen. In effect the labour/birth module now provided

a strong incentive for midwives to undertake midwifery-only care and some midwives

felt this was a good thing because it encouraged midwifery autonomy. However, the

price fixed for the information module ($10) was considered problematic since it did not

inspire providers to spend time explaining choices and, given that midwives were only

newly autonomous and that women still used their GP as a first point of contact, there

remained a risk that some women would not leam of the midwifery-only option.

The medical profession was patently disturbed by the implications of the

proposed prices and in August 1995 the NZ\{A presented a position statement outlining

its grievances about both the prices and the general direction of the new arrangements

(New ZealandMedical Associafion 1995). The paper criticised the manner in which the

funding formulae for matemity care had been developed and argued that budget-holding
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for midwifery labour care was simply unacceptable, given the module fees. It stated:

We do not want to be responsible for finding an answer to the RHA's dilemm4
i.e. the blow-out in costs since the Nurses Amendment Act 1990. We do not
want to endanger the good working relationships we are developing with
midwives around the country by injecting a dispute about fees. We can not
consider this fee until separation has taken place. There must be a separate fee
for midwifery services (1995:5).

The tone of the paper was challenging. It finished with a demand for the RHA

to present final details on the new affangements and a clear statement on the budget limit

for MPS payments. This would then be considered by the NZMA National Policy

Council where a decision would be made as to whether the NZMA would accept and

work with the new alrangements or "reject your proposals and take legal advice"

(199s: ls).

The threat of legal action by the medical profession was to dog the remainder of
the consultation process. At this point the NZMA were attempting to persuade the

NZCOM to unite with it to oppose the new arrangements but the NZCOM although

sympathetic, did not commit itself However, xtheBinh Babies and Bridges in the 2lst

Century Conference in Auckland in October 1995 a consensus statement was written on

behalf of all participants (doctors, midwives and consumers) condemning the new

arrangements as not in the best interests of women and their babies and drawing

attention, in particular, to the threat to the shared care option.

For their part the NZCOM was most concerned about the threat to

comprehensive postnatal care, particularly for rural women, and to continuity of care.

The College drew attention to the importance of postnatal home visits for women,

indeed their necessity given the recent trend to early hospital discharge, and the severe

risk ofthese being inadequate if the cost of travel was to be contained within an already

reduced postnatal module budget. Rural women and midwives in particular would be

affeaed. These concerns were echoed by consumer groups, particularly the Home Birth

Association, which had always stressed the primacy of thorough post natal midwifery

care for women. In the December 1995 Section 5l draft the postnatal module fee was

increased to $280 if a woman received inpatient postnatal care or $380 if she did not. In
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addition rural home visit travel supplements had been added for rural women. However,

the NZCOM still considered these amounts inadequate and continued to express their

concern about them (New Zealand College of Midwives 1996). In conjunction with the

Home Birth Association it also pointed out the inadequacy of the fees for the home birth

supplies and second birth attendant at home or at a birth centre. The April 1996 draft

attempted to address most of these concerns. The rural travel supplements were

increased as were home birth supplies and services and the fee for a second birth

attendant in a birthing unit. The postnatal module fee, however, remained unchanged.

During this period of the consultation process some interesting shifts in alliance

occurred, with the NZCOM alignrng more closely with the RtIAs and the NZMA

moving very much to the outer. Certainly a number of the NZCOM's suggestions were

taken on board during this time and it appeared to have more influence than its medical

counterpart. Cooperation between the NZIvIA and NZCOM was now minimal, even on

the referral criteria. The referral criteria had continued to be contentious and the RHA

had handed them over to the provider groups to sort out amongst themselves. The

NZMA5 the New Zealand College of GPs (NZCGP) and the General Practitioners

Association (GPA) met with the Royal New Zealand College of Obstetricians and

Gynaecologists (RNZCOG) to determine the criteria for GPs. The NZCOM was not

invited since the medical profession felt that the NZCOM should consult separately with

the RNZCOG to develop their own criteria. The NZCOM and the RtIAs were both

unhappy with the manner in which this process had been conducted.

The NfuIA remained disillusioned with the maternity stratery in general and in

particular with having to budget-hold for midwifery care during labour and the postnatal

period. There were nrmours that the medical profession was going to take out an

injunction to stop the new arangements being implemented once they were official. In

late November 1995 an NZMA spokesperson stated on radio its opposition to the new

arrangements, in particular criticising the levels offunding and the perceived implications

for women of doctors budget-holding for midwifery care. In early 1996 the NZMA

signalled its lack of confidence in the consultation process with the Joint RI{rA. Maternity

Project Group by writing to the Chief Executive Officers (CEOs) of the four RFIAs
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requesting that they meet with its representatives regarding a complexity payment

proposal. The NZ\4A argued that the arrangements still did not acknowledge the added

skills that many GPs had compared to midwives. While midwives would refer on a case

to secondary care, some GPs would continue to provide care yet there was no fiscal

acknowledgement in the new arrangements for this added work. The NZMA proposed

that a complexity payment be introduced into the fee structure to rectiry this anomaly.

Since no more money was available for the maternity budget the proposal was that a

percentage ofthe module payments be put aside for a complexity fee to be paid to GPs

with added obstetric skills. In February 1996 two CEOs and key members of the Joint

RI{AMaternityProject Group met with the NZMA. The RtIAs were unhappy with the

proposal as were the NZCOM when they were later consulted on it. The NZCOM

detailed midwives'own complexity issues and argued that these were accommodated

within the 'swings and roundabouts' philosophy of the module payment system. The

RHAs agreed with the NZCOM that the NZMA's proposal contravened the essential

principles of the module system and suggested that for the time being the structure

would remain as it was but that a working party be set up to look at the perinatal data

over the first year ofthe new arrangements to see whether an alternative payment system

was feasible.

The NZ\4A remained dissatisfied with the proposals and the threat of a boycott

remained. For their part the NZCOM did not share GPs'vehement opposition to the new

arrangements and supported the focus ofwomen-centred care, the primacy of a care plan

and the attempt at continuity of care. Although it had consistently argued in its

submissions that the new system did not guarantee continuity of care, towards the end

ofthe consultation process the NZCOM accepted that it at least allowed continuity. The

I'{ZCOM still had a number ofconcerns, zuch as the inadequacy of funding for postnatal

care and care of rural women. In addition, the ceiling put on what the CFIEs could

charge GPs and private obstetricians for midwifery care during labour and the postnatal

period was considerably lower than what an independent midwife would be prepared to

be paid and this discouraged the shared care option for women. However, the new

zurangements worked in favour of midwifery autonomy and recognised the equivalency
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of midwifery and GP skills for normal childbirth. lJltimately then, despite strong

opposition by its medical colleagues to the new structure, the NZCOM supported it,

provided that conzultation was ongoing to address its concerns about rural postnatal care

and the travel subsidy.

The RFIAs were keen to finalise the Section 5l Notice. The process had already

taken considerably longer than planned, an election was due in October and the Minister

was impatient for the arrangements to be in place by July lst. Despite the NZMA's

opposition, the support of the NZCOM enabled the RHAs to go ahead with the

finalisation ofthe Section 51 Notice which was announced in June 1996, to be effective

from July lst 1996. Some points, zuch as antenatal education and the home help subsidy

had not been finalised and were still to be defined. The understanding was that this

Section 5l Notice would continue to be adapted and added to over time with a future

Iikelihood ofmore budget-holding for the LMC, such as for secondary care. The medical

profession continued to express its opposition and this received considerable media

attention (e,9., New Zealand Herald 1016196; New Zealand Herald,l1l6/96:National

Radio 70/6/96; National Radio 1216/96). The NZMA sent out a Red Letter to all its

mernbers in which it warned ofthe potential problems for GPs that would arise from the

new ,urangements.

On July lst 1996 the new maternity arrangements took effect. Howeveq these

were boycotted by GPs. Although in most cases they continued to provide antenatal

care, they made no pay claims since this was considered an implicit acceptance of the

new arrangements. Instead, they deferred claiming and carried the costs from their

general practice income in the hope that there would soon be a resolution in their favour.

In fact, this did not occur as anticipated and eventually with negotiations still ongoing

doctors were given permission to make claims under the new system without binding

them to it Although midwives in one part ofthe country supported the doctors' position

and joined their boycott, the majority of midwives throughout the country began

claiming under the new system. In fact, the doctors' boycott worked in midwives' favour

in that they moved into the breach caused by some GPs refusing to provide care until

their grievances were addressed or attempting to charge women for antenatal care. An
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this work since it is limited to the official introduction on July lst. However, its

implications for midwifery will be discussed in Chapter 10.

The Consultation Process:

The consultation for the new alrangements was a dynamic process characterised by

ongoing dialogue and conflict along with some careful strategising and shifting allizurces

between the various stakeholder groups. The joint RFIA maternity project group's role

of defining the new arrangements was inevitably hugely demanding. They were obliged

to work within the policy directives and service obligations expected of them by the

Mnistry ofHealth and to see fiscal constraint as a primary imperative. Their attempt to

work jointly on the projest and present a national stratery had its own problems because

the regionalisation process resulted in each RHA developing its own corporate culture

and identity. They were also working to define a new structure, for which there was no

precedent, within the context of several new pieces of legislatiorg such as the Commerce

Act 1986, the Fair Trading Act 1986, and the Privacy Act 1993, and there were

inevitably obstacles along the way. As well as dealing with these issues they had to

manage the disparate and conflicting interests of the different interest groups and it was

clear that they could never satis8, all parties.

Ostensibly the RHA representatives made huge efforts to accommodate as best

they were able the conflicting demands of these groups. In effect, they had to facilitate

communication between doctors and midwives who had a long history of conflict,

between obstetricians and other providers regarding the criteria for referral to secondary

care and between the CEIEs and provider groups over access agreement issues. They

also had to step into clinical practice and autonomy issues which had previously been the

sacred domain ofthe professional bodies. The pre-existing conflicts found between these

groups were exacerbated by the knowledge that the new maternity:lrrangements were

to be set in a competitive environment. [Iltimately, from the RHAs' perspective, it

became important that the contracting strategies did not make existing problems any

worse. While originally there was an expectation that the contracting strategies would
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be able to overcome some of the problematic areas within maternity, such as confusion

of roles and responsibilities in the shared care situation and the relationship between

CIIE managers and independent practitioners, over time it became increasingly clear that

other strategies were required to deal with these problems

The consultation process was also plagued by misunderstandings about what

conmltation entailed. Although the RHA representatives were adamant that they were

consulting not negotiating with providers and consumers and believed that they had

more than met their obligations under the Health and Disability Services Act 1993 to

conzult, provider goup representatives interviewed for this research commonly used the

term 'negotiation' when talking about the process of defining the new arrangements and

the term was used in some submissions. Their primary grievance was how little influence

they ultimately had on the outcome of the new arrangements. The NZMA and NZCOM

representatives argued that the same issues were raised as concerns each meeting and,

although minor changes occurred, the primary concerns were not addressed. Although

towards the end of the process the NZCOM representatives felt happier about their input

into the process, the NZMA representatives did not, as was indicated by their calling a

meeting with RI{A Chief Executive Officers in early 1996 because of their lack of faith

in the consultation process.

The CFIE maternity managers also had grievances about the consultation process,

believing that they had been marginalised throughout it. Although the Joint RHA

Maternity Project Group based its decision to meet separately with the CHE managers

on logistical considerations and on the fact that changes.to the MBS primarily impacted

on independent providers not CIIEs, the decision was to be seen by the CIIE managers

as a means of 'dividing and ruling'. In particular, the CFIE managers felt that, relative

to the amount of time spent consulting with the professional bodies, consultation with

them had been minimal. They were concerned both that they were given little input into

the Section 51 primary care arrangements and that the time spent on the these

arrangements occurred at the expense of adequate attention being glven to secondary

and tertiary care funding arrangements. Like the professional body representatives, they

argued that their points of concern were not given due consideration. At one stage of the
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process the national CFIE Women's Health Management Group wrote to the Mnister

of Health expressing its concerns about the way consultation had occurred but it

received no satisfactory response. In early 1996 in commenting on the consultation

process one CFIE maternity services manager stated:

It's been presented as a system whereby there's been a lot of consultation and a
lot of negotiation. But in fact from the CIIEs'point of view particularly, anything
we say doesn't actually seem to change anything in any of the negotiations
whatsoever. So while they may feel that they've consulted, I don't think that
they've actually heard.

In addition, some consumer advocates felt that, while their interests were

canvassed, they were not taken on board. For example, the Auckland Maternity Services

Consumer Council CMSCC), which had written a report for North Health in 1993 on

what women in its 78 member groups perceived to be a quality maternity service

(Auckland Maternity Sewices Conzumer Council 1993), felt that the report had not been

adequately utilised. The MSCC, and other consumer groups also felt that the points of
concern raised in their submissions, particularly to do with the inadequacy of the

postnatal module fee and continuity of care, were not addressed.

In accord with the individualism of the neo-liberal philosophy on which the new

system was based and to avoid 'capture' by seasoned activists, as the consultation

progressed the RHAs preferred to consult with individuals and small consumer groups

rather than politicised advocates. This effectively disempowered those consumer

advocates who were knowledgeable about the policy process and the wider political

implications of decisions. Information and recommendations yielded from a range of
individuals who were unfamiliar with the historical and political intricacies of the

maternity care system, although entirely valid on their own terms, were sometimes

different from and even contradicted those from seasoned advocates. The mechanism for

consultation did not enable consumers to decide how best to deal with contradictory

information. Rather, this decision lay with the RHAs, who in effect made judgements

about what was an 'authentic' consumer position. Since the politicised consumer was

arguably more challenging of the proposed changes, this was a useful strategy for the

RFIAs because it enabled them to obtain advice on consumer needs from another (more
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'legitimate') source and even on occasion to discredit the position taken by the activists.

Despite these concerns there was evidence throughout the process of strategic

initiatives on the part of interest groups, particularly midwifery. The passage of the

Nurses Amen&nent Act 1990 ensured that midwifery had a bargaining position equal to

medicine's at national negotiations involving changes to the Maternity Benefits Schedule.

Throughout the consultation process midwifery representatives worked very creatively

to ensure the gains made by the 1990 Act were not lost and that midwifery objectives

were met within the constraints imposed on them by the basic principles of the new

framework. Their success was achieved itr part because, in the final analysis, they did not

need to challenge these basic tenets in order to achieve their ends. The NZCOMs tactical

style differed from that of the NZMA. The NZCOM was experienced at strategising

within an uncertain context and was arguably better equipped to be proac'tive. In

additiorq some trends within policy development suited it. For example, the trend to use

evidence-based (authoritative) research rather than expert opinion (authorities) to inform

policy development (see Cochrane Collaboration, e.g., Bero and Rennie 1995; Sackett

and Rosenberg 1995) acted in midwifery's favour, since on some occasions the research

findings supported NZCOM zuggestions and, to the extent that this principle was

applied, it lessened the influence of medical expert opinion.

On the other hand, the NZMA used its traditional power bases and methods.

Although this had historically been very effective it was less so in this climate of rapid

public sector change and the breakdown in old networks and where there was now a

competing occupational group at the national level. As a result its responses were more

defensive and this, along with the fact that some of its demands challenged the basic

principles of the restructuring, resulted in it being less successful at protecting its

interests throughout the connrltation process. When the arrangements were finalised and

made effective from July lst 1996, the medical profession was far from happy with the

outcome. Nevertheless it was still able to exercise influence through encouraging

members to undertake a national boycott of the new iurangements.

Throughout the consultation process there was evidence of shifting alliances

between interest groups. In early 1994, atthe beginning of the consultation process the
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NZCOM representatives felt vulnerable and marginalised in their tripartite meetings with

the NZ\ttA and the RHAs. At this stage there were still vestiges of the traditionally close

links between the medical profession and health system officials. Moreover, although the

1993 outcome of the MBS Tribunal had favoured midwives and mitigated the medical

profession's attempts to reduce their payments for service, midwifery was still finding its

feet within the childbirth arena and was unused to its new status as an equal partner in

national negotiations. In additio4 there were fears that one of the agendas of the review

of the Nurses Act 1977 and the maternity services restructuring was to revisit the

changes made by the 1990 Amendment with a view to reversing them. The NZCOM,

thereforg felt on the outer in the consultation process. The early consultation period was

characterised by conflict bemreentheNzcoM and theNZMA as they both jockeyed for

position. This was the first time that they had met around the table and there was

considerable time spent dealing with longstanding contestable issues.

However, toward the end of 1994 a shift occurred as the NZCOM and NZMA

united to oppose the referral criteria and CIIE control of access agreements. While this

opposition was aimed as much at the CFIEs as at the RHAS, it was a rare occasion on

which the professional bodies united and the alignment was reinforced by both parties'

disagreement with the principles of the proposed structure at the time.

This alliance weakened over time as the NZCOM saw that the new status granted

midwifery by the 1990 Act was not up for review and that for the most part the RtIAs

saw them as equal participants with the medical profession in the consultation process.

Although still critical of some ofthe underlying imperatives driving the restructuring and

the implications of the arrangements for continuity of care and for midwives doing

shared carg theNZCOM saw that the proposed model supported midwifery autonomy

in practice and encouraged midwifery-only care. The medical profession were put on the

defensivebyboth the announcement in mid 1995 that midwifery care during labour was

to be budget-held by the lead maternity carer and the subsequent assignment of prices

to the modules. In the NZMA's August 1995 position statement on the proposed

arrangements it was clear that it viewed the .lfzrses Amendment Act 1990 as a major

cause ofmaternity service difficulties and in one place referred to the Act as a 'political
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mistake' (NewZealand Medical Association 1995:10). By early 1996 the NZCOM had

distanced itselffrom the non-negotiable stand ofthe NZMA and tentatively accepted the

RHAs' new arrangements provided some key concerns were addressed. In effect this

drew the NZCOM closer to the RHAs and placed the NZMA on the outer in the

consultation process.

From one perspective the conzultation process was an exercise in pluralism with

all groups having input into decision making and strategic shifting of alliances between

groups. However, despite significant input into the details of the new arangements and

evidence of resistance and creative strategising by midwifery and, to a lesser extent,

medicine, ultimately the parameters in which the new arrangements were defined were

not negotiable and this gave the RHAs the controlling influence over the final outcome.

Fiscal neutrality, budget-holding, the transfer of risk to the provider and competitive

contracting all points that were challenged at some point by providers and consumers,

did not essentially change. Interest group demands were accommodated only to the

extent that they could be manied with, or at least not be in conflict witb the neo-liberal

ideology or economic liberalism on which the health system restructuring was based.

Following Foucault, neo-liberalism was one of several governmental rationalities.

It assisted in governance by setting discursive and other constraints on actions and

decision making. The power exercised by the RHAS during this process was enabled by

the centrality of neo-liberalism in government policy which was given legitimacy through

international economic trends and the influence of local big business interests on

Treazury @lank 1994:134). As discussed in Chapter 3, although the neo-liberal objective

was to minimise state intervention, the state remained able to wield considerable power

because of its conflicting totalising and indMdualisrng functions. In order to meet its

obligations to protect the freedorq rights and choices of individual citizens the neo-

liberal state set in place certain structures. It became positioned to exercise power

because many of the power relations that operated at multiple sites needed in some way

to refer to it.

This was clearly true for the new maternity arrangements. The arrangements

focused on women's choice and satisfaction and the need to ensure that women obtained
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a safe, quality service. In order to ensure this, a national framework was established with

mechanisms to monitor care given and ensure clinical accountability. Although greater

clinical accountability was endorsed by consumers, providers and purchasers alike, the

system nevertheless became a means of enabling government health officials to exercise

considerable power in the maternity services arena.

In addition, the rhetoric of a consumer-focused service became a means to

override some of the demands made by provider interest groups in the consultation

process and to some extent masked the fact that many decisions were based on economic

imperatives. Theoretically the RHAs represented the consumer interest in the

consultation process. However, they also had obligations to meet fiscal imperatives set

by government. While there was some consonance between government's objectives and

the demands of consumer advocates, where the objectives were at odds the fiscal

imperative became paramount.

Throughout the consultation process for the new arrangements the consumer

voice became marginalised. In the late 1980s consumer advocates had been relatively

successful in making an impact on maternity services policy. However, this appeared to

change with the health system restructuring. Ostensibly, consumers were widely

consulted for the new maternity arrangements. However, they had input into neither the

terms on which they were consulted nor into the forum in which decisions were actually

made. There was no consumer representation at national meetings until relatively late in

the process and only then through the initiative ofthe NZCOM. Consumer interests were

supposedly represented by the RHAs who had consulted with them through ad hoc

meetings and through inviting submissions on the various drafts. However, while the

RHA representatives may have been well intentioned in wanting to represent consumer

interests, in the last analysis they were obliged to operate within certain fiscal imperatives

and this meant at times an inevitable conflict of interests.

This marginalisation of consumer input was facilitated by the relatively easy

subzumption of consumer movement rhetoric into the neo-liberal philosophy on which

the new maternity structures were based. As Martin (1990) pointed out, the natural

childbirth movement, which was the driving force of childbirth consumer advocacy, was

199



Consultation Process. ..

underpinned by a rationalist economic or neo-liberal ideology. She stated:

This model is one ofthe individual in the marketplace of birth options; a woman
becoming as informed as possible, and exercising relatively free choice among
these options (1 990:308).

The rezulting consonance between the language of neo-liberalism and the

consumer movement enabled the RHAs to represent their interests while masking the

differences in their agendas. The focus on 'women-focused care', 'women's choice',

'clinical accountability' were received well by a public that had argued vociferously for

two decades that the doctor/patient relationship disempowered women and that the

structure of services limited women's choices for childbirth. Moreover, the Cartvwight

inquiry highlighted the need for clinical accountability and pointed out that it was the

responsibility of the state and health occupational groups to set in place mechanisms to

ensure this. These points were readily ernbraced within the new maternity structure since

they were consistent with the new ideological direction. Providing women with a choice

of competing providers could usefully assist fiscal neutrality, particularly where the cost

was adequate for one goup (midwive$ since its members could work in sole charge and

need not share a budget. Providers competing for health care contracts in the market

place would become more customer-focused in order to ensure women attended them

and would become more financially efficient in order to receive funding from the RHA.

However, consumer interests were used selectively and rhetorically on the part of the

RFIAs (and in local settings by CHE managers). Where they coincided with free market

principles of competition for contracts, there was much made of conzumer choice.

However, where they did not coincide consumer interests were marginalised.

Conclusion:

The lengthy process of consultation for the new maternity arrangements, with its

numerous meetings and consultation on a number of draft documents, was dynamic with

involvement to some degree from all stakeholder groups. The process was punctuated

by ongoing delays in the finalisation of the arrangements due to strong resistances by

various players to aspects of the new structure. Key players jockeyed for positions of
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*""r--"@""t * tr.
alliances and an impression of pluralism. Despite initial opposition to some of the basic

principles of the new structurg the NZCOM was able to effect changes on some

important finer points and later strategised within the parameters of the new system,

since much of it was compatible with midwifery objectives. However, in the last analysis

the RHAs, as agents ofthe government, exercised the controlling influence over the new

arrangements. Despite evidence ofresistance and creative negotiating by interest groups,

some more successfully than others, their objectives were only accommodated to the

extent that they did not significantly interfere with basic principles underlying the

framework - competitive contracting, fiscal neutrality and budget-holding. While some

aspects of the new arrangements were modified as a result of the consultation process,

the points conceded to were those that fitted well with or did not compromise the basic

tenets ofthe new structure. The RHAS' controlling influence was also facilitated by the

conflict between the various stakeholder groups, particularly that between midwifery and

medicine in their sruggle for control of normal childbirttr, and by their choosing to meet

separately with the CHE managers.

The passage of the,lfzrse s Amendment Act 1990 had an important effect on the

outcome of the new structure. First, it highlighted a number of problem areas that

needed addressing. Second, it positioned the NZCOM as a partner equal to the NZMA

in negotiations to change the MBS. Third, it enabled the introduction of a competing

occupation willing and able to work within the proposed structure, which effectively

undermined the medical profession's efflorts to obstruct the new direction of change.

