EVA HENDRYCH LORENZOVA & IRENA RAISNEROVA

BEING A HAPPY MIDWIFE /
BYT STASTNA PORODNI
ASISTENTKA

https://doi.org/10.24132/ZCU.2020.09860



BEING A HAPPY MIDWIFE /
BYT STASTNA PORODNI
ASISTENTKA



EVA HENDRYCH LORENZOVA & IRENA RAISNEROVA

BEING A HAPPY MIDWIFE /
BYT STASTNA PORODNI
ASISTENTKA



FACULTY OF HEALTH
D> CARE STUDIES
UNIVERSITY OF WEST BOHEMIA

BEING A HAPPY MIDWIFE
BYT STASTNA PORODNI ASISTENTKA

Authors / autorky:
Eva Hendrych Lorenzova, Irena Raisnerova

Reviewers / recenzenti:
Doc. PhDr. Sylva Bartlova, Ph.D.; Jilly Ireland, MSc.

Approved by the Scientific editorial board of University of West Bohemia in Pilsen.
Vydani publikace bylo schvaleno Védeckou redakci Zapado€eské univerzity v Plzni.

This publication was published with financial support from the POSTDOC 20 grant system,
the grant system of the Faculty of Health Care Studies of the University of West Bohemia
and the project "Development of capacities and environment for strengthening international,
intersectoral and interdisciplinary cooperation of the University of West Bohemia in Pilsen”,
project registration number: CZ.02.2.69/0.0/0.0/18_054/0014627.

Tato publikace byla vydana za finanéni podpory z grantového systému POSTDOC-20,
grantového systému Fakulty zdravotnickych studii Zapadoteské univerzity v Plzni

a projektu "Rozvoj kapacit a prostfedi pro posileni mezinarodni, mezisektorové a mezioborové
spoluprace ZCU", registraéni &islo projektu: CZ.02.2.69/0.0/0.0/18_054/0014627.

Published by / vydala:
University of West Bohemia in Pilsen
Univerzitni 2732/8, 301 00 Pilsen, Czech Republic

ISBN 978-80-261-0986-0
ISBN 978-80-261-0985-3 (printed book)

DOl https://doi.org/10.24132/2CU.2020.09860

© University of West Bohemia in Pilsen, 2020 / Zapadoceskéa univerzita v Plzni, 2020



ABOUT THE AUTHORS

Mgr. Eva Hendrych Lorenzova, Ph.D.

0 AUTORKACH

Eva Hendrych Lorenzové is a midwife with ten years of experience; she
is an assistant professor at the Faculty of Health Care Studies of the
University of West Bohemia. The subject of her interest is community
midwifery. In addition, she advises women in pregnancy, organizes
birth preparation sessions and focuses on exercise during pregnancy

and the postpartum period.

Porodni asistentka s desetiletou praxi, odborna asistentka na Fakulté
zdravotnickych studii Zapadoceské univerzity v Plzni. Pfedmétem jejiho
zajmu je zejména komunitni péce porodnich asistentek. Aktivné se
vénuje poradenstvi Zendam v téhotenstvi, pfedporodni pfipravé, cviceni
v téhotenstvi a poporodnimu obdobi.

Mgr. Irena Raisnerova

Irena Raisnerova is a midwife with more than thirty years of
experience. She worked in the maternity hospital in Vrchlabi
from 1998 to 2013; in the last years she was the head of
midwifery. During her practice, she has participated in many
workshops and educational programmes, the most valuable of
which were the workshops taught by the renowned German
midwife Barbara Kosfeld.

She currently specialises in supportive therapy for women
after complicated births, in psychological and emotional sup-
port for women who suffered perinatal loss, and in regression
therapy. She has experience with community midwifery. She
is the mother of two and a grandmother.

Porodnf asistentka s vice neZ tficetiletou praxi. Od roku 1998-2013 pracovala v porodnici ve Vrchlabf,
v poslednich letech i jako vrchni porodni asistentka. BEhem své praxe pro$la celou fadou seminéafi
a vzdélavacich program( z nichZ nejcennéjsi byly seminare véhlasné némecké porodni asistentky Barbary

Kosfeld.

V soucasné dobé se specializuje na podplrnou terapii Zen po naroénych porodech, na psychologickou
a emocni podporu Zen pfi perinatalnf ztrdté a na regresni terapii. Ma zkuSenosti s péci porodni asistentky
0 Zeny v komunitnim prostfedi. Je matkou dvou déti a také jiZz babickou.



Acknowledgement

We would like to express our thanks to the University of West Bohemia and the
Faculty of Health Care Studies for giving us the opportunity to issue this publication.

Podékovani

Dékujeme Z&padoCeské univerzité v Plzni a Fakulté zdravotnickych studii za
prileZitost vydat tuto publikaci.



The publication Being a happy midwife de-
scribes the role of midwives. The first chapter
explains the change of the vocation over time,
from its very beginning to the challenges of
modern times. The publication emphasises
community midwifery, as well as the personal
commitment that is closely related to this oc-
cupation. Therefore, the publication contains
special chapters focused on midwifery prac-
tices in the hospital in Vrchlabi and on water
births. The final chapter is devoted to the
challenges of the present time and describes
the development of midwifery in the future. All
chapters have one common topic: Midwives'
desire to work freely according to their compe-
tencies and with full professional responsibility,
and thus become happy midwives.

Keywords

Midwifery — philosophy and autonomy of the
vocation — possibilities of care — competence
in midwifery — hospital in Vrchlabi — water
birth — community midwifery — teamwork in
midwifery — emotional aspects of midwifery
— challenges in midwifery — being a happy
midwife.

ABSTRACT
ABSTRAKT

Publikace Byt Stastna porodni asistentka pred-
stavuje, jaké to vlastné je byt porodni asistent-
kou. Kapitoly publikace zahrnuji popis promény
profese napfi¢ historii aZ po soutasné vyzvy
moderni doby. Velky akcent je pfitom davan na
problematiku komunitni péée a odhodlanost
pracovat coby porodni asistentka podle svého
srdce a presvédceni. Proto jsou do publikace
zafazeny dvé vyjimecné kapitoly s tématikou
porodnictvi ve Vrchlabi a porody do vody.
Z&vér knihy je vénovan vyzvam soutasné doby
a progndze, kam se bude profese porodnich
asistentek ubfrat v budoucnosti. V8echny kapi-
toly této publikace spojuje jedno, a sice touha
pracovat svobodné podle svych kompetenci
s plnou profesionalni zodpovédnosti, tedy byt
Stastnd porodni asistentka.

Klicova slova

Porodni asistence — filosofie a autonomie
profese — moZnosti poskytované péce — kom-
petence v porodni asistenci — porodnice ve
Virchlabi — porod do vody — komunitni porodni
asistence — tymova prace v porodni asistenci
— emocionalni aspekty profese porodni asist-
ence — vyzvy v porodni asistenci — byt $tastné
porodni asistentka.
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As a young person, | never thought that one
day, | would become a midwife. | wanted to
be a cop, a teacher at a primary school or an
environmentalist. But my destiny had other
plans and | was given the opportunity to write
the first lines of the publication Being a Happy
Midwife. As the title suggests, | know what
it means to be a happy midwife, but also an
unhappy one. It might be true that emotions
play a too important role in my life, but | simply
need them to be a part of my existence.

My journey to midwifery began in Pilsen in
The Czech Republic. This is the town where
| was born and where | graduated in midwifery
studies. It was interesting having my first ex-
perience as a student in a delivery room which,
after twenty years, still looked the same as
when | was born there. | dare say that not
much had changed. Although my mentors were
very friendly and nice, they taught me mainly
technical skills that are needed to handle the
birth process. | lacked a holistic approach to
a woman and respect for her wishes. During
that time, maternity hospitals were slowly
introducing birth plans and decided to listen
to women'’s wishes more. During my student
practice, | perceived the dominance of doctors
and the submissive position of midwives. Even
then, fifteen years ago, | asked myself whether
| wanted to work in such an environment and
whether | would be happy.

Then something happened and my profession-
al life changed forever. | visited a hospital
in Vrchlabi with my midwifery teacher. The
hospital was very famous for its unique and
respectful approach to childbirth as a natural
process in a woman'’s body. | remember that

INTRODUCTION
uvoD

Nikdy by mne nenapadlo, 7e se jednou stanu
porodni asistentkou. Chtéla jsem byt policist-
kou, u€itelkou na prvnim stupni zakladni $koly
¢i ekolozkou. Osud tomu vSak chtél jinak, a tak
tu ted s velkou pokorou piSi tyto Gvodni Fadky
pfedkladané publikace Byt Stastnd porodni
asistentka. Jak z nazvu jisté tu$ite, vim, co
to znamend byt $tastnd, ale také neStastna
porodnf asistentka. A moZnéa je pravda, Ze aZ
prili§ podléhdm emocim, ale j& je ve svém
Zivoté zkratka potfebuiji.

Moje cesta za porodni asistenci zatala v Plzni,
kde jsem tento obor vystudovala a kde jsem se
také vlastné i narodila. Bylo zajimavé zaZivat
prvni praxi coby studentka na porodnim sale,
ktery vypadal i po dvaceti letech stéle stejné
jako pfi mém narozeni. Troufnu si tvrdit, Ze moc
se toho zde nezménilo. | kdyZ moje mentorky
porodni asistence byly vcelku vstficné a milé,
naucila jsem se od nich hlavné technické
dovednosti, které byly potfebné pro zvladnuti
porodniho procesu. Postradala jsem holisticky
pristup k Zeng, respekt k jejimu prani. Byla to
doba, kdy se v naSich porodnicich teprve jako
novinka zavadély porodni plany ¢i porodni
prani. Ja jsem ve své studentské praxi vnimala
spiSe dominantni postaveni |ékate a submisiv-
ni postaveni porodnich asistentek. JiZ tehdy,
pred patnacti lety, jsem si kladla otazku, zda
bych takhle chtéla jednou pracovat a zda budu
pfi vykonu svého povolani Stastna. ..

Pak se stalo néco, co mi zménilo profesni Zivot.
S jednou vyudujici porodni asistence jsme se
vydaly na exkurzi do porodnice ve Vrchlabi.
Tato porodnice dosahovala zrovna vrcholu své
slavy pro ojedinély, respektujici pfistup k poro-
du coby pfirozenému procesu v Zenském téle.
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| was amazed. How can this be? How is it
possible that at this hospital it is possible to
give birth in a different position than | was
always taught? How is it possible that water
birth is seen as a wonderful way of bringing
babies into the world, and not as a dangerous
sin? How is it possible that the atmosphere in
the maternity department is so friendly, calm
and homely? Where is the rush, stress and for-
mality? In short, everything was different. And
| knew, for the first time, that midwifery can be
done in a different way than | was shown and
taught. This visit changed my life!

| decided that | wanted to follow the same
philosophy and, therefore, after graduation,
| started to work in this hospital. | believe this
experience changed me completely, both in my
professional and private life.

Over time, | have gained extensive profession-
al experience in community midwifery and as
an assistant professor at the University. When
sharing my experience with students, | see
how they change. Shy first-year students be-
come confident graduates who carefully think
about their careers. Times have changed, but
substantial changes in the practice of mid-
wifery have not happened.

This publication was created as a personal de-
sire to share the experience that changed and
influenced my life with my students. | hope this
book will become a motivational guide for the
reader not to be afraid to do things differently
and not to be afraid to listen to the voice of her
heart and intuition. In short, not to be afraid
to seek new ways and discover the feeling of
being a happy midwife.

Pamatuji si, Ze jsem uZasla. Jak je toto mozné,
ptala jsem se sama sebe. Jak je moiné, Ze na
tomto misté je moZné rodit v jiné neZ klasic-
ké poloze? Jak je moZné, Ze porod do vody je
vniméan jako nadherny zpisob pfivedeni détat-
ka na svét, a ne jako nebezpecny hfich? Jak
je moZné, Ze atmosféra celého porodnického
oddéleni je pratelskd, klidna a rodinnd? Kde je
rychlost, stres, forméalnost? Zkratka vSe bylo ji-
nak. A ja prvné poznala, Ze i naSe profese miize
byt naplfiovéna v praxi jinak. A to rozhodlo!

Rozhodla jsem se, Ze chci pracovat v podobném
duchu, a proto jsem sem po ukonceni studif
také nastoupila. Myslim si, 7e tato zkuSenost
mé kompletné promeénila, a to jak v profesnim,
tak i v soukromém Zivotg.

Nyni mé&m za sebou dal$f a jiné profesni zku-
Senosti. A sice zkuSenosti s vlastni komunitni
praxi porodni asistentky a také s praci odborné
asistentky na univerzité pfi vyuce naSich
studentek. Pfi vzdélavacim procesu €asto vidim,
Jak se naSe studentky proménuji. Z plachych
prvacek se stavaji sebevédomé studentky, kte-
ré také premysleji, jakou cestou ve své profesni
kariéfe po zavrSeni studia pljdou. Doba se
zmeénila, ale podstatné zmény v samotné praxi

porodni asistence nenastaly ...

Tato kniha vznikla zejména jako osobni touha
predat naSim studentkam svédectvi, které jsem
J& sama mohla zaZit, a které mé tolik ovlivni-
lo. Prfeji si, aby tato kniha byla motivaci pro
¢tenafe nebat se délat véci jinak, nebat se jit
za hlasem svého srdce a své intuice. Zkréatka
nebdt se hledat zplsoby, jak docilit pocitu, jaké
to je byt Stastna porodni asistentka.

Eva Hendrych Lorenzova
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CHAPTER 1
BEING A MIDWIFE
1. KAPITOLA

BYT PORODNI ASISTENTKOU

1.1 Road to education: from the middle
ages to modern times

Midwifery is one of the oldest professions in
the world. Midwives were neither trained
nurses nor had medical knowledge; they
were mostly the poorest women in the
village who experienced childbirth and
were often widows (Vranova, 2007, p. 21).

In the Czech lands, the first mention of child-
birth assistants dates back to 1200. By the
end of the 16" century, eight publications for
midwives were published, but their content
was very simple. From 1654, midwives had
to present their certificate of professional
examination. The first gynaecology and ob-
stetrics courses were opened on the date of
the founding of Charles University in Prague,
but these courses were only theoretical. From
the mid-16" century, cities began to cooperate
with doctors, who were called physicists.
They were supposed to supervise the work of
healers and midwives. Later, physicists were
ordered to test the knowledge of midwives. At
this time, midwives received a number of high
awards (Vranova, 2007, p. 30).

The first radical reforms in midwifery
were introduced during the reign of Maria
Theresa (1717-1780), who found inspiration
in The Netherlands Holland. During this period,
midwives were given rights and they took an
oath to practice their profession. The duties

1.1 Cesta ke vzdélani aneb od porodnich
bab k porodnim asistentkam

Povolani porodni baby ¢i porodni asistentky
je lidové sklofiovano jako jedno z nejstar§ich
femesel na svété. NejplivodnéjSi porodni
baby nebyvaly nijak vySkolené a odborné
zdravotnicky pripravené, byvaly to vétsi-
nou nejchudsi Zeny s vlastni zkuSenosti
s porodem, ¢astokrate vdovy (Vranové,
2007, s. 21).

V eskych zemich je prvni fakticka zminka o po-
mocnicich pfi porodu z roku 1200. Do konce 16.
stoleti vy$lo 8 spisll pro porodni baby, obsa-
hové v8ak byly velice primitivni. Od roku 1654
se porodni baby musely prokazovat potvrzenim
0 vykonané odborné zkouSce. Prvn{ kurzy gyne-
kologie a porodnictvi se oteviraly s datem zalo-
Zeni Univerzity Karlovy v Praze, ov§em byly to
kurzy pouze teoretické. Od poloviny 16. stoleti
zatala mésta spolupracovat s lékafi, kterym se
fikavalo fyzikové. Ti méli mit dozor nad praci
ranhoji¢l a také nad porodnimi bdbami. Fyziko-
vé dostali nové nafizeno prezkuSovat | porodni
baby. V tomto ¢asovém obdobi miZeme prvné
sledovat i prvni Fady pro porodni baby (Vranova,
2007, s. 30).

K prvnim profesnim reformam porodnich
bab doslo vSak az za viady Marie Terezie
(1717-1780), ktera se inspirovala situacf v Ho-
landsku. V tomto obdobi vznikly prvni soupisy
prav porodnich bab a také jejich pfisaha pfi

https://doi.org/10.24132/ZCU.2020.09860



of midwives were described in the General
Healthcare Code for the Czech Lands, which
was issued in 1753. Over time, important ob-
stetric textbooks were translated. Midwives
gained knowledge from “Uvedeni k pravému
a dokonalému babimu uméni” [The Introduc-
tion to Midwifery], written by J. Crantze in
1772, or the textbook "Ucebnice babictvi” [The
Textbook on Midwifery] by J. Stiedel (Dolezal,
2001). The first textbook written in Czech
was “Zprawa and nauczenie Zienam tie-
hotnym a babam pupkorzeznym netoliko
prospessna, ale take potrzebna”, written
in 1519 by the doctor Nicolaus Claudjan.
Another Czech textbook was “RiZovad zhrada
t6hotnych Zen a bab pupkoreznych” [The Rose
Garden for Pregnant Women and Midwives]
by Euchario Roesslin, which was also published
in 1519. Translations of obstetric textbooks
were often the only source of information at
that time. However, the first publications con-
tained mystical information and superstition
(Dvotakova, 2011).

It was the renowned obstetrician and founder
of the famous Prague Obstetrics School,
Antonin Jungmann (1775-1854), who de-
clared that midwives should receive education
in obstetrics. Therefore, he published “Uvod
k babeni” [Introduction to Midwifery] in 1804
which was written in Czech. In 1804, the
conditions for practising midwifery changed.
Midwives were no longer tested by a regional
physicist, but they had to participate in a mid-
wifery course and two-month practical training.

Other important personalities who influenced
Czech obstetrics are certainly Dr. Frantisek
Mosner (1797-1876), Dr. Karel Pawlik
(1849-1914) and Professor Vaclav Rubeska
(1854-1933).

In 1878, an Act that protected midwives was
issued. The act indicated the number of mid-
wives in one village and regulated their social
status, because midwives were among the
poorest and least valued professions (Vranova,

vykondvani povolani. V roce 1753 pak vySel
Generdlni zdravotni ¥ad pro Kralovstvi teské,
ktery udaval povinnosti porodnich bab pfi
vykonavani jejich povolani. Postupem €asu do-
chazelo k prekladiim vyznamnych porodnickych
ugebnic ,Uvedenf k pravému a dokonalému
babimu uméni” od lékate J. Crantze z roku
1772 nebo ucebnice ,Ucebnice babictvi” od
J. Stiedeleho (Dolezal, 2001). Prvni v cesti-
né psana ucebnice pro porodni babicky
byla ,Zprawa a nauczenie Zienam tie-
hotnym a Babam pupkorzeznym netoliko
prospessna, ale take potrzebna”, kterou
sepsal v roce 1519 lekar Nicolaus Claud-
jan. Dal$i ¢esky psana ugebnice byla ,RiZovd
zahrada téhotnych Zen a bab pupkoreznych” od
Eucharia Roesslina, kterd vysla také roku 1519.
Preklady porodnickych pfirucek byly v té dobé
¢asto jedinym zdrojem informaci o porodnické
praxi. Nutno v8ak dodat, Ze tyto prvni u€ebnice
skytaly velké mnoZstvi mystickych informaci
a poveér (Dvorakova, 2011).

0 vzdélavani porodnich asistentek se velkou
mérou zaslouZil Antonin Jungmann (1775-
1854), emeritni porodnik a zakladatel slavné
Prazské porodnické Skoly. Jungmann také
vydal v roce 1804 svoji prvni €esky psanou
utebnici porodnictvi ,Uvod k babeni”. Od roku
1804 pak dochazi také ke zménam podminek
vykondvani babické profese. Tyto jiz nebyly
zkouSené od krajského fyzika, avSak musely byt
prezkouSené po absolvovani kurzu porodnictvi
a po dvou mésicich praktické vyuky.

Mezi dal8i vyznamné osobnosti, které ovlivni-
ly ¢eské porodnictvi, patfi jisté porodnik Dr.
FrantiSek Mosner (1797-1876), Dr. Karel
Pawlik (1849-1914) ¢i profesor Vaclav Ru-
beska (1854-1933).

V roce 1878 byl vydan fiSsky zakon, ktery po-
jednédvéa o jakési ochrané porodnich asistentek.
Udavé jejich poCet v obci a pojednévd i o jejich
socialnim postaveni, protoZe profese porodnich
asistentek patfivala €asto k tém nejchudSim
a nejméné ohodnocenym profesim (Vranova,
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2007, p. 78). In 1897, Service Regulations for
Midwives were published. Despite all the pro-
posed measures, the social status of midwives
did not improve. In order to make a reasonable
living at that time, a midwife had to assist
at 60 births per 2000 inhabitants per month.
Many midwives were living in the cities, while
villages were often without obstetric assistance
(Hanulik, 2017, p. 14). In response to this com-
plicated situation, the following organisations
for the support of midwives were established:
the Regional Union of Midwives (founded in
Prague, 1911) and the Association of Midwives
in Austria (founded in Brno, 1903), which pub-
lished “Casopis porodnich babitek” [The Jour-
nal of Midwifery] (Sedlackova, 1973, p. 10).

In 1928, the Act on the Auxiliary Practice of
Obstetrics, Education and Training of Midwives
was published (however, there was no infor-
mation on medical insurance or the community
activities of midwives, so-called 'districting’).
In this year, the new name of the profession
was introduced and midwives became
professional birth assistants. In 1930, two
state institutes for the education of midwives
were established: Czech midwives were ed-
ucated in Pardubice and German midwives
studied in Liberec. In the following years, the
education of midwives underwent many chang-
es and reforms. More educational institutions
were established and the number of practical
and theoretical courses changed. In 1965, the
name of the profession was changed to “fe-
male nurse”. This designation changed again
in 1993 when the term “midwife” was used. In
terms of education, it is important to mention
that since the academic year 2001/2002, the
education of midwives has been introduced at
universities as a Bachelor’s study programme.
At present, it is also possible to obtain a diplo-
ma when graduating from a vocational school
(Vranova, 2007, pp. 89-90).

Until the end of the Second World War,
midwives provided complex assistance (one
midwife took care of a woman in all the

2007, s. 78). V roce 1897 pak vychazeji Slu-
Zebni predpisy pro porodni baby. | pfes vSechna
navrhovanda opatfeni se socialni postaveni porod-
nich bahi¢ek nezlepSilo. Aby se porodni baba
v té dobé& pfiméfené uZivila, bylo by potfeba
mésitné odvést 60 porodl na 2000 obyvatel.
PricemZ mésta byla porodnimi babami prepiné-
na a vesnice byly ¢asto dplné bez porodnické
pomoci (Hanulik, 2017, s. 14). Jako reakce na
tuto neutéSenou dobu vznikaji tyto organizace
na podporu porodnich babitek: Zemska jedno-
ta porodnich babigek (vznik v Praze, r. 1911),
Sdruzeni porodnich babigek v Rakousku (vznik
v Brng, r. 1903), které vydavalo Casopis porod-
nich babicek (Sedlackova, 1973, s. 10).

V roce 1928 vySel zékon O pomocné praxi
porodnické, jakoZ i o vzdélavani a vycviku
porodnich asistentek (chybéla zde v8ak infor-
mace o0 pojisténi a také komunitnim plsobeni
porodnich asistentek, o tzv. rajonovéani). Zaca-
lo se také uzivati nového nazvu profese,
tedy profese porodni asistentky. V roce
1930 byly zaloZeny dva statni Gstavy pro vzde-
lavani porodnich asistentek, pro ¢eské porodni
asistentky byla Skola v Pardubicich, pro né-
mecké porodni asistentky byla Skola v Liberci.
V dalSich letech se vyuka porodnich asistentek
transformovala. Vznikalo vice vzdélavacich
stavd, ménily se podminky poctl praktické
i teoretické vyuky. V roce 1965 byl nézev
profese zménén na termin Zenska sestra. Toto
oznaceni trvalo aZ do roku 1993, kdy se opét
premeénilo na termin porodni asistentka. Co se
tyce informaci o Skolstvi, je dlleZité zde uvést,
Ze od akademického roku 2001/2002 byla prvné
zahajena vyuka porodnich asistentek na vyso-
kych Skolach jako bakalafsky stupefi vzdélani.
V soucasné dobé je mozné ziskat diplom porod-
ni asistentky pfi absolvovani pravé jen oborové
vysoké Skoly (Vranova, 2007, s. 89-90).

Péte porodnich asistentek o t&hotné Zeny,
rodici Zeny a Zeny v Sestinedéli v doméacim ¢i
komunitnim prostfedi byvala takto komplexni
(jedna porodnf asistentka se starala o Zenu ve
v8ech vySe uvedenych obdobich) a7 do tésného
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following stages mentioned) and helped preg-
nant women, delivering women and women in
puerperium who were in a domestic or com-
munity environment. After World War I, births
were gradually moved to maternity hospitals,
with the majority of births taking place in
maternity hospitals in the 1960's. At first, only
risky and pathological births were moved to
maternity hospitals. Later, in connection with
the arrangement of unified healthcare (Act
No. 103/1952, in force since 1.1.1952), when
public health care was supervised by the state,
all births took place in maternity hospitals. All
insured women were provided with free care.
With the transfer of births into hospitals, mid-
wives were gradually losing status and their
image in society changed (DoleZalovéa, 2008,
pp. 13-14).

In 1948, Act No. 248/1948 Zakon o okrskovych
porodnich asistentkach a o Gpravé opravnéni
k vykonu pomocné praxe porodnické [Act on Act
on District Midwives and on the Regulation of
Authorization to Perform Auxiliary Midwifery
Practice], was issued. Regardless of the fact
that births took place in hospitals, community
care was preserved until 1992 (Dolezalova,
2006, pp. 13-14). In 1992, gynaecological
care centres were privatized and community
care underwent a large decline. Nowadays,
about 90 % of midwives work in hospitals
or gynaecological centres and only 10 %
of midwives work in a community envi-
ronment (Dorazilova, 2013).

1.2 Childbirth in Czech folk culture

At the beginning of the last century, birth and
postnatal care for women reflected specific
and diverse cultural customs and rituals in the
Czech countryside.

The birth of a child was considered
a great gift and a magical moment. In this
context, a woman in labour and puerperium
and even her midwife were considered the

obdobi po skongeni druhé svétové valky. Po
druhé svétové valce dochazelo k postupnému
presouvani porodd do porodnic, pficemz v Se-
desatych letech dvacdtého stoleti probihala
jiz vétSina porodl v porodnici. Nejdfive se do
porodnic presouvaly jen rizikové a patologické
porody. Pozdgji, a to i v souvislosti s ujedna-
nim o sjednoceném zdravotnictvi (Zakon &.
103/1952, platny od 1. 1. 1952), kdy veSkerou
péci o zdravi lidu pfejimal stat, se do porodnic
presouvaly jiZ veSkeré porody. Stat vSem fadné
pojisténym Zenam poskytoval bezplatnou péci.
S presunem porodd do nemocniénich zafizeni
dochézelo k pozvolné ztrédté kompetenci po-
rodnich asistentek a také ke zméné vnimani
této profese spoletnosti (Dolezalova, 2006,
s. 13-14).

