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Female Care       Tues. Feb 3, 2004 (2nd hour)

Tracy Leach  (416) 858-0136


First off, an apology.  I did female care and geriatrics this week.  It needed to be in by Thursday for Friday’s noteservice.  I’ve had the female care stuff in my possession for a few days, but I needed to add a couple of things (ie the stuff below) so I held off on handing it in. I was rushing to get Geriatrics done, and it took longer than I anticipated – so I missed the deadline for BOTH classes. I’m sorry if you have increased printing costs as a result. 

We had a guest speaker, a midwife named Anne Pennington. The lecture consisted of her reading straight off the website of the Association of Ontario Midwives (www.aom.on.ca).  Therefore everything you need to know from at least the first half hour is on the website.  I printed off the material from said website; this is the part I’ve had in my possession for a few days but didn’t hand in. So go to www.aom.on.ca – click on the subheadings “About Midwifery” and also “Fact Sheets”.  These will provide, word-for-word, what she said. (She kept emphasizing continuity of care as a benefit of midwifery – but maybe she was just running out of things to say).

The last half hour was for questions the class, so I’ll put those in here – you never know, we may get asked something from the question and answer time. During the question period Dr. Schoales did specifically ask her to talk about what they do for a breech and also about income levels for midwives, so my guess is that she might think it’s important for testing purposes.

Q: What would you do for a breech position?

A: If baby is breeched at 32-34 weeks, they would recommend seeing a chiropractor that uses a Webster technique, and/or use ???? (sorry, couldn’t make out this part) to relax the uterus, and/or see a homeopath for homeopathic remedies. At 36 weeks, they will order an ultrasound to confirm the position. At 38 weeks, they must consult a physician for an ECD to turn the baby abdominally.  If the baby is still breeched, a vaginal birth is usually not done unless the woman really insists on it.  A recent study found that a Caesarian is 14 times safer than a vaginal birth in a breech position.  That wasn’t what the midwives wanted to hear, but they do try to be evidence-based, so they go with it. Most new doctors are not being trained in vaginal births with a breech position.

Q:  Income levels?

A:  A midwife usually attends about 40 births per year (ie, caring for the woman from early in pregnancy until 6 weeks post-partum).  They are constantly doing continuing education so they are paid for 40 but usually go to 80. They are on-call 24/7, with 1 weekend off-call per month. They usually go 5 months on, 1 month off (how this fits in with a 9-month pregnancy with continuous care, she didn’t say). A midwife usually starts out at about $55,000 per year, and the most experienced get $77,000 per year. Considering that they are constantly on-call, they are not in it for the money.  But job satisfaction is very high. There is the satisfaction of having women really appreciate the care they received, and they sometimes give the midwife very nice gifts (because someone asked about “tips”). She also really likes the autonomy. 

The midwife is paid for a specific schedule of visits; in other words, there is no financial incentive to order extra (unnecessary) tests or extra visits.

Q: How is it different in other provinces?

A: (This is going to be a mish-mash of unrelated info): She didn’t know, other  than the stuff that is on that website (which you can read yourself, about where they are licensed and regulated).  What is unique about Ontario is this: at the turn of the century, midwifery was eliminated in Canada; Ontario was the first place it was re-implemented. There is a high burn-out rate after 3-4 years in the profession, due to the 24/7 on-call duty (didn’t she just say job satisfaction was high? Maybe she meant  for her it is). In other countries, midwives work in shifts.  You get whoever is “on” that day.  This is better for the midwives, but doesn’t provide the continuity of care we have here, where you get ONE midwife looking after you from early pregnancy to 6 weeks post-partum. Physicians provide a different kind of continuity of care in that they are often involved with the whole family, and with non-pregnancy related needs as well.  The midwife’s “continuity of care” ends 6 weeks post-partum.  But then again, it’s hard to find a GP who delivers babies.

Q:  So what is it that midwives do differently?/ 

A:  They work with different positions, ice, counterpressure, massage, etc. If an epidural is needed, they can order it (because it’s a medical procedure). They don’t offer drugs at home, but in hospital they can give nitrous oxide.  If they need such things as demorol, they have to get the physician’s approval.