Just as the definition of the proposed maternity arrangements was greatly

influenced by the passage ofthe 1990 Act and the ensuing difrculties that had arisen out

of its early implementatioq so conversely the ongoing implementation of the Act was

inevitably affected by the health system restructuring and by the prolonged consultation

process for the new maternity alTangements. The impact ofthese factors in the Auckland

region will be discussed in the next chapter.
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CHAPTER 9:

IMPLEMENTATION OF THE IIURSES AMEIIDMENT ACT I99O

IN THE AUCKI,AND REGION

DT]RING THE ITEALTH SYSTEM RESTRUCTI]RING

Introduction:

The health system restructuring and the consultation process for the new maternity

arrangements were to have an impact on the further implementation of the Nurses

Amen&nent Act 1990. Changes oocurring to the general health system and anticipation

ofthe proposed new matemity structure inevitably affected the context and atmosphere

in which changes to maternity services resulting from the 1990 Act occurred. In this

chapter I examine this process in a regional context - within the Auckland region.

According to Ham (1992:160) the ways in which centrally determined policies are

translated and implemented at a local level are heavily influenced by the interests of
different players at that lwel and understanding how national directives are implemented

at a local level is important for a better overview of health policy. The implementation

in Auckland was certainly shaped by the interests of key players within the region. ln

addition, historical and demographic factors played a part. The influence of all these

factors on both the ease of transition and the manner in which services changed was

particularly evident when changes within each of the three Auckland Crown health

enterprises (CIIEs) were compared. Such a comparison showed that there were

interesting variations in the implementation process in these areas and reinforced the

point made by top-down implementation theorists that implementers of policies play an

important role in how these actually manifest.

I begin the chapter by outlining changes to the structure and funding of

Auckland's maternity services as a result ofthe health system restructuring and discuss

the impact of these changes and the consultation process for the new arrangements on
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Auckland maternity service providers. With the effect of these ongoing influences as a

backdrop I then move on to examine some of the changes in service provision within

Auckland since 1990 beginning with the extent to which independent midwifery

developed and was taken up by women in the Auckland region and how home birth

services were affected. This is followed by an examination of changes in service

provision within each of the three Auckland CHE areas. Changes in women's primary

caregiver (i.e., tenitorial change$ and the local context of these changes are detailed for

a later comparison of changes between the CFIE areas. A brief description of private

maternity services follows. Finally, I discuss the reasons for and implications of the

regional variation in the manner in which the 1990 Act was implemented locally.

The Impact of the Health System Restructuring on Auckland's Maternity Senices:

Following the official commencement ofthe health system restructuring in July 1993 and

the creation of a purchaser/provider split, all public hospitals and their attached

community services, which were previously under the auspices of the Auckland Area

Health Board, came under the management of three Auckland CI#s - South Auckland

Healttr, Auckland Healthcare Services and Waitemata Health (see Figure 9.1). For

planning purposes, the Ai.rckland Area Health Board catchment area, which had covered

from Franklin County and Waiuku Borough in the south to Rodney County in the north,

had been divided into four health districts - soutlq central, west and north- and these

were used for defining the catchment areas for the three Auckland CIIEs. There were

significant differences in the demogpphic profiles of the populations of these districts

and the maternity services provided within them, as will be described below. The

NorthernRegional Health Authority, North Health, became the purchaser of maternity

services for the Auckland region. This meant that it purchased services from both the

CIIEs and independent maternity practitioners (see Figure 9.2).
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Figure 9.1: Auckland CHE catchment areas
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Figure 9.2: Auckland maternity service providers contracting with North Health

205



Iementation of the NAA

For the 199213 year immediately prior to the restructuring an estimated 17,865

women gave birth within the greater Auckland region (North Health Auckland Home

Birth Association and Auckland Birth Centre data)s, accounting for approximately 3OYo

of births throughout the country. Ninety eight percent of women grving birth in

Auckland did so within public maternity units while 2%had their babies at home CNorth

Health and Auckland Home Birth Association data). The only private maternity facility

was the Auckland Birth Centre a small unit, opened in 1991, which provided primarily

postnatal care although a small number of births (approximately 12) took place there.

The numbers and percentages of births taking place at what were to become CFIE

facilities are detailed in Table 9. L

Table 9.1:
ivalent

Nt'mbers and percentages of women having babies in Auckland according to CHE
neas for 1992/3*areas

Auckland
Healthcare

South
Auckland
Health

Waitemata
Health

Home** Total
Auckland

Numbers 826r 5,483 3,729 392 17,865

Yo of total 46.2 30.7 20.9 2.2 r00
(Source: North Heal&, Auckland Home Birth Association)
* AucklandBirth Centre births are not included.
** The Home Birth statistic is for the 1992 calendar vear

There had been a historical trend to centralise maternity services in Auckland and

to make National Women's Hospital OIWI{), the only hospital in the central health

district, a high-tech hospital offering a national tertiary neonatal and obstetric service.

As a result, much ofthe AucHand Area Health Board funding for maternity and neonatal

services had been channelled there. For the 1990/l financial year, for example,

approximately 57Yo of the $33.9 million the Auckland Area Health Board spent on

maternity and neonatal salaries and zupplies was directed toward NWH (Auckland Area

Health Board 1991, Appendix 3). The extent to which resources were concentrated at

tlhis 
figure is estimatsd because tlere were small discrepancies in the various sources of

CIIE figures I obtained and HBA statistics did not necessarily include all home births in the region
and were for the calendar vear.

206



NWH is evident in Figure 9.3. South Auckland received less than half of that received

by NWII, even though it catered for approximately two-thirds of its numbers and had

proportionately more women under hospital team care. The low percentage for the west

and north were because medical cover was provided primarily by independent

practitioners who were paid by the Department ofHealth through the Maternity Benefits

Schedule. An approximate $17 million was claimed from the Department of Health for

marernity services rendered by independent practitioners in the greater Auckland region

during this period.

Figure 9.3:
Proportion of AAHB expenditure on maternity and

neonatal salaries and supplies, 1990/l

West

'o*@r,,"
south ffi Central

When the health system restructuring commenced in 1993, maternity services provided

in nrro Auckland CtIEs differed from those throughout the country as a whole in that a

greater proportion of their clientele were under hospital team care. An analysis of
maternity care undertaken nationally during the month of August 1992 indicated that an

independent practitioner was the primary caregiver in approximately 75Yo of deliveries

while the remaining approximately 25%o of women were under hospital tearn care

(Mnistry ofHealth 1993). By comparisor\ in 1992 approximately 58% of women giving

birttr at what would become South Auckland Health facilities were under hospital team

care (South Auckland Health data), while at the one Auckland Healthcare maternity

facility, National Women's Hospital, 50o/o of women were under hospital team care

(National Women's Hospital 1992). Although the task of this research is not to compare

Auckland's maternity services with those throughout the rest of the country, this
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suggests that the implementation of the 1990 Act and the restructuring of maternity

services in Auckland was played out in a field that was qualitative different from that

throughout the rest of the country. I now move on to describe the different CIfi
maternity structures.

The Creation of the Three Auckland CFIEs:

South Auckland Health:

South Auckland Health (SAtt) took over what was previously the southern health

district. According to the 1991 census32Yo of the Auckland population resided in this

district and, relative to the other health districtg this population had a greater percentage

of those in lower socio-economic groupings and a greater percentage of Maori and

Pacific Islanders. For example, the percentages ofMaori and Pacific Islands women of

childbearing age (15-49 years) recorded in the l99l census as residing in this district

were lTYo and 16% respectively, while those for the overall Auckland areawere l2o/o

and l7o/o respectively (see Appendix VI).

The maternity facilities taken over by SAH in 1993 were Middlemore Hospital

and the three outlying birthing units, Papakura Hospital and Pukekohe Maternity

Hospital, and Botany Downs Maternity Unit (a new Level 0 facility which opened in

l99l following the closure of Howick Maternity Unit earlier in the same year).

Mddlemore Hospital catered for approximately 4,400 births per annum which comprised

80% of all births in South Auckland Health facilities (South Auckland Health data). It

had a resident medical team and approximately two-thirds of the women who gave birth

there were booked under the care of this team as opposed to an independent practitioner.

This contrasted with National Women's Hospital, the only other hospital in Auckland

with a resident obstetric team, where approximately half of the women were under the

care ofthe hospital team (NWH 199411). In 1993 Mddlemore Hospital increased its

neonatal facilities from level 2 to level 3 with the introduction of a small number of

intensive care baby cots. This reduced the need to transfer women 24-28 weeks pregnant

at risk of premature labour to National Women's Hospital (Johnson and Ansell 1995).
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The three SAH level 0 facilities, Papakura, Pukekohe and Botany Downs,

catered for approximately I100 women between them. They were staffed by CFIE-based

midwives and the facilities were used by women under GP or independent midwifery

care. Botany Downs and Papakura also allowed women the choice of being under the

care of a team of CIIE-based midwives. None of them had resident medical staffand

women developing complications were transferred to Middlemore Hospital. The Level

0 facilities also took postnatal transfers from Mddlemore or National Women's Hospital.

South Auckland Health maternity facilities, then, collectively catered for

approximately 5,500 women perannunL which comprised approximately 3OYo of women

gtving birth within the Auckland region (North Health data). Of these women? a

disproportionately large percentage were Maori and Pacific Islanders. For the year ended

June 1992,26Yo of its clientele were Maori and32oh were Pacific Islands women which,

as Table 9.2 indicates, was significantly gleater than the percentages in the other two

CIIES.

Table 9.2: Percentages of women according to ethnic group having babies in Auckland CIIE-
for year ended Jur rc 1992

Ethnic Group South Auckland
Health

Auckland
Healthcare

Waitemata
Health

Greater
Auckland

Maori 26 il 1l l5

Pacific Islands 32 22 8 22

Other 42 67 81 63

Total 100 100 100 100

(Source: NorthHealth and SuperMap data)

While the demography of the South Auckland Health population relative to that

of the other two CFIEs would account in part for these differences, it would not entirely

explain them and another reason could be the flow of South Auckland Pakeha women

to National Women's Hospital, which historically had been better funded and had better

facilities than Middlemore Hospital.

209



Auckland Healthcare Services:

Auckland Healthcare Services (AI{S), the largest of the country's 23 CIIEs, became

responsible for facilities in the central health district. According to the 1991 census, the

resident population ofthis district comprised 32o/o of the greater Auckland population.

The demographic profile ofthis population in 1991 (see Appendix VI) indicated that on

average the socio-economic status of the population was higher than that in both the

southern and western health districts and similar to that in the northern health distria.

The ethnic profile showed that, compared to the percentages for the greater Auckland

region, this district had a slightly higher percentage of Pacific Islands women (l4o/o as

opposed to llo/o) and a slightly lower percentage ofMaori women (10% as opposed to

l2Yo) aged between 15 and 49 years, but these percentages were still lower than those

for South Auckland.

The only maternity hospital in this district was National Women's Hospital

CI\IWH), a level 3 facility which was the largest maternity hospital in the region. As

mentioned historically much of the maternity services funding had been directed toward

this hospital. National Women's Hospital was also the site of the University of

Auckland's Postgraduate School of Obstetrics and Gynaecolory and provided

postgraduate education for obstetricians and gynaecologists and the Diploma of

Obstetrics and Gynaecology course for GPs. Because of this it also received funding

from the University of Auckland.

Forthe L992/3 year 826L women gave birth at NWH accounting for 46Yo of all,

births in the Auckland region (North Health data) As demonstrated in Table 9.2 above,

for the l99ll2year 22Yo of women g"ing birth at NWH were Pacific Islanders. While

this was considerably higher than the percentage ofPacific Islands women in the AIIS

area who were within childbearing age (l4o/o), it was equivalent to the percentage of

Pacific Islands women grving birth in the greater Auckland reglorL since women in this

ethnic group used maternity services more than those from other ethnic groups (see

Appendix VI). The percentage of Maori women using the senrices (11%) was lower than

that for the greater Auckland uea (15%).
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National Women's Hospital was a national referral centre receiving referrals from

the other Auckland districts as well as from maternity hospitals throughout the rest of
the country and the South Pacific. Women from West and North Auckland needing

secondary and tertiary level care and those from South Auckland needing tertiary care

were referred there.6 In 1994 43Yo of those women attending NWH came from outside

the Auckland Healthcare Services area. In additiorL because there were not catchment

areas for maternity care and women and their caregivers were entitled to choose their

place of delivery, some women from these districts attended NWH for primary care.

Nine percent of women attending the hospital were from out of area and received

primary care there while l0% were South Auckland women receiving secondary care,

a level of care which could have been received at Mddlemore Hospital (NWH 199414).

Like Middlemore Hospital, National Women's Hospital had a resident medical

team which provided a significant proportion (almost half) ofthe maternity care provided

there, either through women being booked under the team or through their being

transferred or unbooked. However, as mentioned, compared to Middlemore Hospital,

NWH had a lower percentage of women under team care and, conversely, a greater

percentage ofwomen under the care of an independent practitioner. A large number of
independent practitioners had access to and used NWH facilities. In 1994, for example,

230 GPs, 73 independent midwives, and 43 private obstetricians booked women into

National Women's Hospital CNWH 199411). A large number of private specialists

provided services at NWH relative to other hospitals and this was due to the hospital

being the largest and most technologically advanced within Auckland and the socio-

economic status of sections of the population in the hospital vicinity. Many of the

specialists had practices in Remuera" Epsom and Mt Eden, suburbs in which a relatively

high proportion of residents were of higher socio-economic status compared to other

parts of Auckland. Many of those obstetricians who undertook private work at NWH

also worked there part time in a public capacity.

6See Appendix III for definitions of primary, secondary and tertiary matenrity care.
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Waitemata Health:

Waitemata Health (\ IH) took over the combined western and northern health districts.

These two health districts had contained much smaller populations than the other two

and, when combined to form the Waitemata CHE area, comprised 36% of the gf,eater

Auckland population. This made it slightly larger than the other two CtIEs. The

populations of the western and northern health districts had exhibited rather different

demographic features. Of the four Auckland health districts, the north contained a

greater percentage of people in higher socio-economic groupings and, while there was

not a great difference between the populations of the northern and central districts, the

differences between the north and west and, particularly, the north and south were more

marked (see Appendix VI). In addition, the l99l census showed that, while the

percentages ofMaori (lI%\ and Pacific Islands (9%) women of childbearing age in the

west were commensurate with those for the greater Auckland population (11% for

both), those for the north were considerably lower at 6%o and 2o/o respectively. This

meant that, in addition to it having a large geographical area, Waitemata Health now

managed services for two disparate populations.

Waitemata Health became fully responsible for the maternity facilities at North

Shore Hospital and Waitakere Hospital and partially responsible for facilities in

Warkworttr, Helensville and Wellsford. AII were Level 0 facilities except North Shore

Hospital whichwas Level 1. The Warkworth Birthing Unit and the Wellsford Maternity

Unit had been set up in 1992 when Warkworth Maternity Hospital was downgraded.

North Shore Hospital catered for approximately 2,500 women n 1992/3 which

comprised just over two-thirds of the births for the CHE (Waitemata Health data).

UnlikeMddlemore andNational Women'sHospital, North Shore Hospital did not have

a resident medical team and specialist cover was provided by contracted obstetricians

who also provided some antenatal care. The medical 'registrar' role was provided by a

MOON (Medical Officers of Obstetrics and Neonatolory) team. The MOON came into

effect in 1990 when the unit was upgraded and was a group of GPs who collectively

provided 24 hour medical cover for women who were not under a specific GP or

specialist as well as some hospital antenatal care. A small number of women were
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independent practitioner. The role of the MOON was extended following the

introduction of independent midwifery. If independent midwives needed to consult or

refer to a doctor they were not entitled to call a specialist directly but were required to

call in a MOON doctor who was then responsible for referral on to an obstetric specialist

ifnecessary. This proved to be very unpopular with midwives as will later be discussed.

Waitakere Hospital was a level O unit which catered for approximately 900

women per annum who were primarily under the care of an independent practitioner.

The hospital was staffed by CHE-employed midwives. Almost all women were under the

care of a GP or independent midwife. A small number of women attended the hospital

antenatal clinic and they had medical cover from a roster of on-call GPs. Some National

Women's Hospital clinics were also held there for those women booked into NWH and

these were run by NWH staff Because ofthe historical pressure, particularly on women

having their first babies, to give birth at secondary level hospitals and because many GPs

had strong links with National Women's Hospital a significant number of west Auckland

women gave birth at National Women's Hospital. In 1992,2007 (approximately 607o)

ofWest Auckland women who had babies did so at NWH CNIWH 1992; North Healtlr,

n.d.:4). Even following the upgrade of North Shore Hospital, there was very little

referral from Waitakere to North Shore and, partly because of their strong links with

NWH, GPs continued to book women there or transfer them from Waitakere for

secondary care. During this time there was strong pressure from GPs to upgrade

Waitakere to a Level I unit.

Waitemata Health also became responsible for Warkworth Maternity Unit's

buildings and ancillary staff(such as caretaker, cleaners and cooks) but maternity care

was provided by independent midwives with GP back up. Women could stay for up to

24 hours after the birth but, because there was no resident midwifery stafr a family

member had to stay with them to call in a midwife if necessary. The new Wellsford

Maternity Unit was owned and managed by a local GP group practice who provided the

maternity care in a shared care iurangement with independent midwives but Waitemata

Health took responsibility for ancillary services. The Helensville maternity unit came
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underthe administration of a community trust who leased the building from Waitemata

Health and were overseen by them. Maternity care was provided by independent

midwives and GPs- There was no resident postnatal care and this care was provided at

home by independent midwives and a part-time crlE-based visiting midwife.

This movement away from residential midwifery staffin favour of independent

practitioners in Warkworth, Wellsford and Helensville was facilitated by the existence

of independent midwives. Had the Nurses Amendment Act 1990 not been passed prior

to the restructuring ofthese facilities the transition process would have been much more

difficult and it is possible that these forms of organisation might not have eventuated.

Gventhe loose management relationship Waitemata Health had with these units, it was

anticipated that once the new arrangements were in place the units would contract

directly with North Health and Waitemata Health would therefore not continue to hold

any responsibility for them.

Waitemata Health matemity facilities collectively catered for 3729 women during

the 1992/3 year. This comprised ZlYo of the births in the greater Auckland region.

Relative to the other two CFIEs, Waitemata Health facilities catered for a significantly

lower percentage ofPacific Islands women (S%) while the percentage of Maori women

was equivalent to that at NWH (ll%) (see Table 9.2 above). This would in part be

explained by the fact that, relative to the resident populations of the other CHE

catchment ilreas, there were fewer ldaori and Pacific Islands women of childbearing age

residing in the Waitemata Health catchment area (see Appendix VI).

Waitemata Health had different management iszues from the other two CIIEs.

Unlike the others it had two primary maternity sites which catered to differing

populations. Although, like South Auckland Health, it took over responsibility for three

outlying bithing units, Waitemata Health did not fully staffor fully administer all of them

as South Auckland Health did. h addition, compared to the facilities in the other CIIEs,

it inherited low level facilities requiring women to transfer out of district for certain

complications.T

'In early 1997 Waitakere Hospital was upgraded to a Level I Unit.
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The Ef,Fect of the Restructuring on Maternitv Provider Contracts:

Ostensibly the structure and funding of Auckland's maternity services did not change

significantly in the period immediately following the official commencement of the health

system restructuring. Although the CFIEs and independent providers were now paid

from one source, the former continued to work within a capped bulk-funded budget

while the latter continued to make claims on a fee-for-service basis within an open ended

budget. However, the health system restructuring had important implications for CIfis
as they took on their new role as businesses in a competitive environment.

From 1993 until the new maternity arrangements were finalised in July 1996

independent practitioners obtained roll-over contracts with North Health. This meant

that they continued to claim on the Maternity Benefits Schedule at the rates set in 1993

following the MBS Tribunal. While it was feasible for groups of independent

practitioners to obtain alternative contracts with North Health before the finalisation of

the new arrangements and some independent practitioners associations (IPAs) prepared

themselves to do so, it was in their interests to wait until the new arrangements and

payments were finalised since they would set a baseline for alternative contracts.

However, a group of Maori and Pacific Islands midwives, Putea O Puq did obtain a

contract to provide primary maternity care to Maori and Pacific Islands women in South

Auckland.

The CtIEs also obtained roll-over contracts with the Northern Regional Health

Authority (RHA), North Health. Before entering into new primary and secondary

contracts with the RI{A they needed to wait until the Section 5l negotiations were

finalised since in the new environment they, like independent providers, would obtain

contracts for primary care that would be paid on a fee-per-case basis through the

Maternity Payment Schedule. The new secondary care contracts too were dependent on

the outcome of the Section 5l negotiations. The interim roll-over contracts continued

inthe form of bulk funding for primary, secondary and, if appropriate, tertiary services

which was based on the previous year's service figures.

The historical trend to centralise maternity services and to funnel a large

percentage of Auckland Area Health Board maternity services budget into National
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Women's Hospital resulted in significant differences in the level and quality of the

resources inherited by each of the three ClIEs. Historically funding had not been based

on a rational model and, as was demonstrated by a Resource Utilisation Model devised

by North Health in 1995 (North Health - personal communication), South Auckland's

maternity facilities had clearly been under-funded relative to those of National Women's

Hospital. South Auckland Health inherited these under-funded facilities. Mddlemore

Hospital was considered'run down' and in need of major renovation. Although Botany

Downs was a new facility, Middlemore Hospital catered for 80o/o of women availing

themselves of South Auckland Health services. In addition many of the women in its

catchment population were of lower socio-economic group status and were arguably

more at risk of pregnancy and labour complications. Although National Women's

Hospital premises were also considered in need of major work and a decision was later

made to move the hospital to the Auckland Public Hospital site in future years, the

facilities had been upgraded in 1990 to accommodate the increase in numbers following

the closure of St Helens Hospital in the same year.

Waitemata Health on the other hand inherited low level facilities. While the

maternity unit at North Shore Hospital had been extended and upgraded to a level I unit

in 1990, women from the west were still being encouraged by their GPs to attend

National Women's Hospital ratherthan North Shore Hospital.

Gven these factors, relative to Auckland Healthcarg South Auckland Health and

Waitemata Health inherited services which potentially disadvantaged them within the

proposed new competitive environment. Within the proposed maternity arrangements

it would be in the CFIEs'interests to either attract women to their services for primary

care or attract independent providers to their premises so that they would then receive

the facility payment. Also, in the future it was likely that independent providers might

become budget-holders for secondary services in which case it would be in the CFIEs'

interests to attract primary care providers who would transfer ciue to them in the

secondary care situation. As long as Middlemore Hospital was in need of renovation

many women and their GPs in the south would choose to go to National Women's

Hospital. And as long as women in the west and their GPs continued to want to attend
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services which offered epidural and secondary care services, for example, they would

choose National Women's Hospital over Waitakere Hospital.

In addition to these differences, Auckland Healthcare Services inherited an

established perinatal database while the other two CFIEs had none. In April 1990 the

Auckland Area Health Board Maternity Services Taskforce had recommended that the

Auckland Maternity Service Information System (AI\{SIS) be set up (Maternity Services

Tasldorce 1990,22) and this was duly established at National Women's Hospital in June

1990 (National Women's Hospital 1991). National Women's Hospital went on to

produce annual reports ofits service provision from 1991. When the Auckland area was

divided into CFIEs the rights for the database remained with Auckland Healthcare.

Having a functioning computerised database had clear advantages in the new

environment since contracts with North Health required a detailed breakdown of care

provided by the CI{E. The other CIIEs did not have a computerised database and had

to obtain this information manually and, because a computerised perinatal database was

to become a requirement under the proposed arrangements, they were required to

establish their own svstems.

The Impact of the Consultation Process on Maternity Service Providers:

The consultation process for the new maternity arrangements also inevitably had an

impact on providers as they attempted to anticipate the final arrangements and to

position themselves favourably within the new contracting environment for future

contracting. The CtIEs' roll-over contracts were affected. Although the new contracting

requirements were not officially effective until July 1996, some of the principles which

formed the basis of the proposed arrangements influenced CFIE roll-over contractual

requirements priorto this, causing considerable difficulty in the CI{E-RHA relationship.

Toward the end of the 1995/6 financial year none of the three CtIEs had obtained a

contract for that year. Funding for the 199516 contract was to be based on components

of service (COS) categories, the levels of primary, secondary and tertiary care

undertaken by the CFIEs. The ratios of these three categories was known as the 'case

complexity mix'. North Health disagreed with the case complexity mix determined by
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National Women's Hospital from their AMSIS database arguing that its primary care

percentage was too low and that it was over-servicing into secondary care. For their part

NWH managers argued that it was a unique hospital in that it took complicated cases

from throughout the country and that the RHA's expectation for primary care figures

was skewed by those facilities which tended to class a secondary care condition (such

as a postpartum haemorrhage) as primary because they were only funded for primary

care. For the other CFIEs the situation was different in that they did not have the figures

required to prove what they considered to be a reasonable estimate oftheir complexity

mix. In other words the new contracts required information on past service delivery that

the CFIEs did not have readily available to them.