V roce 1948 vySel zékon €. 248/ 1948 Zéakon
o okrskovych porodnich asistentkach a o dpra-
vé opravnéni k vykonu pomocné praxe porod-
nické. Bez ohledu na to, 7e doSlo k masivnimu
presunu porodd do porodnic, komunitni péce
porodnich asistentek zlistavala zachovana az
do roku 1992 (DoleZalova, 2006, s. 13—14).
V tomto roce pak do$lo k privatizaci gynekolo-
gickych stfedisek a komunitni péce porodnich
asistentek doznala velkého Gpadku. V souéas-
né dobé nalezneme zhruba 90 % porodnich
asistentek pracujicich v nemocnicich éi
gynekologickych ambulancich a jen asi
10 % porodnich asistentek pracuje v ko-
munitnim prostredi (Dorazilova, 2013).

1.2 Dimenze porodu a narozeni ¢lovéka
v ¢éeske lidové kulture

JeSté na potatku minulého stoleti vykazoval
¢esky venkov v souvislosti s narozenim ditéte
a Zenou po porodu specifické a rliznorodé kul-
turnf zvyky a ritudly.

Narozeni ditéte se povazovalo za veliky
dar a magicky okamzik. V této souvislosti
pak byla Castokrate roditka a poté Sestine-
délka, a i jeji porodni asistentka povaZovéna
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source of a mysterious force. After birth, wom-
en were often considered “unclean” and were,
therefore, socially isolated from other people
in their community (family, village). Moreover,
women in puerperium had to follow strict rules
of behaviour. These rules strengthened the
awareness of belonging to a community with
a new family, supported the child’s survival
and integration into society, and also helped
the woman accept her new life role (Hanulik,
2017).

Women in puerperium often spent time in
a specific area which was called a corner
(sometimes also referred to as a shed or crib).
Such a corner was usually placed in the corner
of a room and it was hidden with a canvas
from the ceiling to the floor (or with a duvet
in poor families). In the 19" century, every
bride received a canvas before her wedding
(Fig. 1) and in some families, it was inherited
from generation to generation. Orphans usually
got it from a midwife or neighbour. The oldest
canvas was made from linen and were embroi-
dered with white and sometimes red cotton
thread. The red colour was believed to protect
the woman and her child. Usually, there was
a vertical grid or a lattice lace embroidered in
the canvas so that the woman could observe
her surroundings in case of danger. The can-
vas had its practical, hygienic and aesthetic
purposes. It was said that a woman could only
rest in a corner and a grave. The corner was
like a sanctuary which provided safety and pro-
tection. Only close relatives had access to the
woman in puerperium (in earlier times it was
only the midwife). Women in puerperium were
believed to be a source of dark forces and,
therefore, the corner was consecrated with
holy water, the canvas was embroidered with
red cotton, there was a birch broom under the
bed and the woman slept with volcanic stones
beneath her head for protection (Navratilova,
2004, pp. 106—123).

Social isolation was based on the belief that
before a church ceremony the presence of the

za zdroj tajemnych sil. Po porodu €astokrate
nastavalo obdobi, kdy byla Sestinedélka pova-
Zovéna za ,neCistou” a kdy musela byt socialné
izolovdna od ostatnich lidi komunity (rodiny,
vesnice). Zeny mély &asto pro celé obdobf $es-
tinedéli prisné vymezené normy chovani. Tyto
pravidla upeviiovaly povédomi sounéleZitosti
komunity s novou rodinou, podporovaly preZiti
ditéte a jeho v€lenéni do spolecnosti a také
pomahaly Zené |épe pfijmout novou Zivotni roli
(Hanulik, 2017).

Sestinedélky tedy byvaly ¢asto v uréitém svém
specifickém prostoru. Na naSem dzemi bylo
typické byt v tzv. kouté (nékdy také nazyvaném
jakou bouda, betlém, koutro, poloh). Takovyto
kout byl obvykle umistén v rohu mistnosti, kde
byl tento prostor od stropu aZ na zem obestiran
koutnici (plachta, Spanélské plachty ¢i u chu-
dych rodin pefiny). Koutni plachty (obr. €. 1)
dostavala jesté v 19. stoleti kazda nevésta do
vybavy, a v nékterych rodinach se tyto plachty
dokonce dédily z generace na generaci. Sirot-
kim koutnf plachtu obvykle pdjtovala porodni
baba ¢i sousedka. NejstarSi koutni plachty
byvaly z hrub8iho Inéného platna a byly vySiva-
né bilou a gasto i tervenou bavinkou. Cervena
barva méla mit pro Zenu a dité ochranny G¢i-
nek. Uprostfed koutnice byval vySit svisly pruh
mifzky nebo krajky, aby Sestinedélka mohla
pozorovat okoli pro pfipadné riziko nebezpeti.
Koutnice méla také svij prakticky, hygienicky
a esteticky dvod. Rikavalo se, 7e 7ena si od-
pocine jen v kouté a v hrobé. Kout mél pro Zenu
a dité posvatny rdz a poskytoval tak bezpeti
a ochranu. Za koutni plachtu mélo pfistup jen
nejbliz8i pribuzenstvo (ve starSich dobach méla
za koutnf plachtu pfistup jen porodni béba). Pro
ochranu Sestinedélek, protoZe se véfilo, Ze jsou
diky o€istkim zdrojem temnych sil, se pouZivalo
vykropeni kouta svécenou vodou, Casté mod-
lenf se, jiz zminénda Cervena bavinka, bfezova
metla pod posteli, sope¢né kameny pod hlavou
(Navratilova, 2004, s. 106—123).

Spolecenské izolace Sestinedélky vychézela z pre-
svédceni, Ze aZ do cirkevniho Gvodu v kostele
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Fig. 1. Embroidered detail of a canvas; Zlin region, mid 19th century (Navratilova, 2004).
Obr. €. 1. VySivany detail z koutni plachty. Zlinsko, polovina 19. stoleti (Navratilovd, 2004).

woman in puerperium could cause dangerous
situations and misfortune. It was very common
that floods, devastating storms, fires and the
death of cattle were imputed to women in
puerperium. If a woman in puerperium entered
a pub, she would cause fights and disputes.
Moreover, a woman in puerperium could not
be present at weddings (Navréatilova, 2004, pp.
106—-123).

The corner, therefore, played an important
role in a woman's life. This cultural and social
artefact can be conceived as a feature of tra-
ditional folk culture: “as the ahility to organise
and arrange social relationships, a sense of
coexistence, a social dimension of respect for
the unique status of a woman and her child,
and the moral awareness of good and evil”
(Navratilova, 2004 p. 124). When the woman
in puerperium stayed in the corner, this period
was often accompanied by ceremonial visits by
her relatives and neighbours. She was given
all sorts of benefits in kind, and even prepared
meals (see. Fig.2). The most common dishes
were all kinds of home-made cakes, meat,
milk, cottage cheese, and typically, a hearty
soup such as chicken soup with meat and
noodles, or almond or beer soup for the richest
women. Hearty soups helped the woman to
recover after childbirth and started lactation.
Food was presented in special containers. In
the late 19" century, beer soup was replaced

mlZe jeji pfitomnost v 3irSi komunité mimo
prostory domu vyvolat nebezpecné situace
a privolat nestésti. Castokrate se pak se $es-
tinedélkami davala do souvislosti napfiklad
povoden, znigujici boutka, poZzar, thyn dobytka.
Pokud by Sestinedélka vkrocila napfiklad do
hospody, vyvolala by rvatky a spory. Nedélka
nesméla byt pfitomna ani svatbdm (Navratilo-
va, 2004, s. 106-123).

Kout tedy ztélesfioval mimofadnou Zivotni
udalost v Zivoté Zeny. Tento kulturni a spo-
le¢ensky artefakt mizeme pojimat jako rys
tradiéni lidové kultury, ,jako schopnost organi-
zace a hierarchizace spolecenskych vztaht, cit
pro vzajemné souZiti, socialni rozmér respektu
k specifickému stavu Zeny a ditéte, i moraln{
povédomi dobra a zla.” (Navratilova, 2004,
s. 124). KdyZ nedélka pobyvala v kouté, €asto
toto obdobi vypliiovaly obfadni navstévy pribu-
zenstva a sousedek. Tyto Zeny Casto pfinaSely
vSelijaké naturdlie, a i hotové pokrmy (viz. obr.
¢. 2). Mezi nejcastéjsi pokrmy patfily vSelijaké
doméci babovky, buchty, kolage, maso, mléko,
tvaroh a typicky vydatné polévka. NejCastéji
to byvala slepici polévka s masem a nudlemi,
u bohat8ich lidi pak mandlové ¢&i starodavna
pivni polévka. Vydatné polévky mély Zené
pomoci se zotavit po porodu a také nastarto-
vat laktaci. Jidlo do kouta se nosivavalo ve
specialnich nadobach, v malovanych koutnich
hrncich, v koutiiacich. Koncem 19. stoleti jiZ
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Fig. 2. A women bringing food for a woman in puerperium (Navréatilova, 2004).
Obr. &. 2. Zena nesouci do kouta 3estinedélce (Navratilova, 2004)

by coffee, a bottle of wine or cake (Navrati-
lova, 2004, p. 125).

After the puerperium, the period in isolation
was ended with a ritualistic act. The oldest
historical sources mention that the purifying
ritual took place before the adoption of Chris-
tianity. Water and fire played the main roles
during the ritual (the woman was washed and
her house was smoked out). With the adoption
of Christianity, the ritual continued in a church
as a ceremony which was called “introduction”.
“Introduction focused on symbolic spiritual pu-
rification and initiation of the woman, as it rep-
resented forgiveness, gratitude and blessings”
(Navratilova, 2004, p. 129). Once the ceremony
was over, it was followed by a grandiose feast
which was often bigger than the wedding
reception. The feast was attended by women
only. It often had up to twelve courses and
sometimes put the family in debt. The newly
honoured mother had a social duty to repay
other women from the community for their care.

pivni polévka zatala ustupovat moderni kavé
a lahvi vina a dortu (Navratilova, 2004, s. 125).

Po skonceni Sestinedéli bylo potfeba izolagni
obdobi ¥adné ukontit ritudlnim aktem. Podle
nejstarSich historickych pramen( se ma za
to, Ze takovéto ukonceni s o€istou probihalo
jesté pred pfijetim kfestanstvi. Hlavni dlohu
zde méla magie vody a ohné (omyvani Zeny
a vykutovani obydli). S pfijetim kfestanstvi se
pak ritualni ukonceni Sestinedéli pfesouvalo
do kostela, k obfadu, ktery se nazyval Gvod.
,Uvod byl zaméfen na symbolickou duchovni
oCistu a iniciaci Sestinedélky, nebot znamenal
odpusténi, podékovani a pozehnani” (Navrati-
lova, 2004, s. 129). Po névratu z kostela ¢asto
nasledovala hostina, ktera mnohdy velikosti
predCila i svatbu. Tyto hostiny byly predevsim
(v drivéjsich dobach pak vyhradné) vyhrazené
Zenam. Velika hostina ¢asto mivala aZ dvanéact
chodl a nékdy mohla vézt aZ k zadluZenf rodiny.
Nové ucténd matka mivala spoletenskou po-
vinnost vratit péci (a obCerstveni) od ostatnich
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Fig. 3. Bone — closing ritual (demonstrated by the lecturer Sophie Messager, UK, 2016).
Obr. €. 3. Ritudl zavirani kosti (lektorka Sophie Messager, Velka Britanie, 2016)

It is a pity that these cultural transition
rituals have almost disappeared because of
urbanisation. At present, transitional rituals in
connection with the birth of a child are seen
only occasionally, especially in the countryside,
when women from a particular community give
more support to a new mother, for example, by
delivering nutritious food or donating clothes
for her baby. Recently, a ritual called bone
closing after birth (Fig.3) has appeared in
the Czech Republic. This ritual comes from
the Mexican tradition of care for women after
birth.

10

Zen z komunity, které se ji dostalo v pridbéhu
Sestinedéli.

Je velka Skoda, Ze se tyto prechodové kul-
turni ritualy zacaly s rozvijejici se urbanizaci
pomalu vytracet. V soutasné dobé jsou pfecho-
dové kulturni ritualy v souvislosti s narozenim
ditéte patrny jen ob¢asné, a to zejména na
venkové, kdy Zeny z konkrétni obce vice podpo-
ruji Gerstvou Zenu — matku, napfiklad donaskou
vyZivné stravy ¢i darovanim obleceni pro mi-
minko. V poslednim obdobf se v nasi republice
objevuje ritudl tzv. uzavirani kosti po porodu
(obr. €. 3). Je to ritudl, ktery pochazi z hluboké

mexické tradice péce o Zeny po porodu.
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1.3 Example of good practice:

community midwifery care of women
after childbirth in the heyday of qualified
community nursing

According to historical sources, it is obvious
that the boom of community care for wom-
en after birth can be dated to the second
half of the nineteenth century, when the
first Czech texthooks on obstetrics and
midwifery were available. Very important
were textbooks such as “Babictwi” [Midwifery]
by FrantiSek Jan MoS8ner, 1837, “Kniha ba-
bicka ku prospéchu Zen babictwi se ucicich”
[Textbook on Midwifery for Students] by Jan
Steng, 1859, “Porodnictvi pro babicky” [Mid-
wifery for Midwives] by Véclav Rubeska, 1897,
“Ucebnice pro porodni asistentky” [Textbook
for Midwives] by FrantiSek Pachner, Richard
Bébr, 1932. The decline of community
care for women after birth can be dated
back to the period when more births took
place in maternity hospitals rather than at
home. Community care for women was then
not so deep, specific and continuous (inter-
view with an eyewitness, community midwife
Anna Kopdackova, born in 1927, conducted on
20 September 2014 in Ceské Budé&jovice).

In the heyday of community care, midwives
were expected to have certain qualities in
order to perform their profession properly.
Jan Streng describes them in his book: age
between 20 and 30, good health, strength,
keen eyesight and hearing, fine feeling in fin-
gertips, long and slender fingers, personality
traits — common sense, good judgement and
good memory, lively imagination, commitment
and mindfulness, and qualities of the heart
— genuine religiousness and discipline, con-
scientiousness, calmness, patience, kindness,
tenacity, willingness to help the poor as well
as the rich, honesty and moral life, discreet-
ness and modesty (Streng, 1859, pp. 1-6).

In 1897, the Ministry of Internal Affairs issued
service regulations. These regulations were to
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1.3 Priklad dobré praxe:

komunitni péée porodni asistentky o Zenu
po porodu v ohdobi rozkvétu kvalifikovaného
komunitniho oSetfovatelstvi

Podle historickych pramend si dovolime tvrdit,
Ze rozkvét kvalifikované komunitni péce
o Zeny po porodu je mozno datovat od ob-
dobi druhé poloviny devatenactého stoleti,
kdy byly k dispozici prvni ¢eské uéebnice
porodnictvi pro porodni baby a kdy porod-
ni babiéky prochazely prisnym vycvikem.
Vyjime€ny vyznam pro €eské porodnictvi mély
napfiklad ucebnice Babictwi, jeZ ve prospéch
svych krajanek sepsal a vydal Frantisek Jan
Mo3ner/ Jan MoSner, 1837, Kniha babickd ku
prospéchu Zen babictwi se ucicich sepsana od
Jana Strenga/ Jan Steng, 1859, Porodnictvi pro
babicky/ Vaclav RubeSka, 1897, Ucebnice pro
porodni asistentky/ FrantiSek Pachner, Richard
Bébr, 1932. Konec rozkvétu komunitni péce
o zeny po porodu je pak mozZno datovat do
obdobi, kdy se zacaly domaci porody pre-
souvat do porodnic. Komunitni péce o Zeny po
porodu sice probihala dale, ale jiZ ze své pod-
staty nebyla ve svém plsobenf tolik hloubkova,
specificka a kontinudlni (rozhovor s pamétnici,
komunitni porodni asistentkou Annou Kopat-
kovou, narozenou roku 1927, rozhovor uskutec-
nén 20. 9. 2014 v Ceskych Budgjovicich).

V obdobi rozkvétu komunitni péce o Zenu po
porodu bylo doporugeno, jaké vlastnosti ma
kazda porodni asistentka mit, aby své povolani
mohla fadné vykondvat. Jan Streng ve své knize
uvadi vlastnosti porodnich babitek, pficem? je
déli na vlastnosti t€la — pfimérené stari kolem
20.-30. roku, pevné zdravi, dostatecnou silu,
bystry zrak a sluch, zvldsté pak jemny cit ve
Spickdch prstd, dlouhé a Stihlé prsty; viastnosti
duSe — zdravy rozum, bystry usudek, dobra
pamét, Ziva obrazivost, odhodlanost a pritom-
nost ducha a vlastnosti srdce — opravdova
naboznost a kdzeri BoZi, sv8domitost, tichost,
trpélivost, vlidnost, urputnost, ochota k chu-
dym | k bohatym, pocestnost a mravni Zivot,
micenlivost a skromnost (Streng, 1859, s. 1-6).
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be accepted by and followed by every mid-
wife (Vranovéa, 2007, p. 78).

The midwife must take care of the woman in
puerperium with the same effort as she did
during the birth. The woman in puerperium
should stay nine days in bed (resting, heal-
ing birth injuries, uterus wrapping, recovery
of abdominal and pelvic floor muscles). It
was recommended she be in a lying position
for four days (including urination and bowel
movements); during the following five days
the woman was encouraged to sit for a few
moments. After two weeks, the woman could
leave the house for a short period of time,
after four weeks, start taking regular baths
and taking care of her household. The midwife
must visit the woman who is in the ‘lying
position” period every day. In the first week,
ideally twice a day then once a day in the
second week. After fourteen days, visits can
be ended. Mandatory visits may be dispensed
with only when a woman in puerperium needs
the help of a professional nurse, or when she
has puerperal fever or another disease, and
the doctor forbade midwifery visits. If the mid-
wife had visited an infectious woman, she was
forbidden to visit any other pregnant woman
and must remain in home quarantine for three
days from the time of the last visit (Pachner,
Bébr, 1932, p. 173).

The midwife should always visit the woman
at the agreed hour, ideally in the morning at
eight o'clock and the evening at seven o’clock.
For the midwife, it is preferable to have a per-
sonal light bag with everything she might need,
especially: apron, cap, douche bag, vaginal
pipe, 2 anal glass tubes, 1 metallic catheter,
2 nail brushes, thermometer, bath thermome-
ter, disinfectant, measuring glass, cotton wool,
gauze, anatomical forceps. The midwife should
also keep an eye on the room where the
woman is staying, as it must be a dry, clean
and ventilated room. The woman should
not be bothered by any noise, such as noise
coming from the kitchen or the laundry room.
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V roce 1897 vysly SluZebni pfedpisy pro porodni
baby, vydané nafizenim c.k. ministeria véci
vnitrnych ze dne 10. zafi. Tyto pfedpisy méla
vlastnit kaZda babitka a podle nich se fidit
(Vranova, 2007, s. 78).

Porodni asistentka méa za svoji povinnost sta-
rat se o Zenu v Sestinedéli stejné tak, jako se
0 ni starala p¥i porodu. Sestinedélka by mé&la
po porodu zdstat 9 dni v posteli (odpo€inek,
zhojen{ porodniho poranéni, zavinuti délohy,
zotaveni brisnich svalll i svalll panevniho dna).
Z téchto 9 dnf se doporucoval striktni klid na
[GZku vleZze prvni 4 dny (véetné vyprazdiovani
a hygieny) a dalSich 5 dni se Sestinedélka moh-
la jiz chvilemi posadit. Po dvou tydnech pak
Sestinedélka midZe na péar chvil vyjit z domu,
po 4 tydnech mlZe se zatit pravidelné koupat
a starat se o svoji domacnost. V dobé, kdy
Sestinedélka striktné leZi, musf ji porodni asis-
tentka denné nav§tévovat. V prvnim tydnu ide-
alné dvakrat denng, od 8. dne postaci jednou
denné. Po 14 dnech miiZe porodni asistentka
nav§tévy ukoncit. Od povinnych néavstév lze
upustit jen tehdy, kdy méa Sestinedélka u sebe
pritomnou odbornou oSetfovatelku, nebo kdyz
Sestinedélka onemocnéla horeckou omladnic
¢i jinou zakefnou chorobou, a kdy |ékaf zaka-
zal porodni asistence dalSich navstév. Pokud
by porodni asistentka k infekéni Sestinedélce
dochézela, musi prerusit kontakt s téhotnymi
Zenami a jeSté 3 dny po posledni navstévé
Sestinedélky musi setrvat v doméaci karanténé
(Pachner a Bébr, 1932, s. 173).

Porodni asistentka by za Sestinedélkou méla
dochazet vidy ve smluvenou hodinu. Ideéing
rano na osmou hodinu a v devatenact hodin
k veceru. Pro porodni asistentku je vhodng;si
mit jen zvlastni leh&i bradnu pro potfeby Sesti-
nedéli. Zejména bude potfebovat: zastéru, Ce-
pecek, irigator, poSevni rourku, 2 sklenéné Fitni
rourky, 1 kovovy katétr, 2 kartacky na ruce, tep-
lomér, lazensky teplomér, desinfekéni prostre-
dek, odmérku, vatu, gazu, anatomickou pinzetu.
Porodni asistentka by také méla dohlédnout na
mistnost, kde je Sestinedélka uloZena. Mglo by
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Excessive scent of flowers or fumigation of the
room is not appropriate (Pachner, Bébr, 1932,
pp. 172-174).

“If the midwife always follows the rules she
has learned and always and without excep-
tion keeps everything clean and tidy, she can
be sure that the woman and her child stay
healthy. She must never depart from those
rules and never overestimate her knowledge
and skills. Puerperium is a complicated period
and a minor illness can have fatal conse-
quences. Many tragedies can be prevented by
the quick intervention of a doctor. Therefore,
the midwife must call him as soon as she
notices a problem. It is better to call him ten
times than once, but late. The greatest pride of
every midwife is the health of the woman she
cares for” (Pachner, Bébr, 1932, p. 175).

Before births took place in hospitals, mid-
wives provided complex care as they helped
women during pregnancy, birth and the post-
partum period. A doctor only cared for women
in complicated and pathological situations.
Midwives visited women by any means of
transport, often by foot, bicycle or horse-driven
carriage. They worked at any time of the day
and often at the expense of their private lives
(Burgerova, turn of the 19" and 20™ century,
pp. 6-8).

During the 1950°s, midwives moved from
self-emploed to employed status as they
moved into hospital or general practitioner
based work environments. General practi-
tioners usually employed two or three mid-
wives who had different tasks. They were in
charge of administrative matters, oversaw
preparations for birth and visited mothers in
puerperium. They fell within the competence
of the Regional Institute of National Health,
later under the District Institute of National
Health and were managed by a head nurse who
decided which midwife would be in charge
of community care. Community midwives had
to keep records of their administrative acts

13

se jednat o suchou, €istou a vétratelnou mist-
nost. Sestined&lka by neméla byt obté7ovéana
hlukem, kuchyni a pradlem. Pfilisna viiné kvétin
¢i vykufovani mistnosti nenf vhodné (Pachner,
Bébr, 1932, s. 172-174).

,.Bude-Ii se porodni asistentka pfi navstévach
Sestinedélky vZdy riditi pravidly, jimZ se nau-
Cila, a bude-Ii zvlasté vZdy a bez vyjimky dbati
Ze Sestinedélka i dité zistanou zdrdvy. Nikdy
se nesmi od téchto pravidel odchyliti a nikdy
nesmi své znalosti a dovednosti preceriovati.
Sestinedéli mé pro Zenu mnoho nebezpedi
a z nepatrného zacdtku miZe se vyvinouti zIg,
ba i smrtelné onemocnéni. Mnoha neStéstim
miZe zabraniti lékar véasnym zékrokem nebo
vcasnym podanim léku: proto musi porodni
asistentka ho ihned, jakmile se objevi néjaka
nepravidelnost, povolati. Lépe desetkrat zby-
tecné neZli jednou pozdd. Nejvetsi pychou po-
rodni asistentky jest, kdyZ ji Zadna Sestinedélka
neonemocni” (Pachner-Bébr, 1932, s. 175).

V €asech, neZ doslo k pfesunu porodi do porod-
nic, mély porodni asistentky Zeny v komplexni
péci — obdobi téhotenstvi, porodu i Sestinedéli.
Lékar se o Zeny staral jen v komplikovanych
a patologickych ptipadech. Porodni asistentky
se za Zenami dopravovaly jakkoli — ¢asto pés-
ky, na kole nebo si pro né pfijel ko€ar s kofimi.
Porodni asistentky pracovaly v jakoukoli denni
dobu a €asto i na ikor svého soukromého Zivota
(Burgerova, prelom 19. a 20. stol., s. 6-8).

V obdobi 50. let minulého stoleti se pak sa-
mostatné pracujici porodni asistentky stavaly
zaméstnankynémi porodnic nebo obvodniho
praktického (pozdéji Zenského) lékafe. U obvod-
nich 1ékafl pak pracovaly obvykle dvé nebo tfi
porodni asistentky s tim, Ze se stfidaly v naplni
prace. Obvykle mély na starost vedeni admini-
strativni agendy |ékafe, vedeni pfedporodnich
priprav a nav§tévni sluzby v Sestinedéli. Tyto
porodni asistentky spadavaly pod Krajsky
istav narodniho zdravi, pozdéji pod Okresni
dstav narodniho zdravi a spadavaly pod vrchni

https://doi.org/10.24132/ZCU.2020.09860



and documentation (midwife diary, later the
working diary of a female nurse). They had to
present the diary to be checked every month
and had to work at least 200 hours per month.
Midwives worked in various districts, which
were often very extensive, and it was very de-
manding, both physically and in terms of time,
for a midwife without a car to visit all women.
The midwife received very little compensation
for travel distance. Initially, the system of care
for a woman in puerperium and her newborn
was adjusted so that the midwife visited her
until she was sure that the woman and her
child were in good health and that the woman
could independently care for her child. Later,
midwives visited mothers in puerperium only
three times (Sedlackova, 2009, pp. 34-35).

The textbook for medical vocational schools
includes a chapter called Job description and
organization of work of a female nurse in a dis-
trict. This chapter describes standby duties
and also the methodology of visits to women
in the early postnatal period. This methodology
describes the tasks of a midwife during three
postnatal visits. During the first visit, the
midwife must check the health and lactation
of the mother. She teachers her postnatal ex-
ercise, pays attention to mental changes and,
if the mother requests, she can examine the
baby. In addition to midwives, mothers were
visited by a children’s nurse. The first visit to
the community environment should take place
within twenty-four hours after the mother
leaves the hospital. The second visit should
take place within three days and the third at
the end of the puerperium period. If there are
some complications or a woman requests the
more frequent presence of the midwife, she
must adjust her visits appropriately (Gregu-
Sové, 1982, pp. 379-382).
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sestru, ktera rozhodovala o tom, kterd porodni
asistentka bude kompetentni pro komunitni
pécti. Komunitni porodni asistentky si musely
precizné vést svoji administrativu, dokumenta-
ci (denik porodni asistentky, pozdé&ji pracovni
denik Zenské sestry). Tento denik musely kazdy
mésic predloZit ke kontrole. Za mésic muselo
byt odpracovano minimalng 200 hodin. Obvody,
ve kterych se porodni asistentky pohybovaly,
byly velice rozséhlé a pro porodni asistentky
bez automobilu pak ¢asto i €asové naroéné na
zvladnuti. Za kazdy kilometr pohybu v terénu
porodni asistence néleZelo 40 haléfd. Nejdfive
byl systém péce o Sestinedélku a novorozence
nastaven tak, Ze porodni asistentka chodivala
na navstévni sluzbu do té doby, neZ si byla jis-
ta, Ze Zena i dité jsou pIné zdravotné v pofadku
a 7e Zena zvlada péci o dité samostatné. Pozdgi
se ustalil pocet navstévni sluzby v Sestinedéli
na 3 navstévy (Sedlackova, 2009, str. 34-35).