Q:  So…that didn’t really answer the question...what’s the difference between using a midwife in the hospital for a normal, risk-free pregnancy, and using an obstetrician in the hospital for a normal, risk-free pregnancy?

A: With a midwife, there is more one-on-one interaction; every scenario is discussed ahead of time with the pros and cons of each procedure weighed; the woman ultimately makes the decisions using the information given to her; using a midwife tends to reduce the need for medical intervention.  The midwife basically is there to encourage and support the woman. With an obstetrician, the doctor decides what should be done regarding things like ultrasound. The doctor is the primary decision-maker. Some women would rather have the decisions made for them as it’s less work than learning about the different choices.

Q:  Midwives deal only with low-risk pregnancies. Approximately what percent of births seem as though they are going to be normal, but then have to have emergency procedures?

A:  50% of planned home births end up being transported to hospital. Most of these are just a change of plans, not due to an emergency.  1.5% of planned home births are transported to hospital in an emergency.

Q: At what point would a pregnant woman call a midwife?

A: Midwives are in great demand, and waiting lists can be long, so she should call up as soon as she knows she’s pregnant.  The first visit is just a consultation to determine if midwifery is right for the particular woman.  

Q: Can you give any tips on how you managed to build a positive relationship with the medical community when your profession is outside of it? (Like ours is).

A: They had some very skilled people from prelegislation to legislation (I would add that we do as well). Also, family physicians are leaving Ontario, leading to a shortage. This puts midwives in great demand.  While midwives have gained acceptance in a lot of places, there are still “pockets of resistance”.  When she first started at a hospital some years ago, it was uncomfortable…actually, no, it was “openly hostile.”  It has taken a lot of time and work to build a positive working relationship.

Q: What are your recommendations with regard to hospital vs. home birth?  

A: Give the woman all the information, and discuss risks and benefits so that she can make her own choice, as long as she is healthy and normal.  (This issue of choice was brought up over and over).  Midwives are not supposed to give opinions, only info and choices.The midwife plays the same role, whether at home or in hospital.  There is nothing a midwife will do in the hospital that she doesn’t do at home.    The home birth (which is far less mainstream in our society) may be more comfortable; the woman has more control (doesn’t have to ask to hold the baby, etc.); she decides who visits and when.  The advantages of hospital are: access to doctors and drugs, so possibly less distress in early labour. Things can and do go wrong, so the woman might feel more comfortable being there just in case.  Disadvantages:  more interference, less social support in hospital.  

By the way, in Quebec, midwives are funded and regulated but they can’t give home birth. 

Q: What training does a midwife have if something does go wrong during a home birth?

A: They have emergency skills, CPR, they carry oxygen and suction equipment to the birth, as well as anti-hemorrhagic drugs.  They prepare an emergency resuscitation area for the baby ahead of time.  Emergency phone numbers are posted by the phone so that if  they need to call, nobody has to waste time thinking.

Q: What are the pros and cons of epidurals?

A: (At first she didn’t seem to know, but then she came up with a few things): It blocks the pain; narcotics don’t (narcotics just take the edge off so the pain doesn’t bother the woman as much).  With an epidural, the woman loses the feeling of when to push.  This can slow labour down.  But if there is a lot of fear and holding back, an epidural may be just the thing.

Q: How would a midwife help a woman deal with fear?  

A: Explore it ahead of time, pre-natally.  Can encourage the use of a homeopath for the emotional stuff.  Help her get the information so that she knows she is in control.  

Q: Are twins “low risk”?

A: The first twin is, the 2nd isn’t.  With the second twin, you can’t tell what the presentation will be because the first one is in the way.  When twin #1 is born, the uterus suddenly shrinks  - - this can cause complications for twin #2.  The first baby will sometimes pass meconium; if the second baby aspirates this on the way out, it can lead to a lung infection. If the woman is carrying twins, a physician must be consulted before going ahead with a midwife.  

Q: What else can the pregnant woman use to ease the whole birthing process?  

A: Acupuncture, massage, TENS, naturopathy, chiropractic.

Q: Regarding that study (this is on the website – don’t  forget to look at that stuff) showing midwife-delivered babies and their moms were healthier, fewer complications, yada yada…..could that be just because they screen out the high-risk women in the first place?

A: No. They compared low-risk women who used midwives with low-risk women who used conventional medicine. 