While the 199516 contract negotiations were stalled CIIEs were paid on the basis

of expected volumes based on the 199415 financial year. This caused some serious

financial difficulties for the CtIEs either because, in the case of Auckland Healthcare, its

volumes had increased or, in the case of South Auckland Healtb it could no longer

operate within the marginal funding levels it had been receiving for some time. In

December 1995 the three CFIEs publicly expressed their grievances about under-funding

in the maternity services area and looked to North Health to rectify the problem (i/aa

Zealand Herald 16l 12/ 9 5).

The strain in the relationship between the Auckland CIIEs and North Health was

exacerbated by contradictions inherent in the new health system. Theoretically health

was now to function in a competitive environment. But, given that Health Care Plans did

not eventuate, North Health was the only purchaser of maternity services in Auckland.

The stalemate between the CFIEs and North Health over the 1995/6 contracts could not

be broken by the CFIEs going to another purchaser and this enabled North Health to

maintain a strong bargaining position. In April 1996 one CIIE manager said:

Instead of being a purchaser they are working very much as a funder. They're
quite autocratic in the way that they work... We have no choice at this point of
who we go to for our major contract.... We're not in a free market. We don't
have the ability to go out to another bank to apply for funds and present our best
proposal and have someone hear us.
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it was unclear for much ofthe consultation period how they would be expected to work

in the new environment and, indeed, whether their jobs would remain. For example, at

one point it appeared that CtlE-based home visiting postnatal midwives would not fit

into the new structure because they did not provide overall continuity of care and these

midwives were uncertain how long their jobs would continue, especially since it was

never clear when the new arrangements would be implemented. However, later in the

consultation process it appeared that these midwives' jobs would become an integral part

of a CFIE midwifery package offered to GPs who were lead maternity carers. Since the

RHAS had put a ceiling on what the CFIEs could charge GPs or private obstetricians for

midwifery care dwing labour ($456 for women having their first baby and $356 for other

women) and postnatal midwifery care ($180), CIIE midwifery care became an attractive

option for doctors given that it was unlikely that independent midwives would accept

such rates.

The ongoing delay in the finalisation of the Section 5l negotiations proved a

problem for Auckland Healthcare and Waitemata Health in that they had both established

schemes to provide women with continuity of midwifery care and these schemes were

proving to be expensive under their current funding arrangements. They had established

the schemes in order to curb midwife attrition and to become more competitive for

future primary care contracting, in which they would have to identify a lead maternity

carer who was responsible for coordinating each woman's care. In these schemes

midwives took on caseloads of women, providing continuity of care throughout the

whole childbirth process. However, the CFIEs discovered that they were not able to

sustain the cost of the schemes within their existing bulk-funded budgets. National

Women's Hospital, in particular, found that its budget was already inadequate to fund

the increasing numbers of women coming to it. Both CIIEs were anxious for the new

arrangements to be in place so that these schemes could be funded on a per-case basis

through the Maternity Payment Schedule. Because of this expense, South Auckland

Health had chosen not to implement such a scheme until the new arrangements were

finally in place and it was in position to delay these changes since, relative to the other

2t9



Chapter 9: Implementation of the NAA 1990 in Auckland...

two CIIEs, it did not have as much competition from independent practitioners for

primary maternity care.

The consultation process also affected independent provider groups.

Representatives oftheNew ZealmdMedical Association (\IZ\{A) and the New Zealand

College of Mdwives (NZCOM) watched the process closely, aware that the outcome

could substantially alter income levels and preferred working relationships with other

providerq and tried to anticipate ways in which their occupational groups could position

themselves most favourably in the new environment. This was not an easy taslg however,

since at some points in the process it appeared that independent providers would be best

placed ifthey belonged to large provider organisations, while at other times it appeared

that they would be able to simply obtain individual contracts with North Health as they

currently did. Midwives in particular favoured a continuation of individual contracts

because of some ofthe risks to their autonomy if they were required to belong to a large

provider organisation which was dominated by medical practitioners. Within this shifting

field both GP and midwife groups struggled to determine their best options. Many GPs

were already in the process ofjoining IPAs for general medical service contracts and

therefore were able to accommodate the requirement to belong to a provider

organisation relatively easily. However, independent midwives had no provider group

structure and to establish or be part of one required time and effort. Some midwives and

later the NZCOM decided to explore provider group options but there was no clear

indication whether it was necessary to belong to such an organisation in order to obtain

a contract. The process that midwives undertook within this changing field of

expectation will be discussed in the next chapter.

The Effect of the Restructuring on the Issuing of Access Agreements:

With the creation of the CtIEs in 1993, the Auckland Maternity Access Agreement

Committee remained as an umbrella organisation and continued to authorise access

agreements for the three Auckland CFIEs. However, in 1995 it was disbanded and it

became the responsibility of each CIIE to authorise access to their premises. North

Hedth wanted some regional consistency in the access agreements so a committee with
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representatives from North Health, the three CFIEs, the NZMA! the NZCQM and

consumers met to determine the framework for the new agreement.

The development of the new access agreement took about 10 months during

which time both Auckland Healthcare and South Auckland Health chose not to issue any

agreements to new providers, a situation which caused some consternation amongst

independent practitioners. For Auckland Healthcare it was an opportunity to curb the

numbers of providers using the premises with a view to restricting the numbers of
women attending until they could secure more funding from North Health but this

remained a controversial decision. The new acc,ess 4greement was finalised in April 1996

and was sent to the RFIA for approval. Once approved it was then the responsibility of

each CIIE to have their newly formed Maternity Access Rights Committees (MARCs)

perform the role of issuing and administering agreements for their premises.

The new access 4greement included a clause absolving the CIIEs of responsibility

for women on their premises who were under the care of independent providers unless

care was officially handed over to the CIIE team. This was a way of resolving the

ongoing tension between the CIIEs and independent providers over this issue of clinical

and legal responsibility. The access agreement also required holders to abide by the

policies and protocols ofthe CFIE and it was then incumbent on the CFIE to ensure that

such policies were clearly outlined.

The Development of Independent Midwifera Within Auckland:

The restructuring of the health system had little immediate effect on independent

midwifery practice and payment. Although the advent of continuity-of-midwifery-care

schemes within the Auckland Healthcare and Waitemata Health CIfis (see below)

curbed midwife attrition and probably ensured the CFIEs retained the care of women

who might otherwise have sought an independent midwife, the numbers of midwives

going into independent practice and the women choosing to book with them continued

to grow steadily. By 1994 there were 97 independent midwives practising in Auckland,
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which accounted for approximately a fifth of total midwives working in the regions.

Approximately 22o/o of women having babies in Auckland in that year chose to have

independent midwifery care and 47o/o of these women had midwifery-only care fNorth

Health and Independent Mdwives Standards Review Committee data). Tables 9.3 and

9.4 demonstrate the progressive increase in the numbers of independent midwives and

the women using their services since 1991.

(Source: Iadependent Midwives' Standards Review Committee)

(Source: Independent Midwives' Standards Review Committee)
* These figures do not tally with the total and had not been reconciled at the time of thesis completion.
However, the percentage would probably still hold.

Determining the numbers of independent midwives working within each CIfi
region was not possible. Home address was not a reliable indicator since many midwives

worked completely or at least partially outside their residential district. Nor was the

sUnfortr:natety, 
due to anrbiguous work categories on theNew ZnalandNurses Association

annual practising certificates, which all practising midwives and nurses must have and from which
Ministry of Health workforce data were derived, it was not possible to obtain exact numbers of
midwives practising in Auckland. However, a fairly reliable estimate for 1994 would be 500.

Table 9.3: Numbers of independent midwives practising in Auckland, 1991-5.

hdependent midwives l99l r992 1993 r994 1995

Providing total care 29 49 77 87 u5

Ptgylrling posbratal care only 6 8 10 t4

Total 29 55 85 97 t29

able9.4. Numbers of Auckland women with an independent midwife. 799I-4

Independent midwifery care 1991 t992 1993 t994

Midwifery only care 37
(6%)

405
(2s%)

13 10*
(4r%)

l9l0
(47%)

Shared care 597
(e4%)

I 185

(7s%)
1860*
(se%)

2162
(s3%)

Total 634
(100%)

1590
(1oo%)

3201
(100%)

4072
(100%)
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number of midwives holding CFIE access agreements an indicator. A number of

midwives obtained access agreements with several hospitals even if they did not provide

care at them all In 1995 the large majority (81%) of midwives holding access

agreements with Auckland maternity facilities did so with National Women's Hospital,

while two-thirds (67%) held them with Waitemata Health and just over half (55%) held

them with South Auckland Health (Maternity Access Agreement Committee data). In

addition, some CFIE-based midwives held access agreements, even though they did not

practise independently, in case at any stage in the future they should want to take on

occasional cases in addition to their CHE work or. because the health services were in

such flux, in case they decided to leave their jobs and practise independently at a later

stage For example, in 1995 while there were 129 midwives practising independently in

Auckiand, there were 155 midwives with access agreements to Auckland CFm facilities

(Maternity Access Agreement Committee data)
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The numbers of midwives providing only home birth care decreased with the advent of

independent midwifery, lor reasons discussed in Chapter 6. In 1994 only four of the

midwives belonging to the Auckland branch of the NZCOM attended only home births

(New Zealand, College of Midwives data) and by 1996 all midwives had an access

agreement with a CLIE.

Changes in Auckland Home Birth Services:

When the Ma.ses Amendment Act 1990 was passed home births accounted for

approximat ely 2o/o of total births in the Auckland region (Auckland Home Birth

Association and North Health data). Contrary to expectations the number of home births

in the region did not increase significantly in the few years following the 1990 Act. As

mentioned in Chapter 6, this was probably because the Act enabled women choosing a

hospital birth to receive continuity of midwifery care, an option which previously had

only been available for home birth and had been an important reason for choosing the

latter (Abel and Kearns 1991). Figure 9.4 shows the number of planned home births in

the Auckland region reported to the Auckland Home Birth Association ([IBA) since

1990. These numbers do not include those women planning a home birth who transferred

to hospital nor those whose caregivers did not belong to the IIBA. In addition, since the

figures were derived from forms voluntarily completed and returned by caregivers, they

might not be an accurate representation of the actual numbers of home births.

Figure 9.4:N umber of planned home births in
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Despite the lack of increase in home birth numbers, there was an interesting shift

lollowing the passage of the 1990 Act in the demographic profile of women accessing

home birth services. Prior to 1990 a significant majority of women choosing home birth

were Pakeha with some tertiary education. The passage of the Act was followed by an

increase in the percentage of Maori women and those whose highest educational

qualification was secondary schooling For example, while in 1990 seven percent of

those women having a home birth were Maori, in 1994 this had increased to l2 percent,

making Maori representation more commensurate with that in the general population.

The percentage of Pacific [slands women remained constant at two percent. Also

significant was the fact that, while in 1990 only l5% of women having a home birth had

secondary schooling as their highest educational qualification, in 1994 this had increased

to 44o/o (Auckland Home Birth Association data). This indicates that the home birth

option had become more acceptable and available to these women. The increase in Maori

women in part resulted from the increase in Maori midwives offering services specifically
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to Maori women, some ofwhom encouraged home births because they found the home

environment more conducive to cultural safety. Since there was not an increase in total

home births in the region, the figures indicate a reduction in the numbers of tertiary

educated Pakeha women giving birth at home and this was possibly because continuity

of care was considered more important than home as the place of birth.

The Auckland Home Birth Association was proactive in trying to ensure that

home birth maintained a viable option and that the home birth ethos was preserved under

the new maternity arrangements. Following the restructuring of the health system they

entered negotiations with North Health to provide home birth services within the region.

These negotiations remained ongoing at July 1996.

The Impnct of the Nurses Amendment Act 1990 on Auckland's CHE Services:

1990-199s.

The implementation of the Mtrses Amendnrent Act 1990 and the proposed restructuring

of maternity services had an important impact on maternity services provided within

Auckland's CFIE facilities. As mentioned in Chapter 6, during the early implementation

period the hospitals lost many experienced midwives to independent practice and at

times there was some concern about the level and quality of hospital midwifery services,

as less experienced staffhad to deal with increased work loads. Over time some changes

in CFIE structures occurred to address these issues, such as continuity-of-midwifery-care

schemes which were introduced by two CF{Es. As independent midwives became

established increasing numbers of women came under their care and this resulted in

changes in the percentages of women under the care of various provider groups for each

CIIE facilit/ The changes and the process by which they came about differed between

the CFIEs because of differences in the histories and cultures of their services and their

population demography. In this section I examine and compare the process and outcome

n The perinatal database in New Zealand/Aotearoa is extremely poor with minimal
coordination of information. The CHE data presented in this section relating to percentages of
women under the care of the various provider groups were based on slightly different sets of
information for each CHE so can not be reliably compared. However, they do point to some
interesting trends.
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of these local changes, the factors that contributed to them and the power relations

between local stakeholder groups. Following Foucault, because one can not generalise

about power, it is important to examine how it is exercised at local and particular sites.

Although some general trends occurred in the changes to maternity services in Auckland,

there were also interesting variations in how these manifested and how power was

exercised within the three Auckland CtIEs.

South Auckland Health:

Following the passage of the 1990 Act the percentages of women booked under

independent midwives at South Auckland Health's maternity facilities grew steadily. In

this CFIE area the increase in independent midwifery was countered by a reduction in the

percentages ofwomen under GP care. This had the most profound effect on the smaller

units which were traditional GP strongholds. Statistics from Papakura Maternity Unit,

for example, showed that overthe period from 1992-1994 GP cases dropped from 85%

to 560/o while independent midwifery cases increased from 4Yo to 24Vo and team

midwifery from l0% to 20o (South Auckland Health data).

The vast majority of women giving birth at Middlemore Hospital were under

hospital team care. Relative to other hospitals, GPs played a lesser role in the provision

of maternity services and, because of the lower socio-economic status of much of the

South Auckland populatio4 private obstetricians tended not to set up practice in the

area. Although 13 private obstetricians held access agreements with South Auckland

Health in 1995, only one actually practised there (Maternity Access Agreement

Committee data and interview material). In the three year period from July 1992 to June

1995 the percentage ofwomen Sving birth at Mddlemore Hospital who were under the

care of an independent midwife more than doubled. However, there was no significant

change in the percentage of women under team care. Rather, it was GPs who bore the

consequences of this change as Table 9.5 shows.
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Table 9.5: Percentages of women booked at Middlemore Hospital by primary provider, lgg}l} -
t994/5.*

(Source: Middlemore Hospital data)
* These percantages relate to women's primary provider at the commencem€nt of labor:r. They do not
indicate who actually delivered the baby nor whether the woman was transferred to another provider during
labour. However, they do gve an indication of tends in women's booking provider. The figures were
manually collated since the CFIE did not yet have a firlly functioning computerised perinatal database in 1995
when they were gathered.

Ffistorically, Mddlemore Hospital had had a strong midwifery culture. Possibly

due to its history of under-funding, the absence of medical postgraduate education and

the lack of private obstetricians, midwives had for some time been important members

of the hospital team providtng a large proportion of the care, particularly during

labourlbirth. ln their overview of the variation in Caesareans and instrumental delivery

rates in New Zealand/Aotearoa's hospitals, Johnson and Ansell (1995) suggested that

Middlemore's low intervention rates relative to other hospitals throughout New

ZealandlAotearoa could be attributed in part to the high level of sole midwifery care

during labour/birth. They estimated that 50-60% of births at Middlemore Hospital were

conducted solely by midwives. Although this estimate would include independent

midwifery cases, because of the large proportion of women under the hospital tear4 it

demonstrated a high level of midwifery involvement in team care.

Possibly because of greater midwifery scope of practice and autonomy and

because staffhad to work together within tight financial constraints, the relationships

between hospital midwifery and medical staff were in general relatively harmonious.

This, coupled with the lesser role of GP obstetrics in South Auckland, meant that the

transition period after the 1990 Act was not as problematic in this area as in other parts

of Auckland. However, tensions did arise between GPs and CIIE-based midwiferv staff

Primarv Provider 1992/3 t993/4 t994/s

Hospital team
Transfers/ Unbooked

63%

s%
69%

s7%

_9%
66%

58%
r0%
68%

GP 22% 22% r8%

Independent Midwife 4% 7% 9%

Private Obstetrician 4% s% 4%
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at Botany Downs when the team midwifery scheme was set up and between GPs and

independent midwives in the area and anecdotal evidence suggested that some GPs in

South Auckland decided to stop providing maternity care as a result of the changes.

South Auckland also experienced less tension amongst midwives. Relative to

other parts of Auckland, many of the independent midwives who worked in the South

Auckland area tended to provide largely midwifery-only care. The majority of those

working independently formerly worked at Middlemore and were therefore comfortable

with a broadened scope of practice. Also, perhaps mindful ofthe need to work within

financial constraints, they tended to avoid shared care unless women felt particularly

strongly about it because theyviewed it as expensive for the taxpayer. Probably because

the large majority of midwives working independently did midwifery-only care, had

previously worked at Middlemore Hospital, were well known to the hospital staffand

known to be very competent, the relationships between independent and hospital

midwives were more cooperative than in the other two CIIEs. The CIIE midwives

acknowledged the added responsibilities taken on by those midwives who did midwifery-

only care and respected that they did not 'double dip'. Later, however, as midwives

previously unknown in the area set up practice there, some tensions developed.

In addition, by 1996 some tension had begun to develop between independent

midwives and the CHE since Middlemore Hospital had a policy that, if independent

midwives transferred their clients to CFIE obstetric specialists for secondary care, they

could not continue to provide midwifery care. This policy had resulted in some

independent midwives transferring care to the one private specialist in the are4 as this

ens.red they could continue to provide midwifery care. In cases where the woman was

clearly unable to meet the cost of this service, the obstetrician waived the fee, therefore

claiming only the MBS payment for his services. This was an unuzual situation, seldom

done in other areas of Auckland.

In 1996 the obstetrician and a group of independent midwives entered

negotiations with North Health to obtain a contract to provide both primary and

secondary care to a set number of women. This was an innovative venture in that it

proposed the establishment of a provider organisation in competition with the CFIE for

229



tation of the NAA 1990 in Auckland...

both primary and secondary matemity care. Although by mid 1996 negotiations remained

ongoing, such a proposal had important implications for the CFfi in that, with a

competing secondary care provider, it would enable the RHA to have more influence

over the terms of the CFIE's secondary care contracts.

The trend forwomen from South Auckland to go to National Women's Hospital

to have their babies did not abate with the increase in independent midwives and the

creation of the CtIEs. In 1991 l4l3 (17%) of thewomen who had theirbabies at

National Women's were from the South Auckland region (NWH 1991:10) and there was

little change lri.1994 when l38l (15%) of the women attending NWH were from South

Auckland. Of these women, 1162 were classified as being under primary or secondary

care and therefore, theoretically, could have attended Nfiddlemore Hospital (NWH

re94).

This movement ofwomen outside their area stemmed from a number of factors.

Firstly, National Women's Hospital was geographically closer to some South Auckland

women than Middlemore Hospital. Secondly, because of its history of under-funding

Middlemore Hospital had a reputation for being 'run down' and anecdotal evidence

zuggested that some women chose NWH over Mddlemore Hospital on the basis of their

reputations. Thirdly, many of the GPs in the South Auckland area preferred to deliver

babies atNWHbecausg having obtained their Diploma of Obstetrics and Gynaecology

therg they had strong'old boyVgirls' ties with both the institution and the staff Finally,

because ofthe lack of private obstetricians in South Auckland, those women in the more

afluent areas who wanted to be under the care of a private obstetrician tended to have

their babies at National Women's Hospital where the majority of private obstetricians in

Auckland preferred to work.

Although, relative to other parts of Auckland, the establishment of midwifery

autonomy in South Auckland was less controversial, the consumer voice was more

marginal. This was probably because of the greater percentage of women from lower

socio-economic circumstances, who arguably had less time or fewer resources for

advocacy. In addition, anecdotal evidence suggests that many Paoific Islands women

tend to look to health care providers to represent their interests.
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National Women's Hospital wasgreatly affected bythe exodus of experienced midwives

to independent practice following the passage ofthe Nurses Amendnent Act 1990. As

a result ofmidwifery attrition and the need to become more consumer focused within the

proposed new environment, the CFIE introduced the first continuity-of-midwifery-care

scheme in Auckland in mid 1993. Called the DOMINO schemero, it enabled teams of

midwives to work within the hospital system providing continuity of midwifery care to

women throughout the antenatal, labour and postnatal periods on their own

responsibility, although a small amount of shared care was undertaken. Midwives took

case loads of women and worked in pairs, relieving each other on days offand leave.

The scherne provided greater flexibility than shift work since work hours were structured

around the needs of their clients. This meant being on24 hour call, except during days

offand leave. The midwives were linked into the medical team and were able to continue

to provide midwifery care if the woman was transferred to secondaf,y care. The scheme

became very popular with women and there was no problem keeping up the case load

of 40 women per year per midwife.

Some midwives found the DOMINO scheme (and similar ones set up later by

Waitemata Health - see below), attractive since it enabled more autonomy, continuity

and flenibility than shift work while at the same time overcoming some of the difficulties

of independent midwifery by providing collegiat and clinical support (midwife

consultants, easy referral to doctors) and freeing midwives from administrative work. In

additioq the salary was almost comparable with the income of the average independent

midwife once taq GST and expenses were accounted for. DOMINO midwives' salaries

were more than those of midwives on shift work to account for their added responsibility

and their on-call time. Because of the long hours on call the conditions of employment

had to be negotiated and their acceptance would not have been possible prior to the

Employment Contracts Act 1991.

tonOnfntO is an acronvm for domiciliarv-in-and-out.
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National Women's Hospital also extended its home care teams (community based

midwifery antenatal and postnatal care) into three areas within the Auckland Healthcare

CFIE area. Each ofthe three groups also had a pair of DOMINO midwives attached. In

addition to these schemes, in late 1994 NWH set up a Direct Care scheme with a pair

ofmidwives providing continuity of care to some high risk women. In 1995 48 women

were under the care of this scheme CNWH 1995:9).

Following the passage of the Nurses Amendment Act 1990 there was a

progressive increase in the numbers of independent midwives accessing National

Women's Hospital and the women under their care. Because it was centrally located and

the main maternity unit in Auckland, most independent midwives carried an access

agreement withNWH even ifthey prefened to use facilities elsewhere. In 1994, 8lo/o of
Auckland independent midwives held an access agreement with NWH (Maternity Access

Agreement Committee data).

Between 1991 and 1995 interesting changes occurred in the women's preferred

provider. In l99l approximately half of those women attending NWH were under the

care of an independent provider, while the other half were either booked under the

hospital team, had shared care with the team and a non-delivering GP or were

transferred to team care (NWH 1991:9). Independent midwives did not appear in NWH

statistics that year. Of those under the care of an independent provider, 60% had a GP

while the remaining 40Yo had a private consultant. Four years later independent

midwifery was to have made a small but significant impact on these statistics. Table 9.6

shows the percentages ofwomen attendingNWH according to primary caregiver for the

years l99l to 1995. The independent midwife figures relate to cases where the midwife

had sole charge of care. Not shown is the percentage of women with an independent

midwife who shared care with a GP or private obstetrician. Because of the manner in

which data were collected it was not possible to obtain this information. However, it is

likely that this percentage would have been somewhat higher than the midwifery-only

percentage, given that in 1994 53% of all Auckland women under independent

midwifery care had shared care with a doctor and that many of those midwives doing

largely midwifery-only care accessed Middlemore Hospital.
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Table 9.6: Percentages of women receiving matemity care at National Women's Hospital by

(Source: National Women's Hospital 1991:9; 1992:10; 1993:11; 1994:l l; 1995:13)
NB: These percentages relate to womem who received any maternity care at NWH (including postnatal only)
and are not percentages of total women giving birth there.* 2.3o/o of overall total were booked under the DOMINO scheme
** 2.60 of overall total were booked under DOMINO scherre

This table shows a slow but steady increase in the percentages of women

receiving midwifery-only care with independent midwives at NWH in the five years

following the 1990 Act. In additiorq by 1995 a small percentage of women were

receiving midwifery-only care through the CHE DOMINO scheme. This increase was

accompanied by a reduction in the percentage of women under the care of the hospital

team and private obstetricians. The percentage of women under GP care remained

remarkably stable. Without research into the reasons for these directions of change one

can only speculate but it is probable that the reduction in hospital team care was

explained by women in this area choosing continuity of midwifery care, not offered

under the hospital team. The reduction in private obstetrician care could be explained by

the economic times or by women having increasing faith in the skills of midwives. The

constancy of the GP percentage could be explained by women seeing GP care as the

preferred option or choosing shared care between GP and midwife (which shows up in

the statistics as GP care). It is also possible that women who might otherwise have

chosen the hospital team or an obstetrician chose a GP and independent midwife, while

those that might otherwise have chosen a GP chose midwifery-only care.