V ucebnici pro stfedni zdravotnické Skoly oboru
Zenska sestra je rozpracovana kapitola Ndplri
a organizace prace Zenské sestry na obvode.
Tato kapitola obsahuje také pojednani o po-
hotovostni sluzbé Zenskych sester a také je
zde rozpracovana metodika navstévni sluzby
Sestinedélek a novorozencl. Tato metodika
rozpracovava naplii prace porodni asistentky
béhem tfech poporodnich nav§tév. Obsahem
prvni navstévy v Sestinedéli je kontrola zdra-
votniho stavu Zeny, kontrola laktace, ukézka
vhodnych cvikl po porodu, patréni po psychic-
kych zménach a prohlidka ditéte, pozada-li o to
matka. Kromé Zenskych sester dochézely do
komunitniho prostfedi jeSté zvIast i détské ses-
try. Prvni nav§téva Sestinedélky a novorozence
v komunitnim prostfedi by méla probéhnout
do 24 hodin po odchodu z porodnice. Druhd
navstéva v Sestinedéli by méla prob&hnout do
tf dnl od doméaciho pobytu a tfeti poporodni
navstéva je naplanovana na konec Sestinedéli.
Pokud u Zeny probihaji néjaké komplikace ¢i
si Zena sama vyZaduje zvySenou péci, porodni
asistentka tomu frekvenci navstév prizpdsobi
(GreguSova, 1982, s. 379-382).
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1.4 Legislative framework of community
care in midwifery in the Czech Republic

The International Confederation of Midwives
(ICM), which held a meeting in Australia in
2005, agreed on an internationally recog-
nised definition of a midwife:

“The midwife is recognised as a responsible
and accountable professional who works in
partnership with women to give the necessary
support, care and advice during pregnancy,
labour and the postpartum period, to conduct
births on the midwife's own responsibility and
to provide care for the newborn and the infant.
This care includes preventative measures,
the promotion of normal birth, the detection
of complications in mother and child, the as-
sessment of medical care or other appropriate
assistance and the carrying out of emergency
measures. The midwife has an important task
in health counselling and education, not only
for the woman, but also within the family and
the community. This work should involve ante-
natal education and preparation for parenthood
and may extend to women's health, sexual or
reproductive health and childcare. A midwife
may practise in any setting including the home,
community, hospitals, clinics or other health
units” (UNIP and CKPA, 2020 — The principles
of care in midwifery).

In the Czech Republic, midwifery is defined
by Act No. 284/2018 Sb. ,amending Act No.
96/2004 Sb., On Professions Other than Med-
ical Professions, which specifies the conditions
for performing midwifery. Competencies of
midwives are set out in Decree No. 55/2011
Sb., On Activities of Health Workers and Other
Professional Workers. The decree says:

(1) A midwife performs activities under Sec.
3(1) and provides and ensures, without pro-
fessional supervision and or orders, basic and
specialised nursing care to a pregnant woman,
a woman in labour and a woman in puerperi-
um. She may, in particular:

15

1.4 Legislativni ramec komunitni péce
v porodni asistenci v Ceské republice

V roce 2005 prob&hlo na zasedani Mezina-
rodniho vyboru porodnich asistentek v Australii
odsouhlaseni posledniho aktualné platného
znéni Mezinarodni definice porodni asis-
tentky, ktera zni:

.Porodni asistentka je uznavana jako plné zod-
poveédny zdravotnicky pracovnik; pracuje v part-
nerstvi se Zenami, aby jim poskytla potfebnou
podporu, péci a radu béhem téhotenstvi, porodu
a v dobé poporodni, vede porod na svou viastni
zodpovédnost, poskytuje péci novorozencim
a détem v kojeneckém véku. Tato péce zahrnuje
preventivni opatreni, podporu normélniho poro-
du, zjistovani komplikaci u matky nebo ditéte,
Zprostredkovani pristupu k lékarské péci nebo
jiné vhodné pomoci a provedeni nezbytnych
opatreni pfi mimoradné naléhavé situaci. Porod-
ni asistentka ma dileZitou tlohu ve zdravotnim
poradenstvi a vzdélavani nejen Zen, ale i v ramci
Jejich rodin a celych komunit. Tato prdce by méla
zahrnovat pfedporodni pfipravu a pripravu k rodi-
covstvi a miZe byt rozsifena i do oblasti zdravi
Zen, sexudlniho nebo reproduktivniho zdravi
a péci o dite. Porodni asistentka miZe vyko-
navat svou profesi v jakémkoli prostiedi — v do-
mdécim prostredi, v ambulantnich zdravotnickych
zafizenich, nemocnicich, klinikdch, nebo zdra-
votnickych strediscich” (UNIPA a CKPA, 2020).

V Ceské republice je tato profese definovana
zékonem ¢&. 284/2018 Sb. Zakonem, kterym se
méni zékon €. 96/2004 Sbh. o nelékafskych zdra-
votnickych povolanich, ktery udava podminky
k vykonavani této profese. Vlastni kompe-
tence porodnich asistentek jsou uvedeny
ve vyhlaSce €. 55/2011 Sh., o €innostech
zdravotnickych pracovnikd a jinych odbornych
pracovnikd. Tato vyhlaska zni:

(1) Porodni asistentka vykonavé ¢innosti podle
§ 3 odst. 1 a dale poskytuje a zajiStuje bez
odborného dohledu a bez indikace zékladni
a specializovanou o3etfovatelskou péci téhotné
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a)

b)

c)

d)

e)

f)

9)

h)
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provide information about the regimen
during pregnancy and breastfeeding,
preparation for childbirth, care for a new-
born and contraception. She may give
advice and provide help in socio-legal
Issues in cooperation with authorities,
visit the family of a pregnant woman,
a woman up to the sixth week after
childbirth and gynaecological patients
and monitor their health,

support and educate a woman in the care
of newborns, including breastfeeding
support and prevention of complications,
diagnose pregnancy, prescribe, recom-
mend or carry out the examinations nec-
essary for the monitoring of pregnancy,
monitor the course of pregnancy and
provide information about preventive
measures; in the case of an identified
risk, she may recommend the care of
a doctor with specialized qualifica-
tions in the field of gynaecology and
obstetrics,

monitor the condition of the foetus in
the uterus by all appropriate clinical
and technical means, observe pathology
symptoms of the mother, foetus or new-
born that require medical intervention,
and assist the doctor in case of interven-
tion; in the absence of a doctor, she can
take emergency measures,

prepare the mother to give birth, care
for her during all stages of labour and be
present at the birth, perform episiotomy
if necessary; in urgent cases, she may
perform a breech birth; an urgent case
means an examination or therapeutic
performance that is necessary to save
life or health,

treat birth and postpartum injuries and
care for a woman until the sixth week
after birth,

receive, check and store medications,
manage them and ensure their adequate
supply,

take over, check and store medicaments
and laundry, manipulate with them and

Zené, rodici Zené a Zené do Sestého tydne po
porodu prostfednictvim oSetfovatelského pro-
cesu. Pfitom zejména mize:

a)

b)

c)

d)

e)

f)

9)

h)

poskytovat informace o Zivotospravé
v téhotenstvi a pfi kojeni, pfipravé na
porod, oSetfeni novorozence a o antikon-
cepci; poskytovat rady a pomoc v otaz-
kach socialné-pravnich ve spolupréci
s odpovédnymi organy,

provadét navstévy v rodiné téhotné
Zeny, Zeny do Sestého tydne po porodu
a gynekologicky nemocné, sledovat jeji
zdravotni stav,

podporovat a edukovat Zenu v péci o no-
vorozence, vEetné podpory kojenf a pred-
chazet jeho komplikacim,

diagnostikovat téhotenstvi, pfedepisovat,
doporu€ovat nebo provadét vySetfeni
nutnd ke sledovani fyziologického tého-
tenstvi, sledovat Zenu s fyziologickym
téhotenstvim, poskytovat ji informace
o prevenci komplikaci; v pfipadé zjiste-
ného rizika predavat Zenu do péce Iékafe
se specializovanou zplsobilosti v oboru
gynekologie a porodnictvi,

sledovat stav plodu v déloze v§emi vhod-
nymi klinickymi a technickymi prostfedky,
rozpoznavat u matky, plodu nebo novoro-
zence pfiznaky patologif, které vyZaduji
z4sah lékate, a poméhat mu v pripadé
zasahu; pfi nepfitomnosti lékafe prova-
dét neodkladna opattent,

pfipravovat rodicku k porodu, pecovat
0 ni ve vSech dobach porodnich a vést
fyziologicky porod, vEetné pfipadného
nastfihu hraze; v neodkladnych pfipa-
dech vést i porod v poloze koncem pane-
vnim; neodkladnym pfipadem se rozumi
vySetfovaci nebo I1é€ebny vykon nezbytny
k zachrangé Zivota nebo zdravi,

oSetfovat porodni a poporodni poranéni
a pecovat o Zenu do Sestého tydne po
porodu,

prejimat, kontrolovat, ukladat Iégivé pri-
pravky10) a manipulovat s nimi a zajiStovat
jejich dostate€nou zasobu,
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ensure their disinfection and steriliza-
tion and their adequate supply,

i) analyse, ensure and evaluate the quali-
ty and safety of nursing care,

k) care for a woman with a dead foetus
in a later stage of pregnancy, or with
an aborted pregnancy after the twelfth
week because of a genetic or health
indication of the woman at all stages
of pregnancy, including monitoring and
evaluation of the risks associated with it.

(2) A midwife can provide, without profes-
sional supervision or orders, nursing care to
newborns through the nursing process and per-
form its first examination, including possible
initiation of immediate resuscitation.

(3) A midwife under the supervision of a doctor
with specialized qualifications in gynaecology
and obstetrics may:

a) assist in a complicated birth,

b) assist in gynaecological surgeries,

c) actas an instrument nurse in the oper-
ating room during childbirth.

(4) A midwife under the supervision of a mid-
wife with specialized qualifications in the
field, nurses with specialized qualifications in
the field or children’s nurses with specialized
qualifications may, in accordance with the di-
agnosis made by a doctor, perform activities in
accordance with Sec.4{1) (a—j) when providing
highly specialized nursing care.

(5) A midwife cares for a pregnant woman,
a woman in labour, a woman in puerperium
and a woman with gynaecological illness in
accordance with Sec.4 (1)(3) and (4)(a).

The International Confederation of Midwives
sets out the general responsibilities of mid-
wives. These include (www.international
midwives.org):
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i) prejimat, kontrolovat a ukladat zdravot-
nické prostfedky11) a pradlo, manipulo-
vat s nimi, a zajistovat jejich dezinfekci
a sterilizaci a jejich dostate€nou zasobu,

i) analyzovat, zajistit a hodnotit kvalitu
a bezpecnost poskytované oSetfovatel-
ské péced2),

k) peCovat o Zenu s odumfelym plodem ve
vy$8im stupni téhotenstvi, s pferuSenym
téhotenstvim nad dvanéacty tyden z ge-
netické indikace ¢i zdravotni indikace
Zeny ve v8ech porodnich dobéach, véetné
sledovani a vyhodnocovani rizik s tim
spojenych.

(2) Porodni asistentka mlZe poskytovat bez
odborného dohledu a bez indikace oSetfovatel-
skou péci fyziologickému novorozenci prostfed-
nictvim oSetfovatelského procesu a provadét
jeho prvni oSetfeni, véetné pripadného zahajeni
okamZité resuscitace.

(3) Porodni asistentka pod pfimym vedenim
lékafe se specializovanou zpisobilosti v oboru
gynekologie a porodnictvi mize

a) asistovat p¥i komplikovaném porodu,

b) asistovat pfi gynekologickych vykonech,

c) instrumentovat na operacnim sale pfi
porodu.

(4) Porodni asistentka pod odbornym dohle-
dem porodni asistentky se specializovanou
zplsobilosti v oboru, vSeobecné sestry se spe-
cializovanou zpUsobilosti v oboru nebo détské
sestry se specializovanou zpdsobilosti, v sou-
ladu s diagnézou stanovenou |ékafem mize
vykondvat ¢innosti podle 8 4 odst. 1 pism. a)
az j) pfi poskytovani vysoce specializované
oSetfovatelské péce.

(5) Porodni asistentka déle vykondva ginnosti
podle 8 4 odst. 1, 3 a 4 pism. a) u téhotné
a rodici Zeny, Zeny do Sestého tydne po porodu
a pacientky s gynekologickym onemocnénim.
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10.

1.

12.

13.

Assume responsibility for one’s own
decisions and actions as an autonomous
practitioner.

Assume responsibility for self-care and
self-development as a midwife.
Appropriately delegate aspects of care
and provide supervision.

Use research to inform practice.

Accept, respect and protect the funda-
mental human rights of individuals when
providing midwifery care.

Adhere to jurisdictional laws, regulatory
requirements, and codes of conduct for
midwifery practice of a given country.
Facilitate the ability of women to make
individual choices about care.
Demonstrate effective interpersonal
communication with women and fami-
lies, health care teams, and community
groups. Also in contact with colleagues
and team members in the framework of
professional cooperation.

Facilitate normal birth processes in
institutional and community settings,
including women'’s homes.

Assess the health status, screen for health
risks, and promote the general health
and well-being of women and infants.
Prevent and treat common health prob-
lems related to reproduction and early
life.

Recognize conditions outside midwife-
ry's scope of practice and appropriately
refer the woman and child to a different
specialist.

Care for women who experience physi-
cal and sexual violence and abuse.

The International Confederation of Midwives
sets out the general rights of midwives:
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Every midwife has the right to a mid-
wifery-specific education that will
enable her to develop and maintain
competency as a midwife.

Every midwife has the right to practise
on her own responsibility within

Také Mezinarodni konfederace porodnich asi-
stentek udava obecné kompetence porodnich
asistentek. Mezi tyto patfi (Internationalmid-
wives, 2005):

10.

11.

12.

13.

Prevzit zodpovédnost za sva rozhodnuti
a cinnost jako autonomni poskytovatel
porodnické péce.

Prevzit zodpovédnost za vlastni rozvoj
a profesni rlst.

Spravné se rozhodovat pfi delegovani
a predavani specifickych Gsekl péce
v profesi. Akceptovat a vyuZivat supervizi.
Provadét praxi zaloZenou na vyzkumu.
Akceptovat, respektovat a chrénit lidské
préava.

Dodrzovat platné zakony a vyhlasky v dané
zemi, dodrZovat eticky kodex porodnich
asistentek.

Usnadnit Zendm vybér individualizované
péce.

PouZivat efektivni komunikaci pfi kontak-
tu se Zenami, ¢leny jejich rodiny a ¢leny
komunity. TaktéZ pfi kontaktu s kolegy-
némi ¢i Cleny tymu v ramci profesni
spoluprace.

Podporovat normalni, pfirozeny porodni
proces bez ohledu na pribéh mista pri-
béhu (nemocnicni, domaci ¢i komunitni
prostredi).

Posuzovat zdravotni stav a vyhodnocovat
zdravotni rizika Zen a déti. Podporovat
zdravi a blaho Zen a déti.

Podporovat prevenci zdravotnich rizik
spojenych s reprodukénim Zivotem a za-
¢atkem Zivota.

Rozpoznat hranice moZné pomoci
a podpory ze strany porodni asistence
a pripadné predat Zenu a dité do péce
k jinému odbornikovi.

Petovat o Zeny, které jsou obétmi néasili
(psychické, fyzické, sexuélni).

Mezinarodni konfederace porodnich asis-
tentek také uvadi zakladni préva porodnich
asistentek:
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the International Confederation of
Midwives definition and scope of
practice of a midwife.

3. Every midwife has the right to be rec-
ognised, respected and supported as
a health professional.

4. Midwives have the right to access
a strong midwifery association that
can contribute to midwifery and materni-
ty policy and services at a national level.

Conditions for the practice of midwifery in
the Czech Republic in a community setting is
regulated by Act No. 66/2013 Sh., On Health
Services and Conditions of Their Provision. Re-
quirements for minimum technical and material
equipment of health care facilities and home
care contact centres are set out in Decree No.
284/2017 Sb., amending Decree No. 92/2012
Sb., On Requirements for Minimum Technical
and Material Equipment of Health Care Facili-
ties and Home Care Contact Centres.

If a community midwife works exclusively in
her private facility, she must establish the
so-called contact workplace, which must be
identified and equipped with the following:
furniture for the work of a midwife, lockahle
file cabinet, connection to the public mobile
telephone network, device for the detection
of foetal heart sounds, single-use devices for
the examination of a pregnant woman, sphyg-
momanometer, stethoscope, medical thermom-
eter, first aid kit including CPR — resuscitation
mask, gloves, equipment for stopping bleeding,
box for transporting biological material. The
contact workplace must have a minimum area
of 10 m? and sanitary facilities for employees
(Decree No. 284/2017 Sb.).

In the Czech Republic, midwifery care is cov-
ered by public health insurance. Public health
insurance is defined by Act No. 290/2017 Sh.,
amending Act No. 48/1997 Sh., On Public Health
Insurance and On Changes and Amendments of
Other Acts, as amended. However, there are
some rules for the payment of provided care.
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—_

Kazda porodni asistentka ma mit prévo
k pristupu ke specifickému vzdéla-
vani, které bude rozvijet jeji dovednosti
JakoZto porodni asistentky.
2. KaZda porodni asistentka ma pravo
praktikovat na vlastni odpovédnost
v ramci definice a rozsahu praxe
porodni asistentky v rédmci Mezina-
rodni konfederace porodnich asistentek.
3. KaZzda porodni asistentka ma prévo na
to, aby byla uznavana, respektovana
a podporovana jako zdravotnicky
pracovnik.
4. Porodni asistentky maji prévo na pristup
k silnému sdruZeni porodnich asi-
stentek, které mlZe pfispét k politice
a sluzbam porodnich asistentek a matef-
stvi na narodni drovni.

Vlastni podminky pro praxi porodni asistentky
Ceské republice v komunitnim prosttedi pak
upravuje Zakon €. 66/2013 Sh., o zdravotnich
sluzbdch a podminkach jejich poskytovani.
PoZadavky na minimdlni technické a vécné
vybaveni zdravotnickych zatizenich a kontakt-
nich pracovi$t doméaci péce jsou pak uvedeny
ve vyhlaSce €. 284/2017 Sb., kterou se méni
vyhlaska €. 92/2012 Sh., o poZadavcich na
minimalni technické a vécné vybaveni zdra-
votnickych zafizeni a kontaktnich pracovist
doméci péce.

Pokud komunitni porodni asistentka pracuje
vyhradné ve vlastnim socidlnim zafizeni klien-
ta, musi mit zfizeno tzv. kontaktni pracoviste,
které by takto mélo byt ozna€eno, a které by
mélo byt vybaveno nasledujicimi pomdckami:
nabytek pro praci porodni asistentky, karto-
técni uzamykatelnd skfifi, pfipojeni k vefejné
telefonni siti mobilnf, pfistroj pro detekci
ozev plodu, jednorazové pomdicky k vySetfeni
téhotné Zeny, tonometr, fonendoskop, teplomér
lékaFsky, pomlcky pro poskytnuti prvni pomoci
vtetné kardiopulmondlni resuscitace — resus-
citatni rouska, rukavice, vybava pro stavéni
krvaceni, box na prepravu biologického mate-
ridlu. Kontaktni pracovi§té musi mit minimalni
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The main condition is that the community care
for postpartum women must be recommend-
ed by a gynaecologist despite the fact that
a midwife is entitled to work without supervi-
sion. The doctor must issue the 06 Form and
a midwife can then perform activities within
the scope of the so-called requested care.
Another condition is that the midwife must
have a contract with the same insurance com-
pany as the woman in her care (JanousSkova,
2014, p. 33).

A midwife works under the expertise code
921. Decree No. 143/2018 Sh., amending De-
cree No. 134/1998 Sh., On the List of Medical
Services and Their Point Values, as amended,
sets out rules for reporting nursing activities,
In connection with nursing care after birth,
a midwife can report the performance code
06211 "Visiting pregnant women or mothers
in the postpartum period”. This performance is
fully covered by health insurance and can be
performed once during pregnancy and three
times during puerperium. For a visit, the mid-
wife receives 161 points (Decree No. 143/2018,
p. 2463). If the midwife visits a woman in
the time period from 10 p.m. to 6 a.m., her
activities are regulated by code, 06135, and if
she visits a woman on a public holiday, this
activity is regulated by code 06137. Both codes
are evaluated at 100 points. Both of these vis-
iting hours must be recommended by a doctor
(Janouskova, 2014, p. 33).

1.5 Current situation in the
implementation of community-based
midwifery care

Currently, in the Czech Republic, community
care is not available to all insured women, as
it is necessary to have a recommendation from
a gynaecologist and the midwife must have
the same insurance contract as the woman
she cares for. This causes a barrier in choosing
healthcare providers, and it also increases the
expenses of the health system (Stromerova,
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plochu 10 m2 a sanitarni zafizeni pro zamést-
nance (Vyhlaska ¢. 284/2017 Sh.).

V Ceské republice by vykony porodnich asis-
tentek mély byt hrazeny z vefejného zdravot-
niho pojisténi. O verejném zdravotnim pojisténi
hovoti aktualni Zékon €. 290/2017 Sb., kterym
se méni zakon ¢. 48/1997 Sb., o vefejném
zdravotnim pojisténi a o zméné a doplnéni
nékterych souvisejicich zakon(, ve znéni poz-
déjSich predpisl. Pro vyplaceni provedené
péce jsou vSak nastavené podminky. Hlavni
zasadni podminkou je, 7e komunitni péti o Zeny
po porodu musi doporu€it gynekolog. A to
i pfesto, Ze porodni asistentka je opravnéna
pracovat bez odborného dohledu. Lékaf musi
vystavit Formulaf 06 a porodni asistentka pak
mliZe pracovat na tzv. Vly7adanou péci. DalSi
podminkou je fakt, Ze porodni asistentka musi
mit uzavienou smlouvu s pojiStovnou, u které
je pojisténa Zena (JanouSkova, 2014, s. 33).

Porodni asistentka pracuje pod kédem odbor-
nosti €. 921. Vyhlaska ¢. 143/2018 Sb., kterou
se méni vyhlaSka €. 134/1998 Sh., kterou se
vydava seznam zdravotnich vykonl s bodovy-
mi hodnotami, ve znéni pozdéjSich predpis(,
prezentuje moZnost vykéazani provedeni o3etfo-
vatelskych vykonl. V souvislosti se oSetfova-
telskou péci po porodu mlze byt vykazén vykon
s ¢fslem 06211 ,N&vstéva téhotné nebo matky
v Sestinedéli Zenskou sestrou”. Tento vykon je
piné hrazen ze zdravotniho pojisténi a miZe
byt proveden 1x v t8hotenstvi a maximalné 3x
v Sestinedéli. Za provedeni navstévni sluzby
nalezi porodni asistence 161 bodl (Vyhlas-
ka €. 143/2018, s. 2463). Pokud je navstévni
sluzba provedena v dobé od 22 do 6 hodin,
porodni asistentka si mlZe vykazat jesté kod
06135 a pokud navstévni sluzbu vykonavéa ve
dnech pracovniho klidu, mlZe si vykazat jesté
kéd 06137. Oba dva kédy jsou ohodnoceny 100
body. Obé tyto &asové varianty nav§tévnich
hodin musi byt opét doporuceny lékafem (Ja-
nouskova, 2014, s. 33).
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2010, p. 267). In response to this situation,
in 2016 a private community midwife, Anna
Kohutovd, organized a nationwide electronic
petition titled “We want to become paid
midwives”. The petition was signed by 3,497
people. The petition appealed to health insur-
ance companies to enter into contracts with
community midwives and to reimburse their
professional performance (Kohutova, 2016).

A press release issued by the organization
Czech Women's Lobby describes the situation
in Czech obstetrics as follows: “The main
problem of Czech obstetrics is the fact that
health care is not differentiated according to
the level of risk. All women have access to
specialized secondary and tertiary care, which
is, however, neither desirable nor efficient
during normal pregnancy, labour and the post-
partum period. Primary care, especially prima-
ry care provided by midwives, who care for
pregnant women, women in labour and their
children in the Czech Republic, is not sufficient
and, in many respects, not available” (Czech
Women's Lobby, 2012).

The other obstacle in providing high-quality
community-based nursing care for women af-
ter birth is the absence of uniform standards of
care. Although this topic is widely discussed,
experts have not reached a uniform consensus.
It is the task of professional organizations to
negotiate better conditions for the practice of
community midwifery. In 2017, representatives
of the Czech Chamber of Midwives and the
Union of Midwives carried out a joint analysis
of community midwifery in the Czech Republic.
The results were very surprising. It was found
that the National Centre of Nursing and Other
Health Professions registers a total of 7,230
midwives. 1155 of them are self-employed in
the outpatient sector. There are only 156 work-
places for midwives, most of them in the Olo-
mouc and Zlin regions, the least in the Liberec
and Pardubice regions. Ratislavova and Ezrové
surveyed how many private midwives currently
have a valid contract with a health insurance
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1.5 Aktualni situace v napliovani
komunitni praxe v porodni asistenci

V soutasné dobé neni v naSi republice ko-
munitni péce porodnich ploSné dostupné pro
vS8echny fadné pojisténé Zeny — plati podminka
doporugeni gynekologa, nutnost mit smlouvu
s pojistovnou shodnou s pojistovnou Zeny. Toto
zplisobuje bariéru ve volbé Zen ohledng posky-
tovatele zdravotnické péce a také to zvySuje
naklady zdravotnického systému (Stromerova,
2010, s. 267). Na tuto situaci zareagovala
v roce 2016 soukromd komunitni porodni asi-
stentka Anna Kohutova, kterad zorganizovala
celonédrodni elektronickou petici s nazvem
Chceme statem hrazenou péci porodnich asi-
stentek. Petici podepsalo celkem 3 497 lidi.
Petice vyzyvala zemské zdravotni pojiStovny
k uzavirani smluv s komunitnimi porodnimi
asistentkami a k proplaceni odbornych vykon(
(Kohutové, 2016).

Tiskova zprava Ceské Zenské lobby k situaci
v teském porodnictvi fika toto: ,Zdsadnim pro-
blémem &eského porodnictvi je skutecnost, Ze
neni diferencovana zdravotni péce dle miry
rizika. Vsechny Zeny maji pfistup ke speciali-
zované sekunddrni a tercidrni péci, ktera vsak
neni pfi fyziologickém pribéhu téhotenstvi, po-
rodu a poporodniho obdobi Zadouci ani efektivni.
Primarni péce, zejména primarni péce poskyto-
vand porodnimi asistentkami, kterd podporuje
zdravi téhotnych a rodicich Zen a jejich déti
neni v CR dostatecna a v mnoha ohledech neni
ani dostupna” (Ceska Zenska lobby, 2012).

Dal8im bariérou v poskytovani kvalitni komu-
nitni oSetfovatelské péte o Zeny po porodu
je stala absence jednotnych standardd péce.
| kdyZ je toto téma aktudlni a hojné diskuto-
vang, stale neni mezi odbornou vefejnosti jed-
notny konsensus. Vyjednéani lepSich podminek
pro praxi komunitni porodni asistence je ze-
jména na profesnich organizacich sdruzujicich
porodni asistentky. V roce 2017 zastupkyné
Ceské komory porodnich asistentek a Unie po-
rodnich asistentek provedly spoleénou analyzu
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company. The General Health Insurance Com-
pany registers 15 contracts; Health Insurance
of the Ministry of the Interior registers 19 con-
tracts. Other health insurance companies did
not respond to the query or refused to disclose
details.

