One mother, one midwife
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here isa new campaign sweeping the
T UK. The ‘one mother, one midwife’

movernent started on 13 June 2005
and has women and midwives campaigning
together with the same goals and the same
vigion —for every UK woman, of whatever
background and socio-economic status, to
have the apportunity to choose her midwife
and be provided with a maternity servics
built on choiee, information and
partnership.

Under the proposed ‘NHS Communi ty
Midwifery Model” put forward by the
Independent Midwives Association IMaA) a
standard midwifery contract {such as that
already in place for general practitioners)
will enable both NHS-employed and
independent midwives to use NHS facilities
and provide one-to-one midwilery care to all
women. regardless of background, This
ideology is not out te replace other models of
care but will stand alongside current
madels. increasing choice and putting
women al the centre of the matermity
service provision, where they belang.

“One mother, ene midwife' (OMOM) is
aboul promoting continuity of midwifery
care and forming a partnership between
mothers and their midwives, thus

Ll would give all women access to one-to-one
midwifery care. Laura Abbott reports

promating trust and confidence, The
evidence is clear that continuity of care
reduces the need for intervention in labour
(Hodnett 2004). Evidence also suggests that
the type of one-to-one care propased by the
NHS Community Midwifery Model reduces
the need for pharmacological drugs in
labour and Caesarean sections, increases
breastfeeding rates and maternal
satisfaction, and reduces overall costs to the
MNHS (Homer et al 2002, Hodnett 2004,
Pageetal 2001). )

Women report feeling frightened and
alone in labour, and the incidence of post-
traumatic stress disorder is steadily
inereasing (Hillan 2000 and Laing 2001).
OMOM is committed to changing this, As
one campaigner says: “If we a3 mums allow
this sort of conveyer belt system to carry on
then our daughters and grand-daughters
will end up with more and more
intervention and poor care”,

Standard 11 of the National Service
Framework (NSF) {DoH 2004) declares that
women should be able to access a midwife as
their first polnt of contact, ANl women
should be supported by a known midwife
with easy access to high-quality maternity
services. It also states that women shoold
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‘If we as mums allow
this sort of conveyer
belt system to carry
on then our
daughters and grand-
daughters will end up
with more and more
intervention and
poor care’

make informed choices in partnership with
professionals with equal access to high-
quality care. Cholce is central to the NSE
with talk of easy access to information,
facilitation of normal childbirth wherever
possible and choosing the place of birth. The
implementation of the NHS Community
Midwifery Model and the aims of OMOM
would achieve the aims of the NSE

How the NHS Community

Midwifery Model would work

The basic principles are as follows (see also
Figure 1};

® Pregnant woman has fist of midwives
from which to choose,

® 3he contacts midwives and chooses the
person with whom she is most
comlortable.

& Midwife enters into standard NHS
contract with set fes per woman,

® Midwile and woman have full access to
MHS [acilities.

® Woman chooses place and type of birth
that most suits her needs.

How funding would work
The proposed method of funding is shown in
detail in Figure 2.

The New Zealand experience
A similar model was introduced throughout
Mew Zealand in the early 1990z, and is the
basis of all maternity care in the country,
Slnee this style of care was introduced, more
than half of all New Zealand women choose
amidwife practising independently as their
lead maternity professional for their
pregnancy. birth and the postnatal period.
Many maternity establishments are
short-staffed, but through the NHS

THE PRACTISING MICWWIFE & VOLUME 9 NUMBSER 1




Cammmumity Midwilfery Model we are

g seluen o the problem of FIGURE 2 Funding the OMOM model

ol

ol

recruitment —and particalarly retention
mridwives, Midwives will be encouraged o :
sty i the profession by maximising the use

Department of Health |

ol their skills arnd radsing the overadl

stamndard of cure. There is now mounting

evilenee thin edwives v this apticn 'f
VLA TO0R sned BOR 2005, and QMM
campaigners believe that by having this
mudel in place many midwives will be

Funding for Midwifery
Contract Service

attracied back into the profession with

Bulk funding for current
| midwifery services

Y

mnproved working conditions and lexibiliy [
of worklad, 10is also recognised that the Yy
el autenomy this model would | T

MH5LAProposed new
body to provide cover for
| self-employved midwives

cary, and midwives could choose lowork, O

invcariabiy bring would help retain midwives
estallord 2001, |
Wormen could stll choose 1o have Lheir

|

5et amount for waman's care
provided by self-employed
midwite praviding one-to- |
one care with own case load |

wnneder the curreni svstemgs, The NHS
weanrnanily Midwilery Model 3 progrsed 1o

prvace astructure in which midwives could

-
o

chewse lework in a diffecent way by offering

cntedoeone care toa caseload of women. Primary care trust i i
supervisars of Midwives (SoMs) already L S— | |

Pove s antegrad part Lo play i empowertng ! |
svichwives enbimcing thew antonsmy wnd I ———— |

howsting their conlidence Lo ensure that | he + ) —_—r I

highestquality of care is provided t women Set fee for self-empioyed | | Trust ;

antd their habies (LSA 001 ENE 194y, midwives per warnan ! | |

SR 2R Wil the NHE Community . |

Midlwilery Model it is envisaged that SoMs — ! |

will e undimenal in the contimzing Premium to NHSLA (CNSTHproposed new body to i |

supmart aend canpowerment of midwives, Ax ‘ cover vicarious lability for emploved midwives e

it prodession we will be setting o benchmark _ S — ]

ol exiellence by working autonomously, in I 'L *

partnership with waomen. TPM |
: | salary for employed midwives ‘ |

LaUrd ADDOTE & an Independont Midwine | providing one-to-che ¢are
i -

Salary for employed midwives pr awqu
other models of midwifery care

vl of Whidhyerwes for Easters

Seurce: van der Koay (2005}

A Gnematheranemdwi e org ok

Hormer C 5, Da.ws G K, Coake M and Barclay L4
(2002). “Women's experiences of continuity of
midwifery care in 3 randomised trial in
Austrafia’, Michadfery, 18(2); 102-112.

Homer %, Davis G K and Brodie P M {2001}
‘Callaboration in maternity care: a randomised
trial comparing cammunity-based continuity of
care with standard hospital care’, British Sournal
of Dbstetrics and Gyneecology, 108 (1) 16-22.

Independent Midwives Association (2004).
Onling Survey. wwswindependentmidwives.
arg.uk

REFEREMNCES

Depaniment of Health (2004). Mationa! Senaice
framewark for Childran, Young Peaple and
Maternity Sendices. Supporting Local Delivery,
Londan: HMSO,

ENE (1999). Supervsion in Action, London: ENE.

Hiilan E (20000, “The aftermath of Caesarean
section’. MIDIRS Midwifery Digest, 10 (1) 70-
i

Hodnett E D (2004}, ‘Continuity of caregivers for
care dunng pregnancy and childbirth (Cochrane
reviewy', In: The Cochrane Libwary 2 (2004).

Pril ARACTISING BMIONVAIFE B YO URE D NURSHES 1

Lavirg K G {20071}, "Post-traumatic stress disorder:
myth or reality?”. British fournal of Midwifery,
Q7 447-451,

LEA (2001). Statutary Supervision of AMidsves:
Mational Standards for England, Landon: LSA,

MMC (2002). Freparation of Sugendsors of
Midwaives, London: MiiC.

Stafford 5 {20011, ‘Lack of autonomy, a reasor
far midwives leaving the profession’, The
Fractising Micdhwale, 4 (7): 46-47

van der Kooy B {2005). NHS Commurity Midwifery
Model, wean independentmadwives org.uk

fanuary 2006 23