991-5

Primary
Provider

l99l 1992 1993 1994 1995

Hosp Team
Transfers/
Unbooked

42%

7%
49%

40%

t0%
50%

36%

t4%
s0%

34Yo*

t0%
44%

33yo**

t3%
46%

Indep Midwife t% 3% 7% rc%

GP 28% 27% 27% 29% 27%

Private O&G 23% a"lo,/LL /O 2|o/o t9% 18%
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Despite changes in midwives' roles and working conditions, such as the

DOMINO and Direct Care schemes, midwifery staff shortages remained an ongoing

problem. In September 1995 the hospital had a shortage of 20 midwives and midwives

from overseas were being sought to fill these vacancies (New Zealand Herald 15/9/95).

A possible contributing factor to the difficulty obtaining and holding midwives was that,

although new midwifery schemes had been adopted, in general midwifery within the

hospital remained dominated by obstetrics and the medical model. Compared to

Mddlemore Hospital, National Women's Hospital had a strong obstetric culture which

had developed over many years and been reinforced by the regionalisation policy of the

1960s and the fact that the hospital was the site of the University of Auckland's

Postgraduate School of Obstetrics and Gynaecology.

The hospital continued to be the site of tension both between and amongst

interest groups, as it had been since the initial implementation ofthe 1990 Act. In part,

this was due to the lack of clear hospital policies and the sheer volume of practitioners

using the facility. In 1995, for example,276 GPs, 105 independent midwives and 50

private obstetricians attended women at NWH CNWH 1995:13). Tension was high

between independent and CFIE midwives for reasons mentioned in Chapter 6 and CFIE

midwives' antagonism toward independent midwives was extended to DOMINO

midwives when they were first established, since they were perceived in the same light

as their independent colleagues. General practitioners, although initially supportive of

the DOMINO scheme, were also disgruntled by it as the midwives chose to take on

mostly midwifery-only cases.

The relationship between independent midwives and GPs was problematic

because of confusion over roles and responsibility and tenitorial issues. However, at

times, a degree of cohesion developed between these groups as they both faced problems

conceming terms of access to the CI{E, confusing and inconsistent hospital policies and

exclusion from CIIE policy development. These had been issues for GPs even prior to

the 1990 Act but they became exacerbated following the Act as a new set of

practitioners entered the scene and as the CIIE became defensive about its clinical and

legal responsibility for the care of women into whose care they had no input. The level
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of tension was recognised as an issue needing addressing and in March 1994 aforum,

attended by approximately 50 providers and consumers, was held to discuss the issues.

Conspicuous by their absence were obstetricians. As an outcome of the meeting a

committee was established with representation from consumers, midwives, GPs and

obstetricians to attempt to formulate ways of overcoming the problems. Crown health

enteqprise managers were to be brought in at a later date. However, the committee were

never given enough oedibility by obstetricians and CFIE management to be effective and

it was ovenidden by a management-initiated review committee which was formed nine

months later to undertake a clinical review of maternity services. The review committee

contained no representation from independent providers or consumers (Auckland

Healthcare Services Ltd 1995). This incident illustrated well the ability of the

obstetrician/management bloc to exercise power over independent providers and

consumer representatives with respect to determining hospital policies.

Tensions between independent providers and the CFIE continued. Because the

CFIE had not been funded adequately for the increasing numbers of women coming to

it, in 1995 it stopped issuing access agreements to new providers in a bid to reduce the

numbers ofwomen. This did not ease the existing tension. However, in early 1996 in an

address to CFIE staffthe new manager of women's health reminded staffthat in the

future independent providers might become budget-holders for secondary care and in

effect become purchasers of CFIE secondary services. It was, therefore, important to

foster good relationships with them.

The relationship between medical personnel within the CFIE and CIIE

management was interesting. Historically obstetricians had held considerable power at

National Women's and had been influential over hospital policies and practice. By 1995

the CIIE nranager ofwomen's health had changed almost annually for a number ofyears,

although the manager ofmatemity services had remained the same since 1990. A number

of obstetricians held other maoagement positions and were relatively powerful within

management decision making processes. A change of both women's health and maternity

managers in 1995, however, brought a stronger management emphasis. The new

women's health nunager had a strong commitment to increasing the CIIE's competitive
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edge by ensuring the service became strongly 'customer' (his term) focused and

reorganising the internal statrng and committee structures. It is beyond the scope of this

project to assess the changes brought about by this new management team but in late

1996 the maternity staffing structure was completely revised with the loss of several

middle management positions.

Waitemata Health:

Waitemata Health maternity services were very different from those in the other two

CtIEs because, with no resident medical teams in any of the maternity unitg they were

based around independent provider care. As a result, the progressive increase in the

percentage of women under the care of an independent midwife in this area had its most

significant impact on GPs.

Table 9.7 shows ghanges in the percentages ofwomen booked with the various

providers at North Shore Hospital, which took two-thirds of women using Waitemata

CFIE facilities, from July 1992 to June 1995. During this three year period the

percentage of women booked under independent midwifery care increased from 60/o to

llYo and this was accompanied by a reduction in the percentages of women booked

under GP care. There was little change in those under private obstetrician or hospital

clinic care.

Table 9.7: Percentages of women booked at North Shore Hospital by p.imary provider, 1992/3
to 1994/5.

(Source: Waiternata Healttr data)
NB: These percentages relate oniy to those booked at NSH not those who actually gave birth there, for whom
practitioner percentages were not available. Since approximately l0%o of women were transferred n 1994/5
these percentages cannot necessarily be said to apply to those giving birth at NSH. Figures were collected
manually.

Primary provider t992t3 199314 1994t5

GP 77% 76% 74%

Private Obstetrician 12% rr% rr%

Independent Midwife 6% 9/o Lt%

Hospital Clinic s% 4% 4%
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There was also a progressive increase in the percentages of women booked at

NSH who had shared care with a GP or a private obstetrician and an independent

midwife. Over the three year period mentioned the percentage of such women increased

from9o/oto 13o/o (Waitemata Health data).

Gven that North Shore Hospital was a Level I unit, a relatively high percentage

of women were booked under private obstetrician care, when compared to Middlemore

Hospital. This reflected the higher socio-economic status ofresidents in North Auckland.

In August 1995 ten obstetricians had access agreements with North Shore Hospital and

at least six of them practised there. In addition, 88 independent midwives and 102 GPs

held access agreements for North Shore Hospital (Maternity Access Agreement

Committee data).

It was not possible to obtain statistics indicating the percentages of women under

the various provider groups at Waitakere Hospital. However, since almost all women

attending there were under GP care prior to 1990, independent midwifery would have

impacted significantly on GP practice. In August 1995 85 independent midwives and 66

GPs held access agreements for Waitakere Hospital. Although six private obstetricians

also held access agreements? none practised there. However, private obstetrician care

was to be a feature of future Waitakere Hospital care, since in April 1995 a new

maternity wing was opened and in early 1997 Level I services became fully effective.

Following the passage of the Nurses Amendment Act ;,990 medicaVmidwifery

tension was initially greater on the North Shore than in West Auckland. This was largely

because Waitakere Hospital midwives had historically had a broader scope of practice

than those at North Shore and their working relationships with GPs were better.

Relationships betweenNorth Shore GPs and midwives were problematic with territorial

disputes being particularly an issue. The conflict entered the media in 1992 when GPs

made a formal complaint to North Shore Hospital that antenatal clinic staffwere advising

women when they booked in to consider having an independent midwife rather than a

GP (i/ew Zealand Herald l9l9l92) and they in turn were accused by consumer

advocates ofhaving removed information about midwives from kits grven to GPs by the

hospital (North Shore Times Advertiser l5l9l92).In one North Shore practice GPs
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employed a midwife to undertake the hospital booking procedure (necessary if the

woman was to have her baby at the hospital) in their surgery rather than have the woman

go to the hospital antenatal clinic, for fear that they would lose her care. Midwives saw

this as GPs guarding their tenitory at the expense of women being informed about their

choices. North Shore independent midwives were also unhappy with having to call in

MOON doctors rather than consult directly with a specialist. They argued that it was

both a waste of time and resources and an indictment on their abilitv to make sound

clinical judgements.

Over time conflict developed between independent midwives and GPs in west

A.uckland. The GPs in the area formed an independent practitioners association for their

general practice contracts and wanted midwives to become members for future maternity

service contracts. However, the terms of this membership reinstated the doctor-midwife

hierarchy and many midwives considered this an insult to their new occupational status.

The potential issues arising from such contracts will be discussed in the next chapter.

Tension between hospital and independent midwives was initially pronounced at

North ShoreHospital but this diminished somewhat following doctors' public opposition

to midwives. Nevertheless, it did remain and was exacerbated by the attrition of

experienced midwives into independent practice. Eventually in early 1995 Waitemata

Health established continuity-of-midwifery-care schemes to try to curb this attrition and

in anticipation ofthe requirements for lead matemity carer under the proposed maternity

arrangements. Entitled 'Know Your Midwife' (KYIvI) schemes they were successful in

arresting midwifery attrition and were popular with women. By early 1996 the CFIE had

three teams of four midwives at North Shore Hospital and one team of six at Waitakere

Hospital. Much of the care offered was on a shared care basis with GPs. However, as

mentioned previously, these schemes were expensive and the CHE initia[y sought

interim firnding from the RFIA to cover them but was refused. The CIIE was, therefore,

anxious to hasten the implementation of the modular payment system to enable the

schemes be more adequately funded. The KYM schemes were also intended to provide

an easy transition for the CIIE into primary care contracting once the new arrangements

were finalised. The aim was to be attractive to GPs holding lead maternity carer
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a rate that was satisfactory for both parties. Since Waitemata Health did not have a

resident medical team it was in its interests within the new climate to attract as many

independent providers as possible to its premises in order to obtain the facility fee and

to attract those women in its catchment area who might otherwise go to National

Women's Hospital. The KYM schemes stood them in good stead to do this.

Historically the medical profession had held a strong position at North Shore

Hospital. General practitioner obstetrics predominated and a dominant group ofprivate

obstetricians also held the contract to provide public specialist cover which efffectively

gave them a monopoly on secondary care. There was dissatisfaction amongst both

midwives and management with the amount of control the obstetricians held. In 1993

the then maternity services manager unsuccessfully attempted to not renew their public

contract and shortly afterwards she resigned. The incoming maternity services manager

and his business analyst were more successful at influencing the direction of services at

North Shore Hospital. They consulted widely with stakeholder groups and slowly

introduced changes, amongst which were the introduction of the KYM schemes, not

renewing the obstetrician group's contract and encouraging the replacement of the

MOON system wtth24 hour midwife consultant mver.

The trend at Waitemata Health was for mirnagement to hold a stronger position

vis-a-vis medicine than had previously been the case and this was facilitated by the

restructuring of maternity senrices, the need to become competitive, the call for a

stronger consumer focus and the presence of midwifery as a competing provider of

primary maternity care.

Private Maternity Senices.

Private maternity care was a marginal feature of New ZealandlAotearoa's maternity

services following the SrciaI Security Act 1938 which enabled free maternity care to all

women. While women could pay for the services of a private obstetrician, until recently

there were no private maternity hospitals and private obstetricians used public maternity

facilities and staff In 1991 a private maternity hospital, the Auckland Birth Centre, was
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opened in central Auckland. In mid 1996, now renamed Birthcare Auckland Ltd, it

remained the only private maternity facility in Auckland. Although at its inception it was

expected that more women would give birth there, only about twelve births per year

took place. The centre, instea4 provided primarily a private postnatal care function wittr,

n7994,397 women being transfened there after delivery in other hospitals. In mid 1995

the cost to women for labouribirth services and the first postnatal night was $496. The

cost of postnatal care was $343 per day. The facility was used by independent

practitioners and on-site midwifery care was provided during labour, when there was no

independent midwife, and for postnatal care.

Within the restructured health system and proposed maternity arrangements it

is possible that the private sector will obtain contracts to provide more maternity care,

despite resistance from providers and consumers. A North Health proposal in December

1995 to zubsidise private postnatal care at the Seventh Day Adventist Hospital met with

considerable resistance from midwives and nurses (Nevu Zealand Herald9ll2l95) and

was withdrawn not long afterwards. However, negotiations with this hospital continued

and within the new environment there is broad scope for an increase in private services.

It remains to be seen, therefore, to what extent the balance of private and public

maternity care changes in the next few years.

Conclusion:

Auckland's maternity services saw some important changes following the passage of the

Nurses Amendrnent Act 1990 and in the early stages of health system restructuring.

Differences in funding histories, existing maternity service structures and inter-

professional relationships, and demographic features in the populations of the region's

health districts became important once the region was divided into the three CtIEs which

were required to be competitive. Consequently, the process and outcome of the

implementation of the Act differed to some extent in each CFIE area.

The numbers of independent midwives and the women availing themselves of
their services grew steadily in all ofthe CIfi facilities. This was felt most keenly by GPs

in South Auckland Health and Waitemata Health, while in Auckland Healthcare private
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obstetricians and the hospital team experienced a reduction in their territorial patch.

Relative to other parts of Auckland, in South Auckland the implementation period of the

1990 Act occurred more smoothly with fewer tenitorial and power disputes. This was

in part because GP obstetrics, which was most affected by independent midwifery, was

a small part of the maternity care provided in the area and because the midwifery culture

had been strong within the hospitals prior to the 1990 Act. Atthough tension later

developed benveen independent midwives and CI{E managers, during the first six years

following the passage of the Act relations between interest groups were relatively

harmonious.

By contrast, the power relations at National Women's Hospital remained

medically dominated and were more hierarchical. Obstetricians had historically exercised

considerable influence over hospital policies and midwifery practice. This had been

enabled by the hospital berng a referral centre for secondary and tertiary care as well as

the site of the Postgraduate School of Obstetrics and Gynaecology. Despite the threat

from the introduction ofgeneral management and a crisis of confidence in the institution

following the Cartwright inqutry, obstetricians continued to exercise considerable power

within this institution following the passage of the 1990 Act, because of the above-

mentioned factors, and through the positioning of obstetricians in key management

positions. They had a continuing influence over hospital policy, as was evidenced by

their unde.-ining of independent provider and consumer initiatives to remedy

problematic policies. This influence was facilitated by changing personnel in the key

women's health man4gement position, but there were signs that this was later to change

as a new manager with a strong consumer focus entered the field.

While, one could argue, that South Auckland services were characterised by a

strong midwifery culture and National Women's services were characterised by a strong

obstetric culture, both of which continued into and impacted on the implementation of

the 1990 Act, in Waitemata Health the power balance shifted throughout this time. Prior

to and immediately following the Act GPs and a group of private obstetricians were very

influential over services provided in the area. The introduction of independent midwifery

had a noticeable impact on GP maternity care, resulting in pronounced tension between
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the two groups. At North Shore Hospital services were initially slow to change because

ofthe power exercised by contracted obstetricians and the GP lobby. However, with a

change of management personnel and with new imperatives from the health system

restructuring; this was to change and those in management positions went on to assume

more influence over the style and direction of services. In a bid to position the hospital

well for the new competitive climate, management forged good relationships with

midwives in the area, eventually replaced the expensive and inefficient MOON system

of GP registrar cover with midwifery consultants, reorganised obstetric cover and

introduced a number of continuity of midwifery care teams. Their ability to initiate

significant changes in hospital policy was facilitated by there being no resident medical

team at North Shore Hospital and by strong midwifery support.

The relationship between hospital management and the medical profession in the

three CFIEs varied. The medical profession had historically had a powerful influence over

hospital policies in all hospitals through being in key management positions. The

introduction of general management began to change this. However, at National

Women's Hospital and Middlemore Hospital the impact of general management was

slow to take effect because medical personnel continued to fill some influential

management positions. The relationship between these groups was therefore not clear-

cut. However, on the North Shore, there was a clearer differentiation between

management and medicine and, withinthe new climate, management was more effective

at influencing the direction of services.

These events and relationships occurring at the CIIE sites illustrated both the

particular nature of power relations at specific local sites and the complexity and non-

unitary nature of interest groups. Power relations were not simplistically dualistic and

hierarchical. Rather, they were contestable and potentially reversible with shifting and

unstable alliances. In addition, interest goup subjectivity was shown to be fragmented

and constituted according to particular conditions, reinforcing the Foucauldian

perspective that subjectivity was not based on a discrete unchanging essence but, rather,

was constituted according to specific social and historical conditions.
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Not only did relationships within and between interest groups differ in each of
these local areas but these had an impact on the manner in which the Act was

implemented. While there was certainly commonality in the issues faced by interest

groups in each CFIE area, the extent to which they caused cohesion or fiagmentation

within and between groups and the extent to which one group was able to influence

hospital policy depended on the local environment in which this was acted out. In

additio4 local level stakeholders were able to influence how national policies translated

into practice at the local level, reinforcing the arguments of bottom-up implementation

theorists.

Using a Foucauldian analysis of power and subjectivity it is also possible to

elucidate the complexities inthe relationships within and befween stakeholder groups in

Auckland generally. During the implementation of the Nurses Amendment Act 1990

stakeholder groups had very clear positions vis-a-vis one another. The field of action was

changing and there were interests to protect. Each stakeholder group had unique

interests which created a sense of cohesion and common purpose amongst its members

and potentially opposed it to other groups. The most striking example of this was the

long-standing opposition between doctors and midwives over control of normal

childbirth.

However, while interest group cohesion and oppositions were an important

feature ofthe interplay of power within the maternity services aren4 as important were

the shifting alliances between groups according to specific issues. While two groups

were opposed to each other on one particular issue they were united against yet another

goup on another issue. For example, although there was considerable tension between

GPs and independent midwives in the early implementation period, at National Women's

Hospital they united when the CIIE wanted more control over the terms of their access

to hospital facilities and over their practice on CFIE premises. Also, although CHE

managers and independent providers were at odds over the issue of access to CHE

facilities, these groups were united in their grievances against North Health as they

attempted, often unsuccessfully, to clarify terms and conditions for future funding under

the new arrangements.
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Issues also arose which fractured group cohesion and even at times resulted in

cross-cutting ofgroups. The most significant example of internal fragmentation was the

division between independent and hospital midwives over financial and clinical practice

iszues. This was particularly evident at National Women's Hospital since CFIE rostered

midwives at this hospital continued to have a limited scope of practice and worked

within an under-staffed medically dominated environment. Indeed, further group

fragmentation occurred when tension developed between the new CFlE-employed

DOMINO midwives and those on rostered duties. These difficulties fostered

considerable tension within midwifery initially. There was also internal disagreement over

the definition ofwhat constituted distinctly midwifery practice and many midwives who

shared care with GPs or who worked in hospitals felt that the official NZCOM definition

ofmidwifery as autonomous practice with continuity of care, classified their practice as

'unauthentic'. This point of contention threatened a rift within midwifery and will be

further discussed in the next chapter.

Division also occurred within the medical profession. Tension developed between

some GPs and private obstetricians over independent midwives by-passing GPs and

referring directly to obstetricians and, particularly at National Women's Hospital,

between GPs and CIIE obstetricians over the terms of referral to hospital care.

Such internal divisions within interest groups were to some extent exacerbated

by the climate of competition which was introduced with the health system restructuring

and further developed in the proposed new maternity arrangements. For example, while

the CFIEs were united in trying to ensure that they had sufficient control over access

agreements to feel that they would not be legally liable for untoward outcomes of

independent practitioners'practice, they were also in competition with each other. As a

result some CFlE-specific information became 'commercially sensitive' and prevented

them from collaborating in certain areas.

There was also a lack of interest group cohesion when a sub-group allied itself

with a sub-group from another interest group for a particular issue and in doing so put

itself at odds with its own colleagues. For example, some medical and midwifery CID

staff felt it was appropriate that they had some input into the care of women under
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independent provider care in their unit or ward, whereas the independent midwives and

GPs were united in their opposition to this. A strong alliance existed between home birth

doctors and domiciliary midwives, particularly prior to the 1990 Act, due to a common

birth philosophy and in response to the hostility they experienced from many of their

hospital-based colleagues. However, this particular alliance became somewhat strained

as midwives increasingly opted to undertake midwifery-only home births and as the

general hostility towards home birth diminished.

The implementation of the Nr.rses Amen&nent Act 1990 within the context of the

health system restructuring resulted in a volatile and unsettling time in Auckland's

maternity services. The events and processes obseryed during this period showed interest

goup identification and the exercise of power to be complex and dynamic. There is no

doubt that the uncertainty caused by the two major disruptions to maternity services, the

1990 Act and the proposed new maternity arrangements (including ongoing delays in

their finalisation), was a key factor in the extent to which shifting alliances and

fragmentation occurred in this field.

The ongoing implementation ofthe 1990 Act and the health system restructuring

clearly had profound effects on the manner in which maternity services were structured

and provided and the power relations between the different stakeholder groups. In

addition, they had an important eflect on midwifery professional development. In the

next chapter I go on to examine the issues faced and strategies employed by midwifery

throughout this period of enormous change.
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CHAPTER IO:

THE IMPLICATIONS OF THE IYTIRSES AMENDMENT ACT 1990

AIID THE HEALTH SYSTTM RESTRUCTT]RING

FORMIDWIFERY

Introduction:

The years following the passage of the Nurses Amendment Act 1990 were extremely

important ones for midwifery in New Zealand/Aotearoa. They were a period in which

the occupation had to redefine itself as a result of its change in legal status and in

response to the ongoing change and uncertainty in the health services. In order to

consolidate and secure the gains enabled by the Ac{, New Zealand College of Mdwives

(NZCOM) representatives engaged in careful strategising both at the local level as the

Act was implemented and throughout the national consultation process for the new

alrangements. Both midwifery representatives and practising midwives took the

opportunities now available to them to develop in a number of new areas while at the

same time responding to the various challenges presented. As described earlier,

jurisdictional disputes occurred with the medical profession over professional territory

and areas of clinical responsibility, with the regional health authorities (RtIAs) over

criteria for refenal to secondary care and with the Crown health enterprises (CIIE)s over

the extent of the latter's influence on care provided in their facilities. Midwives'

relationships with these stakeholder groups and the women for whom they provided a

service needed to be negotiated anew as the impact of new ventures and the changing

health service climate continually demanded further adjustments. Power relations

between midwifery and medicine and between midwifery and the state were complex and

contradictory with a range of cohesions and oppositions occurring. Within this context

midwifery sought to forge a professional identity, which included distinct forms of
practice, that was responsive to the shifting demands of the context and would see it
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through the turbulent but heady years ofchange.

In this chapter I examine this process of professional development. I begin by

briefly examining some of the literature on what defines a profession. Although my aim

in this chapter is less to determine whether or not midwifery can be classified as a

profession and more to examine strategies used and challenges faced as it established

itself on a new legal basis in a changing maternity senrices aren4 it is useful to examine

perspectives on what constitutes professional status. This section also provides the

theoretical underpinning for the chapter in which, following Abbott (1988), professional

development is viewed as a dynamic and contestable process. I then move on to examine

some of the strategies used by midwives and their professional body representatives in

this process of professional development. This included differentiating midwifery's

knowledge and practice base from those of medicine and nursing in order to move out

ofthe influence of these occupational groups. Some of the developments that occurred

as part of this process, such as the Direct Entry Midwifery programme and the

burgeoning of Maori and, to a lesser extent, Pacific Islands midwifery are described

more firlly. Despite the success ofmany ofthe strategies employed, midwifery also faced

many challenges, highlighting the contestable nature of professional development. These

challenges are then examined along with one of midwifery's important responses, the

establishment ofthe Mdwifery Provider Organisation. Finally, using Foucault's concept

of governmentality, I explore the relationship between midwifery and medical providers

and the state and argue that, withinthe restructured maternity servicg providers become

both agents ofand subject to governance.