The second phase of the research was fo-
cused on private midwives. During March and
April 2017, Ratislavova and Ezrova addressed
136 private midwives by email. The response
rate was relatively low; they received 69 com-
pleted questionnaires (50.7 %). The responses
showed that it was very difficult to make
a living as a private or community midwife.
Only three midwives, out of the 69 who sent
back the questionnaire, work as a private
or community midwife. Other respondents
reported that the value of a point paid for
a performance by the health insurance
company is very low and “it is not possible
to make a living wage”. Furthermore, the re-
search showed that 87.5 % of the midwives
consider their status as a health care provider
unsatisfactory and 67 % of respondents feel
that they cannot fully use their competen-
cies in practice. Professional organisations
responded to the results of the survey with
the following: it is necessary to notify the
Ministry of Health of the Czech Republic of
the situation in community midwifery, discuss
the topic with health insurance companies,
support mandatory membership in a chamber
of midwives, unify standards of nursing care
in a community environment, support togeth-
erness and organise professional education
workshops focused on community midwifery
(Ratislavova and Ezrova, 2017a).

A possible solution could also be the support
of the state and professional organizations
leading to the creation of a community care
system managed by midwives, as well as
to the establishment of community centres
where pregnant women and mothers could
visit midwives. Such centres are already oper-
ated abroad. There is also the possibility to
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stavu komunitni porodni asistence v Ceské
republice. Vysledky byly velice prekvapivé.
Porodni asistentky zjistily, Ze Narodni centrum
oSetfovatelstvi a nelékafskych zdravotnickych
oborll registruje celkem 7230 porodnich asi-
stentek. Z toho je vedenych jako samostatné
pracujicich v ambulantnim sektoru 1155.
Vlastnich pracoviSt porodnich asistentek je
pak registrovano v celé Ceské republice jen
156 — nejvice pak v Olomouckém a Zlinském
kraji, nejméné pak v Libereckém a Pardubickém
kraji. Ratislavova a Ezrova také zjistovaly,
kolik soukromych porodnich asistentek ma ak-
tualné platnou smlouvu se zdravotni pojistov-
nou. VSeobecnd zdravotni pojiStovna uvedla
15 smluv, Zdravotni pojistovna ministerstva
vnitra Ceské republiky pak eviduje 19 smluv
s porodnimi asistentkami. Ostatni zdravotni
pojistovny na dotaz vyzkumnic bud nereago-
valy €i odmitly sdélit informace.

Druhd faze vyzkumného Setfeni se tykala jiz
samotnych soukromych porodnich asistentek.
Porodni asistentky K. Ratislavova s M. Ezro-
vou v priibéhu brezna a dubna 2017 oslovily
celkem 136 soukromych porodnich asistentek,
a to pomoci e-mailu. Névratnost odpovédi
byla pomérné nizka, vratilo se vyplnénych 69
dotaznikl (50,7 %). Z odpovédi vyplynulo, Ze
je velmi obtiZzné se uZivit na hlavni pracovni
pomér jako k soukromd €i komunitni porodni
asistentka. A v tomto rozsahu pracuji jen 3
porodni asistentky ze zminénych 69 odpovédi.
Ostatni respondentky uvadgji, Ze hodnota bodu
proplacena za provedeny vykon od zdravotni
pojistovny je velmi mala a ,nenf to k uZiveni”.
Vlyzkum dale ukdzal dal$i zajimava data, kdy
87,5 % odpovidajicich porodnich asistentek
povazuje svoje postaveni, co by poskytovatele
zdravotnické péce, za nevyhovujici a 67 %
porodnich asistentek m& pocit, Ze nemize
pIné vyuZit svoje kompetence v praxi. Profesni
organizace na vysledky Setfeni reaguji timto
shrnujicim programem: o stavu komunitni po-
rodni asistence informovat Ministerstvo zdra-
votnictvi Ceské republiky, vyvolat tematické
jednani se zdravotnimi pojiStovnami, podpofit
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organise various courses and aim at the im- vznik povinného ¢lenstvi porodnich asistentek
provement of health literacy among mothers v odborné komote, ujednotit standardy oSet-
(lvanova et al., 2018). fovatelské péce v komunitnim prostfedi, pod-

porovat vzajemny respekt mezi kolegynémi
a poradat odborné vzdélavaci kurzy zamérené
na komunitnf porodni asistenci (Ratislavova
a Ezrové, 2017).

Moznym feSenim by také mohla byt podpora
statu a profesnich organizaci vedouci ke vzni-
ku nejen vlastni komunitni péce porodnich
asistentek s navstévni ¢innosti v doméacnosti,
ale také vznik komunitnich center, kde by
Zeny — matky nav$tévovaly porodni asistentky.
Takovéto centra bézné funguji v zahranici. Je
zde i moZnost poradat rliznorodé kurzy a cilit na
zvySovani zdravotni gramotnosti matek (lvano-
va et al., 2018).

Summary of the first chapter
How can you be a happy midwife?

Zavérecné shrnuti prvni kapitoly
Jak byt tedy Stastna porodni asistentka?

Know the history of your profession

Know your skills and rights and stand up for them

Follow the news in your specialisation

Look for inspirational examples of good practice

Do not be afraid to promote the proven model of community midwifery despite the marginali-
sation of this type of health care in our country

Znat svoji profesnf historii

Znat svoje kompetence a prava a stat si za nimi

Sledovat novinky v oboru

Inspirovat se pfiklady dobré praxe

Nebat se prosazovat historii provéfeny model komunitni péce porodnich asistentek navzdory
dnedni marginalizaci tohoto druhu poskytované péce v nasi republice
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CHAPTER 2

CARE MODELS IN MIDWIFERY

2. KAPITOLA

ZPUSOBY POSKYTOVANI PECE
PORODNICH ASISTENTEK

2.1 Holistic versus biomedical perception
of health

HUMAN HEALTH can be perceived from
different points of view (e.g. holistic theory,
behavioural theory, psychosocial theory, home-
ostatic theory or biomedical theory of health and
illness). We will introduce two main theories —
the holistic and biomedical concepts of health.

The biomedical model of health perceives
illness as being a result of poor functioning
of organs or cells. Every health disorder, an
illness, has its criteria — causes, symptoms
and their classification. The biomedical model
does not take into account possible psycho-
somatic causes of illness and does not perceive
humans as a bio-psycho-socio-spiritual-ener-
getic whole (diagram 1). The biomedical model
of health is typical of the so-called Western
developed countries, which often use modern
diagnostics (laboratory or imaging methods) in
their diagnosis and advanced surgical methods
that are constantly evolving.

The biomedical model of health is applied in
large medical institutions, which a patient vis-
its and hopes for improvement. Usually, there
is no time to focus on the wider context of the
illness. Even the reporting of treatment for an
insurance company is aimed at eliminating or
curing a specific illness.
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2.1 Holisticky versus biomedicinsky
model vnimani zdravi

Na problematiku ZDRAVi CLOVEKA se miize-
me divat z rozliénych GhlG pohledu (napr teorie
holismu, behaviordini teorie, psychosocidlni
teorie, homeostaticka ¢i biomedicinska teorie
zdravi a nemoci). My si blize predstavime dvé
hlavni teorie — holistické pojeti zdravi a bio-
medicinské pojeti zdravi.

Biomedicinsky model vnimani zdravi vni-
mé& poruchu zdravi neboli nemoc jako vysledek
$patné funkce organl ¢i bunék. Kazda porucha
zdravi, nemoc, ma svoje kritéria — pfi€iny,
priznaky a symptomy a svoji klasifikaci. Biome-
dicinsky model vétSinou nebere v potaz mozné
psychosomatické pficiny nemoci a nevnima
¢lovéka jako celek, bio-psycho-socio-spiritualné-
-energeticky (diagram ¢&. 1). Biomedicinsky
model vniméani zdravi je typicky pro tzv. zapad-
ni, vyspeélé zemg, které asto ve své diagnostice
vyuZivaji moderni moZnosti diagnostiky (labo-
ratorni ¢i zobrazovaci metody) a jsou vyspglé
v operativé, ktera se neustale modernizuje.

Biomedicinsky model vnimani zdravi mizeme
tasto identifikovat ve velkych zdravotnickych
zafizenich, kam dochdzf pacient s ur€itym zdra-
votnim problémem k jeho vyfeSeni. Neni zde
obvykle €as vénovat se §irSim souvislostem ne-
moci. Dokonce i vykazan{ lé¢by dle pojistovny

https://doi.org/10.24132/ZCU.2020.09860



Diagram 1. Five aspects of illnesses
and treatment by MUDr. Klimova
(Klima and Fialova, 2015)

The holistic concept of health is quite the
opposite. This concept of health perception is
based on the term HOLISM, which comes from
the Greek word holos for “whole”, “entire”,
“intact”.

Holism is a philosophical approach that is
based on idealism and emphasizes the pri-
macy of the whole in relation to individual
components. The renowned philosopher Aris-
totle, who expressed himself on the subject of
metaphysics, once said: “The whale is greater
than the sum of the parts.”

The holistic theory of health combines five as-
pects, including the physical, social, cognitive,
emotional and spiritual components. Disor-
ders of one of the components mean the
breakdown of the whole.

From a practical point of view, we are not only
interested in humans in terms of the occurrence
or prevention of a particular illness, but we
know that “everything is related to everything”.
It is necessary to pay attention to physical fit-
ness, stress management, self-image, self-con-
cept, spirituality, and the response to the
environment in which a person lives.
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Diagram €. 1. Pét aspektl nemoci
a léceni dle MUDr. Klimové
(Klimové a Fialovéa, 2015)

je zaméfeno na odstranéni konkrétni fyzické
choroby, vyléceni konkrétni diagnézy, se kterou
pacient primarné pfichazi.

Holistické pojeti zdravi élovéka je zcela
opaénym pfistupem. Tento koncept vnimani
zdravi vychazi z terminu HOLISMUS, ktery po-
chazi z feckého slova holos, coZ znamena cely,
iplny, neporuseny.

Holismus je vlastné filozoficky smér, ktery
vychazi z idealizmu a vyzdvihuje prvenstvi
celku v poméru k jednotlivym soucastem. JiZ
véhlasny filozof Aristoteles, ktery se vyjadfo-
val k tématu metafyziky, kdysi prohlasil: ,Celek
je vZdycky vice neZ souhrn jeho Casti.”

Holisticka teorie zdravi vnima obecnych pét
soucasti €lovéka. Mezi ty patfi sloZka biolo-
gickd, spolecenska, kognitivni, emocionalni
a duchovni. Nastane-li naruseni ¢i porucha
u jedné z vyse uvedenych soucasti, narusi
se vZdy celek jako takovy.

Z praktického hlediska se nezajimédme o €lo-
véka jen z pohledu vyskytu €i prevence urgité
choroby, ale vime, Ze ,vSe souvisi se v8§im”.
Je potfeba vnimat naptiklad télesnou zdatnost

https://doi.org/10.24132/ZCU.2020.09860



The aim of this philosophy is to help people set
up a proactive approach to their health and take
full responsibility for their health. In practice,
it means a conscious approach to their health,
preventive behaviour, avoidance of destructive
situations and behaviour, and searching for
different ways to live a healthy lifestyle.

2.2 Methods of providing care
in midwifery

Midwifery care can be provided in different
ways and different environments. This chapter
focuses on various methods of care in midwife-
ry. First, we look at the methods used in the
Czech Republic. Second, we focus on selected
foreign countries: Germany, the Netherlands,
Great Britain and Australia.

The midwife as a professional with expert
competence provides care mostly according
to the nursing model (description of medical
history, diagnosis, care plan, implementation
of interventions, evaluation). Midwifery care
can be provided in a variety of environ-
ments: walk-in clinics, institutional, home or
community care. A midwife may provide care
in a state or non-state medical facility. Mid-
wifery care may be provided in the primary,
secondary and tertiary health sectors.

A midwife's care can also be seen from the
perspective of her professional activities.
The care can be complex (e.g. pregnancy coun-
selling, assistance during labour and support
of a woman during puerperium), specialized
(e.g. care for a woman experiencing perinatal
loss) or basic (e.g. monitoring heart sounds
during pregnancy or assessment of vital signs
of a pregnant woman).

We can also describe the care provided in terms
of the degree of provision. Complex care
means meeting the needs of a client (women,
newborns) who is not independent. Partial
care means support in meeting only some of
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¢lovéka, Zivotni styl, zvladani strest, sebevnima-
ni, sebekoncepci, duchovno €i reakci na prostfe-
di, ve kterém Cloveék Zije.

Cilem na$i péce je pomoci lidem nastavit pro-
aktivni pfistup ke svému zdravi a prevzit plnou
zodpovédnost za svij zdravotni stav. CoZ Casto
v praxi znamenéa védomy pfistup ke svému zdra-
vi, preventivni chovani, vyhybani se destruk-
tivnim situacim a chovani, hledani rliznych
variant podpory svého zdravi, a Ziti zdravym
zdravotnim stylem (Klimové a Fialova, 2015) .

2.2 Zpiisoby poskytovani péce
v porodni asistenci

Péce porodnich asistentek mlzZe byt poskytova-
na rlznymi zplsoby a v rliznych prostfedich. My
se s rliznymi moZnostmi poskytovani péce blize
seznamime v dal8ich pasazich této kapitoly.
Nejdfive se podivame na to, jak je to obvyklé
v Ceské republice. Poté se zaméfime na vybra-
né zahraniéni zemé — Spolkovou republiku Né-
mecko, Holandsko, Velkou Britanii a Australii.

Porodni asistentka jako profesional s odbor-
nou zplsobilosti poskytuje péci vétSinou podle
modelu oSetfovatelského procesu (popis
anamnézy, stanoveni diagnézy, plan péce,
realizace intervenci, hodnoceni). Péte porodni
asistentky mlze byt poskytovéna v rozliénych
prostfedich — v ambulantni sféfe, Gstavni

.

Porodni asistentka mlZe poskytovat svoji péci
ve statnim €i nestatnim zdravotnickém zafizeni.
Péce porodni asistentky miZe byt poskytovani
v primarnim, sekundarnim ¢i terciarnim
sektoru zdravotnictvi.

Na poskytovanou péCi porodni asistentky
mlZeme nahliZet také z pohledu odborné
¢innosti. Poskytovanad péte miZe byt kom-
plexni (napfiklad vedeni téhotenské poradny,
odvedeni porodu a podpora Zeny v poporodnim
obdobi), specializovana (napfiklad péte o Zenu
s perinatalni ztratou) ¢i zakladni (napfiklad
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the needs of a client who is not able to handle
the situation alone. And supportive care
means supporting activities for a client who
can satisfy her needs, but it is very complicat-
ed (Plevova, 2011).

We use the term “client”, which is not usually
used in our health care system, as it evokes
a business relationship. The term “patient”,
on the other hand, does not seem appropriate
to us because we do not perceive pregnancy,
childbirth and the postpartum period as an
iliness. The term client, therefore, means either
a woman or a newborn.

2.3 Functional method of providing care
in midwifery

The functional method of providing care in
midwifery is carried out in an institutional
environment. It is an older method of care
assuming that each midwife is in charge of
managing and ensuring a certain performance
for all clients of a medical department. One
midwife is in charge of medication administra-
tion, another is, for example, responsible for
hygiene care or and manages food supplies.
The system of care is focused performing
individual interventions and treatments;
the main priority is their fulfilment. This
may be the reason why this method of providing
care Is sometimes pejoratively nicknamed “as-
sembly line”, as every team member handles
a particular task and focuses on a particular
activity, and only after, when all activities
have been performed, everything fits into the
overall picture of a client’s care.

A considerable disadvantage of this method
is the fact that the client’s individuality is not
considered important. In this system, no one
cares about the human as a whole. Midwives
are usually not interested in emotions or unique
needs of a client. There is not enough time
and space to focus on other activities except for
the intervention or task that must be fulfilled.
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poslech ozev plodu u Zeny v téhotenstvi nebo
posouzenf vitalnich funkci Zeny).

Poskytovanou pé¢i mlZeme také popsat z po-
hledu stupné poskytovani. Komplexni péce
by zde znamenala uspokojovéani potfeby kli-
enta (Zeny, novorozence), ktery neni schopen
samostatnosti. Casteéna péée by znamenala
podporu v uspokojovani jen nékterych potfeb
klienta, kde neni schopen toto zvladnout sam.
Konetné podptirna péée by znamenala pod-
pdrnou ¢innost pro klienta, ktery je schopen
zvladat uspokojovan{ svych potfeba sam, ale
neni to pro ngj jednoduché (Plevové, 2011).

V textu dale uvadime termin ,klient”, ktery
neni v na$i zdravotnické spole€nosti ¢asto vyu-
Zivan. Mozna proto, 7e evokuje spiSe byznysovy
vztah. Na druhou stranu termin ,pacient” se
nam nezda vhodné pouZit, protoZe téhotenstvi,
porod a poporodni obdobi nevnimame jako
nemoc. Termin klient v dalSich pasdazich textu
tedy predstavuje bud Zenu nebo novorozence .

2.3 Funkéni zpisob poskytovani péce
v porodni asistenci

Funkéni zplsob poskytovani péce v porodni
asistenci bychom mohly nejvhodnéji zasadit
do Ustavniho prostfedi. Jednd se o starsi
zplsob péce, kdy kazda porodni asistentka méa
na starosti zvladnuti a zajiSténi jen ur€itych
vykon{ u vSech klientu daného zdravotnického
iseku. MlZe se jednat naptiklad o aktivitu,
kdy jedna porodni asistentka provadi aplikaci
|6kl u vSech klientl, jind porodni asistentka
mé naptiklad na starosti péc¢i o hygienu,
dal$i se stard o zaji§ténf vyZivy. Systém po-
skytované pécée se zde hodné orientuje
na splnéni intervenci a ordinaci, hlavni
prioritou v péci je jejich spInéni. | to mlZe
byt dlivodem, pro¢ se tomuto zplsobu posky-
tovani péce nékdy ponékud hanlivé pfezdiva
.montézni linka”. Je to proto, Ze kaZdy ¢len
tymu zpracovava urcity dkol, vénuje se ur€ité
aktivité a teprve a7 poté, kdy jsou vSechny
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The functional method of care does not take
into account the holistic concept of a human.
And we dare say that this kind of midwifery
care for women in relation to maternity is not
satisfying for midwives, as it does not give
them a sense of professional fulfilment (Ple-
vovd, 2006).

Group method of providing care
in midwifery

The group method of providing care in mid-
wifery consists of the allocation of a group
of clients to one midwife. This allocation is
often decided by the station chief or the head
midwife. Sometimes, this method of care is
called comprehensive. The principle of this
method is based on comprehensive supervision
provided by one midwife who independently
cares for a group of clients.

One of the benefits of this method is that the
midwife and her group of clients build up trust
and establish continuity of care. Therefore, this
method can follow the holistic approach and
a deeper understanding of various contexts
that affect the health of a client. As a result,
the communication between a client and the
midwife is much more effective and deeper.
Information about the client is optionally hand-
ed over to a ward midwife who can include
other experts in the system of care, as they
are well aware of the condition and needs
of the client and if they care about her for
a longer period of time, she becomes their
client as well.

As a practical example, we can mention wom-
en and newborns who stay in the postpartum
unit. A midwife takes care of a certain group
of clients (usually, women and their newborns)
during the entire stay and, ideally, after the
postpartum period (FarkaSovéa, 2006).
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aktivity splnéné, vSe zapadne do celkového
obrazu péce o klienta.

Velkou nevyhodou tohoto zpdsobu poskytovani
péce je odklon pozornosti od klienta coby indi-
viduality. V takto nastaveném systému péce se
nikdo do hloubky o ¢lovéka nezajima. Porodni
asistentky se obvykle nezajimaji o emoce
a specifické potfeby ¢lovéka. Na dal§i aktivity
mimo vlastni intervenci i plnén{ Gkolu nebyva
dostatek prostoru a €asu. Funkéni zplsob po-
skytované péce nebere v potaz holistické pojeti
tlovéka. Troufneme si tvrdit, Ze tento zpisob
péce porodnich asistentek o Zeny v souvislosti
s matefstvim neni ani pro porodni asistentky
ptili§ uspokojujici a nedava jim pocit profes-
niho naplnéni (Plevova, 2006).

Skupinovy zplsob poskytovani péce
v porodni asistenci

U skupinového zplsobu poskytovani péce
v porodni asistenci se setkame s pFidélovanim
urgitych klientd jedné porodni asistence. Toto
pridéleni €asto urCuje stani¢ni ¢i vrchni porodni
asistentka. Nékdy tuto metodu péfe ozna-
tujeme také za tzv. kazuistickou ¢i celkovou.
Principem péce zde tedy je to, Ze jedna po-
rodni asistentka komplexné a samostatné
pecuje o pridélenou skupinu klienti.

Mezi danou porodni asistentkou a skupinou
klientl se buduje vétSi dlivéra a je zachovédna
kontinuita péce. V tomto zplsobu poskytované
péce je prostor na poskytovani holistické péce
a hlubsi pochopenf rliznych souvislosti, které
ovliviiuji zdravi klienta. Dale je zde popsana
také efektivngjsi komunikace mezi klientem
a pe€ujici porodni asistentkou. Informace
o klientovi jsou ddle pfipadné poskytovany
stani¢éni porodni asistence a do péce jsou even-
tuelné zafazeni i dal3i odbornici. Ale i tito jsou
dobfe informovani o stavu, potfebéach klienta
a pokud se o néj maji starat dlouhodobé, stava
se tento klient Castecné i jejich klientem.
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Team method of providing care
in midwifery

The basis of this method of providing care in
midwifery is teamwork. The team leader,
usually the chief ward midwife or the most
experienced midwife, is responsible for the
outcome of care provided. A client receives
care from various team members who have
different degrees of education, experience
and competencies (such as a midwife, nurse,
nurse’s aid, medical assistant, nutritional ther-
apist or doctor).

The disadvantages of this method are as fol-
lows: team members perform activities that
are not in their speciality, fragmentation of
responsibility, lack of clarity in the provision
of information and activities undertaken. Fur-
thermore, the lack of a close relationship with
a client, which is crucial for the understanding
of the complexity of the issues affecting her
health status, and possible communication
errors.

It is the team leader who has the most de-
manding job, as he/she must ensure effective
communication of information about a client
within the team and plan regular meetings of
all team members (Plevova, 2012). Moreover,
he/she must monitor the compliance with
interventions, and evaluate the process and
results of care provided.

Care provided by a contact or primary
midwife

This method of care for a client is based on
the responsibility of one midwife, who cares
for a client from her admission to her discharge
from the hospital.

The advantage of this type of care is that every
client knows her midwife, who decides on the
course of care of her client according to the
nursing plan that she evaluates and adapts to
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Jako prtiklad z praxe mliZzeme uvést Zeny a no-
vorozence po porodu na oddéleni Sestinedéli.
Porodn{ asistentka ma pfidélené urcité klienty
(idedlné Zeny i jejich novorozence) a o ty celou
svoji sluzbu komplexné pecuje. ldealné pak
jesté i v prifezu Casu, tedy i po obdobi svych
dalSich sluZeh (Farka$ova, 2006).

Tymovy zpisob poskytovani péce
v porodni asistenci

Zé&kladem tymového zplsobu poskytovani péce
v porodni asistenci je prace v tymu. Vedouci
tymu, vétSinou staniéni €i nejzkuSené;Si porodni
asistentka pak zodpovidd za konetny vysledek
poskytované péce. O klienta se staraji ¢lenové
tymu s rlznym stupném vzdélani a praktickych
zkuSenosti a také s rlznymi kompetencemi
(napfiklad porodni asistentka, oSetfovatelka,
sanitafka, zdravotni asistentka, nutriéni tera-
peutka, lékar).

Mezi nevyhody tohoto zplisobu poskytovani
péte mlZeme zafadit: nevykondvani jen své
kvalifikované préace, tfisténi zodpovédnosti,
neptrehlednost v informacich a vykonanych
aktivitach. Dale pak nedostatetné tésny vztah
s klientem pro pochopeni komplexnosti pro-
blematiky ovliviiujici zdravotni stav a moZné
chyby v komunikaci.

Pravé vedouci tymu miva pak nejnarocngjsi
praci. Ten musi dbat na efektivni pfedavani
informaci o klientovi v rdmci tymu, kdy ¢asto
planuje i pravidelna setkavani tymu (Plevova,
2012). D&l musi kontrolovat spInéni interven-
ci, vyhodnocuje proces i vysledky poskytované
péce.

Péce poskytovana kontaktni i primarni
porodni asistentkou
V tomto zplsobu poskytované péce nese za

klienta zodpovédnost jedna porodni asistentka,
a to od jeho pfijmu aZ po propuSténi.
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the needs of the woman who she looks after.
This method is also based on a close collabo-
ration with an attending physician and other
professionals.

A midwife is obliged to notify her colleagues
from the team or department of the state of
health and needs of a client so that all impor-
tant information is handed over to the person
in charge. In her absence, the midwife author-
ises a representative who cares for her clients.
A primary or contact midwife independently
manages medical documentation and super-
vises the activities of the midwife who cares
for a client in the following shift.

Other highlights of the care provided through
contact midwives include increased responsi-
bility and professionalism of midwives working
in a hospital, as they are obliged to provide
a client with complex care. This type of care
places high demands on midwives and it is,
therefore, expected that they keep educating
and developing themselves (Plevovd, 2011).

In fact, this method is very demanding in
terms of responsibilities and, therefore, some
midwives are not willing to participate in this
model of care. In the Czech Republic, this model
of care is rather exceptional.

Case management

Case management (caseload management)
can be described as the best way to provide
care in midwifery outside institutional an en-
vironment. However, this model of care can be
applied to many spheres. What are the princi-
ples of this method of care?

There is no exact terminology for case man-
agement. In simple terms, it is the MANAGE-
MENT OF A CLIENT'S CASE. This method
of care is not only recommended for health
care, but also for social work.
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Viyhodou tohoto zplsobu péte je, Ze kaidy
klient znd svoji pecujici porodni asistentku.
Tato profesiondlka pak stanovi postup péce
o klienta dle algoritmu oSetfovatelského pro-
cesu, ktery také sama vyhodnocuje a pfipadné
znovu prepracovava. Samozfejméa je pfi tom
zka spoluprace s oSetfujicim |ékafem €i jinymi
profesionaly.

Porodni asistentka by o stavu a potfebach kli-
enta méla informovat ostatni kolegy z tymu i
oddéleni, aby dochazelo k pfenosu potfebnych
informaci. V dobé& nepfitomnosti konkrétni
pecujici porodni asistentky méa tato porodni
asistentka za sebe obvykle zvoleny jmenovity
zastup, ktery se vénuje stale i svému plvod-
nimu klientovi.

Primarni ¢i kontaktni porodni asistentka samo-
statné vede zdravotnickou dokumentaci a vede
¢innost porodni asistentky, kterd se o klienta
stard v nasledujici sluzbg.

Mezi dalSi prednosti poskytované péce diky
kontaktni porodni asistence mizZeme zafadit
zvy$eni zodpovédnosti a profesionality porod-
nich asistentek. Ty jsou nucené byt schopné
o klienta pecovat komplexné. Tento zplsob
péce klade na porodni asistentky vysoké na-
roky, a tak je pfedpoklad, Ze se praktikujici
porodni asistentky budou stale vzdélavat a roz-
vijet se (Plevova, 2011).

Na druhou stranu mlZeme ale také uvést, 7e
tento model péce klade na porodni asistentky
velké naroky a zodpovédnost, proto nékteré
porodni asistentky nejsou ochotné tento mo-
del péte zastavat. V Ceské republice je tento
model péce o Zenu v souvislosti s matefstvim
spiSe vyjimetnym.

Case management
Case management (Caseload management)

mlZeme oznatit za nejvhodné;si zplisob poskyto-
vani péce v porodni asistenci v mimo Gstavnim
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The main principles of case management in-
clude coordination and navigation. One of
the objectives of this care is the understanding
of a client in her current life situation and
the provision of support and assistance. Case
management objectives may be perceived as
short-term and long-term. Short-term goals are
aimed at anticipating possible situations and
changes in meeting a client’s needs. Long-
term goals pursue the continuity of the care
provided and eliminate the development of
health and social risks.

Care provided in the framework of case man-
agement should be aimed at the following
three tasks (Jandikova, Ratislavova, 2010):

1. assess the client’s state of health and
conditions in which the client lives,

2. unite the client’s needs with care options
and set objectives,

3. create an individual care plan with ac-
tive participation of the client and record
the development of the case and, if
necessary, modify the plan and set new
objectives.

Case management can be divided into indi-
vidual or team management. Individual case
management is focused on the client as an
individual, whereas team case management
is focused on a group of clients.

What does it mean to focus on a case or to
perform activities related to case manage-
ment? There are several options. Individual
case management can be chosen, for example,
according to a certain diagnosis (for example,
care for women at risk of premature birth) or
a certain type of therapy (for example, caring
for women after breast cancer surgery).

Case management in the institutional environ-
ment requires that a particular midwife spe-
cializes in a specific issue and keeps educating
herself in the given field. Such a midwife is
often used for her specialization in a particular
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prostfedi. AvSak tento model péte je moiné
samozfejmeé pouZit i tam. Jaké jsou principy
tohoto zplsobu poskytované péce?

Pfesnd terminologie pro Case management
neexistuje. MlZeme v8ak tvrdit, Ze se jedna
o PRIPADOVE VEDENI KLIENTA. Tento zpi-
sob péce neni doporucen je pro zdravotnictvi,
ale skvéle se uplatiiuje napfiklad i v oblasti
socialni prace.

Mezi principy Case managementu patfi princip
koordinace a navigace. Jednim z cild této
péce je totiZ orientace klienta v Zivotni situaci
a jeho podpora a pomoc. Cile Case manage-
mentu midZe vnimat jako kratkodobé a dlouho-
dobé. Kratkodobé cile péce jsou zaméfené na
pfedvidani moZnych situaci a zmén v uspo-
kojovéni potfeb klienta. Dlouhodobé cile pak
sleduji kontinuitu poskytované péce a eliminuji
rozvoj zdravotnich a socidlnich rizik.

Péte poskytovana zplisobem case manage-
mentu by se méla vénovat témto tfem dkolim
(Jandikova, Ratislavova, 2010):

1. Posouzeni stavu klienta a také podmi-
nek, ve kterych se klient pohybuje a Zije

2. Sloucit potfeby klienta s moZnostmi po-
skytované péce a stanovenymi cili

3. Vytvofit individudIni plan péce s aktivni
(Casti klienta a zaznamenéavat vyvoj pfi-
padu. Pfipadné plan upravit a nastavit
nové cile.

Case management miZeme délit na individu-
alni ¢i tymovy. IndividuaIni case management
je zaméfen na klienta coby jednotlivce, tymovy
case management je zaméfen na skupinu kli-
entd v rdmci jednoho pFipadu.

Co to vlastné znamen4 orientovat se na pfipad
¢i provadét ptipadové vedeni? MoZnosti mlZe
byt vice. Individualni case management mizZe
byt zvolen naptiklad podle urcité diagnézy
(naptiklad péce o Zeny s rizikem pred€asného
porodu) nebo podle uréitého druhu terapie
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case. In practice, this may include, for example,
he issue of caring for young mothers, women
who suffered perinatal loss, women with ges-
tational diabetes, etc. Such a midwife — care
manager — then cooperates with other spe-
cialists, and plans and evaluates the provided
care.

Case management in the community envi-
ronment is a very useful method of providing
care. Research studies from abroad, particularly
from the UK and Australia (Forester, 2016),
have repeatedly provided scientific evidence of
the benefits of this care method. In countries
which traditionally support and understand the
autonomy of the profession it is not extraor-
dinary that a midwife in a community setting
CONTINUQUSLY cares for pregnant women,
women in labour and women after birth. This
applies in particular to low-risk pregnancy.

It is the continuous care of one woman, a cli-
ent, that brings great benefits. This woman
can then be identified as a case client. Care
for a woman from the beginning of her preg-
nancy to its end and during the postpartum
period is an attribute of case management.
An Australian study (Forester, 2016) states
that caseload management leads to a reduc-
tion of medical interventions during childbirth
(a smaller percentage of caesarean sections
performed, a smaller percentage of episioto-
mies or analgesia). Caseload management also
increases women's satisfaction with the care
provided and at the same time increases the
satisfaction of midwives with their work (San-
dall et. al., 2013).

The advantages of case management include:

e Personalised care, so-called “tailor-made
care”

e Minimal information distortions (the pri-
mary source of information is the client)

e (Complexity in case resolution

e Activation of the client to solve or man-
age the case
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(napfiklad péce o Zeny po prodélané operaci
karcinomu prsu).

Case managment v dstavnim prostfedi vyZadu-
je, aby konkrétni porodni asistentka byla spe-
cializovanad na konkrétni problematiku a stéle
se v ni vzdélavala. Takovato porodni asistentka
byva pak ¢asto vyuZivana pravé pro svoji spe-
cializaci na konkrétni ptipad. V praxi to mlzZe
byt naptiklad problematika pée o mladistvé
rodicky, péce o Zenu po perinatalni ztraté, péce
0 Zenu s gestatnim diabetem atd. Takovéato
porodni asistentka — manazerka péce — pak
spolupracuje v ramci péce o konkrétni pfipa-
dovou klientku s dal§imi odborniky a plénuje,
vyhodnocuje poskytovanou péci.

Case managment v komunitnim prostfedi se
ukazuje jako velmi uZiteény zplisob péce. Vy-
zkumné studie ze zahraniti, zejména z Velké
Britanie a Austrdlie (Forester, 2016) opakované
prinaseji védecké dikazy o pfinosech této péce.
V zemich, kde je porodni asistence chapéna
tradiéné a je podporovana autonomie profese,
neni ni¢im mimofadnym, 7e se porodni asis-
tentka v komunitnim prostfedi vénuje téhotnym
Zenam a posléze rodicim Zenam a Zenam po
porodu KONTINUALNE. Toto plati zejména
u nizkorizikovych Zen.

Pravé kontinualni péce porodni asistentky vici
jedné Zeng, klientce, pfinasi velké vyhody. Tato
Zena pak mlZe byt oznatena jako pfipadova
klientka. Péce o Zenu, kterd je v obdobi od té-
hotenstvi po poporodni obdobi (obdobi matefstvi
v souvislosti s narozenim ditéte) je zde vlastné
znakem pripadu. Australska studie (Forester,
2016) uvadi, 7e caseload managment ze strany
porodnich asistentek vede ke sniZeni vyskytu
zdravotnickych intervenci u porodu (men§i
procento provedenych cisafskych fezl, mensi
procento epiziotomii ¢i pouZité analgezie u ro-
dicich Zen). Caseload management porodnich
asistentek také zvySuje spokojenost Zen s po-
skytnutou péci a zaroven zvySuje i spokojenost
porodnich asistentek se svoji praci (Sandall et.
al., 2013).
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Saving client’s time

Minimising the expenses of the client,
midwife and care manager (cooperation
with selected specialists only, effective
communication)

The midwife gains new contacts and
cooperation opportunities

Lower risk of burnout syndrome (care is
provided in various environments and to
different women)

Continuous education and personal
development

Sense of professional satisfaction (care
oriented towards a woman or case, re-
sponsibility and autonomy)

The disadvantages of case management include:

Inconsistency in the approach to a client
and a high degree of autonomy

Missing support of other professionals
in the field (fear of competition, fear of
an unknown model of care)

Insufficient cooperation between ex-
perts in the context of client care
Possible overstepping of competencies
Choice of the place of care and its im-
pact on the quality of care

Increased demands on the care manager
and midwife (time-consuming, continu-
ous education, perfect communicative
and managerial skills)

The necessity to set personal and pro-
fessional boundaries

Increased need for case analysis, inter-
or supervision

Increased demands on the processing of
personal data

Mezi vhody Case managementu miZeme uvést:

Individualizovana péce, tzv. ,péce na
miru”

Minimum informaénich zkresleni (pri-
marnim zdrojem informacf je klient)
Komplexnost v FeSeni pfipadu

Aktivizace klienta k feSeni ¢i zvladnuti
pfipadu

Uspora gasu klienta

Uspora financi klienta i porodni asi-
stentky, manaZerky péce (spoluprace
jen s vybranymi odborniky, efektivni
pfedavani informaci)

Zisk novych kontakt(l a spolupraci pro
porodni asistentku

NiZsi riziko syndromu vyhoteni pro porod-
ni asistentku (proména osob a prostred;,
ve kterém je péce poskytovana)
Kontinualni vzdélavani se a rozvoj pro
porodni asistentku

NejvySSi pocit profesniho uspokojeni (péce
orientovana na Zenu ¢i pfipad, pocit zod-
povédnosti a autonomie)

Mezi nevyhody Case managementu mlZeme

Nejednotnost v pfistupu ke klientovi a vel-
kou miru autonomie porodni asistentky
Nepodporujici pfistup ostatnich profesio-
nald v oboru (strach z konkurence, strach
z neznamého modelu poskytovani péce)
Nedostatecné kvalitni spolupraci mezi
odborniky v rdmci péce o klienta
MozZnost prekrogeni svych kompetenci
Volba mista poskytovéani péce a jeho vliv
na kvalitu péce

ZvySené naroky na manaZerku péce, po-
rodnf asistentku (€asové, vzdélanostni,
komunikacni, manazZerské)

Potfeba nastaveni vlastnich i profesio-
nalnich hranic péce

ZvySena potteba rozboru pfipadd, inter
¢i supervize

Zvy8ené naroky na nakladani a ochranu
osobnich Gdajd klientd
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Midwifery in Germany

Midwifery in Germany has traditionally been
oriented towards the practice of community
nursing care. It is estimated that about one —
third of midwives work in community settings.
The social and professional status of German
midwives is comparable to the status of a doc-
tor (Stadelmann, 2009).

Activities of midwives are regulated by the
Act on Midwifery, as amended, of 4 July 1985,
which is listed in the Federal Collection of Laws
(Bundesministerium fiir Gesundheit, 2018).
Another important document is the Agreement
on the Care Provided by Midwives, which was
concluded between professional organisa-
tions and health insurance companies. There-
fore, in Germany, it is common that midwives
are paid from health insurance companies and
clients are not financially burdened by paying
for community care (0'Malley, 2016).

Postnatal midwifery care includes expert ex-
amination during pregnancy, observation and
examination of the newborn (including blood
screening tests), and counselling on healthy
lifestyle and primary maternity care. The fre-
quency of visits is usually one visit each day
during the first ten days after birth (League
of Human Rights, 2010, p. 34). The German
midwife U. Harder states that for the visits
organised during the first six days after birth,
it is not necessary to have a recommendation
from a doctor. However, other visits must be
approved by a doctor. In the first six days,
the midwife can visit the woman twice a day
without any financial burden caused to the
woman. For young families, this kind of care
is highly supportive. After the tenth day up to
8 weeks after birth, the midwife can make up
to 16 visits to the family, which are paid by the
insurance company (Harder, 2005, p. 212).

Midwives in Germany can work in outpatient,

institutional and community settings. There
are also many birth centres and community
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Porodni asistence ve Spolkové republice
Némecko

Porodni asistence ve Spolkové republice Né-
mecko je tradiéné orientovana na praxi komu-
nitni oSetfovatelské péce. Odhaduje se, Ze asi
jedna tfetina v8ech porodnich asistentek pra-
cuje v komunitni sféfe. Spolecenské i profesni
postaveni némeckych porodnich asistentek je
srovnatelné s postavenim lékafe (Stadelmann,
2009).

Cinnosti porodnich asistentek jsou regulovany
Z&konem o povolani porodnich asistentek ve
znéni pozdéjSich predpisl, ze dne 4. 6. 1985,
ktery je uveden ve Spolkové shirce zakoni
(Bundesministerium fir Gesundheit, 2018).
Dal$im vyznamnym dokumentem je Smlouva
0 poskytované péci porodnich asistentek, ktera
je uzaviena mezi profesnimi organizacemi
a zdravotnimi pojiStovnami. V Némecku je tak
béiné, Ze porodni asistentky mohou svoji praci
ziskat proplacenou od zdravotnich pojiStoven
a klientky tak nejsou finantné zatéZovany
platbou za komunitni péci porodnich asistentek
(0"Malley, 2016).

Poporodni péce porodni asistentky zahrnuje
odborné vySetfeni Zeny, pozorovani a vySetfeni
novorozence (véetné odbéru krve pro screenin-
gova opatfeni), poradenstvi v oblasti Zivotniho
stylu a péce o novorozence. Frekvence navstév
porodni asistentky je vétSinou kazdy den jedna
navstéva béhem prvnich 10 dnd Sestinedéli
(Liga lidskych prav, 2010, s. 34). Némeckéa
porodni asistentka U. Harder uvadi, Ze pro na-
v§tévy v Sestinedéli na prvnich Sest dnll nepo-
trebuje nedélka doporuceni od lékate. Na dal$i
poporodni nav§tévy porodni asistentky vSak
ano. V prvnich Sesti dnech mdZe porodni asis-
tentka bez finantni zatéZe Zeny Zenu navstivit
i dvakrat denné. Pro mladé rodiny je pak takto
intenzivni péce velice komfortni a podp(rna.
Po desatém dni Sestinedéli az do 8. tydne po
porodu miZe porodni asistentka v rodiné pro-
vést jeSté aZz 16 navstév, které jsou placené
pojistovnou (Harder, 2005, s. 212).
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midwifery teams. Continuous care provided
within case management is, therefore, very
common.

Midwifery in the Netherlands

Midwifery in the Netherlands is one of the
most acclaimed worldwide. Midwifery has
a great tradition and the profession of mid-
wives has a sovereign position in the care of
women at reproductive age. The Netherlands
is one of the few countries in the Western
world, where women are free to choose to
give birth at home. Therefore, community care
is very important. Moreover, the model of care
based on case management is a common prac-
tice. Historically, one midwife continuously
cares for a woman during pregnancy, childbirth
and the postpartum period. However, as this
type of care is very time- consuming (midwives
are available 24 hours, 7 days a week), team
case management is more common in recent
years. The client, the expectant mother, meets
a team of midwives during her pregnancy
and knows who will care for her during all
stages before, during and after pregnancy. It
is a double benefit: midwives have more rest
and can take leave, and the client is not in
a stressful situation because she receives care
from a person she knows. A team of midwives
generally includes 4—6 members. Midwives
organise thematic and meeting events for their
clients, such as discussions on a particular
topic or friendly and informal breakfasts. It is
obvious that midwives pay a lot of attention to
the creation of a trusting atmosphere and want
to know their clients as much as possible.

Pregnant women are categorised in four
groups according to their state of health. The
first two categories of women (care provided
by a midwife is fully sufficient; the midwife
discusses the state of health of her client with
a doctor) can give birth at home. Nowadays,
about 30 % of births take place at home.
After birth, a midwife cares for her client in
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Porodni asistentky ve Spolkové republice
Némecko mohou pracovat v ambulantni ¢i
dstavni péci a také v jiZz zmifiovaném komu-
nitnim prostfedi. Dostupna jsou také porodni
centra a komunitni tymy porodnich asistentek.
Metoda poskytované kontinualni péce dle Case
managementu neni tak ni¢im vyjime€nym.

Porodni asistence v Nizozemi

Porodni asistence v Nizozemi patfi k nejvéhlas-
néjsi na celém svétd. Zdejsi porodni asistence
mé velikou tradici a profese porodnich asisten-
tek ma vysostni postaveni v péci o 7enu v re-
produkénim véku. V Nizozemi je dodnes, jako
v jedné z mala zemi zapadniho svéta, Zenam
bez reguli umoznéno priméarné rodit v doméacim
prostfedi a s tim souvisi i komunitni péce po-
rodni asistentky. | zde je velmi roz§iteny zplsob
poskytovani péce porodnich asistentek typu
Case managementu. Je historicky zakorenéno,
Ze jedna porodni asistentka kontinualné pecuje
0 jednu Zenu v prlibéhu téhotenstvi, porodu i po-
porodniho obdobi. ProtoZe je vSak tento zplisob
péce velmi ¢asové narocny (porodni asistentky
jsou Zenam k dispozici 24 hodin 7 dnf v tydnu),
pfevldda v poslednich letech spiSe tymovy
Case management. TotiZ, Ze klientka — nasté-
vajici maminka se v prib&éhu svého téhotenstvi
sezndmi s tymem porodnich asistentek, které
se 0 ni mohou starat. Je to oboustranna vyhoda
— pro porodni asistentku tento systém umoziiu-
je si vice odpocinout a pripadné vyuZit i Fadnou
dovolenou, pro klientku to nepfedstavuje stres
ve formé prijimani péce od nezndmé osoby.
Tym spolupracujicich porodnich asistentek ¢ita
vétSinou 4 a7 6 odbornic. Pro klientky tymu jsou
pak Casto pofadany tematické a seznamovaci
akce. Mohou to byt besedy na ur€ité téma
¢i jen pratelské a neformalnf snidané. | zde je
patrné, jak je pro porodni asistentky velmi di-
leZité nastaveni dlvéryhodného prostfedi a po-
znani se s klientkami v SirSich souvislostech.

Téhotné Zeny jsou tfizeny podle zdravotnich
rizik do Ctyf kategorii. Prvni dvé kategorie
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a community setting, usually in the first eight
days. During those days, she examines the
mother and her child, supports the course of
lactation, educates the woman on a healthy
lifestyle, but also assists with housework,
such as food preparation or care for older chil-
dren, which enables the woman to relax and
rest sufficiently. Sometimes, the healthcare
insurance covers the expenses for a maternity
assistant, who has completed vocational edu-
cation and training for three years (The Royal
Dutch Organization of Midwives, 2015).

This care has its specific name, “Kraamzorg”
(Kraam = postpartum period, Zorg = care),
and it is also commonly used, for example, in
the UK (Kraamzorg, 2015). This specific post-
natal care is available to all insured women,
although it relies on a small contribution to
the help of the maternity assistant. A plan for
postnatal care is usually prepared in the third
trimester of pregnancy as the representatives
of the postnatal care visit the mother for the
first time. The scope of postnatal care can be
adapted to the situation in the family. More
intensive care is provided in families with more
children, during problems with breastfeeding,
during an unstable family situation or in the
case of illness. This care is usually carried out
during the first eight or ten days after birth.
Midwife oversees this work which is carried
out by a kraamversorgster. Kraamversorgster is
person who has two years of training, it could
be Postnatal doula (The Royal Dutch Organiza-
tion of Midwives, 2015).

In the Netherlands, about 80 % of midwives
work in primary care and about 82 % of them
are self-employed. Around 13 % of midwives
work in maternity hospitals and only about
5 % of midwives are employed in a healthcare
facility (League of Human Rights, 2010, p. 21).

Midwifery in the Netherlands has faced a prob-
lem related to the care of immigrants who have
no relation to the historically — rooted support-
ive care provided by midwives. Therefore, the
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zen (pIné dostacujici péce porodni asistentky,
porodni asistentka musi stav Zeny konzultovat
s lékafem) je moZno provést domdacim porodem.
V sou€asné situaci v Holandsku probiha okolo
30 % domécich porodi. Porodni asistentka
pecuje 0 Zenu po porodu v komunitnim pro-
stfedi obvykle kontinualné prvnich osm dnl po
porodu. Béhem téchto dnl provadi zdravotni
prohlidku matky a novorozence, podporuje
pribéh laktace, edukuje Zenu o zdravém Zivot-
nim stylu, ale také je ndpomocna pfi domacich
pracich, mlZze pomoci naptiklad s pfipravou
jidla €i péci o starSi déti, coZ Zené po porodu
umozni opravdu do hloubky relaxovat. Nékdy
je kromé porodni asistentky moZno také vyuZit
tzv. ,asistentku v materstvi”, coZ vétSinou byva
studentka odborného blize nespecifikovaného
studia s tfiletou praxi v péci o Zenu a dité
po porodu (The Royal Dutch Organisation of
Midwives, 2015). Tato péte mé i své specifické
pojmenovani ,Kraamzorg Care” (Kraam = popo-
rodni, Zorg = péce), které se takto béiné uziva
naptiklad ve Velké Britanii. Tato specificka
poporodni péce je v Holandsku dostupna vSem
zdravotné pojiSténym Zenam, i kdyZ se pocita
s drobnéj$im prispévkem za hodinovou péci pro
pomahajici pecovatelku. Plan na poporodni péci
délaji vétSinou Zeny jiZ ve tfetim trimestru té-
hotenstvi. V tomto obdobi pfichazi zastupkyné
poporodn{ péce na prvni konzultaci. Rozsah po-
porodni péce je mozZno opét odstupfiovat podle
aktualni situace v rodiné. Intenzivnéjsi péce
bude potfeba u vétsiho poctu déti v roding, pfi
potiZich s kojenim, pfi nestabilni domdci situaci
¢i pfi onemocnéni v roding. Tato péce probiha
vétSinou prvnich osm &i deset poporodnich dnf.
Osoba, kterd pecuje o Zenu po porodu jako
kramzorger, pracuje pod dohledem porodnich
asistentek a ma nejméné dvoulety tréninik.
MiZe se jednat i o poporodni dulu (The Royal
Dutch Organisation of Midwives, 2015).

V Holandsku v soutasné dobé pracuje okolo
80 % porodnich asistentek v primarni péci,
pficemZ asi 82 % z nich pracuje jako samo-
statné vydélecné cinné. Okolo 13 % porodnich
asistentek pracuje v porodnim zafizeni a asi
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work of midwives has become more complicat-
ed and is not always accepted and understood.
There has been an increase in hospital births
and the development of multicultural nursing
(Redshaw, 2015).

Midwifery in the UK

Midwifery in the UK is regulated by the
Nursing and Midwifery, on the basis of which
the Nursing and Midwifery Council was es-
tablished. The main activities of the Council
include the registration of new midwives,
issuance of standards of care and control of
their compliance. The Council issued a code
of ethics for midwives, which, if not observed,
may lead to erasure from the register. The Na-
tional Institute for Health and Care Excellence
(NICE) also plays an important role in defining
the activities and scope of work of midwives.

In addition to the Nursing and Midwifery
Council, there are also several professional
organisations for midwives. The most tradi-
tional one is the Royal College of Midwives.
Independent midwives cooperate with the
Association of Independent Private Midwives.
In order to practice their profession, midwives
must have a valid registration. Then, they can
work either independently or within an agency
or the National Health Service.

Practising midwives are managed by a su-
pervising midwife (from the year 2017 is this
function replaced by the Professional Mid-
wifery Advocate). The role of PMA is ensuring
compliance with regulations and rules, but
it is not statutory. Moreover, the supervising
midwife helps a junior midwife with the anal-
ysis of challenging cases. It is very nice when
someone is interested in your professional
growth and your professional visions and in-
terests. Midwives are responsible for seeking
the support of the PMA — it is not an annual
requirement. PMAs work to the A-EQUIP Model
and interpret the model locally. A midwife who
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jen 5 % porodnich asistentek je zaméstnano
v jiném zdravotnickém zafizeni (Liga lidskych
prav, 2010, s. 21).

Porodni asistence v Holandsku se v poslednich
letech potykd s novodobym specifikem, a tim
je péCe o imigranty a pfistéhovalce, ktefi ne-
maji vztah k historicky zakofenéné podpirné
péci porodnich asistentek. Prace porodnich
asistentek se tak komplikuje, neni pfijimana
a chéapana a v této souvislosti. Proto dochazi
i k nardstu nemocnitnich porodd a k rozvoji
multikulturalniho oSetfovatelstvi (Redshaw,
2015).

Porodni asistence ve Velké Britanii

Uprava poskytovani pége porodnich asistentek
je zakotvena v Zakonném opatfeni o oSetfo-
vatelstvi a porodni asistenci (The Nursing and
Midwifery Order, 2018), na zékladgé, kterého
byla zfizena Rada pro oSetfovatelstvi a porod-
ni asistenci/Nursing and Midwifery Council.
Hlavni ¢innosti rady je registrovat porodni
asistentky, vydavat standardy péce a dohliZet
na jejich dodrZovéani. Rada té7 vydala eticky
kodex porodnich asistentek, ktery pfi jeho
nedodrzovani mizZe vést ke zruSenf registrace
porodn{ asistentky. Dal§i vyznamnou roli ve vy-
mezeni prace porodnich asistentek hraje také
vymezeni standard( poskytované zdravotni
péce National Institute for Health and Care
Excellence (NICE).

Vedle Rady pro oSetfovatelstvi a porodni asi-
stenci ve Velké Britanii jeSté existuje nékolik
profesnich organizaci pro porodni asistentky.
Nejtradi¢ngjSi organizaci je Royal College of
Midwives. Pro nezavislé soukromé porodni asi-
stentky je pak vhodnou organizaci Independent
Midwives UK. Aby porodni asistentky mohly
vykondvat své povolani, je predev§im nutné,
aby mély platnou registraci. Poté mohou praco-
vat bud samostatné ¢i v ramci néjaké agentury
¢i v rdmci Nérodniho zdravotnického systému
(National Health Service).
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is regularly supported by a senior midwife has
more opportunities to pursue her career. The
senior midwife also helps the entrusted mid-
wife contact new people and clients according
to her professional interest. Meetings with
midwives ensure their protection (supervising
midwife goes through submitted cases, sta-
tistics of practice and feedback from clients),
and provide support for the junior midwife (en-
couragement, motivation, inspiration, advice).
If a midwife needs or requires more meetings
with her supervisor, these can be arranged
individually.

In order to further illustrate the UK case
management system, the following describes
results of research on postpartum practice.

In 2014, the Royal College of Midwives pub-
lished research on postnatal care planning.
The report provides critical insight into post-
natal care for women in the UK. The report
states that, despite the national policy order-
ing individual postnatal care which can be
terminated only after meeting women’s health
needs, postnatal services are being dramati-
cally cut. The research shows that up to 40 %
of women after birth are discharged from
maternity hospitals before they are ready to
care for their child. More than 3000 midwives
participated in the research. 65 % of them
think that postnatal visits are not sufficient
and are based on organisational options rath-
er than on women'’s actual needs. The Royal
College of Midwives highlights the fact that
the number of midwives who visit mothers in
the postpartum period is underestimated. Only
a third of midwives providing care in a home
environment stated that they have enough time
to discuss important issues with their client.
The research showed negative facts. 65 % of
women stated that they did not speak with any
medical professional before birth and, there-
fore, did not know anything about postnatal
care. 3.4 % of respondents stated that they
did not receive any home visit after birth. Only
14.4 % of women received one visit, 25.6 %
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Praktikujici porodni asistentky vidy spadaji
pod supervizujici porodni asistentku (od roku
2017 je tato funkce nahrazena Profesionalni
advokatkou porodni asistence). Tato role nenf
statutorni. Toto poradenstvi se muzZe liSit po-
dle dané lokality a je zde postupovano podle
modelu A-EQUIP. Profesionalni advokatka po-
rodni asistence kolegynim pomaha s rozborem
narocnych pfipadl. Za vyhledani Profesionalni
advokatky porodni asistence jsou zodpovédné
samy porodni asistentky, nenf to povinné. Ta-
kovéto setkani se jevi jako velmi uZitecné. Je
preci moc pékné, kdyZ se nékdo zajima o Vas
profesni rlist a také o VaSe dal$i profesni
vize a zajmy. Porodni asistentka, kterou takto
pravidelné podporuje zkuSené$i supervizorka
se miZe |épe rozvijet. Supervizujici porodni
asistentka dale svéfené porodni asistentce
poméahda kontaktovat nové lidi, podle jejiho
profesniho zajmu. Takovéto setkani ma funkci
zajisténi ochrany klientek (supervizujici po-
rodni asistentka prochazi pfedloZené ptipady,
statistiku praxe a zp&tnou vazbu od klientek),
ale také funkci podptirnou (povzbuzeni, motiva-
ce, inspirace, rada). Pokud porodni asistentka
potfebuji ¢i vyZaduje supervizni setkani ¢astéji,
je mozZné se dale individualng setkavat.