The Professions:

In simplistic terms the huge body of literature on the sociology of the professions can be

divided into trro main groups. The earlier work took a more taxonomic approach in that

it listed the characteristics that defined a profession, such as special knowledge, a code

ofethics which meant that services were performed in the interests of the client not for

profit motive, authority with clients, et cetera. If an occupation did not have all of the

required characteristics it might be classified as a semi-profession. The second approach
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so much defined by their knowledge base and ethics as by the power and strategies they

used to protect their tenitory, to subordinate, exclude and limit other occupations from

their domain (Tumer 1985). Although the prescriptive requirements for admission to the

status of profession were not dismissed in this approach, its primary focus was on

strategies for power and control and it emphasised the interdependence of the

occupation with clients, other occupations and the state. In this view occupational

standing was relational, so a semi-profession was an occupation which had less power

and control than a profession but more than a trade (van Teijlingen and van der Hulst

1995). According to Abbott (1988:109) the dominance of one occupation over another

could be in the form of 'structure-control' or 'culfure-control', the former being

dominance within institutions and the latter being dominance through cultural

legitimation of knowledge.

For many writers midwifery, like pharmacy, nursing and social worlg has not

been considered a profession. Etzione (1969), for example, classified midwifery in most

industrialised countries as a semi-profession because of the power and control that

medicine exercised over its work. Van Teijlingen and van der Hulst (1995), contested

this classification of midwifery inthe Dutch case. They argued that Dutch midwives were

independent practitioners with jurisdiction over normal childbirth and that this was

enabled by state interventions in the organisation of childbirth services. However, as

described in Chapter 1, in Britain, Australia and pre-1990 New ZealandlAotearoa

medicine controlled several aspects of midwives' work.

The passage of the Nurses Amendment Act 1990 and the resultant change in

midwives' legal status brought about important changes in the relationship between

medicine and midwifery in New ZealandlAotearoa. Historically the medical profession

had protected its obstetric domain through exclusion (by marginalising midwifery

knowledge and zubzuming its practice within medicine), subordination (in that midwives

carried out doctors' orders and were not able to take ultimate responsibility for women's

care), and through limitation (in that midwives were confined to the area of childbirth).

The 1990 Act changed the first two of these factors. In addition, it provided the legal
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basis for midwives to have control over their own practice, education, and setting and

reviewing of practice standards. Midwifery education was given degree status and its

representative body, the NZCOIV, became entitled to be an equal partner in negotiations

to change maternity benefits payments. The Act and the later health system restructuring

began to undermine medicine's'structure-control' ofnormal childbirth and the consumer

lobby to demedicalise birth suggested weakening of medicine's 'culture-control' of

normal birth.

Such changes strongly suggest that midwifery in New ZealandlAotearoa has, at

least, the legal basis for professional status. While some CIIE midwives continue to work

in subordinate relationships to doctors and challenges to midwifery autonomy are

ongoing, this change in legal status, coupled with professional development strategies

I will go on to describe, provide the means for midwifery to move out of the control of
medicine in the realm of normal childbirth. Certainly it can be said that midwifery is

engagrng in a process of professional development.

However, my aim in this chapter is to move away from the debate about whether

midwifery in New Zealand/Aotearoa should be classified as a profession or a semi-

profession. As some feminist authors (e.g. witz 1992) have argued, attempts to

determine whether a female dominated occupational group, such as midwifery, can

qualify for (male-defined) professional status are both dated and patriarchal. Instead, my

intent is to focus on the strategies midwifery employed and the challenges it met in the

process of taking up its new legal status and forging a place for itself in a changing

context. I refer to this as the process of midwifery professional development and have

used some of Abbott's (1983) work on this topic.

Abbott (1988) argued that professional development had to be viewed in a

systemic way, taking into account the influence of internal diferentiation, competition

with rival occupations and socio-political factors, especially the state and bureaucratic

processes. His view of professionalism was more dynamic than that of earlier

professionalism theorists, such as Freidson (1970). Abbott argued that professional

development was processual and emergent, constantly being defined by rivalry and

strategising over jurisdictional claims with other competing occupations. In his view,

?50



Chapter l0: Implications... for Mdwiferv

although social structure and cultural legitimation were important, the definition and

control of a profession's work was more so. He called the link between a profession and

its work Jurisdiction' and argued that "the interplay of jurisdictional links between

professions determines the history of the individual professions themselves" (1988:20).

He critiqued accounts of professional development which were ahistorical and which

depicted professions evolving sequentially and relatively independently from others.

Professional development, he argued, was not sequential and unidirectional and

independent from other occupations. Rather, it was constantly contestable, relational and

interdependent with other occupations.

According to Johnson (1995), the focus of Abbott's analysis differed from that

of others in that it shifted from an examination of how a preconstituted or essential

professional subject obtained autonomy or set its boundaries to an examination of the

processual nature of professional development. However, this did not extend to Abbott's

depiaion ofthe state which "remained conceptualized as a preconstituted, reactive agent

rather than itself an emergent property of the system" (Johnson 1995:18). Nevertheless,

there are some compatibilities with Abbott's view of professional development and

Foucault's work. Through his use of genealogy Foucault rejected both the concept of

a coherent subject and the search for an essence or origin which unfolded in an

evolutionary manner. Rather, historical process was much more unprediaable and

contestable. In Abbott's view professional development occurred with the same sense

of unpredictability and contestability and this analysis explained well the development

of the midwifery profession in New Zealand/Aotearoa following the 1990 Act.

Midwifery employed a number of strategies to define itself and its practice as separate

from medicine and nursing. Such strategies were contested by its own membership,

consumers and the rival occupation of medicine as well as by political and economic

changes taking place in the health care system.

Defi ning Midwifery Practice :

Throughout the six years following the passage of the Nurses Amendment Act 1990 the

key members ofthe NZCOM continued to clarifi what constituted midwifery knowledge
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and practice in order to firmly demarcate a place for autonomous midwifery in the

maternity services field. Several definitions of midwifery appear in the literature and in

her examination of these Murray (1995) concluded that the definition, like midwifery

itse[ was necessarily flexible and dynamic, encompassing many practices and qualities.

The official NZCOM definition of a midwife was that formulated by the World Health

Organisation and adopted by the International Confederation of Midwives in 1972 and

was relatively general. It stated:

A Midwife is a person who, having been regularly admitted to a Midwifery
educational programme, 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 registered and/or licensed to practise
Midwifery (New Zealand College ofMidwives 1993:8).

A more specific model for midwifery practice, based on partnership with women"

was developed and refined by those negotiating and consulting on behalf of midwives

in New Zealand/Aotearoa in the years up and following the passage of the 1990 Act.

Using the bicultural partnership model which was the basis of the Treaty of Waitangi and

the strength of the women's health movement as points of departure, Guilliland and

Pairman (1994) outlined the theory and practice of a rnidwifery based on partnership

with women. Apart from the basic premise of partnership three other factors were

identified as central to midwifery practice: practising within the midwifery model of birth

which sees birth as a normal life event, continuity of care, and autonomous practice.

These four factors became central to the definition or identity of midwifery, at

least in theory and a means to differentiate both its knowledge base and its practice from

medicine and nursing. The notion of partnership with womerL which related to both the

individual and organisational levels, was a distinctive feature and not one that medicine

ascribed to. At the individual level it involved women being fully involved in decision

making to do with their care and actively involved with their birth process. At the

organisational level it meant that there was consumer representation on regional and

national committees which set practice and educational policies and on Independent

Mdwives Standards Review Committees.
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Closely connected to the concept of partnership was the underlying assumption

that birth was a normal process, a foundation principle on which a distinctive midwifery

knowledge and practice was based. Guilliland and Pairman stated:

It is the belief that pregnancy and childbirth are normal life passages that
constructs midwifery knowledge and practice (1,99a:Q.

Assumptions underlying the midwifery model were diametrically opposed to

those underlying the medical model of birth which tended to pathologise birth (see page

82). Thus, midwifery knowledge and practice built on assumptions which were of a

qualitatively different nature to those of medicine.

Since fragmentation of midwifery care heightened fear and distrust ofthe birth

process, it was argued, continuity of midwifery care was necessary practice to support

and give meaning to the foundation assumption of the normalcy of childbirth. Continuity

ofcare was also crucial to practising in partnership with women since a relationship of

trust had to be built. Continuity was defined as one midwife and her back-up providing

complete care or teams of no more than three midwives providing total care.

The fourth factor, autonomy of practice, was imperative to ensure continuity of

care because if another occupational group aszumed responsibility or control of the

woman's care during normal childbirth there would not be proper continuity.

When midwives practise in an environment which excludes continuity of care,
they cannot be described as practising midwifery under our definition because
they rely on another discipline to provide aspects ofthe total service (1994:6).

Autonomy of practice was enabled by the 1990 Act and was important in

differentiating midwifery from both medicine and nursing. The term autonomy, however,

was ambiguous when applied to the professions. Elston claimed that professional

autonomy was related to the "legitimated control that an occupation exercises over the

organization and terms of its work" (1991:61). However, she argued, autonomy was

never absolute and it was important in any discussion of professional autonomy to

examine the degree and type of autonomy. She distinguished three types of autonomy

from the literature. Economic autonomy was the right of the profession to determine its

remuneration; political autonomy was the right to make policy decisions as the legitimate
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experts on matters pertaining to its field; and clinical or technical autonomy was the right

to set its own standards and control clinical perficrmance, which included control over

recruitment, education, discipline and malpractice.

According to Freidson (1970) professions had technical autonomy but were

dependent on the state in socio-economic areas. This tension in the professions/state

relationship between autonomy and dependence was, he argued, necessary. Although the

state was perceived as being an impediment to professional autonomy, at the same time

the professions' socio-economic dependence on it was necessary to protect and support

its technical autonomy, which was ultimately the defining feature of a profession.

However, this view aszumed that there was a strict separation between the technical and

the political, a view which was contested by some theorists (e.g., Light 1995; Stan and

Immergut 1987) who argued that what constituted and formed the boundaries of both

the technical and the political was constantly changing. In this case autonomy over the

technical aspects of one's work was necessarily historically and politically contingent.

The passage of the Nurses Amen&nent Act 1990 primarily extended and ensured

midwifery clinical autonomy. As well as enabling midwives to practise on their own

responsibilrty, it repealed the clause charging Medical Officers of Health with the

zupervision ofmidwives. Mdwives also progressed further out of the control of nursing.

They set their own standards of practice and established their own education

programmes, albeit with initial approval from the Nursing Council. In addition, they

established their own standards review processes. Using the Domiciliary Midwives

Standards Review Committees as a blueprint, the NZCoM set up a number of
Independent Midwives Standards Review Committees to review and monitor

independent midwifery practice. These committees comprised half consumer

representatives and half midwives, the only professional review committees in the

country to involve consumers to this extent. However, disciplinary and malpractice

charges continued to be addressed by the Nursing Council, although there was now a

midwifery representative on the Council.

At times political imperatives impacted on clinical areas, supporting Starr and

Immergut's (1987) view that technical and political areas were not distinct. Throughout
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the consultation process, for example, political imperatives saw the development of the

criteria for referral to secondary care, despite midwifery (and GP) opposition. The

criteria set prescribed boundaries for the point at which midwives and GPs should refer

a woman's care to an obstetrician.

The impact ofthe 1990 Act on midwifery's economic autonomy was less clear.

With respect to economic autonomy, midwifery was in a situation similar to medicine

and nursing in that, because matemify care was free to women, payment for care came

from the state and rates were set by the Department of Health (and later the RHAs)

following negotiation with the NZCOM and New Zealand Medical Association

(NZMA) Changes to the Social Security Act 1964 meant that the NZCOM joined the

NUVIA and the Department of Health (and later the RHAs) in negotiations concerning

changes in payment through the Matemity Benefits Schedule (I\BS). This ensured some

leverage over pay but clearly did not enable full economio autonomy. There was no

change to the economic autonomy of those midwives employed by area health boards

(and later CIIEs) who continued on the nurses'pay scale and were represented io pay

negotiations by the New Zealand Nurses Association. This also applied to those

midwives on the CFIE Know Your Mdwife schemes.

The 1990 Act enabled some increase in midwives'political autonomy vis-a-vis

medicine. When in the years immediately after the Act conflict between doctors and

midwives over midwifery autonomy erupted, midwifery's new legal status placed it in a

stronger position than it would previously have held. In addition" due to the above-

mentioned changes to the Social Secarity Act 1964, in the ensuing national conzultation

process for the new matemity arrangements which proposed zubstantial changes to MBS

payments, the NZCOM took its place alongside the NZMA. However, as I have already

argud, the extent oftheNZCOMs and the NZMA's ultimate influence on the pursuant

changes was a point of some debate.

Much ofthe international literature on the medical division of labour has argued

that within the health care system females predominated in what were commonly termed

'caring' areas ofhealth care, which carried little status or professional autonomy, while

males predominated in the more high status'curing' areas of health (Wegar 1993).
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However, gender domination did not explain well the differing levels of status and

autonomy afforded midwives in the international community. In his cross-national study

of midwifery DeVries (1993) showed that the autonomy of midwifery in various

countries, while consistently female dominated, varied according to the manner in which

the occupation was situated within the national health care system. So, for example, the

autonomy of midwives was high in the Netherlands and Sweden where the health system

was decentralised, whiie in BritafuL the United States and Canada, where the system was

centralised, midwifery had relatively less autonomy. Whether greater midwifery

autonomy or status resulted from a more decentralised maternity service or vice versa

is a point of debate but certainly it appears that these two phenomena coincided. In New

Zealand/Aotearoa the increasing centralisation of maternity services in the two decades

prior to the 1990 Act occurred concurrently with the increasing loss of midwifery status

and autonomy. The legislative change enabling midwives to establish themselves as

independent providers in the community paid by the state increased midwifery autonomy

and status and, in principle at least, enabled more decentralisation of services in that the

home-based antenatal and postnatal care and the home birth option became more

available. The ability to practise on one's own responsibility was not in itself enough to

ensure autonomy, as can be seen from the British example. While British midwives were

entitled to care for women on their own responsibility, because they tended to be

employed within obstetricianJed hospitals since women had to pay for independent

midwifery services, they did not have the degree of autonomy enjoyed by independent

midwives in New Zealand/Lotearoa.

New ZealandlAotearoa midwifery's four defining principles and modes of
practice - partnership with women, practising within the midwifery model of birth,

continuity of care and autonomous practice - were important for its professional

development. They were a means by which it could cement its relationship with women

and assert itself as distinct from both medicine and nursing. They formed the basis of
new forms of practice as midwives and their clients "co-created the experience of
pregnancy and childbirth" (Fleming 1994) and provided a foundation from which those

who acted on behalf of midwifery at a national level could negotiate its position in the
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new maternity arrangements. The principles also informed midwifery education.

Important to midwiferyprofessional development was the education of its members and

both the postgraduate and Direct Entry Midwifery education progranrmes were built

around the four principles and practices mentioned.

The Direct Entry Midwifery Education Programmes:

The Direct Entry lWdwifery (DEM) education progftunmes were symbolically important

because they signalled a clear differentiation of midwifery from nursing. The two

progrtunmes at Otago Polytechnic and Auckland Institute of Technology remained

experimental and throughout the eady years were rrulnerable, particularly during periods

when there was strident criticism of the impact of the 1990 Act.

The programmes were evaluated by a group comprising members from the

Mnistry ofHealttr, the Mnistry ofEducation and the Nursing Council ofNew Zealand.

As was now the trend, the private conzulting fir4 Ernst and Young, was commissioned

to develop a framework for the evaluation which was completed in February 1993. In

June 1993 Ernst and Young produced the first programme evaluation @rnst and Young

1993). However, although the report indicated high student satisfaction it was too early

to draw conclusions about the quality, cost effectiveness and appropriateness of the

prograrnmes. In May 1995 the second evaluation was completed by the Ministry of

Health using information gathered over a six month period following the state

examinations of the first graduates in November 1994 (Ministry of Health 1995). The

evaluation aimed to assess the cost of the programmes and the demand for, competence

of and consumer satisfaction with their graduates, relative to the postgraduate

programmes. The evaluation was favourable, concluding that the Direct Entry Midwifery

programmes were cost effective and their graduates met the requirements of employers,

the profession and consumers. Following the evaluation it became possible for all

institutions offering a postgraduate midwifery programme to also offer a DEM course.

This meant that continuation of the courses was now secured. However, the

experimental status ofthe courses will not change until the Nurses and Mdwives Bill is

passed.
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In 1995 the DEM programme at Auckland Institute of Technology was changed

from a diploma to a degree progftIlnme. Those who had completed the diploma were

able to upgrade to a degree ifthey wanted. At the same time the first graduates from the

DEM progranrme qualified and began to seek work. While many of these obtained

employment in hospitals some wanted to go into independent practice immediately and

sought access agreements with the AucHand CFIEs in early 1995. Both South Auckland

Health and Auckland Healthcare refused to issue agreements to them or graduates from

the one year postgraduate nursing prografirme, arguing that they had to have some

postgraduate hospital experience before they could qualify for an agreement. Waitemata

Health on the other hand agreed to provide them with provisional agreements, provided

that they arranged to work with a mentor who would be responsible for the care of the

first 40 women. This was later reduced to 20 women.

The concept of mentorship became a point of some debate for midwives. The

NZCOM concept ofmentorship depicted a relationship of partnership where the mentor

offered support and acted as a sounding board for the mentored midwife but did not

attempt to control her practice. For it to be otherwise assumed that midwifery education

was inadequate for the requirements of practice. If a midwife was registered she should

be entitled to practise and be capable of practising on her own responsibility, but it was

accepted that the support of a mentor was invaluable when first setting out. The

mentorship requirement for obtaining an access agreement did not appear to fit this

definition. Rather, it was an expert/novice relationship based on the hierarchical

internship relationship which was a feature of medicine and nursing and not a part of the

midwifery model. Howeveq given that this was a new situation and two CFIEs refused

to give access to new graduates at all, the mentoring requirement was accepted and, in

fact, some new graduates to whom it applied felt quite happy with the model

(Workshop, Birtb Babies and Bridges in the 2lst Century Conference 1995), which was

later to become part of the 1996 access agreement for all Auckland cFIEs.

Under the 1996 Auckland CFIEs' access agreements new graduates, both from

midwifery programmes and from the GP Diploma of Obstetrics, were issued with a

temporary agreement. Under a temporary agreement the practitioner had to arrange to
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but the mentor assumed overall responsibility for the women. Following this the graduate

assumed responsibility for another 20 cases which sftre had to discuss and review with

a mentor. A full access agreement was issued after these requirements were met.

Maori And Pacific Islands Midwifery:

Following the passage of the 1990 Act Maori midwifery began to burgeon. This was

much needed. Historically there had been a dearth ofMaori and Pacific Islands midwives

in New Zealand/Aotearoa. For example in 1993, out of a total of 1,547 midwives

working in a maternity hospital or in domiciliary or independent practice throughout the

counfiy, orly 24 were Maori and 13 Pacific Islanders. For the same year the Auckland

total was 454, with only six of these being Maori and seven being Pacific Islanders

(Mnistry ofHealth data) A l99l AucHand AreaHealth Board study of Maori women's

maternity needs identified a need for Maori women to be cared for in a Maori setting by

Iv4nori. The report commented that care in childbirth fiom a traditional Maori perspective

was "quite different from the recognised styles of western qualifications" (Whakatipu

1991.18). In August 1992 amarae-based materniry care initiative, Te Hiiri Hauora, was

commenced at Papakura marae. One of the ten innovative primary health care projects

piloted by The Health Reforms Directorate, Te Hiiri Hauora aimed to provide

comprehensive maternity care to lvlaori women in a marae setting. The primary midwife

was a Pakeha. A mid 1993 evaluation of the project higtrlighted management problems

due to time and other constraints and some of the difficulties encountered in trying to

marry a health professional ethos with Maori kaupapa. It argued for more Maori health

professionals with experience in shaping health service provision to a Maori kaupapa

(Ropiha and Mddleton 1993).

There was clearly a need for more Maori midwives but an important question

arose as to whether the existing midwifery education was culturally appropriate for

Maori. Cultural Safety became animportant (and controversial) issue within nursing and

midwifery in the 1990s (Ramsden 1995) and in 1992 it was introduced into the

midwifery cuniculum (Fox 1994:3). The NZCOM also had a stated commitment to the
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principles of the Treaty of Waitangi (New Zealand College of Midwives (1993:11).

However, Maori still saw a need for a Maori-defined education programme for Maori

midwives. In March 1994 at the first national Maori midwives hui a recommendation

was made that Waikato Polytech offer a Direct Entry Midwifery Course which was

aimed specifically at the needs of Maori women and included an holistic approach to

understanding the political, social and cultural aspects of Maori birthing practices (Fox

1994). A course was established at Waikato Polytech in 1995.

Just as Maori midwives seized the opportunity arising from Direct Entry

Midwifery progranrmes to shape a midwifery education programme that met Maori

needs, so too Maori midwives were proactive in working with changes in midwifery and

maternity senrices to provide culturally appropriate maternity services for Maori women.

In Auckland Putea O Pua" a Maori midwives collective, was established offering

independent Maori midwifery services to primarily Maori women. As mentioned earlier,

some ofthese midwives encouraged home births because they considered the hospitals

to not yet be culturally safe for Maori women and, where women had their babies in

hosprtal" they considered themselves to be their advocates. In March 1996 Putea O Pua

obtained funding from the Maori Development division of North Health to establish a

comprehensive service for Maori women and Pacific Islands women. In April 1996 they

opened a centre in South Auckland which offered Maori-focused antenatal education,

social workers and independent midwifery care by Maori and Pacific Islands midwives.

The funding covered all services other than midwives'fees which were claimed through

the Maternity Benefits Schedule.

Maori midwives continued to work towards a Maori defined service for Maori

women through the initiation of Nga Maia O Aotearoa Me Te Waipounamu, a national

body of Maori midwives. Nga Maia had representation on the NZCOM and, in March

1996 aI a bicultural national committee meeting, the organisation obtained funding from

the NZCOM to establish a separate structure for Maori midwifery which would work

parallel to the College in advancing the position and practice of midwifery in New

Zealand/Aotearoa within a bicultural framework (NZCOM National Newsletter, March

19964).In accord with the aim to be Maori-focused, Nga Maia o Aotearoa Me Te
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Waipounamu opted to set up its own Independent Midwifery Standards Review

Committee which would place stronger emphasis on the cultural appropriateness of
midwifery practice than the NZCOM Independent Midwives Standards Review

Committees did.

The development of a strong body of Pacffic Islands midwives occurred much

more slowly. Although South Auckland's midwifery collective, Putea O Pu4 included

Pacific Islands midwives they were considerably fewer in number and in late 1996 did

not have the strength ofidentity or organisation found amongst Maori midwives. Gven

the high percentage ofPacific Islands women giving birth in Auckland, this is clearly an

area requiring attention and resources.

Challen ges to Midwifery:

The definition of a uniquely midwifery knowledge and practice base and the progress of

the DEM programmes and Maori and Pacific Islands midwifery were important

developments within midwifery following the 1990 Act. In conjunction with the

strategies used by the NZCOM representatives during the consultation process for the

new maternity arrangements, these factors were evidence ofthe proactive and creative

approach taken to strengthen its professional basg to secure itself a place within future

maternity services, and ensure it met the needs of its clientele. However, these

developments did not render the new nfdwfery unchallenged. Indeed, it faced a number

of challenges fiom both within and outside, evidence that professional development was

constantly subject to contestation and negotiation.

Following Abbott (1988), internal differentiatioq rivalries with competing

occupational groups and socio-political factors were all important influences on the

development of midwifery following the 1990 Act and all presented important challenges

to the new midwifery. Internal differentiation occurred as a result of disagreement by

some members over the centrality of continuity of care and autonomy of practice. Some

midwives remained either unable or unwilling to provide continuity of care or practise

autonomously. Apart from those in continuity-of-care schemes, CIIE midwives were

unable to provide continuity or practise autonomously because of the structural
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constraints ofthe organisation of midwifery care in hospitals (although this could change

with the implementation of the new maternity arrangements). Some independent

midwives, although quite able to provide continuity, also preferred not to do so and

provided only postnatal care or, in some cases, primarily only intrapartum care. In

addition, some chose not to practise autonomously preferring to share care with a GP

who was clearly in charge.

These factors led to tensions within midwifery and engendered some debate

about what actually defined a midwife. Those not providing continuity or providing

mainly shared care with GPs took exception to the article which defined midwifery in

terms ofthese practices (Guilliland and Pairman 1994) and felt they were not valued as

'real' midwives (Letters to the Editor, New Zealand College of Mdwives Journal

(1995), 12:4-5). On the other hand midwives and consumer representatives committed

to midwifery autonomy and continurty felt that those midwives jeopardised the full

development ofmidwifery autonomy. Consumer advocates challenged some midwives'

commitnentto partnership with women and to continuity of care (e.g., Strid 1994) and

tension developed in the partnership relationship at times. The consumer challenge also

implicitly challenged midwifery's commitment to a new form of professional

development, one which was based on a negotiated (rather than hierarchical) relationship

between practitioner and consumer. In her analysis of maternity services policy in

Australi4 Pettingi[ (1990) pointed out the danger of midwifery alienating itself from its

clients if it took up a new professionalism too uncritically, arguing that there was a

tendency for those newly emerging from a subordinate position to assume that the tools

used by the dominator would bring power.