Abychom dale predstavily, jak je | v této zemi
nastaven systém poskytované péce dle Case
managementu, uvadime pfiklad z poporodni
praxe porodnich asistentek.

Kralovska spolecnost porodnich asistentek vy-
dala v roce 2014 vyzkumnou zpravu Poporodni
planovani péce. Zprava ptinasi kriticky pohled
na poporodni péci o Zeny ve Velké Britanii.
Zprava uvadi, Ze navzdory doporu€eni Narod-
niho zdravotnického systému, aby poporodni
péce byla individuaIni adresnad a ukontena az
po uspokojeni zdravotnickych potfeb Zeny, tak
praxe byva jina. Z vyzkumu vychazi fakt, Ze az
40 % Zen po porodu byva propou$téno z porod-
nic predc¢asné, pfedtim, nez jsou pfipravené
starat se o dité. Vyzkumna zprava se opirala
také o nazory vice neZ 3000 porodnich asis-
tentek. Z tohoto vzorku si pak 65 % porodnich
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received two visits and 31.6 % experienced
more than three visits (The Royal College of
Midwives, 2014).

Jane Munro, a quality and audit development
advisor, comments on the topic: “The ideal sit-
uation is that one midwife cares for a woman
during pregnancy, childbirth and the postpar-
tum period. It is much easier to create emotion-
al well-being if the client knows her midwife.
It Is very important to adapt home visits to
the needs of a woman and not the needs of
an organization”(RCNi, 2015). Other research
showed that, with greater flexibility, it is pos-
sible to organize home visits of one midwife
according to the rules stated by the National
Health Service (Bowers, J., Cheyne, H. et al,
2015). Both reports showed that continuous
care provided by the case management
method is highly desirable and requires
more midwives than current models.

The system of providing midwifery care in
the UK is perfectly elaborated and we think
that it is very inspiring for our professional
environment!

We would like to highlight the sophisticated
system of providing practical training for
midwives in UK. If a midwife wants to work
individually and in community settings, it is
possible only after having sufficient profes-
sional practice and being at a high profes-
sional level.

The first and most basic level of professional
practice is called BAND 5. This level includes
midwives who have completed their profes-
sional training. At this level, midwives can
work in a community setting, but not inde-
pendently. The next level is BAND 6. At this
level, midwives can work independently and
they have full responsibility for their practice.
Before starting an individual practice, each
midwife must present a book of records (pri-
mary care, care for women with a high-risk
pregnancy, specialized care methods, such as
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asistentek mysli, Ze po¢ty poporodnich navstév
u Zen jsou nedostatecné a jejich mnoiZstvi se
fidi spiSe podle organizaénich moZnosti neZ
podle skuteénych potfeb Zen. Krélovska spolec-
nost porodnich asistentek také zdlraziuje fakt,
Ze poCty porodnich asistentek, které se vénuji
poporodnim ndvS§tévam, jsou podhodnoceny.
Jen tfetina porodnich asistentek vénujicich
se poporodni péci v domacim prostfedi uvadi,
Ze vnimaji dostatek Casu se Zenou promluvit
o v8ech podstatnych informacich. Z vyzkumu
dale vychazi negativni fakta — 65 % Zen s Zad-
nym zdravotnikem pfed porodem nediskutovalo
fakt, jak o né bude po porodu postarano. Spo-
leCnost se také zardzi nad faktem, 7Ze 3,4 %
oslovenych Zen po porodu nikdo ze zdravotniki
nenavstivil. Pouze jednu n&vStévu mélo 14,4 %
Zen, dvé poporodni navstévy byly provedeny
u 25,6 % Zen a vice nef tfi navstévy pak pro-
béhly u 31,6 % oslovenych Zen (The Royal
College of Midwives, 2014).

Specialistka na audit poskytované kvality péce
Jane Munro k tématu fika: ,ldedl poskytova-
né péce je ten, 7e se o jednu Zenu v pribéhu
téhotenstvi, porodu i Sestinedgli, stard jedna
stejnad porodni asistentka. Pocit emotni poho-
dy je leh€i navodit, pokud Zena svoji porodni
asistentku dobfe znd a pokud k nf ma dlvéru.
Je velice dileZité nestanovovat predem pocet
poporodnich navstév, ale nechat to na potfe-
bach Zeny.” (RCNi, 2015). Jiny vyzkum hovofi
o tom, Ze pfi vetsi flexibilité je moiné sladit
poporodni navstévy stale stejné porodni asi-
stentky i v systému National Health Service
(Bowers, J., Cheyne, H. et al, 2015). Ukazuje
se tedy, Ze i zde je velmi potfebna kontinualni
péce jedné porodni asistentky metodou
Case managementu.

Systém poskytovani péce porodnich asistentek
je Velké Briténii velmi propracovany. Domni-
vame se, 7e pro nase profesni prostfedi je také
velmi inspirativni!

Rady bychom zde jeSté uvedly pfiklad, jak
maji tamni porodni asistentky propracovany
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waterbirth). Each midwife has her pin number,
which can be used by clients who, via the pin
number, send feedback, complaints or praise
of her work. Another level of professional
experience is BAND 7. This level is reached
by highly experienced midwives who work in
leading positions and are accountable for the
management of a ward or specialism. Here
again, we can observe the case management
approach. These midwives are trained to pro-
vide the most specialised care for particular
cases and focus on various issues, such as
ultrasonography screening techniques, drug
abuse, obesity in pregnancy or the mental
health of pregnant women. The highest level
of proficiency is BAND 8. This level brings
together midwives which are in high manage-
rial positions and work as consultants. The
banding denotes management responsibility.
Moreover, they work as previously — men-
tioned supervisors and provide help to less
experienced colleagues. Midwives who have
reached this level can compare the latest sci-
entific studies and best practices and, where
appropriate, propose changes and updates.

In the UK, midwives work with a relatively
large degree of autonomy and have enormous
responsibility. Therefore, they must be aware
of new scientific findings and trained to han-
dle critical situations. Midwifery in the UK
is a great example for midwives in the Czech
Republic. In chapter 5, we will discuss var-
ious training methods used to handle critical
situations.

Midwifery in Australia

Since 1980, midwifery in Australia has under-
gone great changes. It went from the predom-
inance of institutional care to community care
provided by the case management method.

Women in Australia can give birth in a birth

centre, at home or in a maternity hospital where
they are looked after by a team of midwives.
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systém v poskytovani odborné praxe v ram-
ci svych kompetenci. Pokud chce porodni
asistentka pracovat samostatné a naptiklad
v komunitnim prostfedi, je to moZné aZ po
odpracovani urcitého obdobi odborné praxe
a postupu na dal$i odbornou Groven.

Prvni, zakladni, Grovefi odborné praxe se ozna-
¢uje BAND 5. Do této Grovné spadaji porodni
asistentky, které dokoncily své profesni vzdé-
lavani. | tyto porodni asistentky mohou jiz
pracovat v komunitnim prostfedi, ale nikoliv
samostatné. Dal$i drovni odborné praxe je
stuperi BAND 6. Na této drovni mohou porodni
asistentky pracovat zcela nezavisle. Maji pfi
tom plnou zodpovédnost za svoji praxi. Kazda
porodni asistentka pfed zahajenim samostatné
praxe predklada ke kontrole knihu vykond (pri-
marni péce, péce o rizikové Zeny, specializo-
vané metody péce — napriklad odvedeni porodi
do vody). KaZda porodni asistentka pracuje také
pod svym origindlnim pinem, na ktery miZe
reagovat i kazda klientka a zasilat na porodni
asistentku zpétnou vazbu ¢i pfipadné stiznost
¢i pochvalu. DalSi drovné odborné praxe,
BAND 7, dosahuji jiZz velmi zkuSené porodni
asistentky, které se vétSinou dostavaji do vedou-
cich pozic v souvislosti s managementem posky-
tované péce daného dseku (oznaduji se jako
matrény) ¢i se stavaji urcitymi specialistkami.
Zde opét vidime formu Case managementu.
Tyto porodni asistentky jsou proSkolené na po-
skytovani nejspecializovangjsi péce dle urcitého
pfipadu. Jako ukézku midZeme uvést napfiklad
specializaci na problematiku ultrasonografie,
screeningové techniky ¢i zneuZivani navykovych
drog, obezitu téhotnych Zen €i mentdlni zdravi
Zen. Nejvy$$im stupném dosaZeni odborné
zplsobilosti je dosaZeni Grovné BAND 8. Tato
Uroven sdruZuje porodni asistentky, které jsou
ve vysokych managerskych pozicich a jsou to tzv.
konzultantky. Tyto porodni asistentky také ¢asto
pdsobi jako jiZ dfive zmifiované supervizorky
pro méné zkuSené kolegyné. Porodni asistentky
drovné BAND 8 dale mohou porovnavat posledni
védecké studie s doporucenymi postupy a pfi-
padné je navrhovat ke zméné a aktualizovat.
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In the most places of Australia, teamwork
among midwives plays a huge role. Midwives
help each other and create a perfect case
management team, in . Most teams include
only a few midwives who work with a small
group of clients as it is much easier to create
an atmosphere of trust and provide excellent
individualised care. Small teams of midwives
include between two and four members.

Since the method of providing care according
to the principles of case management was
introduced relatively recently, some very im-
portant scientific studies were conducted to
verify the effectiveness of this method. The
effectiveness of care provided by this approach
was confirmed and its acceptance in the pro-
fessional world of obstetrics keeps growing.
Hospitals that did not cooperate with commu-
nity midwives are now willing to change their
rules and welcome midwives who care for
women (Sandall et al., 2013).

Recommendations for
the implementation of the case
management method

We cannot claim that the case midwifery
method is always appropriate and the most
ideal. However, we believe that this method is
usefull for continuous care. Case management
can be appropriately applied to pregnancy,
childbirth and the postpartum period. And
every midwife should be able to provide care
during these three stages. However, it should
be added that it is appropriate to continue
working with other midwives who have their
specialization.

To support this method of providing care, we
present recommendations published in an

excellent publication, The New Midwifery:

Science and Sensitivity in Practice (Page and
McCandlish, 2013):
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ProtoZe ve Velké Britanii pracuji porodni asis-
tentky na vSech dsecich péte s pomérné velkou
mirou autonomie a zodpovédnosti, je potfeba,
aby byly také Skolené v novych védeckych
poznatcich a nécviku kritickych situaci. | z této
aktivity bychom si mohly vzit pfiklad. Jak tako-
vy nacvik kritickych dovednosti probiha? Vice
0 ném pojednavéame v b. kapitole.

Porodni asistence v Australii

Porodni asistence v Australii proSla od 80. let
dvacatého stoleti velkymi zménami a posunula
se smérem od prevahy Ustavni péce k péci
v komunitnim prostfedi, poskytovanou pravé
metodou Case managementu.

Zeny v Australii, které planuji porod si mohou
zvolit porod v porodnim centru, porod v do-
macim prostfedi ¢i porod v porodnici, kde se
0 Zenu bude starat tym porodnich asistentek.
A pravé tymovost hraje mezi porodnimi asis-
tentkami v Australii velkou roli. Byva zvykem
si vzajemné vypomahat a poskytovat tak tymo-
vy Case management. Nejvice se ovéfily tymy
jen s malym poctem porodnich asistentek
i klientek. Zde je totiZ nejidedIngjSi prostfedi
pro ddvéryhodnou atmosféru a poskytovani
skute€né individualizované péte. Malym po-
¢tem porodnich asistentek se rozumi dvé aZ
CtyFi.

ProtoZe se metoda poskytovani péce typu
Case managementu zavedla pomérné nedav-
no, vzniklo k ovéreni efektivnosti této metody
nékolik velice vyznamnych védeckych studif.
Efektivita péce poskytovand metodou Case
managmentu byla potvrzena a té3i se ¢im dal
vét§imu pfijeti v profesnim svété porodnictvi.
Dfive uzaviené porodnice, které si Zily tak
trochu svym Zivotem, nyni ochotné navazuji
spoluprace s komunitnimi porodnimi asistent-
kami, které o Zeny dale pecuji (Sandall et. al.,
2013).
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e (Care provided by midwives must be clear
and accessible.

e |t is good to mobilise women in relation
to their motherhood. Ideally, women
should be active in taking care of their
health and co-decide on the method of
care.

e Midwives should be familiar with the
community setting where they provide
care.

e |t is good to carefully think about the
promotion of care provided, as well as
about the principles of caregiving (code
of ethics, financing services, target
clients).

e Midwives who want to provide care
based on the case management meth-
od should be acquainted with time
management, as it is crucial in dealing
with individual cases and harmonizing
one’s personal life.

e |t is highly recommended to separate
one’s personal and work life (prevention
of burnout, a balance between personal
and family life).

e |t is good to support cooperation in
a team of midwives.

e |t is recommended to evaluate the results
of care provided and collect feedback
from clients.

e Midwives must continuously work on
their development and education.

e Midwives should not be afraid to seek
professional collaboration in a commu-
nity where they provide care.

e Midwives should make new professional
‘friends’ and start cooperation with
their colleagues who also work accord-
ing to the case method (local or even
international cooperation) and organise
exchange internship or shadowing.
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Doporuceni pro prosazeni metody
Case managementu do praxe porodnich
asistentek

Nem(zZe tvrdit, 7e metoda poskytovéni péce
v porodni asistenci zplsobem Case manage-
mentu je vidy vhodnd a ta nejidedlngjsi. Na
druhou stranu se v8ak domnivame, 7e je idealni
v téch pfipadech, kdy se jednd o kontinudlni
péti porodni asistentky. Nejcast&jSim prikla-
dem pro uZiti metody Case managementu byva
obdobi téhotenstvi, porodu a poporodniho ob-
dobi. CoZ bychom mohly oznatit za zaklad prace
kazdé porodni asistentky.

Abychom tuto metodu poskytovani péce jeSté
vice podpofily v prosazeni do praxe, uvadime
nyni doporuceni plynouci z vyteéné publikace
The new Midwifery: Science and Sensitivity
in Practice (Page and McCandlish, 2013):

e Péce porodnich asistentek o Zeny v sou-
vislosti s matefstvim musi byt Zenam
dobfe ¢itelna a pristupna

e Je dobré aktivizovat Zeny v souvislosti
s jejich matefstvim. Idedlni je, kdyZ jsou
Zeny aktivni v péci o sv{j zdravotni stav
a spolurozhoduji o zpdsobu poskytované
péce

e Porodni asistentky by mély dobfe znat
prostfedi komunity, kde svoji péci nabizeji

e Dobré je dopfedu promyslet propagaci
poskytované péce a principy poskytovani
péce (eticky kodex, financovani sluZeb,
cilend klientela)

e Porodni asistentky uvaZujici o poskyto-
vani péce Case managementem by se
mély dopfedu sezndmit s dobrym time
managementem v ramci poskytovani
péce, protoZe to je Casto klicové ve
zvladani jednotlivych ptipadi, ale také
v harmonizaci osobniho Zivota

e Doporucené je vyrazné oddgélovat osobni
a pracovni Zivot (prevence syndromu
vyhoteni, harmonizace osobniho a rodin-
ného Zivota)
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e Dobré je kultivovat spolupraci porodnich
asistentek v tymu

e Doporucené je provadét evaluaci vysled-
ki poskytované péce a shirat zpétnou
vazbu od klientek

e Nikdy se neprestavat vzdélavat a rozvijet

* Nebat se hledat profesni spoluprace v ko-
munité, ve které je péce poskytovana

e Navazovat nova pfatelstvi a spoluprace
s kolegynémi, které pracuji také metodou
Case managementu (lokéIni ¢i i zahra-
niéni spolupréce) a pfipadné podnikat
i vyménné praktické staze ¢i stinovani.

Summary of the second chapter
How can you be a happy midwife?

e Focus on a holistic approach to human health and observe interrelationships that affect health

e Become familiar with the case management method which, despite its demanding character,
brings the greatest satisfaction

e Ffollow international trends in the provision of midwifery care and do not be afraid to make
professional friendships

e Keep working on your professional development and education

Zavérecné shrnuti druhé kapitoly
Jak byt tedy Stastna porodni asistentka?

e Zajimat se holistické pojeti zdravi ¢lovéka a vnimat moZné souvislosti, které zdravi ovliviiuji

e (rientovat se v mozZnosti poskytovani péce porodni asistentky zplisobem Case managementu.
| pfes své naroky na porodni asistentky pfinasi nejvétsi uspokojeni z poskytované péce

e Sledovat zahrani¢ni trendy v poskytovani péce porodnich asistentek a nebat se navazat pro-
fesni pratelstvi a sdilenf

e Neprestavat se vzdélavat a rozvijet
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3. CHAPTER

MATERNITY HOSPITAL IN VRCHLABI
— A PHENOMENON OF ITS TIME

3. KAPITOLA

PORODNICE VE VRCHLABI
— FENOMEN SVE DOBY

Vrchlabf is a town located in East Bohemia, in
the Hradec Kralové Region. Vrchlabi is desig-
nated as the heart of the Giant Mountains. In
this picturesque town, there is a small hospital
with an obstetrics-gynaecology department
which became a phenomenon for its unique
approach to birth.

Up to the late 1980s, this maternity hospital
was nothing special. Babies were delivered
with clearly defined medication and routine
procedures.

3.1 Change of approach and how it all
started...

The idea of “doing something different” came
in the early 1990s. At that time, there were in-
creasingly resonant voices of women — mothers
who had experience with giving birth abroad
and wanted to deliver their baby differently
in the Czech Republic; they wanted a natural
birth following their instincts. Moreover, after
the Velvet Revolution (political coup in 1989,
ending the era of socialism), the public became
aware of new methods of giving birth. At that
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Irena Raisnerova

Mésto Vrchlabi leZi v Kralovehradeckém kraji,
ve VWchodnich Cechach. Vrchlabi mizeme pré-
vem oznacit za srdce Krkono$. A pravé v tomto
malebném podkrkono§ském méstecku je mala
nemocnice, kde jeji soutasti bylo i porodnicko-
-gynekologické oddéleni, které se stalo feno-
menaln{ pro sviij ojedinély pfistup k porodnimu
procesu.

M(Zeme Tici, Ze jeSté koncem 80. let 20. sto-
leti nebyla tato porodnice ni¢im vyjimetnym.
Rodilo se zde standardng, tedy klasicky s jasné
danou medikaci 1ékd za porodu a s pouZitim
rutinnich zakrokg.

3.1 Kdy se zacal ménit pfistup
k porodnimu procesu a jak to vSechno
zacalo...

Myslenka ,délat néco jinak” pfiSla poc¢atkem
90. let minulého stoleti. V jednom obdobi se
setkaly stale zvutnégjsi hlasy Zen — matek, které
mély zkuSenosti s porodem v zahraniéi a chtély
té7 v Ceské republice porodit jinak, tedy co
nejvice pfirozené a podle svych instinktd. Po
silicim vlivu inspirativnich zdrojd ze zahranicf,
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time, the maternity hospital in Vrchlabi had
a new chief. It didn't take long and the idea of
creating a phenomenal maternity hospital was
born. Among other prominent personalities
who stood at the hirth of the maternity hospital
with a holistic and especially human approach
to mothers and their children were experienced
midwives and doctors who were able to learn
new things and look at the issue of obstetrics
with great respect.

They were inspired by many renowned doc-
tors, such as the famous French obstetrician
Michel Odent, the physician and consultant
to the World Health Organization Marsden
Wagner, the neonatologist Dr. Jack Newman
and the renowned German midwife Barbara
Kosfeld.

3.2 A complex change of the maternity
department

If you want to make a difference, you need to
concentrate on all possible elements that will
lead to change.

As we mentioned above, the transformation
of the maternity department in Vrchlabi began
to change with a philosophy, which moved
from the classic approach to birth to obstet-
rics based on respect for women and birth as
a natural and physiological process. However,
to follow this approach, it was necessary that
all maternity hospital staff accepted this
philosophy. Not every midwife was willing to
accept new methods and procedures. As a con-
sequence, many of them left the hospital and
it was not easy to create and train a new team.
Especially young women were in favour of the
innovative approach and philosophy and were
willing to learn and work hard. The maternity
hospital quickly became very famous and the
team joined many midwives from across the
country and Slovakia.
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které k ndm po sametové revoluci zacinaly
proudit, se také SirSi vefejnost zacala vice
zajimat 0 moZnosti, jak pfivadét déti na svét.
Do porodnice ve Vrchlabi v tento ¢as nastoupil
novy primaf, ktery tehdy prisel z jiné ¢eské po-
rodnice. Netrvalo to dlouho a k filozofii vytvofit
z klasické porodnice porodnici fenomenaln{ byl
jiz maly krGéek. Mezi dalSi vyrazné osobnosti,
které staly u zrodu porodnice s holistickym,
a hlavné lidskym pfistupem k matkdm a jejich
détem se zaradily zkuSené porodni asistentky
a lékari, ktefi byli schopni se u€it novym vécem
a na problematiku porodnictvi nahlizet s vel-
kym respektem.

Velkou inspiraci pro pfistup k rodicim Zenam
a novorozenym détem byly zejména tyto osob-
nosti: prosluly francouzsky porodnik Michel
Odent, lékaf a poradce Svétové zdravotnické
organizace Marsden Wagner, neonatolog Dr.
Jack Newman ¢i véhlasnd némeckd porodni
asistentka Barbara Kosfeld.

3.2 Komplexni proména porodnického
oddéleni

KdyZ chcete udélat néjakou zménu, je potfeba
soustfedit se na v8echny mozZné elementy, kte-
ré ke zméné povedou.

Jak jsme jiZ uvedly, proména porodnického
oddéleni ve Vrchlabi zatala zménou filozofie,
kterd se posunula z klasicky vnimaného porod-
nictvi do porodnictvi zaloZeného na respektu
k Zené i rodicimu déji jako primarné zdravému
a fyziologickému lidskému procesu. Aby vSak
tato filozofie mohla byt naplnéna, bylo po-
tfeba, aby veSkery personal porodnice tuto
filozofii pfijimal a jednal podle ni. Ne kaZda
porodni asistentka vSak byla ochotna pfijmout
novou filozofii, a hlavné ucit se novym infor-
macim a postuplm. Tim dochdzelo i k vypo-
védim persondlu. Sestavit a zaugit novy tym
nebylo viibec snadné. Pfevainé mlada dévcata
byla velmi naklonéna novému ptistupu a filo-
sofii a bez velkych problémd velmi obétavé
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At the very beginning, it was necessary to
modify existing facilities. The space for
women in labour had to resemble the home
environment. As it could not be otherwise,
this change required considerable financial re-
sources. In the early stages, the hospital asked
local companies for sponsorship donations.
The delivery room was renamed the relaxation
room. The room was equipped with a birth tub
for two, birth stool, wall bars, hanging rope
from parachute fabrics, chairs and a table, and
positioning aids (bean bag, mattresses). More-
over, it was equipped with devices for music
and aromatherapy. Colours in the room were
warm and most of the walls were painted in soft
orange. The curtains were inspired by a colour
scheme from a maternity home in Belgium.
Everything was prepared so that a woman in
labour would feel relaxed and safe. Moreover,
it was necessary to change rooms for women
before and after birth. These rooms were
equipped with wooden double beds prepared
for the rooming-in practice. These rooms were
adapted for the stay of many family members
who could welcome the new baby. Not only
the father but also other children or members
of the family could be together before and after
birth. It was a kind of hotel accommodation.

For the new maternity hospital, it was very
important that the members of the newly es-
tablished team managed to establish contacts
with like-minded persons and obstetrical
departments that promoted a respectful ap-
proach to women in labour. Midwives were
eager to gain new skills and knowledge and
some of them visited, Germany, the Nether-
lands, Belgium, Austria, and Great Britain.
They observed the care provided in maternity
homes, clinics, birth centres and by private
midwives in the home environment and brought
new findings and recommendations back to
Virchlabi.
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a ugenlivé pracovala. Do nové uchopené porod-
nice ve Vrchlabi pozdéji zacaly pfijizdét porodni
asistentky z celé republiky, a i ze Slovenska.

V porodnici bylo rovnéZ zapottebi upravit sta-
vajici prostory. Bylo potfeba upravit prostor
pro rodici Zeny tak, aby co nejvice pfipominal
doméci prostfedi. Pro zménu vzhledu porodnice
bylo potfeba shanét finanénf prostfedky. Pro za-
¢atek se obchazely malé mistni firmy s prosbou
0 sponzorské dary. Porodni sal se pfejmenoval
na Relaxaéni pokoj. Tento pokoj byl vybaven
porodnickou vanou pro dva, porodni stoli¢kou,
Zebfinami, zavésnym lanem z padakové latky,
kfesilky a stolkem, polohovacimi pomickami
(vakem, Zinénkami). Déle byly zakoupeny po-
mucky k muzikoterapii a relaxaci, aromaterapii.
Barvy pokoje byly teplé, prevladala jemné oran-
Zova barva. Zavésy v pokoji byly inspirovany
barevnym schématem zavési z porodniho domu
v Belgii. To vSe proto, aby se rodici Zena mohla
co nejvice uvolnit a citit se pfijemné, volné
a v bezpeti. Déle se upravovaly také pokoje pro
téhotné Zeny pfed porodem a po porodu. Tyto
pokoje byly vétSinou vybavené dfevénymi man-
Zelskymi postelemi se systémem rooming-in.
Na téchto pokojich mohli po porodu zlstavat
celé rodiny a tim se pfivitat s jejich novym
miminkem. Ne jenom otec, ale i popfipadé
ostatni déti ¢i dal§i doprovod mohli byt celou
dobu pobytu na oddéleni pospolu. MlZeme Fici,
Ze se jednalo o ubytovani tzv. hotelového typu.

Také bylo jisté pfinosné, Ze se podafilo navazat
dilezité kontakty s podobné smyslejicimi
osobnostmi a porodnimi oddélenimi, kde
JiZ tento respektujici pFistup k rodicim Zenam
bezvadné fungoval. Porodni asistentky se vel-
mi zodpovédné profesné vzdélavaly. Nékteré
aktivné navStivily zahrani¢i a to Némecko,
Holandsko, Belgii, Rakousko, Velkou Britanii.
Porodni asistentky v téchto zemich zakusily
péci porodnich asistentek v porodnich do-
mech, klinikach, porodnich centrech i pobyvaly
u soukromych porodnich asistentek v domacim
prostfedi a nové poznatky a doporuceni pak
privazely zpét do Vrchlabi.
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3.3 The birth process in Vrchlabi

The actual form of holistic care provided by
midwives was developing for several years.
Midwives had to study and absorb expert know!-
edge. Moreover, they needed long professional
practice. If the state of the expectant mother
and the newborn permitted, midwives and
doctors observed the physiology of the birth
process with minimal interventions. Midwives
did not disturb women, but rather helped them
relax and let their hormones play the most
important part of the birth process. It was
a common practice, that a midwife was not in
the relaxation room all the time, but waited in
the hallway, as she did not want to disturb the
woman. Experienced midwives recognised the
stage of labour just by sounds produced by the
woman. During labour, all recommendations
for professional monitoring of the birth process
were maintained and women were provided
with safe and respectful care.

In order to take professional care of a woman
in labour, a midwife must be able to recog-
nise potential risks and pathologies. It is the
midwife who accompanies the woman during
labour and she has to decide on the best ap-
proach. Professional care is not based on rou-
tines procedures, but also not only on the wish-
es of the woman in labour. Midwives should
always objectively assess what is essential
and healthy for both the woman and her baby.

If the course of the birth was natural and with-
out complications, the woman could deliver her
baby according to her wishes and plans. The
idea of birth plans was born in this hospital
and they have become a natural part of every
birth at this hospital. The lying position was
not very common for giving birth. Only high-
risk and pathological births took place in
a 'lithotomy’ position (gynecological position).

Women favoured being in the water, and it

did not necessarily relate to actual water
birth. During the progress of labour, water
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3.3 Jak se rodivalo ve Vrchlabi

Samotna podoba poskytované holistické péce
porodnich asistentek méla nékolikalety vyvoj.
Porodni asistentky musely dozrat do této kom-
plexnosti a sice dlouhodobym studiem odbor-
nych informaci, a hlavné vlastni praxi. Velice se
ujalo pozorovani a respektovani vlastni fyziolo-
gie porodniho procesu s minimalnim zasahem
zdravotnikd, nevyZadoval si to stav rodicky €i
novorozence. Porodni asistentky byly zvyklé
Zeny pfi porodu nerusit, ale spiSe je podpofit
v jejich relaxaci a uvolnéni. UmoZiiovaly jim se
tzv. vzdalit — diky fyziologickému hormonalni-
mu koktejlu. Bylo dobrym zvykem nebyt celou
dobu se Zenou v Relaxaénim pokoji @ moZnym
pozorovanim ji tak prfipadné rusit, ale seddvat
obgas také na chodbé pred timto pokojem. Zku-
Sené porodni asistentky byly schopné jen podle
vokalizace Zeny rozpoznat, v jaké fazi porod je,
a jak postupuje. PYi vlastni pégi o rodici Zenu
byly zachované vSechny doporugeni pro pro-
fesionaln{ sledovani pribéhu porodu a Zenam
byla poskytovana bezpecna a respektujici péce.

Aby porodni asistentka dok&zala o rodici Zenu
profesionalné petovat, musi byt schopna roz-
poznat moZnd rizika a patologie v prlibéhu
porodu. Je to porodni asistentka, kterd musi
Zenu provést porodem a je to pravé porodni
asistentka, kterd musi védét, kudy Zenu vést.
Opravdu profesionalni péce se nezaklada na
Za4dném extrému — tedy rutinnich zakrocich, ale
také ne na péci zaloZené jen na ptanich rodici
Zeny. Porodni asistentky by méla vidy objek-
tivné posoudit, co je v dany moment pro Zenu
a plod ddleZité a zdravé.

Pokud byl pribéh porodu fyziologicky a rodig-
ka nebyla tzv. rizikova, mohl porod probihat
podle prestav a plan( rodici Zeny. MySlenka
porodnich plani se zrodila pravé na tomto
oddéleni a dnes si Zeny ji7 péti okolo porodu
neumf ani bez porodnich plan( predstavit. Té-
méf vétSina porodl probihala v jiné poloze neZ
vleZe. V poloze litotomické probihaly vétSinou
porody rizikové ¢i pfimo patologické.
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had a relaxing and calming effect and helped
women overcome fear and pain. Homoeopathy,
aromatherapy, calming music and dim light
were part of this process. A midwife accom-
panied the woman throughout the entire pro-
cess. She checked the physiological functions
of the mother, heart sounds of the foetus and
water temperature. Needless to say, the option
to give birth in the water did not contribute to
the popularity of this maternity hospital. Water
birth is discussed in the next chapter.

If a woman decided not to give birth in the
water, she gave birth in a different position
outside the tub. Most women delivered their
baby in a kneeling position. In some cases, the
birth stool was used. Some women decided
to give birth in an upright position, some pre-
ferred lying on their side. The correct position
or guidance was offered by the midwife in
cooperation with the woman in labour.

[t is important to highlight that each woman
in labour was approached individually. During
childbirth, women with normal labour were
not given any medication or epidural anaesthe-
sia. Midwives often used non-pharmacologi-
cal painkillers (aromatherapy, Bach essences,
application of dry heat in the form of rubber
containers filled with hot water and placed on
the underbelly and back). When the child was
born, it stayed with the mother almost contin-
uously. Babies were given a bath every other
day. Women usually had only minor wounds,
episiotomy was not performed and women
were able to care for their baby immediately
after birth. The maternity hospital in Vrchlabi
boasted a very low percentage of episioto-
mies and caesarean sections. Facts proving
excellent obstetric outcomes are evidenced
by comparative statistics. During the years
2000-2007, when the hospital in Vrchlabf ex-
perienced its peak, the percentage of episioto-
mies ranged from 2.1 % to 4.7 %. In contrast,
the national average ranged from 46.6 % to
63.2 %. Another indicator of excellent obstetric
care is the percentage of caesarean sections
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Zeny hodné upfednostiiovaly pobyt ve vods,
a to nemuselo nutné souviset se samotnym
porodem do vody. To ji7 vyplynulo ze situa-
ce a vyvoje porodu. Rodicky se pobytem ve
vodnim prostfedi vyrazné zklidnily, zrelaxovaly
a odpoginuly si. Jednalo se o jakysi druh prace
se strachem a s bolesti. BEhem pobytu ve vodg
se mohla podavat homeopatie ¢i aromaterapie.
Pobyt byl doprovazen porodni zklidiujici hudbou
a pritmim. Po celou dobu pobytu Zeny ve vané,
byla Zena kontrolovana porodni asistentkou.
Sledovaly se fyziologické funkce matky, ozvy
plodu a teplota vody, sledovala se doba pobytu
Zeny ve vodé. Je pravda, Ze moZnost zvolit si
misto porodu vanu plnou vody, pfispélo k obli-
benosti této porodnice. 0 samotném porodu do
vody vice pojednavame v nasledujici kapitole.

Pokud Zena do vany neporodila, rodila v jiné po-
loze mimo lazef. VétSina Zen zaujimala polohu
v kleku. Porodni stoli¢ka byla pouZivana ve spe-
cifickych ptipadech. Nékteré Zeny porodily ve
stoji. Jiné preferovaly polohu na boku. Vlastni
polohou pro porod doporutovala porodni asis-
tentka samozfejmé v komunikaci s rodici Zenou.

Rédy bychom zdlraznily, 7e se k rodici Zené
pristupovalo vZdy individualngé. Béhem porodu
se Zendm nepodavala Zadnd medikace (mysle-
no fyziologické porody), s epidurdini anestezif
se nepracovalo. Porodni asistentky ¢asto vy-
uZivaly nefarmakologické metody tiSeni po-
rodni bolesti (aromaterapie, Bachovy esence,
aplikace suchého tepla formou termoford na
podbfiSek a zada). Po porodu zdstavalo détatko
s maminkou témeér nepretrzité. Koupalo se aZ
druhy den. Zeny mély v&tinou velmi mala po-
ranéni, episiotomie se rutinné nikdy nedélala,
Zeny byly schopné se o détatko ihned starat.
Porodnické oddéleni ve Vrchlabi se opakované
pySnilo velmi malym procentem epiziotomif
a cisafskych Fezd. Fakta o skvélych porodnic-
kych vysledcich dokladad i srovnavaci statistika.
Z let roku 2000-2007, kdy porodnice ve Vrch-
labi proZivala sv(j vrchol, miZeme uvést, Ze
procento episiotomii se pohybovalo od 2,1 %
do 4,7 %. Oproti tomu celorepublikovy primeér
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performed. The maternity hospital in Vrchlabi
performed, in the given period, only from 4.1 %
to 9.9 % of caesarean sections. The national
average ranged from 13.1 % to 20.0 %. As the
results show, the maternity hospital in Vrchlabi
was far ahead of its time (Pavlikova, 2019).

Moreover, the hospital was designated, as one
of the first hospitals in the Czech Republic, as
a baby-friendly maternity hospital.

99 % of women who left the hospital had no
problems with breast feeding and lactation.
Midwives helped women with breastfeeding
technique and ensured that before leaving the
hospital, every problem was solved. Women
who had a delayed onset of lactation had
the opportunity to feed their baby with milk
delivered from a breast milk bank located in
the town of Hradec Kralové. The supplemen-
tary feeding was done by spoon, cup, syringe
or supplement. If there was a problem with
breastfeeding after discharge from hospital,
women could always call the hospital and
consult about their problem by phone, because
there was a non-stop breastfeeding line, or
they could solve the problem in person.

Most midwives working in Vrchlabi participat-
ed in theoretical and practical training under
the guidance of experienced and high-level
midwife Barbara Kosfeld, who was repeatedly
invited to the Czech Republic by midwife Zu-
zana Stromerovd. Barbara Kosfeld is a well-
known and respected midwife who comes
from Germany and whose lecturing art is
very beneficial. Barbara Kosfeld teaches mid-
wives how to improve the care for pregnant
and labouring women by showing them vari-
ous practices that survived over centuries.
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episiotomif byl v téchto letech od 46,6 % do
63,2 %. Dal§im ukazatelem poskytované porod-
nické péce je procento provedenych cisarskych
fezl. Vrchlabi tento zplisob zakongeni porodu
vykdazalo ve vySe zminéném obdobi ve 4,1 % do
9,9 %. Celorepublikovy primér se pohyboval
od 13,1 % do 20,0 %. | na zékladé téchto vy-
sledkd mdZzeme tvrdit, Ze porodnice ve Vrchlabi
predbéhla svoji dobu (Pavlikova, 2019).

Porodnice Vrchlabi dale ziskala jako jedna z prv-
nich republice titul Baby-friendly Hospital,
tedy titul nemocnice pratelské matkam a jejich
détem.

Zeny z porodnice odchazely v 99 % jako koji-
ci matky bez pfikrmu a s dobfe rozb&hnutou
laktaci. Velmi se dbalo na to, aby maminkdm
bylo pfi pfikladéani pomahano a technické ne-
dostatky byly co nejdfive feseny. Zeny, které
mély opoZdény nastup laktace, mély moZnost
své détatko dokrmovat matefskym mlékem
dovazenym z banky matefského mléka z Hradce
kralové. Dokrm vZdy probihal alternativné po-
moci IZicky, kalisku, stfikagky €i suplementu.
Pokud pfipadné nastal problém s kojenim po
propuSténi z porodnice, Zeny mohly kdykoliv
zavolat a sv(j problém s kojenim konzultovat
telefonicky, nebot byla non —stop v provozu
horka linka kojenf ¢i mohly dojet osobné a svij
problém tim Fe§it pfimo na misté na oddéleni.

VEtSina porodnich asistentek pracujicich ve
Vrchlabi, proSla teoreticko-praktickym vycvi-
kem pod vedenim velmi zkuSené a na vysoké
drovni postavené porodni asistentky pani
Barbary Kosfeld, kterou do Ceské republiky
opakované zvala porodni asistentka Zuzana
Stromerova. Tato zndméa a uzndvana porodni
asistentka pochazi z Némecka a jeji lektorské
uméni nemélo a neméa konkurenci. Barbara
Kosfeld u&i porodni asistentky, jak zkvalitiovat
péci o téhotné a rodici Zeny staletimi ovéreny-
mi praktikami.
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3.4 The influence of the midwife
Barbara Kosfeld

Mrs Barbara Kosfeld, MA, MSc, MgA, MBA
is a unique midwife. She has in-depth knowl-
edge, long practice and rich experience in the
field of primary obstetrical care. Moreover,
she excels in sharing her knowledge and skills
in a coherent and clear manner. Her ability to
explain facts and cause and effects in broad
contexts of care provided by midwives is
crucial as she teaches her students to “read”
the expected course of labour already during
pregnancy. This approach is missing in the
education system for future midwives and
obstetricians.

Barbara Kosfeld studied comparative literature.
She was trained by midwives who worked in
Germany during World War II. Therefore, she
acquired knowledge and techniques before
modern obstetrics was introduced to her. Mrs
Kosfeld had a unique opportunity to combine
traditional knowledge with modern science.
After this four-year study and subsequent
three-year training at a hospital, she became
a midwife (1989). In 1994, she founded the
first practice for midwives in Aachen and three
years later the birth house PEGASUS. One
year later, she extended the birth house and
established Zentrum Akademie, a training
centre for midwives. In 2000, she organized the
first European Congress of Midwives focused
on out-of-hospital midwifery.

She works in Germany, Belgium and other
European countries as an advisor, consultant
and lecturer. She helps gynaecological and ob-
stetric departments with the reorganization of
their teams, introduction of new systems and
reconstruction of delivery rooms. She advises
midwives during the establishment of private
practice. Her educational seminars are focused
on reflecting historically proven experience
with the results of modern research. She un-
derlines the responsibility of midwives for their
work and their important role in promoting the
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3.4 Vliv porodni asistentky
Barbary Kosfeld

Pani Barbara Kosfeld, MA, MSc, MgA, MBA
je ojedinéla porodni asistentka v Evropg. Jeji
absolutni prednosti jsou vysoké znalosti, hlu-
bokd praxe a praktické zkuSenosti v oblasti
primarni porodnické péce spojené se schop-
nostf predat informace ucelenym a pfehlednym
zplsobem. Jeji schopnost vysvétlit ndvaznost
a kombinaci faktd a za€lenit kombinaci pficiny
a nasledku v celé Sifi probirané latky je pro
vyuku bezpetné péce poskytované porodni
asistentkou zcela zasadni. Diky tomu lze jiZ
z pribéhu téhotenstvi ,pfecist” ofekdvany
pribéh porodu. To je pfesné to, co zabéhnuty
vzdélavaci systém pro porodni asistentky a po-
rodniky nenabizi.

Barbara Kosfeld vystudovala v magisterském
programu srovnavaci literaturu. Pro§la vycvi-
kem porodnich asistentek, které plisobily jesté
za druhé svétové valky. Ziskala tak védomosti
z doby, kdy jeSté nebyla zavedena porodnicka
technika. Pani Kosfeld ma tudiZ jedinetnou
mozZnost kombinovat védomosti tradi€nich
porodnich asistentek s poznanim soucasné
moderni védy. Po tomto &tyfletém studiu a na-
sledné tfileté odborné pfipravé v nemocnici se
stala porodni asistentkou (1989). V roce 1994
zaloZila ve mésté Aachen (Cachy) prvni praxi
porodnich asistentek a o tfi roky pozdéji porod-
ni dim PEGASUS. Za dal$f rok porodni diim
rozSitila o Zentrum Akademii — vzdélavaci
stfedisko pro porodni asistentky. V roce 2000
zorganizovala prvni Evropsky kongres porod-
nich asistentek o mimonemocni¢nim porod-
nictvi, které se konalo rovné7 v Aachenu.

Jako poradce, konzultantka a lektorka pdsobi
v Némecku, Belgii a dalSich evropskych zemich.
Gynekologickym a porodnickym oddélenim
v nemocnicich radi pfi restrukturalizaci jejich
pracovnich tym(, pfi zavadéni novych systémi
a pfi pfestavbé porodnich séll. Porodnim asis-
tentk&m radf p¥i zakladani praxe. Své vzdélava-
ci seminare vénuje zrcadleni historicky ovérené
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health of women, their children and families.
Since 2002, she has been working with the
Prague birth house U Capa, where she organ-
izes extremely successful training courses and
workshops for Czech and Slovak midwives.

Barbara Kosfeld has been active in the com-
munity of primary obstetric care for over 25
years. During her practice, she has assisted in
the birth of more than 1,500 children, includ-
ing breech births and births of twins. In 2012,
she began to study old literature for midwives
(textbooks from the 17th to 19th centuries), as
she wanted to use ancient wisdom and revive
and spread the art of midwifery (Stromerova,
2014).

3.5 Citizens’ association Znovuzrozeny
porod

In 2002, the maternity department in Vrchlabi
established a citizens’ association with the
name: Znovuzrozeny porod [Reborn birth].
Doctors and midwives from Vrchlabi became
the members of the Preparatory Committee.
The organization united individuals and legal
entities.

This association was established to promote
the humanization of obstetrics in the Czech
Republic. The main objective was to support
other gynaecological and obstetric depart-
ments which wanted to create conditions for
natural and active hirths. The association sup-
ported maternity hospitals where a woman in
labour had an active role and which focused on
an empathetic and respectful attitude. More-
over, the association aimed at spreading the
philosophy of natural childbirth among experts
and the general public, and educating profes-
sionals who were interested in this approach
to childbirth.

The association organized and co-hosted ed-

ucational events, arranged for internships in
educational institutions, published information
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praxe s vysledky novodobych vyzkumd. Zdd-
raziuje zodpovédnost porodnich asistentek za
vlastni préci a jejich dileZitou dlohu v podpofe
zdravi Zen, jejich déti a celych rodin. Od roku
2002 pisobi také v Ceské republice, kde aktiv-
né spolupracuje s prazskym Porodnim domem
U €apa. Zde vede mimofadné aspésné odborné
kurzy a seminare pro ¢eské a slovenské porodni
asistentky.

V komunitnim prostfedi v rdmci primarni po-
rodnické péce pracovala pres 25 let. Za dobu
svého plsobeni mimo nemocnici asistovala
u porodu vice neZ 1500 déti vEetné porodi
koncem panevnim a dvoj€at. Od roku 2012 se
vénuje studiu staré literatury pro porodni asis-
tentky (ugebnice ze 17. a7 19. stoleti). Aplikaci
praddvné moudrosti porodnich babicek se
snaZi oZivit a §ifit uméni porodnich asistentek
(Stromerova, 2014).

3.5 Obéanské sdruzeni Znovuzrozeny
porod

V roce 2002 oddéleni zaloZilo obtanské sdruZeni
pod nazvem: Znovuzrozeny porod. (lenové
pripravného vyboru se stali |ékafi a porodni
asistentky z oddéleni porodnice. Organizace
sdruZovala fyzické i pravnické osoby.

Toto sdruZeni vzniklo predevsim s cilem podpofit
humanizaci porodnictvi v Ceské republice. Hlav-
nim cilem byla podpora dal3ich gynekologicko-
-porodnickych oddéleni, kde byly jiz vytvareny
podminky pro pfirozené, aktivni porody. Cilem
bylo podpofit takova porodnicka zafizeni, kde
rodici Zena ma aktivni roli, a kde panuje empa-
ticky a respektujici pfistup ze strany personalu.
SdruZeni si dale kladlo za cil §fFit filozofii
pfirozeného porodu mezi laickou i odbornou
verejnost, a také vzdélavat odborniky, ktefi se

0 takovyto pfistup k porodu zajimaji.
Obcanské sdruZeni Znovuzrozeny porod pofadalo

a spoluporadalo vzdélavaci akce, zajiStovalo od-
borné staZe na vyukovych pracovistich, vydavalo
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materials and books, and established a small
library. The organization also cooperated with
other organisations and institutions, both do-
mestic and foreign.

Among the major activities of this department
were conferences on the humanisation of ob-
stetrics which were held in cooperation with
foreign institutions. We would like to mention
a few examples of conferences organized by
the association.

In 1997, the gynaecological and obstetric de-
partment in Vrchlabi organized a conference
in Spindleriv Mlyn. The conference was
attended by more than 250 foreign doctors
and midwives. The topic was very attractive,
as the conference was focused on water
births. The first lecture was held by Mrs /lana
Machover from London, who spoke about the
application of the Alexander Technique in
pregnancy and childbirth. The technique was
developed by Frederick Matthias Alexander,
who suffered from pain of the musculoskeletal
system. He came to the conclusion that a lot
of pain and problems stem from bad move-
ment habits and poor posture while sitting,
walking or performing daily activities. The or-
igin of difficulties does not come from outside
the body, but is caused by incorrect involve-
ment of muscle groups. He learned to control
his musculoskeletal system and eliminate en-
trenched habits. Mrs Machover used his tech-
nique and introduced her technique for women
in pregnancy and childbirth. She came up with
relaxing positions and exercises on a big ball
which a woman can use to relax and rest her
body. Thanks to this method, women can re-
lax and rehabilitate while working with their
pain without the use of medication. Machover
argued that evolution developed pain during
childbirth, as it has physiological importance,
and if we eliminate this pain completely, many
children will be delivered by Cesarean sec-
tion. The objective of this technique is not to
eliminate the pain, but to learn how to work
with it.
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informacni materialy, vykazovalo publika¢ni
¢innost ¢i vytvarelo priruénf knihovnicku. Sdru-
Zen{ déle spolupracovalo s dalSimi organizace-
mi a institucemi, tuzemskymi i zahrani¢nimi.

Mezi vyznamné aktivity tohoto oddéleni pa-
tfily predev§im konference se zahraniénimi
velikdny v humanizaci v porodnictvi. Nyni
uvedeme priklady konferenci, které sdruZenf
zorganizovalo.

V roce 1997 se ve Spindlerové MIyné
uskutecnila konference, organizovana gyneko-
logicko-porodnickym oddélenim ve Vrchlabi.
Konference se zitastnilo vice neZ 250 |ékari
a porodnich asistentek s mezindrodni Ggasti.
Téma bylo velmi atraktivni a jednalo se o pe-
rody do vody. V prvni prednasce vystoupila
pani /lana Machoverovd z Londyna, kterd
predndSela o aplikaci Alexandrovy metody
v téhotenstvi a pfi porodu. Tento zminény muz
trpél obtiZzemi pohybového aparatu a dospél
k nazoru, Ze spousta bolesti a problém0 prame-
ni ze Spatnych pohybovych ndvykl a Spatného
drZeni téla pfi sedu, chlzi i béZnych dennich
¢innostech. Plivod obtiZi, tak nepfichazi zvendi
téla, ale z vlastniho téla v dlsledku zbytetného
zapojovani{ vlastnich svalovych skupin. Ugil
se sam na sobé ovladat svlij pohybovy aparéat
a odstrariovat zakotenéné zlozvyky. Pani llana
Machoverovad vypracovala na zakladé téchto
poznatkl Alexandrovy techniky techniku pro
Zeny v téhotenstvi a pfi porodu. Jedné se o re-
laxacni polohy a cviky a to i na balonu, o ktery
se mlZe téhotna ¢i rodici Zena opfit a uvolnit
se. Na zékladé této relaxaéni a rehabilitatni
metodé, kdy se Zeny uti s bolesti pracovat,
aniz by se pouZilo jakékoliv chemie. Sama Ma-
choverové zastavala nazor, Ze evoluci vyvinuta
bolest pfi porodu ma svij fyziologicky vyznam
a pokud tuto bolest zcela odstranime ve velké
vetSiné pripadl tento porod skonti operativng.
Cilem této techniky neni bolest Gplné odstranit,
nybrZ se s ni naucit pracovat.

DalSi prednaSejici osoba byla samotna Dianne
Garland, kterd pfijelaz anglické porodnice
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The next lecture was given by Dianne Garland,
who came from the English Maidstone Hospi-
tal. Garland is a major global pioneer of the
idea of water birth. She has rich experience
with this technique and together with Barbara
Harper — a midwife from the US — they estab-
lished Waterbirth International, which pro-
vides many studies and information on water
births. Garland says that the biggest problem
obstetricians and midwives have is the fact
that they have to stay calm and interfere with
the physiological process as little as possible.

An equally interesting lecture was held by
Dr Volker Korbei, who worked in a prominent
private clinic in Vienna. He described his very
thorny path to the humanization of obstetrics.
Dr Korbei highlighted the importance of the
natural process of physiological birth with mi-
nor interference. His lecture was accompanied
by a video recording of a beautiful water birth.

The interest in this conference was extraordi-
nary and it was firmly believed that it would
represent a milestone or a kind of springboard
not only concerning water births but also the
humanization of Czech obstetrics.

In 1999, another major conference was held
in Spindleriv Mlyn. The topic was: Child-
birth is the soul and bhody.

The main idea of the conference concerned
interventions performed during childbirth.
An intervention performed during labour can
complicate the arrival of the baby. Experts,
therefore, discussed their role in childbirth.

One of the key speakers was an American
doctor of Danish origin, Marsden Wagner. He
indicated that Czech doctors who intervene in
the natural process of childbirth, can cause
pathologies or stop the process, which must
then be “moved” again by the use of medical
devices and methods. The result is a feeling
of inability and distrust of a labouring woman
in her body. According to Wagner, there will
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v Maidstone Hospital. Garland je vyznamnou
svétovou prikopnici mySlenky porodl do vody.
Sama m4 s touto metodou obrovské zkuSenosti
a spolec¢né s Barbarou Harper — porodni asis-
tentkou z USA zaloZily organizaci na podporu
porod(i do vody Watterhirth International. Zde
Jjsou také k dohledani aktudini dostupné studie
o porodech do vody. Dle porodni asistentky
Garland je nejvétSim problémem porodniki
a porodnich asistentek pfedev§im schopnost
zachovat klid a co nejméné zasahovat do fyzio-
logického procesu.

Neméné zajimava prednaska zaznéla z (st
dal§iho zahrani€niho hosta a tim byl Dr. Volker
Korbei, ktery pracoval v soukromé prominentni
klinice ve Vidni. | on zminil svoji velmi trnitou
cestu k humanizaci v porodnictvi. Dr. Korbei
také velmi zdlraznil vyznam nezasahovani do
fyziologického porodniho procesu. Prednaska
byla doplnéna krédsnym videozdznamem poro-
dem do vody.

Zajem o tuto konferenci byl mimofadny a pev-
ngé v té dobé veéfilo, Ze toto bude pfedstavovat
milnik ¢i jakysi odrazovy mistek ne jenom
k tématu a praxi porod{ do vody, ale pfedevs§im
k humanizaci ¢eského porodnictvi.

V roce 1999 se opét ve Spindlerové MIyné
uskute€nila dal3i vyznamnéa konference, tento-
krate s nazvem Porod je duse a télo.

Hlavni my$lenka konference se tykala tématu
naruSovani porodniho procesu. NaruSenf fyzio-
logie porodniho déje, miiZe prichod détatka na
svét Casto zkomplikovat. Odbornici pak disku-
tovali o své roli pfi porodu.

Mezi stéZejni prednasejici patfil americky |ékaf
danského plivodu Marsden Wagner. Nazna€il,
7e v Cesku 6kafi svymi zasahy narusuji pfiroze-
ny priibéh porodu, ktery po té mdze sklouznout
k patologii ¢i se zadrhnout a Iékati se jej snaZi
znovu rozhybat svymi pfistroji a medicinskymi
postupy. Vysledkem je pocit neschopnosti a ne-
divéry rodici Zeny ve vlastni télo. Dle Wagnera
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always be women with a complicated birth
who will need medical help. In his lecture, he
stressed how to communicate with a woman
in labour. In his opinion, it is not a good ap-
proach to communicate with her as if she was
a patient. Doctor Wagner also mentioned that
repeated scientific studies show that midwives
handle births better than doctors, whose irre-
placeable role is primarily in complicated and
pathological births.

The conference was also attended by the fa-
mous French humanist obstetrician, Dr Michel
Odent. His lecture had a favourable response.
Michel Odent convincingly spoke about the
importance of supporting the natural birth
process without any interferences, as it is
a memorable moment for both the woman and
the baby. He referred to data published in
medical journals that confirmed that people
born during a difficult and disrupted delivery
often have insufficient capacity to love, me-
chanical problems during birth may increase
the likelihood of suicide, and forceps delivery
has been associated with autism. According to
Odent, it is not necessary to involve the neo-
cortex during childbirth. It is important that the
woman is not disturbed by anyone or anything.
In other words, primitive brain activity has to
prevail. An undisturbed woman has a higher
chance to give birth naturally and without
problems. Moreover, he emphasizes that the
mother and child should be left alone for one
hour after birth.