The involvement of conzumers in midwives' professional committees challenged

conventional notions of professionalism and caused consternation irmongst some

members ofthe international midwifery community. At the International Confederation

of Midwives (ICM) Conference in 1993 the New Zealand College of Mdwives'

membership ofthe ICM was questioned because it had consumers as members. This was

seen as lowering the status of midwifery. Although New ZealandlAotearoa's

membership ofthe ICM was eventually approved, a remit proposed by the NZCOM that
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not passed at the time (Guilliland and Pairman 1993).

External challenges directed toward midwifery came primarily from the medical

profession. Although the medical challenge to midwifery was most vehement

immediately following the 1990 Act, it continued throughout much of the consultation

for the new maternity arrangements. In 1995, for example, in a submission presented

during the consultation process the NZMA explicitly declared its opposition to the Act

(New ZalandMedical Association 1995). Medicine challenged midwifery on all of the

four defining features mentioned. First, it challenged midwives' exclusive claim to

continuity of care arguing that it offered a different but as important form of continuity

in that it provided care throughout the woman's lifetime as well as care to the whole

family. Second, it questioned the appropriateness of involving consumers in policy

decision making, assessment of service quality and review of professional practice. In its

comments on the Coopers and Lybrand 1993 report concerning a proposed new

framework for maternity services, the New ZealandMedical Association (1994) stated:

Concern has been expressed that the consumers' view of quatity is seldom
anything to do with standards of care or safety of care but rather emphasises
issues such as overservicing and social interaction. There is some concern that
patients' satisfaction surveys will be totally unreliable and give a false picture of
the situation. .... There is a need for there to be clarification on what Coopers
and Lybrand mean by peer review, which we see as review by one's peers (no
consumers involved) (1994.$.

Third, the medical profession challenged the basis of the midwifery model, the

assumption of the normalcy of childbirth, and continued to raise concerns about the

safety of midwifery-only practice. The suggested solution was terrm care, where all

women had some medical input into their maternity care and where, by implication" the

doctor was in charge. Implicit in this was the fourth challenge - to midwifery autonomy.

Lovell (1994) argued that the terms 'safety' and 'team' have been important in

maintaining medical hegemony in childbirth practices. She postulated that a shift in

power relations came about through challenges to dominant discursive practices but that

in the maternity services area there had been little change in the language used. She

stated:
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The dominant theme ofthe opposition to the 1990 Nurses Amendment Bill (sic)
was that 'safe' maternity care required a'team' approaclr, that is, with the doctor
as team leader...... Mdwifery autonomy exists as a tolerated marginal discourse
because it has not challenged the obstetric hegemony greatly. The language
remains essentially intact. The words 'team' and 'safety' remain and the idea of
continuity of care has been appropriated and become part of medical language

Q99a:r$.

Lovell's point is an important one because it indicated the subtle means by which

traditional territorial claims were maintained. Both the words 'safety' and 'team' became

useful rhetorical devices for medicine because they exemplified essential qualities of a

conzumer-focused service. The RHAs' requirement that there be criteria for refenal to

secondary care was an example of the importance of these terms in the new maternity

arrangements and an indication that the interface between midwifery and medical spheres

of practice was an ongoing point of negotiation As might be expected, during the

development ofthe new maternity structure the degree of importance given to the notion

of team care was politically contingent and driven by fiscal imperatives. On the one hand,

shared care between doctor and midwife had been shown to be an expensive option and

the new arangements provided a financial disincentive to continue with this

,urangement. On the other hand, nlrlti-disciplinary primary health care organisations,

such as coordinated care organisations, and cooperation between provider groups were

viewed favourably by the RHAs because they theoretically enabled better financial and

clinical accountability. The issues arising for midwives from both these imperatives will

be discussed later this chapter.

Central to the debate about the use of the term'safety' as a strategic tool in the

stnrggle over the control of childbirth is the notion of risk. In his cross national study of

midwifery, De Vries (1993) argued that professions historically maintained their

privileged position through heightening the notion of risk to consumers and professing

to manage it. In those societies and historical periods where midwives were perceived

to be the primary 'risk-minimisers' their status was high but where this was usurped by

the medical profession through the use of birth technologies and the medicalisation of

birth they have been accorded low status. He concluded that, because midwives in

medicalised western societies promoted the normalcy of birth and emphasised their
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expertise as 'low risk' practitioners, they risked losing their professional power and

status.

This analysis is useful to explain the historical decline in the status of midwives

inNew ZealanVAotearoa and it may well be one for midwifery to heed as it continues

to negotiate the terms and conditions for its practice in the future. Perhaps ironically,

midwives have benefitted in terms of pay and status from birth having been medicalised

for the past decades. When the medical profession took control of normal childbirth the

status and remuneration accorded the work became commensurate with general medical

work. Gven the patriarchal nature of the health system it is extremely unlikely that pay

and status for normal childbirth services would have been as high had midwifery

remained in control of it. By gaining pay parity with general practitioners as a result of
the 1990 Act, midwifery obtained these benefits and this provided clear advantages

during the consultation process. Within a context of change and ongoing contestation

the extent to which midwives as experts in low-risk childbirth keep the professional

benefits gained so far depends on the social and political context of the forthcoming

years.

Midwives and doctors continued to compete over jurisdictional claims to the

control of normal childbirth. Unlike the system in the Netherlands where the state

supported midwifery's claimto that arenaby not reimbursing GPs if a midwife practised

in the area (van Teijlingen and van der Flulst 1995), in New ZealandlAotearoa midwives

competed directly with doctors since the state funded either or both practitioners.

Theoretically this meant that women determined the provider groups' shares of the

market. However, the historical and cultural tradition of a medical presence at birth and

gatekeeping strategies on both sides were factors in the equation.

Challenges to midwifery practice also occurred from a number of other fronts.

The 1990 Act enabled midwives to prescribe medicines appropriate for conditions

experienced in normal pregnancy and childbirth and to order routine laboratory tests and

ultrasound scans. The legislation did not stipulate specific medicines or tests and

midwives were expected when ordering these to work within their scope of practice.

Howeveq in some cases pharmacists refused to fill midwives' prescriptions because
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Health Benefits Ltd, the organisation responsible for reimbursing pharmacists for

midwives'prescriptions, refused to do so. The issue of debate was the appropriateness

ofmidwives prescribing antibiotics and oral contraceptives. Although a Department of
Health publication for health providers regarding the 1990 Act suggested that these

drugs should not be prescribed by midwives @epartment of Health 1990b:5), in fact it

was not illegal for them to do so and in 1995 the Ministry of Health agreed that it would

be appropriate in some cases (NZCOM National Newsletter, December 1995:18-9).

However, the issue did not rest and the RHAs set up a working party to review

midwives'prescribing. Similar obstructions occurred in some places when midwives

ordered laboratory and diagnostic services and the RHAs decided that these too needed

reviewing (NZCOM National Newsletter, March 1996:14).

The restructuring ofmaternity services so soon after the passage of the 1990 Act

also had important implications for midwifery. On the one hand, as a result of the 1990

Act the NZCOM theoretically had equal standing with the NZMA in the national

consultation process for the new arrangements. Moreover, because midwifery was in a

period of considerable flux and ongoing redefinitio4 it was arguably more flexible and

less defensive than medicine and able to work relatively creatively with the proposed

arrangements throughout the consultation process. On the other hand, the process of
redefining maternity services began at a time when midwifery was still struggling to

come to terms with its new-found legal status and was dealing with the numerous

teething problems from the initial implementation period, giving it insufficient time to

strengthen its professional identity and practice base both within its membership and with

the public.

One of the main difficulties arising from the proposed new arrangements for

midwifery as an occupational group was the risk of fragmentation in the new

environment. As part ofthe health system restructuring, GPs in parts of the country were

forming into independent practitioners associations (IPAs) and obtaining contracts with

their RHA for general medical service provision. Although none in Auckland had sought

maternity service contracts, the new structures stood them in good stead to obtain

contracts when the new maternity arrangements were finalised and they had a reasonably



that they would like to employ midwives or have them join their organisation. This

caused some concern to the NZCOM. There was a reat risk that midwives' autonomous

status and some of the other gains made by the 1990 Act could be undermined or

compromised if midwives became employed by GPs. If some midwives settled for

relatively poor pay and conditions this could jeopardise those of other midwives. Even

where midwives were asked to become an IPA member there were potential difficulties

because there was little indication from the proposals that had been mooted that

midwives would have equal membership. This presented a real risk of fragmentation at

a time when midwifery was still establishing itself and defining its practice jurisdictions.

That midwives had historically been employees and had little experience of being self-

employed further increased the risk.

Another challenge came from the lack of clarity about future contracting

arrangements. In Auckland it was unclear throughout the consultation period whether

North Health prefened to contract with individuals, small goups or large organisations.

At the conrmencement of the consultation process the RHA indicated that it preferred

to contract with provider organisations rather than individuals. At this stage the

Auckland Home Birth Association GBA) was negotiating with North Health about a

contract to provide home birth services throughout the North Health region. The FIBA

wanted to ensure a place for a consumer-based organisation to provide maternity

services. The HBA would administer the services and subcontract providers, ensuring

that the services provided were in accord with the needs of consumers. A number of
Auckland independent midwives subscribed to the HBA organisation rather than set up

their own provider organisations. However, by mid 1994 North Health's emphasis had

changed and it now appeared that it was prepared to issue Section 5l Notices to

individual practitioners. This meant that there was a financial disincentive for providers

to belong to the IIBA group because administrative costs would have to be deducted

fromtheir module payments. The FIBA decided that for the time being they would not

pursue the contract further and reimbursed those providers who had subscribed.
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In late 1994 in a bid to deal with the potential hazards for midwifery in the new

climate and acting from the assumption that practitioner groups had a stronger

bargaining position than independent practitioners, key members of the NZCOM

suggested that midwifery provider organisations be established throughout the country.

The suggestion received strong support from members. Four midwifery provider

organisations (MPOs) were proposed, one for each RHA regions. The organisations

were to be separate from the NZCOM because of potential conflicts of interests with the

latter's educative and monitoring of standards functions, however, they would be

affliated to it.

The aim was to provide a negotiating and administrative body for midwives. The

MPO would manage the interface between doctors and midwives, negotiating fair

contracts for midwives with IPAs and the RHAs. The MPO for the North Health region

received transitional funding from North Health for a feasibility study in April 1995. The

group working on the feasibility study comprised consumer representatives and

midwives. They produced a report in October 1995 (Midwifery Provider Organisation

1995) detailing how the MPO would funclion and explaining its importance for

midwives in the new environment. The working group then applied to North Health for

an establishment grant but was refused. The main reason given for the refusal was that

the RHAs were encouragrng multi-disciplinary teams, such as coordinated care

organisations (CCOs), as the model for future primary health care and that the MPO

involved only midwives.

This emphasis on CCOs is potentially problematic for midwifery because of the

historical power relations between doctors and midwives when working together. The

extent to which midwives have been able to establish themselves as autonomous

practitioners and extend their scope ofpractice was facilitated by their being able to take

sole charge. Had the Act required some medical involvement in all cases or that doctors

and midwives work in teams it is unlikely that midwifery would have made the same

professional advances to date. Although it is possible that doctors and midwives could

negotiate mutually beneficial team relationships, historically the medical profession has

argued for team care in a bid to minimise midwifery-only practice and to secure control

268



of normal maternity care. Therefore, there remain real risks to midwifery autonomy in

team care if the medicaVmidwifery relationship is not negotiated cautiously.

Governmentality and Midwifery:

In addition to the challenges outlined so far, a further iszue for midwifery as it asserts

itself in an environment of social and economic change based on neo-liberal ideologies

is its position vis-a-vis the state and in the ongoing governance of the population. In

exploring this relationship I have drawn on some of the literature on the

professionaUstate relationship and have identified midwifery as a profession.

Some professionalism theorists characterise the professionaVstate relationship as

dualistic and oppositional (e.g., Freidson 1970). Others have contested this, arguing that

the relationship is a symbiotic one (e.g., Light 1995). In his paper on the

institutionisation of expertise, Johnson (1995) applied Foucault's concept of
governmentality to the topic of professional expertise. According to Johnsorq

governmentality contests the portrayal of the state/professional relationship as

dichotomous and as an ongoing dualistic struggle between professional autonomy and

state intervention. The relationship is considerably more complex and contradictory than

this. On the one hand, Johnson a,rgues, Foucault did not assume as other theorists did

that the professions had unified distinct essences, defined by their expert or unique

knowledge, which were in the process of unfoldment. Nor did he assume that the state

was a static coherent calculating body which directed and set the terms of intervention.

Rather, the state was a consequence of governmentality, the form of governance which

replaced the rule of the king and relied on a conglomeration of strategies, tactics,

procedures and techniques, as well as the obedience of normalised subjects, to effect

govemance. The state was not a preconstituted body which directed and controlled, but

a dynamic collection of institutions and practices, an ever-changmg product of the

broader mechanism of governance. Indeed, the development of professionalism

developed hand in hand with governmentality and was one of its instruments because the

professions collected and collated information about populations, necessary for

governance.
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Expert technologies, the practical activities of professional occupations, and the
social authority attaching to professionalism are all implicated in the process of
rendering the complexities of modern social and economic life knowable,
practicable, and amenable to governing...In rendering a realm of affairs
governable.... the professions are a key resource of governing in a liberal-
democratic state (Johnson I 995 :23).

The maintenance of prof.rrional expertise iis a form of governance was enabled

by the perceived separation ofthe technical and the political. So, rather than professions

being in a constantly oppositional relationship with the state, they were at times an

integral part of the mechanism of governance and were in fact relied on by the state to

legitimate its governance. At the same time, however, it was also true that the state and

the professions were at times oppositional, but this relationship was a dynamic rather

than a static one.

Foucault argued that the medical profession (and by implication midwives)

played a role in the governance of the population through its collation of personal data

for public health and personal health care (Foucault 1973; 1977). The new maternity

arangements further enhance this potential. As part of the new contracts providers are

required to gather a number of personal details from each woman they care for and

ensure they all have a National Health Index number. This information will then go onto

a national perinatal database from which information will be derived to evaluate and

improve services. Although there are indeed many important and constructive uses for

this ffirmation in terms of planning, evaluating and improving services etc., and some

privacy protection is possible through the Privacy Act 1993, the potential scope for

which this information might be used to effect governirnce in one form or another is

considerable. In addition, the criteria for referral to secondary care, while intended to

ensure a safe service, has the potential to prescribe and limit care options available to

women.

The potential for governance is not limited to the population but extends to the

very professions who are also governing agents. Following Foucault, Osbourne (1993)

argued that in Britain neoliberal fiscal policies had extended the governance of the

medical profession (and by implication midwifery) from control over its members to

control over its practices. This occurred through the establishment of practice criteria
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professional self-governing through budget-holding and market imperatives. This shift

was echoed by Rose (1993) in his discussion of change in the role of the expert in

Western nations as a result ofthe shift from welfare politics to what he termed advanced

liberalism.

Advanced liberal rule depends upon expertise in a different way, and articulates
experts differently into the apparatus of rule. It does not seek to govem through
'society', but through the regulated choices of individual citizens. And it seeks
to detach the substantive authority of expertise from the apparatus of political
rule, relocating experts within a market governed by the rationalities of
competition, accountability and consumer demand ( I 993 :285).

These comments could be well applied to the new maternity services in New

Zealand/Aotearoa. The maternity arrangements enable governance of professional

practice through the requirement that providers be accountable both clinically and

financially. To demonstrate clinical accountability providers are required to fulfil certain

service specifications, abide by guidelines for transfer to second ary care and be prepared

to have their services audited. Whereas, previously, monitoring of professional practice

was strictly the concern of the professional body, some of this has moved to the

contractual domain and has enabled a new form ofbureaucratic control over professional

practice. This could be viewed as one of the means by which professional power has

been subtly weakened.

There are, of course, extremely good reasons for monitoring professional

practice and establishing basic practice criteria, as the Cartwright report (Cartr.vright

1988) so clearly pointed out. In addition, these requirements enable providers to be more

flexible and encourage them to provide a consumer-focused service. However, at the

same time (and this is why they are so powerfi.rl), they bring providers increasingly under

the surveillance of the state or a regional bureaucracy which has leverage over them

because it holds the purse strings. Moreover, because maternity senrices, at least at the

time of writing, remain funded by the state through the RHAs which are the sole

purchasers of services in their regions, a situation of real competition does not hold. This

results in the RHAS being able to maintain considerable control over the terms and
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conditions ofproviders'contracts. In short, in the process ofensuring services are safe

and meet the needs ofwomen, the means for further governance are established.

Mechanisms to ensure financial accountability have also provided a means of

further governance of the professions. As Osbourne (1993) argued, provider budget-

holding results in governance of clinical practice through self-governance. Although

budget-holding theoretically enables greater flexibility for the provider and client, the

provider carries the financial risk and the incentive is to adapt one's practice in order to

contain costs. This inevitably means that economic factors place constraints on clinical

practice decisions. However, because these decisions are made by clinicians in their own

interests the governing effect is more subtle and therefore more powerfirl. In additiorl

since traditionally the medical profession has been seen as obstructive to efficiency and

cost containment measures this is clearly a useful measure. This subtle governance of
practice could be further advanced through the development of proposed managed care

organisations or coordinated care organisations since in these organisations, to which

providers would be sub-contracted, man4gement could prescribe certain practices which

are economical and proscribe those which are not.

This is not to say that there is a conspiracy to govern populations and professions

through such means. As Foucault argued, the imperatives of governance are not the

intentional conspiratorial acts of a unified agent. Governing rationalities take hold in

response to particular causes and conditions and, as he argued with his concept of
genealogy, outcomes are the result of myriad factors some of which occur by chance.

In this casg it is enough to show how the imperatives of policies based on neo-liberalism

enabled government agents to assume a controlling influence on the outcome of
maternity services policy.

Despite the power of neo-liberalism as a governing rationality, as with other

forms of power, resistances are always present. Just as NZCOM representatives acted

strategically to secure a stronger position for midwifery in the childbirth services market

and medical practitioners boycotted the new arrangements to obtain some changes to

theng it is probable that the implementation of the new arrangements will be punctuated

with acts of resistance. Professions have a strong resistance to control of their practice
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and, because of the affective relationship they have with clients, when faced with

conflicting clinical and financial imperatives there is no assurance that they will act in

accordance with the latter. Using Lips\y's term 'street level bureaucrats', which included

health professionals, Hudson (1993:393) argued that:

Street level bureaucrat performance is notoriously difrcult to define and
measure, and much of the performance occurs in places inaccessible to
supervisors.

Any attempts to tighten control of their behaviour is met with equal enthusiasm

on the latte/s part to thwart such atternpts. Their influence over policy development and

implementation is, therefore, significant, albeit limited by structural constraints, as

bottom-up implementation theorists (Sabatier 1993) would agree.

Conclusion:

In the six years following the Nurses Amendment Act 1990 midwives' pay, status and

scope ofpractice increased markedly. New forms ofpractice developed as they ventured

into independent practice and CtIEs responded to the trend of change. The extent of the

changes, the new forms of practice and the commitment to the partnership model drew

keen attention from the international midwifery community (Young 1996). Midwifery

faced many challenges to its new legal status throughout this time but was proactive and

politically astute as it negotiated its new position in a climate of ongoing change and

hostility. The process of defining a unique midwifery practice base which differentiated

it from medicine and nursing and associated it with women was a key strategy in the

fight for and maintenance of autonomy. However, this remained rnrlnerable due to the

internal and external challenges described. The process of professional development was

influenced by differences between groups ofmidwiveg rivalry with medicine and a range

of wider socio-political factors. Mdwifery's relationships with womer\ the medical

profession" and the state were not simplistically dualistic and oppositional but rather

hugely complex, at times contradictory and characterised by considerable

interdependence.
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CHAPTER 1I:

SUMMARY AND CONCLUSION

Introduction:

In this concluding chapter my aim is to bring together the several different aspects of
change to maternity services and midwifery covered in the preceding chapters. The scope

of this study has included an examination of the interplay of forces and relations of
power which enabled the passage of the Nurses Amendment Act 1990; the rivalries

between medicine and midwifery during the implementation period; the exercise of
power amongst interest groups during the consultation process for the new maternity

arrangements; the variations in the process and outcome of the implementation of the

1990 Act in three different locations; and the process of midwifery professional

development in the six years following the 1990 Act. The common theme running

through my examination of these various areas is the complexity and contestability of
power relations between interest groups and the multi-causal nature of historical

processes. The fluidity of power relations operated within certain constraints, however,

which limited the 'field of action' of the various players but to which resistances were

continually evident. In this case these constraints were shaped by the influence of neo-

liberal social and economic policies on the development of the new maternity structure.

I begin by reiterating why I chose to use a Foucauldian analysis of power as my

theoretical framework. I then summarise the significant points made in the different

chapters, drawing out the cofirmon themes of power and process running through them.

The role of and impact on each of the main stakeholder groups throughout this process

of changq including the relationships between therq are also examined. The implications

of this analysis of power for our understanding of power in the health policy process are

then discussed. Finally, I present a brief epilogue of events from July 1996 to March

t997.
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The Exercise of Power During Changes to Midwifery and Maternity Semices:

Most examinations of power relations throughout a change process such as tie one

examined herg in which both policy implementation and development are occurring and

occupational boundaries are being contested, acknowledge and attempt to explain the

competing interests and strategic means used by interest groups to advance their

interests. However, they do so from the assumptions that power is a measurable entity

that is held or lost in quantifiable amounts and that interest groups are discrete unified

entities which seek to seize and maintain possession of it. In making these assumptions,

power relations between groups are often characterised in somewhat rigid and dualistic

terms, as have been many of the analyses of the struggle between medicine and

midwifery for control of normal childbirth and of the struggle between the professions

and the state.

The complexities and contradictions evident in the power relations examined in

this research were not well explained by conventional notions of power and subjectivity

and I was led to search for a theoretical perspective which enabled me to theorise the

interplay of groups and the exercise of power more satisfactorily. Certain parts and

interpretations ofFoucault's work became useful here. From a Foucauldian perspective,

the interplay of power within such a change process is complex, dynamic and

unpredictable. First, power is not considered quantifiable and held by some at the

expense of others. Rather, it is seen as plural, present throughout the fabric of society

and exercised in more or less effective ways, according to particular and local conditions,

and to an historical process which is never entirely predictable but subject to some

elements of chance. Power relations are not necessarily dualistic and hierarchical. Nor

are they universal or transhistorical. Rather, they exhibit different qualities and causes

at different locations and points in time. While in some situations relations of power are

hierarchical and stable, in others they are diffirse and unstable. While in some situations

economic factors may explain how power is exercised, in others non-economic factors,

such as knowledge and discursive practices which gain cultural legitimacy, may be

important. In other words, one can not universalise about the determinants of power so

it is necessary to study each site anew. At the same time there exists disciplinary power
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or the power of governmentality which coexists with and permeates other forms of
power. This is the means by which a population (or a set of interest groups) is governed

or regulated through the use of technologies, techniques or rationalities which are

pervasive and subtly structure the field of action. One such rationality is neoliberalism.

Second, from a Foucauldian perspective, interest goup identity is not necessarily

cohereng unified and unfolding in an evolutionary manner. Just as subject identity is not

essential, but constituted according to specific social and historical conditions, so that

of interest groups is contestable, unstable and constifuted according to particular

conditions. Moreover, the process of subject identity development is not one of
predictable unfolding but, rather, subject, at least in part, to the vagaries of life's whims

and discontinuities.

These assumptions about power and interest group identity provide the basis of
an analysis in which power relations are viewed as plural, contestable, and potentially

reversible with shifting and unstable alliances while at the same time working within a

structured field. In addition, they are perceived as variable over time and according to

location. Interest group relationships and strategies are not privileged, as determinants

of outcome, over the complexity of other factors and forces, some of which occur by

chance. These points are illustrated well when applied to the passage and implementation

ofthe Nurses Amendnent Act 1990 :r;-the Auckland region and the national consultation

process for the new maternity structure.

The passage of the Nurses Amendment Act 1990 was enabled through the

coalescing of a wide range of factors at a particular point in history. The 1970's

downhrm in the global economy, perceived inefficiencies in the public sector and rising

medical expenditure, due to increasingly expensive medical technolory, demographic

changes and rising consumer expectations, saw the rise of economic liberalism and its

pervasive influence on economic, social and health policies. By the late 1980s general

management had been introduced into hospitals and independent consultants rather than

the medical profession were being used to review and make recommendations for health

services provision, since the latter were seen as obstructive to the change process. In

additiorl dudng this period consumers increasingly challenged the cultural legitimacy of
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medical knowledge and the medical expert, and there was growing dissatisfaction

amongst women with the medical control and medical model of childbirth. The

Carh^'right inqub (Carhvright 1988), brought medical practice in the realm of women's

health under scrutiny and the inadequacies uncovered received considerable public

attention. Such events contributed to the beginning of a shift in the controlling influence

on maternity services policy so thag by the latter part of the 1980s, there were signs that

the medical profession's considerable influence was beginning to diminish, while that of
govemment health agencies was beginning to increase.

Within this context midwives began to contest their position as obstetric nurses

and their lack of autonomy. The hierarchical relations between medicine and midwifery

had historically meant that there had been little, if any, effective resistance to medicine's

control of normal childbirth. However, the changing context brought about a more

receptive hearing to midwifery autonomy and the burgeoning feminist movement

provided an analytical framework to promote this challenge. Midwifery autonomy would

increase women's choices during childbirth and encourage low-intervention (and less

expensive) birth practices and this was compatible with the new direction of change in

the health system. The period was also one of much bureaucratic change during which

there were some cracks in the powerfi,rl 'old boys' networks between the medical

profession and Department of Health officials. All signs indicated a challenge to

medicine's controlling influence on maternity services policy in favour of the

Department. The transition process enabled power relations in the matemity services

field to become less hierarchical and midwives and consumer activists, both of whom had

historically had little influence over maternity services policy, became more cohesive as

interest groups and were more successful in their lobbying of the public and politicians.

The combination of all these factors and the fortuitous timing of the appointment of
Helen Clark to Minister of Health enabled the tabling and passage of the Nurses

Amen&nent Act 1990, which was to further challenge the dominance of medicine within

maternity service provision.
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from medicine and nursing. It brought the advent and progressive increase in the

numbers of independent midwives, who were self employed and paid by the state, and

increased options of care for women during the childbirth process. However, the

implementation of the Act in the Auckland region also brought some problems and

difficulties, such as the depletion of experienced midwives within hospitals, heightened

tensions between doctors and midwives, confusion over roles and responsibilities,

budgetary concerns, and tension in the relationship between materniry hospitals and

independent providers over the clinical and legal responsibility of women on hospital

premises.

The passage of the Act signalled a new phase in the historical struggle between

medicine and midwifery for control of normal childbirth. Throughout the lead-up to the

passage ofthe Act and the immediate period subsequent to it, the relationship between

the two occupational groups was strongly oppositional and their respective interest

group identities were relatively coherent. The Act, which introduced a competing

occupational group into the normal childbirth services arena, provided a significant

tenitorial threat to medicine. Both groups had to navigate a new relationship, one from

a defensive position and the other from an asseftive one as it stepped out to find its new

place in the maternity services field. There was antagonism between the two groups over

competing'medical' and 'midwifery' models of birth and professional territory. These

tensions underlay the medical profession's rhetorical challenges to midwifery about the

'safeqr' of mother and baby under sole midwifery care and, as a corollary, the need for

a 'team' approach in which the medical practitioner would be the dominant partner. The

hostility and antagonism evident during this early implementation period promoted

strong interest group identity and this was reinforced by uncertainty about the future

structure of the health system.

Howweq both the relationship between these two occupational groups and their

goup identities were to become less rigid as other influences presented themselves. The

implemantation of the Act at the local level and the later concurrent national consultation

process for the new matemity arrangements were characterised by shifting alliances and
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interest group fragmentation, both of which were issue-related. Midwives and doctors

cohered on some issues and were divided on others, and sub-groups within each group

joined to oppose other sub-groups. For examplg in Auckland independent providers

(independent midwives, GPs and private obstetricians) together contested the control

that management, and medical and midwifery staffwithin the Crown health enterprises

(CHEs) wanted over their access to and practice on CFIE premises. At the national level

theNew Zealand College ofMdwives (NZCOM) and GP members of the New Zealand

Medical Association (NZMA) united to oppose the regional health authorities @FIAs)

and obstetricians regarding criteria for referral to secondary care.

In addition, interest group fragmentation occurred. The divisions between

independent and hospital midwives and disagreement amongst midwives about what

constituted a'real' midwife occurred alongside tensions between GPs and obstetricians.

Some of the GPs' concerns regarding midwifery autonomy and the new maternity

structure were not necessarily shared by their obstetric colleagues, who could not only

charge women for primary care but also provide secondary care. The boundaries

between the interests ofthe two occupational groups were, therefore, somewhat blurred

at times and this was exacerbated by the ongoing change and uncertainty in the health

system, which both intensified and confused oppositions.

In addition to issue-based variation in interest group relationships, power

relations between groups varied according to particular sites. First, there were

differences between national and local sites and, second, at the local level power

relations varied according to specific geographical locations. At the national level there

had been a shift in the controlling influence on maternity services policy from medicine

to government health officials and midwives began to make a greater contribution to

national policy development than had previously been possible. However, at the local

lwel where practices and structures were more entrenched, power relations were slower

to change and medicine maintained its strong influence on CFIE-based services and

policies for some time. For example, while at the national level midwifery and medicine

had equal standing within negotiation processes, at the local level many CHE midwives

continued to work under medical supervision and within the medical model of birth.
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However, there were also variations in the power relations between midwives and

doctors at the local level. For example, the relationship between independent midwives

and GPs was primarily a collegial one, compared to that between rostered CIIE

midwives and doctors. Also, within the three Auckland CIIEs, medical dominance was

more pronounced in one than in the others. In addition, the degree of tension and

acrimony between and within medicine and midwifery differed in each of the CFIE areas.

Such variations were shaped by the particular demographic and historical features of the

location and, to some extent, by the breadth of midwifery scope of practice in the various

hospitals prior to the 1990 AA.

Throughout this process of change to maternity services, consumers played an

important but, ultimately, less visible role than they had done prior to the 1990 Act.

Throughout the six year period, there were issues to do with consumer interest group

mernbership and representation. Firstly, consumers were necessarily a diverse range of
people with differing needs. Consumer representatives could represent certain interests

but, inevitably, not all, and this was to be a constant tension t}roughout the change

process. Throughout the lead-up to the passage of the 1990 Act there was a strong

alliance between maternity service consumer activists and midwives and this was

formalised and extended by the midwifery partnership model. In some respects consumer

representatives, through their membership of national and local NZCOM committees,

became integral to midwifery as an interest group. Howeveq this partnership was

sometimes tested as midwives took up the new opportunities available to them and

midwifery struggled with internal disagreement over what constituted midwifery

practice.

The RHAs were reluctant to use consumer representatives as the only voice for

consumer interests, instead, choosing to canvas the wider community and certain sub-

groups and to then represent their interests in the consultation process. Consumers'

interests were both assisted and obstructed by the role that the RHAs' took on their

behalf and by the ideological basis of the proposed maternity structure. The new

iurangements had a strong consumer focus, which was compatible with the ideological

basis of market and neoJiberalism. However, when fiscal imperatives contradicted
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consumer interests, the former took precedence. The RHAs' agenda was assisted by the

close but ambiguous connection benryeen consumer and market interests since consumer,

oriented rhetoric could be used to mask market imperatives.

The interests of hospital managers vis-a-vis other groups were also ambiguous,

at times, throughout the change process. Their advent in the 1980s arose out of the need

for more efficient management of hospitals and as a means to get around the perceived

obstructiveness of the medical profession to such changes. In this sense their interests

were ostensibly in accord with those of government health officials and, implicitly,

oppositional to the medical profession. However, in some maternity care situations

management positions were filled by obstetricians and this sometimes blurred the

distinction between the 'new manager' and the medical profession. In additiorq with the

conmencement of the health system restructuring, thq now, cFIE managers struggled

not only with defining their position in relation to the medical profession but also in

relation to the new RHAs. In fact, they were often at odds with RHA officials both at

the local level in their fight for a fair share of resources for maternity service provisiorl

and at the national level in their complaints about being marginalised in the consultation

process. Future trends heightened, rather than eased, this tension as proposed changes

suggested a weakening ofthe hold of CFIEs over both primary and secondary maternity

care. The perceived under-funding of CFIEs, the encouragement of GP independent

practitioners associations and the suggestion that GPs might in the future budgerhold

for secondary care all pointed to the continued weakening of the CFIE monopoly and

control over secondary care. From this defensive position, CIIE managers also struggled

with their corporations' legal liability for care provided by independent midwives, GPs

and private obstetricians on their premises, an issue which prompted rare unification on

the part of the latter groups in their opposition to the CHEs' stand.

The role ofthe RfIAs, which were created in 1993, half way through the period

under examination here, was most significant in the national consultation process. This

too was a site of shifting and unstable alliances between interest groups. Relative to the

local level, however, interest group intemal cohesion was strong at the national level.

The consultation process was portrayed as and contained many of the elements of an
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exercise in pluralism, with all groups having some input into the outcome. The RHAs

consulted with a range of interested parties regarding the new ilrangements and

conceded on many points. Indeed, protraction of the consultation process was due to

these considerations. However, ultimately the foundation principles and structures for

these alrangements, which had been developed by the RHAS in line with the

government's commitment to market and neo-liberalisrn, were largely unchanged,

despite ongoing opposition from provider and consumer goups. Competitive

contracting, provider budget-holding and fiscal neutrality were the foundations on which

the framework for the new ilrangements were to be based and, although a number of
changes were made to the finer points of the proposed arrangements, ultimately these

foundation principles were not points for negotiation.

The medical profession contested and demanded reconsideration of foundation

principles and, albeit belatedly, threatened (and eventually effected) a boycott of the new

arrangements. Nevertheless, in accordance with the trend over the previous decade, it

was less influential at this national level than it had been in earlier decades. On the other

hand, due to the 1990 Act requirement that the NZCOM be involved equatly with the

N 4A and the Ministry of Health, or its agents, in negotiations concerning changes to

the N{aternity Benefits Schedulg midwifery had more influence at the national level than

it had previously had and NZCOM representatives used this to good advantage at times.

Certainly, towards the end of the process, as midwifery began to separate itself more

clearly from medicine and align with the RHAs in favour of the proposed new structure,

its interests were to a large extent being considered.

Nevertheless, the oveniding influence of the state's agents, the RHAs, on the

outcome ofthe newmatemity stnrcturewas significant. TheRHAS' controlling influence

was facilitated by their strategic separation of meetings with the professional groups

from those with CIIE maternity services managers, and by the longstanding conflict

between doctors and midwives. The change in midwives' legal status also worked to the

RHAs' advantage. Through having a competing occupational group which, if working

in sole charge, would find the proposed fees reasonable, they had a level of influence

over the medical profession that they might otherwise not have had. There is no doubt
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that, had the NZCOM united with the NZMA to oppose the RHAs' proposals, the

RHAs would have had to concede more. However, midwifery's new legal status was

embryonic and it was still in the midst of staking out its patch in the maternity services

field. Flaving come from a long history of medical domination, it was wary of medicine's

intent. Besides, much about the proposed new arrangements supported the intent of the

1990 Act. Under these circumstances it was not surprising that the NZCOM chose to

opt into the new arrangements, while still maintaining a strong position on certain points

that did not threaten their underlying philosophy and structure.

The R[fAs' position of influence was, from a Foucauldian perspective, facilitated

by the governing rationality of neo-liberal discourse which underlay the general health

system restnrcturing. This set discursive and other limits on the parameters of discussion,

decision making and practice and thus "structured the possible field of action of others"

(Foucault 1984:428). In addition, the consonance between neo-liberalism and the

underlying logic of individualism within the women's health movement enabled the

cooption ofthe consumer voice. Despite one of its objectives being to minimise the role

ofthe state, neo-liberalism nevertheless enables the state to remain relatively powerful.

This is because, in order to ensure that individuals' freedom, rights and choices are

protected, certain collective and, potentially, controlling structures are needed. Because

many of the power relations that operate at various sites need to come under this

umbrell4 the state is able to exercise considerable power. In the case of New

Zealand/Aotearoa's matemity services, in order to meet the state's obligations to ensure

women had 'rights' and 'choices'within a'women-centred' maternity servicg a national

frameworkwas established with a range of monitoring and other structural mechanisms

which also provided a means for the state and its agents to exercise considerable power

in the matemity senices arena. However, the constraints or empowerments imposed by

neo-liberal discourse were not inherent within structures, such as the state or the

economy, and were not inevitably dominating. Rather, they assumed prominence through

the historical coalescing of a wide range of factors and forces and through the manner

in which power was exercised by the various participating players.
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Although the relationships between the state's agents, the RHAs, and the

midwifery and medical professions were in one sense oppositional, they were also more

complex. First, the state was not shown to be a static body which directed and controlled

events but a more dynamic instrument of govemance. The professions too, through their

collection and collation of information about women and their careful monitoring and

managing of individuals' progress, were in themselves an integral part of governance

and, in fact, legitimated some forms of state governance. Second, the two occupational

groups were not united against the RHAs and in the period leading up to the official

announcement of the new iurangements midwifery's interests were more aligned with

those of the RHA than with medicine's. These factors both blurred oppositions and

fractured cohesions within the relationships between these groups.

Midwifery's professional interests were both assisted and threatened by the

direction of politico-economic and health system change. The gains from the Act and

midwifery's efforts to ensure the development of a distinct midwifery knowledge and

practice base strengthened its occupational standing and professional identity. However,

many midwives continued to provide primary maternity care within hospital settings

under the direction of medical practitioners and independent midwives continued to

share care with GPs. How midwifery works with zuch shared care relationships with

doctors in the future is crucial, both in terms of extending autonomous practice into all

settings and ensuring that the philosophical basis which supports existing autonomous

midwifery practice is not weakened. This is particularly so if the RHAs favour

contracting with independent practitioners associations or coordinated care organisations

for maternity service provision. In additiorq midwives' role in secondary and tertiary

maternity care necessitates that midwifery care be provided under the supervision of a

medical practitioner. Thuq in these settings, midwifery practice is not autonomous. Such

factors signal the ambiguity of midwifery's professional status and is a reminder of the

vulnerability and contestability of professional development.

The interface between power as plural, diffirse and contestable, and power as

exercised through governmentality, is not well described in Foucault's work. In this study

it would seem that within Iocal and national maternity services both aspects of power
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were evident and I would be reluctant to argue that the constraints imposed through

governmentality were where 'real' power and influence lay. Although these constraints

placed certain limits on possible action, they were always potentially, if not actually,

contestable. Using the genealogical notion of causality, the factors which would enable

actual, as opposed to merely potential, contestation were multiple and specific to

particular sites. In additiorq the power exercised through governance was itself diffirse

in the sense that it relied in part on self-regulation by each individual.

Implications for Studying Power in the Health Policy Process:

This research highlights the dynamic nature of power relations during a period of
significant change in one part of the health services. It demonstrates that power relations

within and between stakeholder groups within the health services arena can be complex,

variable, and politically and historically contingent. Although at times interest group

identity can be strong and coherent, at other times internal fragmentation can occur.

Similarly, although at times relations between groups may be clearly oppositional, at

other times there may be shifting and unstable alliances between them. Gains made are

constantly contestable and have to be renegotiated as circumstances change.

While there is much international and local evidence of medical dominance in the

health services, this study suggests that this is not impenetrable and that there has been

a reduction in medicine's controlling influence within the field of maternity services.

Whether this can be applied to another area of health is uncertain, however, since power

relations are specific to location, context and time. The factors influencing this shift in

the exercise of power within New ZealandlAotearoa's maternity services are complex.

Moreover, the shift depicted here does not indicate a guaranteed trend, since power

relations are constantly contestable. For this reason, rather than using the

deprofessionalisation or proletarianisation theories to explain the shift in medical

dominancg I chose a Foucauldian analysis. I[s notion ofgenealory was useful to explain

the multi-faceted nature and unpredictability of the causal process. In additioq his view

of power relations consisting of shifting and unstable alliances and his notion of the non-

unified and socially constituted subject were useful explanatory concepts.
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This snrdy also points to the need to re-examine some ofthe ways in which we

analyse the relationship between the state and health professions. By changing some of
the assumptions held about the state being a concrete entity which limits and controls

health professions, a more dynamic characterisation ofthe identity and power of the state

emerges. We can see that the state itself is constitr:ted and shaped by a range of practices

and rationalitieq which are historically contingent and also shape other interest groups.

Moreover, its relationship with health professions is not simplistically adversarial but is

seen to be simultaneously oppositional, interdependent and collaborative.

The plural nature of power relations, the resistances present and the constraints

in which these were acted out have implications for implementation theories. The central

role of interest groups in the implementation of the 1990 Act in the local setting

illustrated well the bottom-up implementation theorists' position that policy

implementers have an important impact on how policies are effected in practice and on

the process of further policy development. The tensions, resistances and difficulties

arising as key players took part in the implementation of the 1990 Act became important

points to factor into the development of the new maternity structure. However, the

discursive constraints imposed on the national consultation process suggest that, in this

policy development situatiorq there was a combination of top-down and bottom-up

implementation influences. While the RFIA was a dominant player with a clear policy

agenda, other key players nevertheless had an important effect on the process and

outcome of the development ofthe new arrangements.

Finally, the fluidity and contestability of power relations evidenced in this study

supporting those professionalism theorists, such as Abbott (1988), who argue that

professional development occurs through a dynamic process of competition with rival

occupational groups over practice jurisdictions, within the context of wider politico-

economic influences and internal differentiations. Such developments are neither

predictable nor linearbut subject to changing forrunes. The gains made by midwifery as

a result ofthe 1990 Act were constantly challenged, were not guaranteed once achieved

and had to be frequently renegotiated at both local and national levels.
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Epilogue:

The climate of change, uncertainty and conflict in maternity services, which occurred

throughout the six year period studied here, remains ongoing in the final days of writing

(April 1997). From July 1996 the medical profession boycotted the new arrangements.

Because claiming the (newly renamed) maternity payment schedule was considered an

indication of implicit acceptance of the terms of the new ilrangements, GPs who

continued to provide care either attempted to charge women or kept a record of services

rendered to make claims from the MPS at such time as the arrangements had been

revised to their satisfaction. Some GPs stopped doing obstetrics. The NZMAr in

conjunction with the General Practitioners Association, put together an alternative

proposal whic[ amongst a number of other changes, restored fee-for-service payments

in the antenatal period and enabled GPs who did not have a Diploma in Obstetrics and

Qmaecology to undertake the antenatal care. This proposal did not receive immediate

attention because ofthe period ofpolitical uncertainty caused by the impending October

1996 general election and the two months taken to form the new Coalition government,

the first under the Mixed Member Proportional system. In the meantime, an interim

funding mechanism was established to ensure doctors providing maternity care were

financially reimbursed for their services without this indicating an acceptance of the

current system.

On December 24th 1996, the RHAs released another proposal in response to that

ofthe N dA. It permitted different primary caregivers for the antenatal, labour/delivery

and posfrratal periods and introduced fee-for-service payrr.ents for antenatal visits while

reducing other module payments. The NZCOM had strong objections to the RHAS'

proposal. Apart from ongoing concerns about inadequacies in reimbursements for

postnatal care, travel and care for rural women, it had been happy with the philosophy

and flexibility of the July 1996 structure. In its submission on the RHAs' new proposal

the NZCOM contested the RHAs' deviation from their original commitment to

continuity of caregiver and the swings and roundabouts philosophy of the modular

payment system. It argued that the re-introduction of fee-for-service payments was to

appease doctors who did not provide proper continuity of care and that the funding for
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this was taken from the labour/birth and postnatal modules, both areas of predominantly

midwifery care. In effect, this compromised the 1990 Act achievement of equal pay for

work of equalvalue. The NZCOM warned the RHAs that if a satisfactory compromise

was not reached it would take legal action under Pay Equity and Human Rights

legislation (New Zealand College of Midwives National Newsletter, March 1997:4-5).

In early 1997, the ongoing dispute continued to gain media attention (e.g., Ansley 1997;

Anon 1997; National Radio l0l2l97; lll2l97) and consumer representatives continued

to express their discontentment, with both the process and outcome of the proposal

revisions, to key players such as North Health and the new Minister of Health, Bill

English (Auckland Maternity Services Consumer Council Newsletter 26:6-7). The

exodus of some GPs from maternity care had received relatively widespread publicity

and public sympathy Because the majority of women in New Zealand/Aotearoa appear

to still prefer to have both a doctor and a midwife provide their maternity care, the new

system was seen to reduce choices for women. However, the NZCOM national

coordinator, Karen Guilliland, contested the portrayed extent of doctors' exodus,

claiming this to be a strategy to put pressure on the RHAs (Ansley 1997).

It remains unclear what direction the new maternity services will take. In an

interesting turn, in late March 1997, all provider groups (the NZMA, the NZCOM and

CHE maternity service managers) and consumer representatives in Auckland decided

that they were not happy with the RHAS' latest proposals and their style of consultation

and agreed to meet together. At this meeting, to which the RHAs were not a party, a

number of shared grievances were voiced. This latest event signals yet another shift in

interest group alliances as these groups, frustrated by what they perceive to be the

RHAs' 'divide and rule' tactics, explore their common ground. In the meantime the

RHAs are attempting to draw the process to some sort of closure. To what extent

provider and consumer discontent and the post-election announcement that the four

RFIAs will be reduced to one by mid 1998 will have an impact on their effectiveness is

uncertain.

Amidst the confusion women continue to have babies, try to make sense of the

new system and try to make it work for them. Consumer advocates continue to challenge
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both the process and the outcome of the new structure, arguing that some of the

important gains for women resulting from the Nrrses Amendment Act 1990 are now

jeopardised Under the new system women have a more limited choice of independent

midwife, since it is not financially viable for midwives to travel long distances to provide

home-based postnatal care; are less likely to have shared care between a GP and

independent midwife; and are likely to have fewer postnatal visits. Whether some of

these problems are resolved rvith the ongoing changes to the stntcture and whether the

original aim of the maternity services restructuring - of ensuring a quality women-centred

service which could meet individual women's needs and be fiscally sound - is the

eventual outcome remains to be seen
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APPENDD( I:

PARTICIPANT INT'ORMATION SHEET

Dear

I would lilie to invite you to participate in the research I am undertaking for my PhD thesis which
has the working bitJe: Implementation of the 1990 Nurses Amendment Act in a Regional Context:
Imp li c a ti ons fo r Au ckl an d Ma t e rni ty Servi c e s.

I am a PbD student enrolled in the Departnent of Anthropolory at the University of Auckland and
fiuded by a Health Research Cormcil (HRC) Postgraduate Scholarship. I am also a non-practising
midwife with recent work experience as a health researcher in the Departnent of Community
Health, Auckland School of Medicine.

The aims of my research are to doamreirt and oitically analyse changes to the provision and uptake
of matemity services in the Auckland regon since the passage of the I 990 Nurses Amendment Ac!
which enabled midwives to practise independently, and during the initial stages of the health
reforms. As you will be aware these factors have initiated significant change to maternity service
provisionwhich is still inprogress. I will be closely examining this change process and the role of
major players and interest groups in shaping the direction of maternity services in the Auckland
regron as well as examining those factors which influence the pattem of intra-regional variation
within Auckland. This will be done with a view to identifying problem areas and developing policy
recommendations for future maternity servics provision within Auckland.

A major part of the research will be interviewing key informants, people like yourself, who have
rndepth knowledge of certain aspects of matemity services. I have chosen key informants from six
main interest groups:
l. Consumers (Const'merrepresentatives)
2. Midwives (CFIE-basod, independent, educators, professional organisation representatives)
3. Doctors (CHE-basd GPs, private obstetricians, educators, professional organisation

representatives)
4. Auckland CHE managers
5. Regional Funders (North Health personnel)
6. National level poliry makers

I have selected you ils a key informant because of the professional position you hold/ because I
have been informed that you have considerable knowledge and expertise in the area of

. I would like to stress that you are under no obligation to take
part in this shrdy. Ifyou do agree to participate and later become unhappy with you involvement,
you can withdraw yourself and .vour interview material from the research at any point without
having to grve reasons and without penalty of any sort.

Interviews will be semi-stnrchred and questions will be open ended so that you can elaborate as
necessary on the areas covered which will include:
- Your knowledge and understanrling of the process of change to the provision and uptake of
maternity services in your area as a result of implementation of the Nurses Amendment Act and
the health reforms;
- Your opinions on the change process;
- Problem areas or inconsistencies you have identified;
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- Suggested improvements to service provision.

Taking part in the research will involve two face-to-face interviews of approximately one hour
duration each. The frst interview will take place some time in JuIy or August this year and the
second will take place approximately a year later, when it is anticipated that the new contractual
arrangements with North Health will be in place. I am aware that some people may not be working
in the same field in a year from now. Since the aim of undertaking two interviews is to gain a better
appreciation of the change process rather than to do a comparative analysis, this should not be a
problem.

Intervieun will take place at a v€,nue of your choice and, with your pemrission, will be audio-taped
and later transcribed. A copy of the interview transcription will be sent back to you in order that
you can vet it. All transcriptions will be treated as contrdential and will only be read by me, the
persm transcribing the t4es and possrbly nry supervisors. Your name will not be used in arry fural
documentation although, with your permission, reference may be made to your position. Where
infomntion is sensitivg special attention will be given to ensr:ring anonymity. If you have concems
about anonymity you will have the right to read the relevant section and approve it.

If you decide to participate in the research I will be unable to pay you for your time. However, I
hopethatyouwillenjoy taking part in a research study which will not only document and analyse
an important period in the history of matenrity serricss in New Zealand, but will also make
recommendations for future services. Sr:mmaries of the research wil be made available to all
participants and copies of my thesis will be publicly available.

I will contact you by phone in approximately a week to see whether you are happy to be
interviewed" If so could you please sigr the enclosed consent form which I will collect from you at

the interview. If in the meantime or at a later date you have any queries or want to know more about
the research please do not hesitate to contact me. My phone number is 623 2786. You can also
write to me at: 2TAYiew Rd, Mt Eden or the Dept of Anthropolory, University of Auckland.
Alternatively, you may want to contact either of my supervisors:
Dr Julie Park: Dept of Anthropology
Dr Peter Davis:Dept of CommunityHealth

Sally Abel
PhD Student
Departrnent of Anthropology

(Tel:373 7599 Ext 8589)
(Tel: 373 7599 Ext 6338).
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LEGISLATIVE CHANGES RESTJLTING FROM
THE III]RSES AMEIIDMENT ACT I99O:

The Nurses Amendment Act 1990 brought changes to five Acts and five Regulations.

The five Acts and their amendments were:
L The Nurses Act 1977:

- ANZCOM representative to be on the Nursing Council
- TheNursing Council to investigate complaints against registered midwives and
reports of professional misconduct by midwives in relation to the claiming of
maternity and pharmaceutical benefits
- Permission to establish experimental midwifery education programmes at

tertiary education institutions
- Permission for midwives to take sole responsibility for the care of women
throughout pregnancy, labour and delivery and the postnatal period
- Permission for midwives registered under a direct entry midwifery education
progranrme to practise on the same basis as other midwives
- Repeal of s58 of the Act charging Medical Officers of Health with the
supervision of midwives.

2. The Social Security Act 1964:
- Midwives entitled to claim maternity and pharmaceutical benefits for the
provision of childbirth services on the same basis as medical practitioners
- The NZCOM now to be included in the fixing of maternity benefits fees, along
with the NZMA and the Minister of Health.

3. The Misuse of Drugs Act 1975:
- Midwives entitled to prescribe, supply and administer the controlled drug
pethidine
- Ilfidwives included in the disciplinary provisions for contravention of the Aa.

4. Ihe Medicines Act I98I:
- Midwives entitled to prescribe and administer medicines commonly used in
pregnancy, labour and the postnatal period.

5. The Area Health BoardAct 1983:
- Midwives entitled to access to area health board materniry facilities on the same

terms as medical practitioners.

The five Regulations and their amendments were:
1. Obstetric Regulations 1986:

- Midwives included in the requirement to notify the appropriate authorities of
births and septic conditions and to keep a register of patients and clinical records.
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2. Social Security Q.aboratory Diagnostic Sewices) Regulations I98I:
- Mdwives entitled to order laboratory di4gnostic services and these to be paid
by the Department of Health.

3. Social Security (Phwmaceutical Benefits) Regulations 1965:
- Pharmaceutical benefits for midwifery services to be paid to midwives.

4. Misuse of Drugs Regalations 1977:
- Mdwives'prescription of pethidine regulated. For midwiferyuse only.

5. Medicines Regalations 1984:
- Mdwives' supply and prescription ofmedicines regulated.

Reference:
Department of Healt[ 1990- .Alzrses Amendment Act ]990: Informationfor Health
P roviders. Wellington.
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LEVELS OF MATERNTTY FACILITIES AND MATERNITY CARE:

New ZealandlAotearoa's public maternity facilities are differentiated into 4 levels (0,1,2

and 3) according to the level of neonatal support and obstetric cover provided. In

additiorq maternity care is divided into primary, secondary and tertiary care, categories

determined according to the normalcy or otherwise of the woman's pregnancy and

childbitth. Within the restructured health system these categories have been called

components of service (COSs) (see National Women's Hospital 1995:17).

Maternity Facility Levels:

Level0:
The Department of Health (1991) defines the care offered at Level 0 facilities as "care

provided by general practitioners and midwives for uncomplicated deliveries and well

baby care". These facilities cater for women under GP or independent midwife care

whose labour, delivery and postnatal period are normal. There are no services to deal

withthe complications of childbirth or unwell babies. If these problems arise the woman

(and baby) must be transferred to another hospital.

Level l:
The Department ofHealth (1991) defines the care offered at Level I facilities as "care

for uncomplicated deliveries and well baby care. Facilities, including a blood bank, are

provided for emergency Caesarean section and emergency care. Level I lacks a

combined obstetric/paediatric service and is not a refenal centre". These facilities

provide 24 hour obstetric and anaesthetist specialist on-call cover for obstetric

emergencies. They also have on-call paediatric services available and are able to cater

for babies of 36 weeks gestation and over. If the baby is less the 36 weeks gestation or

if complications develop in labour indicating that the specialist neonatal services are

required the woman must be transferred to a higher level hospital.

Level2:

The Department of Health (1991) defines the care ofi[ered at Level 2 facilities as

"specialist obstetric and paediatric care, which includes a limited obstetric and neonatal

referral centre with limited facilities for newborn intensive care". These facilities have

resident obstetric specialists and a special care baby unit.

Level3:

The Department of Health (1991) defines the care offered at Level 3 facilities as

"regional specialty services with a full range of specialist obstetric and paediatric care,
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a major obstetric and newborn referral centre for particular regions and operate a
newborn transport service". These facilities differ from level 2 units in that they provide
more sophisticated obstetric cover and also have intensive care babv services.

Levels of Maternity Care:

Primary Materni8 Care:

This is care provided to women experiencing normal pregnancy and childbirth. Primary
care Gan be provided by a midwife, a GP, a private obstetrician or a hospital team.

Usually midwives and GPs are required to refer women to an obstetrician if their
progress ceases to be classified as normal.

Secondary Maternity Care:

Women are transferred to secondary care if they develop moderate complications of
pregnancy or childbirth" zuch as hypertensior\ preterm labouq or require an instrumental
or Caesarean section delivery. Women with histories of certain pregnancy and
labour/delivery complications may be required to be under secondary care throughout
the whole oftheir pregnancy and childbirth. The care is provided by a private or public
obstetrician. The point of transfer from primary to secondary care can be contentious,
since there is sometimes disagreement over what defines a deviation from the normal
progress of pregnancy, labour and delivery. In additioq some general practitioners feel
that the management of some mild obstetric complications falls within their scope of
practice and therefore do not feel it is necessary to hand over care to an obstetrician. The
RHAs' Criteria for Referral to Secondary Care aimed to clarify the point of hand-over.

Tertiary Maternity Care:

Women receive tertiary care if they have severe complications of pregnancy and
childbirth, especiallywhere specialist physician input is required. In other words, where
the care needed falls out of the scope of praaice of the average specialist obstetrician.
This may occur in cases where a pregnant woman has, for example, a heart disorder,
severe diabetes, a kidney problenq eclampsia or where fetal transfusion is required.
There are very few maternity units throughout New ZealandlAotearoa offering tertiary
obstetric cover. National Women's Hospital is the most sophisticated of them and for
that reason its catchment includes not only all of the country but also parts of the South
Pacific.
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MATERN]TY PAYMENT SCMDULE - JULY 1996

PART B - MATERNITY PAYMENT SCHEDULE & ADMINISTRATIVE REQUIREMENTS

PART ..B'' MATERNITY PAYMENT SCHEDULE AND
ADM IN ISTRATIVE REQU I REM ENTS

1.0 MATERNITY PAYMENT SCHEDULE ("MPS")

1,1 PAYMENT FOR SINGLE SERVICE EPISODES

1.1.1 Information Re Options of Care

1.1.2 Pregnancy Care

1.1.3 Urgent Out of Hours Pregnancy Care

1.1.4 Threatened Miscaniage Services

1.1.5 MiscarriageServices

1.1.6 Ultrasound Scans

1.'1.7 Consulting SpecialistObstetrician Services

1.1.7.1 First Trimester - First consultation

1.1.7.2 First Trimester - Subsequent consultation

1.1.7.3 Other than First Trimester - First consultation

(including ultrasound budget for both first and

subsequent consultations)

1.1.7.4 Other than First Trimester - Subsequent consultation

1 .1.8 Specialist Obstetrician Labour and Birth Services

1.1.9 Specialist Anaesthetic Services -

Payment will be made at the rate of $28.20 per unit

under the Relative Value Guide system

1 .1 .10 Specialist Paediatrician Services

1.1.10.1 Consultation

1.1.1O.2 Further consultation on the same oroblem

1 . 1 . 1 0.3 Attendance at delivery (additional payment for each

half hour or part thereof beyond the first half hour)

1 .1,1 O.4 U rgent Paediatrician attendance

g

10.00

25.00

45.00

45.00

75.00

79.60

83.80

41-90

108.00

41.90

425.00

86.00

43.00

76.80

129.70
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1.2 PAYMENTS FOR LEAD MATERNIW CARER MODULES

The following payments incorporate the provision of specific services whiph, where
ordered by the Lead Matemity Carer or as othenrvise allowed for in this Notice, will
be paid by the Agency on behalf of the Lead Matemity Carer and deducted from
the Module Payment payable to the Lead Matemity Carer. These services are
specified in the Service Specifications contained in Part A of this Notice.

MODULES

1.2.1 Registration with Lead Matemity Carer and Care

Plan development

1.2.2 Pregnancy Care - Second Trimester

1.2.3 Pregnancy Care - Third Trimester

1.2.4 Labour and Birth Services

1.2.4.1 Labour and Birth Services - first birth

(including multiple births)

1.2.4.2 Labour and Birth Services - subsequent births

(including multiple births)

1.2.4.3 Supplies and Services for Home Birth

1.2.4.4 Services at Birthing Unit

1.2.5 Services Followino Birth -

g

75.00

165.00

230.00

950.00

750.00

180.00

100.00

1.2.5.1 Where woman receives lnpatient Postnatal Care 280.00

1.2.5.2 Where woman does not receive Inpatient Postnatal Care 380.00

1.2.5.3 Rural Home Visit Travel Supplement

1.2.5.3.1 Category A

Where woman's UsualArea of Residence is:

Rural and is located more than 30 minutes but

less than 60 minutes by Normal Road

Transport from the nearest birthing facility 200.00

1.2.5.3.2 Category B

Where woman's UsualArea of Residence is:

Rural and is located more than 6O minutes by

Normal Road Transport from the nearest

birthing facilitY 350.00

1.2.5.3.3 Where there is a specially designated area

determined at the RHA's discretion 2OO.OO
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PROP'OS;ED ru,r*TERtYf,fY PAYIVIENI SCffiDULE - JUI\{E 1995

IllATERiITff PAYMEilT SCHEDULE
PROPOSED SCHEDULE OF FEE.S .

(fts"a d'o"c tt S)

The ProppsedSotrtd. ule qf Fees is to be read h coniun€{ionwiur Uan { of tlie Jsint RhlA ConuadEirategy Paper
(AU fe,es rr€ GSTanolusiwl
FEEIITIoOULE DeS,CRlPTtOl{

. PregaaooryGarc. .

r FregaenrqyCare lurgPrit and Ottt af Hours

o Threatened Miscaniage Seruices

r SeMcssldr.Misiraniage

+ .tnfanrnatioo re Optibns of Care

r Lead Maternity Carcr Regisr4ion and Gare
Pbn Fee

FEE lrlo-D.ULE DESCRIPTIOJII

. lFiegdanejr" €,eqo.|!dT{irnester

r Pregnirn-cry.r T:hitd T.limeetai'-

r Labolr,andt8irth Sirvices

$upplies f or Flomer Bltitts

.' S€iiices,Frglloiilirlg 8it!h

r Horfie kte.Su.F0l€$ient

FA,YMENi TYFE

Fee lorsenieg

Fea forservlc:

F€E lor 3ewice

Fee fOr$qrvie

Fee toisiervise

Fee br.sinii:e

PAY'II'IET'I'TYP€

tMo-dttl9

M6iJuta,

Moduler

F,ee 0cr's€wics

Modirte 
.

ModtitE

C-LAIIJIANT

illiCqdte GrP, Obstetlfician '

Midliife, GP. Obsblrician

Mitlr'rfe. Gfl Obstetridan

Mrdudf e. P. Obrtetdcbn

Midwifq, @P, Obsutsr'cian

L€edlyldcrnis qatsf

cLAniAlrT

ll-eadiMC(erniF eer€r

Lead lvtalem'ity'Car€r

Lead Maiemity.Oarer

Leed il|iaternity CeGr

L€edUst6tf$ly Ceter

Lead lrEtemivCar€r

AMOI$NT

1U5.00 g€r'vlslt

S45.O0 pervhit

545.00 per att€ndafice,

57€.00 pe, mtscaniage

$10.00 ger wo.man

S75.b0 perweriurr

Am0uNr

3,169.@. per nodule

S230.00 F€r nodrile

5730.00 per module

S60,U0 FerdeliverT

$350-!00 9€rmodul€

S90!00 p6t modulr
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FEAMODULE DESCRIPTION

i Specialist Consultation Services (Obstetricians)

r Specialist Consultation Services (Paediatricians)

Specialist Secondary Labour & Birth Services

AnaeslhetidEpidural seryices

. Ultrasound

PAYI.lENT fiPE

Fee for service

Fee ior service

Fee For rcrvice

Fee for service

Fee for service

CLAIMANT

Obstetricians

Paediatricians

Obstetricians

Anaesthetists

Radiologiss

AI.lOLiNT

S109.00 psr ccnsultation

S70.00 per consultation

S425.OO per delivery

S28.20 per unit undEr the
existing Relatve Value Guic.
syslem

)6J.bU per utirasound
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A DEMOGRAPHIC PROFILE OF'THE AUCKLAND POPULATION:

In the profile that follows, data from the l99l and 1986 census have been used to

provide a socio-economic and ethnic profile ofthe general populations in what were then

the four Auckland health districts; south, central, west and north. In addition, the

numbers and ethnicity of women of childbearing age within each health district are

profiled. As mentioned in Chapter 9, the four health districts became the basis for

defining the three crown health enterprise catchment areas in 1993 and there were some

significant variations in the demographic profiles oftheir populations.

General Population:

According to l99l census data the resident population of the greater Auckland area was

952,914, an increase of 8o/o from the previous census in 1986. Table A.l gives the

numbers and percentages ofthe total Auckland resident population in each of the health

district for both censuses, as well as the percentage increase within each district over this

period.

Table M.l: Numbers and percentages of Auckland resident population in each health district for
1986 and 1991.

District Resident Pop
(1e86)

% Auck
Pop (1986)

Resident Pop
(leel)

% Auck
Pop (1991)

o/o increase
within
district

South 275.808 31 303.987 32 l0

Central 293.061 JJ 305-457 32 4

West r36.4r0 l5 r52.2r7 l6 12

North 175.905 20 191.253 20 9

Greater
Auckland

881,184 100 952,914 100 I

(Source. SuperMap)
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As can be seen from the table, the two districts in which the most population $owth

occurred were West Auckland (12%), which had the highest rate of increasg and South

Auckland (lO%), which had the greatest increase in terms of numbers. The West and

North Auckland population numbers were almost half that of the other two areas. In

1993 when the health system was restructured and the CIIEs were created they became

combined to form the Waitemata Health CHE and became the CFIE with the largest

resident population within the Auckland area.

Socio-Economic Variations Within the Health Districts:

Four variables taken from the l99l census were used to give a socio-economic profile

ofthe resident populations in the four heatth districts. However, in some cases there was

also considerable variation within each district. For example, within the South Auckland

district lie both the relatively affluent suburbs of Pakuranga and Howick and the

relatively poorer suburbs of Otara and Mangere. Despite this the following variables did

reveal important variations between resident populations of the different health districts.

The variables chosen included two that related to the total adult populations in each

district and two that pertained only to adult women.

The first variable was family income. This was chosen rather than personal

income because ofits increased relevance for women having babies, many of whom take

time out ofthe paid work force for some time after giving birth. For the purposes of this

study I divided family income levels into four groupings. Table A.2 shows the

percentages offamilies within each district in each of these family income categories. It

illustrates that, despite internal variances, there were overall distria variations in family

income levels, withNorth Auckland having a significantly higher percentage of families

in the top income category and a lower percentage of families in the bottom category

compared to the other districts. In particular the confast with South Auckland was most

marked.
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Table VI.2: Auckland health disfiict wrtim lncome l99l

Disrict $0-15,000 $15-30,000 $30-50.000 Over $50,000

South I2 20 22 29

Central l1 2l 20 JJ

West l0 22 26 29

North I 2l 23 37

Greater
Auckland

l0 21 22 32

(Source: SuperMap)
NB: Details were either not specified or not available for 15% of Auckland families.

The second variable considered in establishing an impression of the socio-

economic status of the resident population in each health district was occupational

grouping. The sample group was all people in full time or part time paid employment.

I did not examine occupation grouping forwomen only, since in l99l 47Yo of Auckland

women classified themselves as being not in the paid labour force. Census data were

divided into ten broad occupational groups which were not clearly graded according to

status. However, by depicting percent4ges of people within categories an impression was

gaind ofthe relative lwels ofblue and white collar workers. Those in the Armed Forces

and those not specifying occupation together accounted for2%o ofthe total group and

were excluded. I combined the remaining occupational groups as follows:

A. LegislatorsAVlanagers and Professionals
B. Technicians and Associate Professionals
C. Clerks and Service and Sales Workers
D. Agriculture, Fishery and Trades Workers
E. Plant and Machinery Operators and Assemblers and Elementary Workers

Table A.3 gives the percentage of people in each district within each of these

groupings. It shows that there was some similarity in distribution for the North and

Central districts and for the South and West districts, with the former two districts

having a higher percentage of people in the white collar occupations (A and B) and a

lower percentage ofpeople in the blue collar occupations @ and E) than the other two

districts.
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Table M.3: Auckland health

(Source: SuperMap)

In an effort to identify socio-economic differentiation .rmongst women only, a

third variable, highest educational qualification, was used. Educational level has been

used at times as a proxy for socio-economic status (see Lambie 1994) and in conjunction

with other variables can be an important indicator of social status. As Table A.4 shows,

West and South Auckland tended to have a greater proportion of women with no

qualifications and a smaller proportion of university educated women than the other two

districts. The most marked difference was between the southern and northern districts.

This finding tends to reinforce the profile already obtained from the previous two

variables.

Table M.4: Auckland health district percentages of highest qualification for ferrales over 15 years,
1991.

(Source: SuperMap)

NB: Those still at school were excluded.

district percentages of paid workforce 1991.

District A (%) B (%) c (%) D (%) E (o/o)

South 22 10 28 l8 20

Central 32 l4 28 ll l3

West 22 lr 29 l9 17

North 28 l4 30 t4 n
Greater
Auckland

27 t2 28 l5 l6

District University study
(%)

Other tertiary
(%)

Secondary qual
(%)

No quals
(vt

South 5 27 22 JJ

Central 13 27 24 24

West 6 30 25 30

North 9 32 27 22

Greater
Auckland

9 29 24 27
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Afourth variable, percentages ofwomen over l5 years on the domestic purposes

benefit (DPB), was also used because ofits relevance to this study of maternity services.

Although the percentages were relatively small, Table A.5 shows that South and West

Auckland had higher percentages of women on the DPB than the other two districts. In

fact, South Auckland's percentage was almost double that ofNorth Auckland.

Table VI.5: Auckland health disfrict: AucKland health dstnct percentages of women over on the 991.

Women
over 15

South Cenfial West North Greater
Auckland

% on DPB 6.2 4.3 5.5 J.L 4.6
(Source: SuperMap)

The picture created by examination of these four variables was of some socio-

economic similarities between North and Central AucHand and between West and South

Auckland. AlthoughNorth Auckland family income levels were rather higher than those

for Central Auckland, there were similarities in the other variables and relative to the

other two districts they both had higher percentages of families in the upper income

bracket, of people in white collar work, and of women with university education and

Iower percentages of women on the DPB. By contrast, West and South Auckland had

greater percentages oftheir resident populations in the lowest family income bracket, of
people in blue collar worlg and of women with no qualifications and higher percentages

of women on the DPB when compared to the other two districts. The most marked

differences were between North and South Auckland. However, while there were

significant differences between each district in the upper and lower categories for each

variable, in each case a large percentage of the population fell into the middle categories

and this may minimise the extent of these differences.

Ethnic Variation Within the Health Districts:

There were significant ethnic variations between the health districts, with South

Auckland having a greater percentage of Maori and Pacific Island residents than the

other disricts and North Auckland having a significantly greater proportion of Pakeha.

of
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Table 4.6 shows the percentage of each ethnic group within each district in 1991.

Table VI.6: Auckland health district percentaqes of ethnic erouos- 199

(Source: North Health, n.d.)

Women of Childbearing Age:

According to the l99l census there were263,427 women between the ages of
15 to 49 years residing in the greater Auckland region. This was an increase of ll%o

from 1986 and compares with a general increase in the Auckland population of 8olo over

this period (North Health, n.d.). Table A.7 details the numbers of women in this age

range for each health district, the percentage of total Auckland women in this age range

and the district percentage increase since 1986.

Table VI.7: Auckland women between the aees of

watt!

District % Pakeha %NZ Maori YoPacrfrc Islanders % Other %Total

South 62 17 l6 6 100

Central 69 9 13 9 100

West 76 1l 9 4 100

North 89 6 2 4 100

Cneater
Auckland

72 ll ll 6 100

women between the ases of 15 and 49 health district" l99l

District Women 15-49 years
(leel)

% of Auckland total
(reel)

7o increase from 1986

South 83"235 32 L2

Central 85-734 JJ 9

West 43.422 l6 t5

North 51-036 l9 l1

Greater Auckland 263,427 100 ll
(Source: North Health" n.d.; SuperMap)
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As demonstrated in this table, West Auckland experienced the gr€atest

percentage increase in women of childbearing age between 1986 and 1991. In fact the

rate of increase was approximately 600/o more than that for the Central district. This has

implications for future maternity service planning since West Auckland maternity service

facilities cater for the fewest lvomen and many women still travel out of the district to

have their babies.

Ethnic Variation Amongst Women of Childbearing Age:

The 1991 census demonstrated that, as for the general populatiorq there were

significant regional differences in the ethnicity of women of this age. For example, the

percentages of Maori and Pacific Island women in this age range in South Auckland

(17% and 160/o respectively) were almost one and a half times that of the general

Auckland population and were significantly higher than in North Auckland where there

were 6Yo Maori and ZYo Pacific Islands women. Table A.8 gives an ethnic breakdown

of women of childbearing age within each health district according to the following

ethnic groupings: Pakeha, Maori, Pacific Island, and Other. The west and north have

also been combined to give totals for what would later become the Waitemata Health

CHE.

99able M. 8 : EthniciW of Auckland women betrveen the ases of I 5 -4 9 vears bv health

District o/oPakeha %Maori o/oPacifrc Islands %Other

South 60 T7 t6 6

Central 66 l0 l4 ll
West
North
Combined

75

88
82

ll
6

8

9

2
5

5

5

5

Greater
Auckland

70 t2 ll 1

(Source: North Health, n.d.)
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