Famous psychologist Eva Rheinwald em-
phasized the importance of communication
between the mother and her child during the
prenatal period. German midwife Eva-Maria
Muller-Markfort described her experiences
with home births. She mentioned that inner
psychological problems of a woman can sig-
nificantly influence the hirth.
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samozfejmé existuje a nadale bude existovat
urcity pocet Zen, které maji komplikace a |é-
kafskou pomoc potfebovat vidy budou. Ve své
predndsSce vSak zejména zddraznil, jak jednat
s rodici Zenou. Komunikovat s ni jako s paci-
entkou nepovaZuje za spravnou cestu. Doktor
Wagner dale zminil, Ze opakované erudované
studie ukazuji, Ze fyziologické porody zvladnou
porodni asistentky |épe neZ |ékati, jejich ne-
zastupitelné misto je predevsim u komplikova-
nych a patologickych porodd.

V programu konference dale vystoupil véhlasny
humanista porodnictvi, francouzsky porodnik,
Dr. Michel Odenta. Pfedné&ska vzbudila veliky
ohlas. Michel Odent velmi pfesvédtivé hovofil
0 nutnosti porod ni¢im nenaruSovat. Porod je
pro Zenu a dité zaZitek na cely Zivot. Odkazoval
tim na ddaje ve vyzkumech publikovanych
v lékarskych Casopisech. Podle téchto vyzkumi
lidé narozeni po obtiZznych a naru$enych poro-
dech maji ¢asto nedostatecnou schopnost mi-
lovat, mechanické problémy p¥i porodu mohou
zvySovat pravdépodobnost sebevraid, kleStové
porody jsou davany do souvislosti s autismem.
Dle Odenta je nezbytné nutné nezapojovat
béhem porodu neokortex. Je dileZité, aby Zena
nebyla nikym a nigim rusena. Cili musi prevla-
dat ¢innost primitivniho mozku. NevyruSovana
Zena ma velké predpoklady porodit hladce.
Odent ve své prednasce zdlrazfiuje, aby matku
a dité ani hodinu po porodu nikdo nerusil.

/nama psycholozka Eva Rheinwaldovéd dale
zdlraznila vyznam komunikace matky s ditétem
jes$té v prenatalnim obdobi. Némecka porodni
asistentka Eva-Maria Muller-Markfortova dale
[i¢ila svoje své zaZitky z doméacich porod(,
které vedla. Zminila své poznatky, Ze vnitfni
bloky u rodici Zeny mohou také vlastni priibéh
porodu velmi ovlivnit.
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3.6 Why did the phenomenal maternity
hospital in Vrchlabi close?

As the maternity department in Vrchlabi sup-
ported a natural birth process, it had to face
pressure from the experts. Since it was one of
the first hospitals that decided to set off on
this journey, it had to constantly defend its
practices, which was extremely demanding.

In 2006, hospital management did not agree
on the future direction and focus of the hospi-
tal and the maternity department was closed.
Later, the hospital was repeatedly closed and
opened, mostly due to the lack of doctors and
midwives. The staff felt insecure and this led
to interpersonal problems.

It should be emphasized that the most impor-
tant factor influencing the atmosphere during
birth is the human factor. A pleasant external
environment is indeed supportive, but if it is
not imbued with the philosophy of natural
birth, it loses its meaning. In 2012, the period
of uncertainty and inconsistent approach led
to complete closure of the hospital.

This hospital, however, educated many very
promising and successful midwives; some of
them work as university teachers, community
midwives and assistants working in other
hospitals.

We believe that the spirit of this wonderful
hospital lives on thanks to the children who
were born in this institution. And that was in-
deed the purpose of this chapter. Let us never
forget the phenomenal hospital in Vrchlabi
that was ahead of its time!
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3.6 Proé skoncila fenomenalni porodnice
ve Vrchlabi

Porodnické oddéleni nemocnice ve Vrchlabi
¢elilo po celou dobu svého zaméfeni na pod-
poru pfirozeného porodu tlaku ze strany klasic-
ké odborné spolecnosti. Vzhledem k tomu, 7e
to bylo jedno z prvnich zdravotnickych zafizent,
které se rozhodlo jit touto cestou, muselo neu-
stale svoje postupy obhajovat a toto je v dlou-
hodobém méfitku velice narogné.

V roce 2006 doSlo k neshodam uvnitf vedeni
nemocnice ohledné dalSiho sméru zaméfeni
této porodnice a oddélenf se uzavielo. Pozdgji
do$lo k opakovanému znovuotevieni a uzavre-
ni, a to nejcastéji z ddvodu nedostatku lékafi
i porodnich asistentek. Tento napor nejistoty
na personal, posléze vedl | k interpersonalnim
problémdm.

Je potfeba zdiraznit, Ze nejdlleZitéjSim fakto-
rem ovlivilujicim atmosféru p¥i porodu je faktor
lidsky ... pfijemné vnéjsi prostfedi je sice
vcelku podplrné, ale pokud neni prodchnuto
filozofif pfirozeného porodu, tak ztraci smysl.
A tak obdobi nejistoty a nejednotné koncepce
oddéIni ho dovedlo aZ k jeho Gplnému uzavrent,
atovroce 2012.

/ praxe této porodnice vSak vySla celd fada
velmi nadé&jnych a daspésnych porodnich asis-
tentek, nékteré pracuji jako vysokoSkolské
pedagoZky, komunitni porodni asistentky ¢i
skvéle pracujici asistentky v jinych porodnicich.

MlZeme véfit, Ze duch této GZasné porodnice
Zije déle, a to zcela jisté ve formé viech déti,
které se v této porodnici narodily. A to byl
vlastné i smysl této kapitoly... necht se na
fenomenalni porodnici ve Vrchlabi, kterd pfed-
béhla svoji dobu, nikdy v dobrém nezapomene!
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Fig. 4. Relaxing (delivery) room in hospital in Vrchlabi (Foto: Maminkov. cz)
Obr. €. 4. Relaxatni pokoj v porodnici ve Vrchlabf (Foto: Maminkov. cz)

Summary of the third chapter
How can you be a happy midwife?

e To follow the voice of your heart in providing the midwifery care and surround yourself with
similar acting professionals (Evidence-based midwifery)

e Not to be afraid to start with new Evidence-based activities in the midwifery care, like as
the water births or using rebozo

e Looking for the possibilities and not for the excuses in providing the midwifery care

e Keeping in continuing education and getting inspired from sharing information and experi-
ences — local and from abroad

e Spreading your thoughts and experiences among professionals and public

e To be proud of your profession

Zavérecné shrnuti treti kapitoly
Jak byt tedy Stastna porodni asistentka?

e Nasledovat hlas svého srdce v poskytovani péce porodni asistentky a obklopit se lidmi, ktefi
takovyto zplisob praxe vykonavaji (praxe zaloZené na védeckych diikazech)

e Nebat se zatinat s novymi védecky podloZzenymi aktivity v péci porodni asistentky, napfiklad
s porody do vody, pouZitim reboza atd.

e Hledat moZnosti a ne vymluvy v poskytovani inovaci v porodni asistenci

e Neustale se vzdélavat a Cerpat inspiraci ze sdileni informaci a zkuSenosti — tuzemskych
i zahrani¢nich

o  Sifit své my$lenky a zkuSenosti mezi odbornou i laickou vefejnost

e Byt pySna na svoji profesi
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4. CHAPTER

WATER BIRTH — THERE IS NOTHING

TO WORRY ABOUT
4. KAPITOLA

POROD DO VODY — NENI CEHO

The arrival of a newborn into the world is
wrapped in magic. The ability to give life to
a child, give birth, is a magical experience.
Childbirth itself is considered one of the most
important milestones in a woman's life and
its course can affect its quality. Delivering
a healthy baby is nowadays a miracle, as infer-
tility is growing significantly. As Penny Simkin
says, childbirth takes only one day of the life
of the mother and baby, but it is a unique expe-
rience (Simkin, 2004). And yet, our society con-
siders birth, in most cases, a medical problem.
Women are seen as patients and pregnancy
as an illness. Many scientific research stud-
ies demonstrated that many problems during
birth are based on the inhospitable atmosphere
and strict routine typical of the hospital envi-
ronment. Childbirth is not a matter of a few
minutes; it is a process that changes an entire
life. Therefore, we should reflect on the current
situation and try to change it. A clear incentive
is an international concern over the increase
in caesarean sections and the medicalisation
of births in general. As a result, many women
perceive birth as a dangerous and very stress-
ful experience.
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SE BAT

Irena Raisnerova, Natalie Marhalova

P¥ichod kaZdého Clovéka na svét je opfeden
zézraénem. Schopnost pfivést dité na svét,
porodit, je magickd zéleZitost. Porod je sam
0 sob& povaZovan za jeden z nejdlleZitgjSich
meznikd v Zivoté Zeny a zplisob jeho vedeni
mUZe ovlivnit jeho kvalitu. Zdravé narozeni je
v dnedni dobé tak trochu velikym zazrakem,
a to obzvlasté v dobé zvySujiciho se nérlistu
neplodnosti. Jak tvrdi sama Penny Simkin,
porod trva pouhy jediny den v dlouhém Zivoté
Zeny a pri tom je tak jedinecny (Simkin, 2004).
A presto z néj naSe spoletnost utinila ve vetsi
mite ptipadd jen lékafsky problém. Zena se
tim stava automaticky pacientkou a jeji tého-
tenstvi nemoci. Diky fadé védeckych vyzkum(
je predkladano, Ze mnoho problémid b&hem
porodu se vyskytuje pravé diky nehostinnosti
a bé&7né rutinné nemocnic¢niho prostredi. Porod
neni zaleZitost na par minut, ale na cely Zivot.
Urcité je dobré se nad touto realitou zamyslet
a spole¢né se pokusit o zménu. Podnétem
k normalizaci je mezinarodni znepokojeni nad
narlistem cisafskych fezli a zejména medika-
lizaci porodd obecné. Mnohé Zeny tak vnimaji
porod svého ditéte jako nebezpecny a velmi
stresujici zaZitek.
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It can be argued that water can change the
context in which obstetric care is provid-
ed. Water is a natural element which takes
a woman into her world. It is a midwife who
plays an important role during labour. She can
significantly affect the course of the birth. She
examines the woman, gives her information,
monitors the course of the birth, and gives
advice and recommendations on pharmaco-
logical and non-pharmacological pain killers
used during labour. For most women, childbirth
is a revolutionary event in their lives. It chang-
es their bodies, way of thinking, position in
society and their entire life.

Water is the original element. During the first
nine months, the foetus lives in the amniotic
fluid, which creates an ideal environment for
development and protects it against shock or
injury. Water also has an important role in the
further development of every human (Balaskas,
2010, p. 144). If we ask ourselves how to in-
crease the naturalness of birth, the answer is
very simple: the only thing we have to do is add
water (Harper, 2014).

4.1 History of water births

It is frequently argued that water births are
the latest fad of our time. But is that true? It
is not. In the following lines, you can see that
water births have a very old tradition. With
its natural character and necessity in human
life, water was already a part of childbirth in
ancient cultures.

In primitive cultures, such as the Pygmy people
of the Eife tribe in the Zairean forest, the birth
process was disrupted as little as possible
and the place where a woman gave birth was
close to a river. The same happened in other
African tribes and Indians living in the Amazon
rainforest.

Indigenous women from Western Australia
paddled out to sea; they came back and gave
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Lze tvrdit, Ze voda jako prostfedi mlzZe zmé-
nit kontext, ve kterém je porodnickd péce
poskytovéna. Zena je pomoci vody ve svém
svété a pfistup k ni je zprostfedkovan pomoci
vody. U fyziologicky probihajiciho téhotenstvi
a porodniho procesu je prostfednikem v naro-
zeni ditéte vétSinou pravé porodni asistentka.
Ta mZe vyrazné ovlivnit prib&h porodniho
déje. Soucasti jejich kompetenci je napfiklad
vySetfovani a edukace Zeny, kontrola pribéhu
porodu, poskytovani rad a doporueni ohledné
farmakologického a nefarmakologického tiSeni
bolesti béhem porodu. Pravé porod byva pro
vetSinu Zen prevratnou udéalosti v jejich Zivoté.
Zené se méni jejf t&lo, mysl, postaveni ve spo-
le€nosti, méni se cely jeji svét.

Voda je plvodni Zivel. Prvnich devét mésici
stravi plod v plodové vodg, které je pro ngj
idedInim prostfedim pro vyvoj. Zaroven jej
chrani pfed Sokem nebo poranénim. Voda mé
ddleZitou roli i v dal$im vyvoji ¢lovéka (Balas-
kas, 2010, str. 144). M(Zeme samy sebe ptét
na otdzku, jak zvySit pfirozenost v pribéhu
porodu. Odpovéd je jednoduchéd — staci pridat
vodu (Harper, 2014).

4.1 Historie porodii do vody

Castym argumentem proti poroddm do vod-
niho prostfedi je to, 7e tento druh porodu je
modernim vystfelkem sou¢asné doby. Ale je to
opravdu tak? Neni. Na nésledujicich fadkach,
se miZete presvédcit, Ze porod do vodniho
prostfedi ma velmi starou tradici. Pravé pro
prirozenost a nutnost vodniho elementu v 7i-
voté €lovéka, byla voda soutasti porodu jiZz ve
starovékych kulturach.

V' primitivnich kulturach, jako byli napfiklad
Pygmejové kmene Eife ze zairského pralesa,
byl proces porodu naru$ovan co nejméné a mis-
to, kde Zena rodila, bylo pobliZ feky. Totéz
platilo i u jinych africkych kmend a Indiand,
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birth on the beach. According to Japanese
tradition, women who lived on the southern
islands gave birth into water. As written doc-
uments demonstrate, women living in Europe
enjoyed the benefits of water baths before
the era of running water. They used natural
pools carved in the rocks in the mountains
of Scotland (Odent, 2002, p. 64). Women, in
general, gave birth in remote, dark places or
built shelters in ferns or bushes, from moss
or sand. Women from the mountain tribe of
Maori gave birth in sacred rivers. Polynesian
islanders accompanied women to the beach
near the sea, as they could refresh themselves
immediately after birth. However, it was very
rare for women to give birth in water (Kitzinger,
2012, p. 113). In 1849, an American doctor
said that every woman needs to have a warm
mind to give normal birth (Harper, 2014).

In the sixties, the Soviet researcher lgor
Chaykovsky, was the first to explore the idea
of using a water bath during labour and to
focus on water birth itself (Balaskas, 2010, p.
144). His name became famous when visitors
to the former Soviet Union returned home and
told stories about pregnant women and new-
borns who were swimming with dolphins in the
Black Sea. He was a major pioneer of water
births performed at home (Odent, 2002, pp. 27,
29). Moreover, he highlighted the lower trauma
of a foetus after being delivered into water, as
a larger number of neurons were maintained in
the brain (Rozto€il et al., 2017, p. 202).

In the same decade, French obstetrician Fred-
erick Leboyer presented the idea to bathe
newborn babies in warm water immediately
after hirth. The purpose was to help them to
successfully adapt to life outside the moth-
er's body (Balaskas, 2010, p. 144). In his works,
he created a theoretical basis which was put
into practice by Michel Odent (Roztogil et al.,
2017, p. 202). Michel Odent is an obstetrician,
who was originally a surgeon, began to exploit
the effects of hot water in the first stage of
labour to release the pain. In 1977, he installed
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Domorodé Zeny ze Zapadni Australie padlovaly
na Siré more, vratily se a porodily na plazi. Dle
japonské tradice, Zeny, které Zily na jiznich
ostrovech, rodily do mote. Podle psanych do-
kumentd, si evropské Zeny dopravaly vyhody
lazng, jeSté pred érou tekouci vody. VyuZivaly
prirodni bazény vymleté ve skalach v horach
ve Skotsku (Odent, 2002, str. 64). Zeny obecng
vyhledavaly pro porod odlehla, temna mista
nebo si samy stavély pfistfesky v kapradi, ve
kfovi, z mechu nebo z pisku. Zeny z horského
kmene Maori, rodily v posvétnych fekach. Poly-
nésti ostrovani chodili s Zenami na plaZe pobliZ
more. Ty se po porodu mohly ihned ve vodé
osvéZit. Voda byla ale velice vzacna na to, aby
do nf Zeny mohly porodit (Kitzinger, 2012). JiZ
v roce 1849 Yekla americké lékatka, 7e kaZzda
Zena potfebuje mit k norméalnimu porodu tep-
lou mysl (Harper, 2014).

V Sedesatych letech, sovétsky badatel Igor
Charkovsky, poprvé plné prozkoumal myS$lenku
uziti vodné lazné pti porodu a samotny porod
do vody (Balaskas, 2010, str. 144). Jeho jméno
zatalo byt znamé, kdyz se vraceli dom(i navstév-
nici tehdej$iho Sovétského svazu a vypravéli
historky o téhotnych Zendch a novorozefatech,
jak spole&né s delfiny plavaly v Cerném mofi.
Byl hlavnim priikopnikem porodil do vody v do-
mécim prostfedi (Odent, 2002, str. 27, 29).

Ve stejném desetileti francouzsky porodnik
Frederick Leboyer pfednes| mySlenku, koupat
novorozené déti v teplé lazni ihned po porodu.
Utelem bylo pomoci jim se Gsp&sng adaptovat
na Zivot mimo matcino télo (Balaskas, 2010,
str. 144). Ve svych pracich vytvofil teoreticky
zéklad, ktery v praxi realizoval Michel Odent
(Rozto€il et col., 2017, str. 202). DalSim hlavnim
prikopnikem porodu do vody je pravé Michel
Odent. Tento porodnik, ktery byl plvodné
chirurgem, zacal vyuZivat Gginky teplé vody
v prvni dob& porodni k uvolfiovani od bolesti.
V roce 1977 v General Hospital v Pithivivers
ve Franci nechal instalovat nafukovaci bazén.
Do roku 1983 ho uZivaly tisice Zen a sto z nich
porodilo pod vodni hladinu. Ve své myS$lence
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an inflatable pool in the General Hospital in
Pithivivers in France. Until 1983 it was used
by thousands of women and a hundred of them
gave birth into water. He emphasses that it is
not necessary for women to give birth in water,
but that they should have the opportunity to
use the pool during the first stage of labour
(Balaskas, 2010, p. 144).

In the middle of the first stage of labour, many
women went through sharp pain and they de-
manded some pain killers. According to Odent,
it was the right moment to offer them a water
bath (Odent, 2002, p. 64). Based on his expe-
rience, he indicates that most of the women
spontaneously came out of the water before
the second stage of labour (Balaskas, 2010,
p. 144).

During water birth, he observed the direct
contact between the mother and her child.
He concluded that water birth does not create
any considerable risks for the mother and her
newborn. In the renowned magazine Lancet,
Odent said that every hospital should have
a birth pool or a water bath. Immersion in warm
water is a simple, effective and economical
way to achieve relaxation and relief from pain,
which reduces the use of medication and inter-
ventions in the process of birth. Water birth is,
therefore, not only about a child’s birth under
water, but also about the possibility to enjoy
the relaxing effects of water during the first
stage of labour (Balaskas, 2010, p. 145).

An important person who is associated with
water births is the midwife Barbara Harper. At
the end of the eighties, she founded, together
with her colleague Diane Garland, a company
named Waterbirth International. After her two
sons were born under water, she was called
“the Billy Graham of water birth” (Zimmerman,
2014).

Barbara Harper organizes new education pro-

grammes for obstetricians, midwives and the
public who want to learn more about water
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zdUraziiuje, 7e neni nezbytné nutné, aby Zeny
porodily do vody, ale aby mély mozZnost bazén
vyuzit i béhem prvni doby porodni (Balaskas,
2010, str. 144).

Pravé uprostfed prvni doby porodni bylo spous-
tou Zen dosazeno maximum vnimani bolesti,
a tyto Zeny si Zadaly néjaké medikamenty na
bolest. To byl podle Odenta ten spravny mo-
ment dat prostor vodni Iazni (Odent, 2002, str.
64). Dle jeho zkuSenosti udava, Ze vétsina Zen
pfed druhou dobou porodni vyléza spontanné
z vody (Balaskas, 2010, str. 144).

PYi porodu do vody pozoroval dobry vliv i na
bezprostfedni kontakt matky s ditétem. Usou-
dil, Ze pfi tomto zplsobu porodu nejsou Zadné
zvl&stni rizika pro matku ani plod. V renomo-
vaném ¢&asopisu Lancet Odent tekl, Ze kazda
nemocnice by méla mit k dispozici bazén nebo
vodni lazen. Ponofeni do teplé vody je jedno-
duchy, efektivni a ekonomicky vyhodny zpiisob
relaxace a uvolnéni od bolesti, sniZi se tak spo-
treba 16kl a mira zdsahd do pribéhu porodu.
Porod do vody tak zdaleka neni jen o vlastnim
narozenim ditéte pod vodni hladinu, ale také
0 svobodné moznosti obklopit se a¢inky vody
jiz v pribéhu prvni doby porodni (Balaskas,
2010, str. 145).

Vyznamnou osobou, kterd je spojovéna s po-
rodem do vody, je porodni asistentka Barbara
Harper. Na konci osmdesatych let zaloZila
spoletné s kolegyni Diane Garland spolecnost
Waterbirth International. Poté, co se ji narodili
dva synové pod vodni hladinu, byla nazvana
“the Billy Graham of water birth”.

Barbara Harper zahajuje stale nové vzdélavaci
programy pro vSechny porodniky, porodni asi-
stentky a vefejnost, ktefi se chtéji dozvédét
0 porodu do vody. Barbafino poslani ucinit
z porodu do vody alternativu dostupnou pro
vSechny Zeny, je stale aktudlni (Waterbirth,
2017).
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births. Barbara’s mission to make water birth
an option available to all women is still current
(Waterhirth, 2017).

In recent decades, there was a growing inter-
est in “working” with water during pregnancy,
childbirth and childhood. Women enjoy a pleas-
ant, relaxing feeling of weightlessness, have
enough space to move and improve the quality
of the heart and blood vessels. Midwives know
that a warm bath helps women relax and has
a positive effect on the course of labour (Ba-
laskas, 2010, p. 144). The use of birth pools
grew in the eighties. Today, there are many
maternity hospitals in the UK, Belgium, Scan-
dinavia and New Zealand that have excellent
results based on water hirths (Balaskas, 2010,
p. 145).

4.2 Women'’s needs during childbirth
— how can water help us?

Humans differ from other mammals because
they have a part of the brain called the neo-
cortex. Thanks to the neocortex, we can com-
municate, work and learn. But, the birth itself
is controlled by the archaic part of the brain
called the primitive brain. During delivery, our
intelligent brain has to stop working. When
its activity dims, we resemble other mammals
who usually experience an easier process of
birth compared to humans.

A woman in labour must be protected from
impulses that could stimulate her brain. One
of the impulses that stimulate the neocortex
is communication. This knowledge leads to the
conclusion that a basic need during labour
is silence. After thousands of years of the
socialisation of labour, it is extremely difficult
to accept that the basic need of a labouring
woman is just silence or listening to music. It
is, therefore, necessary to learn how to reduce
communication. The neocortex is also stimulat-
ed by light. Melatonin is a hormone of dark-
ness and according to Odent, one of the many
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V poslednich desitkach let roste zajem o préaci
s vodou, jak v téhotenstvi, pfi samotném poro-
du, tak i nasledn& v d&tstvi. Zena si vychutnava
pfijemny, uvolfujici pocit stavu bez tize, ma
prostor se Iépe pohybovat a zlepSovat kvalitu
srdce a cév. Je dlouho zndmé, Ze porodni
asistentky védi, Ze tepla lazef pomaha Zenam
uvolnit se a plsobf pozitivné na priibéh porodu
(Balaskas, 2010, str. 144). VyuZiti vodnich ba-
zénkl se rozSifilo v osmdesatych letech. Dnes
existuje spoustu porodnic, které maji vyborné
vysledky, napfiklad ve Velké Britanii, Belgii,
Skandinavii, Novém Zélandu (Balaskas, 2010,
str. 145).

4.2 Potreby Zeny pfi porodu — jak nam
miiZze pomoci voda?

Clovék se 1i3i od ostatnich savcl nové vyvinu-
tou ¢asti mozku, tzv. neokortexem. Diky ne-
okortexu miZeme komunikovat, pracovat, u€it
se. Samotny porod je ale fizen archaickou ¢asti
mozku, tzv. mozkem primitivnim. P¥fi porodu
nas$ inteligentni mozek musi pfestat fungovat.
KdyZ se ztlumi jeho aktivita, vice se podobame
ostatnim savctm. Ti maji sv{j porod vétSinou
leh€i neZ Clovék.

Rodici Zena musi byt chranéna pfed impulzy,
které by jeji mozek mohly stimulovat. Mezi pod-
néty, které stimuluji neokortex, patfi komuni-
kace prostfednictvim jazyka. Toto poznani vede
k zavéru, 7e zakladni potfebou u porodu je
ticho. Po tisicich letech socializace porodu je
nesmirné tézké pfijmout, Ze zakladni potfebou
rodici Zeny je pravé ticho. Je proto nesmirné
potfebné se naucit jazyk eliminovat. Neokortex
stimuluje rovnéZ svétlo. Melatonin je hormo-
nem tmy a dle Odenta jeden z jeho mnohych
aginkd je pravé snizeni aktivity neokortexu.
Proto je snaz$i ve vané €i ve vodnim bazénu
usnout. Dale je rozdil, kdyZ je svétlo tlumené
u porodu ¢i jasné. Neokortex je také stimulo-
van v situacich, kdy se citime pozorovani. To
znamend, 7e zékladni potfebou Zeny je, aby
se necitila pozorovana. Vnimanim mozného
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effects of melatonin is the decreased activity
of the neocortex. Therefore, it is easier to fall
asleep in a bath or a birth pool. Another impor-
tant factor affecting birth is the light which can
be dim or bright. The neocortex is also stim-
ulated in situations when we feel observed.
This means that the basic need of a woman
is to feel unseen. The perception of possible
danger is another situation that stimulates
the neocortex. Therefore, a woman has to
feel safe when giving birth. Oxytocin release
is strongly dependent on the environment. All
women should feel safe during childbirth
(Odent, 2000).

According to Ohlsson, it was found that birth
in water decreases stress hormones, such
as catecholamines, which inhibit oxytocin and
make the birth process easier. It is then easier
for the foetus to be flexible as the mother
moves it to various positions in order to
maximize her pelvic dimensions, but to do so,
the birth pool must be large enough (Ohlsson,
2001).

Supporters of water births emphasize that
water increases relaxation and reduces the
need for analgesia. Moreover, they highlight
the benefits of care provided during the birth
process. Most of the evidence on the use of
water is based on observational studies (Gar-
land, 2002; Ohlsson, 2001). Buoyancy, hydro-
static pressure and thermal changes are very
important, as buoyancy allows women to move
with greater ease. This may significantly fa-
cilitate neurohormonal interactions, ease pain
and potentially optimize the course of the birth
process (Gimes, 1998). Immersion of a woman
in labour into water results in increased
uterine blood flow, less painful contractions,
generally shorter duration of uterine activity
and fewer interventions (Garland, 2010). We
must not forget another great effect of motion
in water: optimized flexibility of the baby
(Ohlsson, 2001).

62

nebezpeti je dalsi situace, kterd stimuluje ne-
okortex. Zakladni potfebou rodici Zeny tedy |Je,
aby se citila v bezpe€i. Uvolfiovani oxytocinu
silné zavisi na okolnim prostfedi. VSechny
zeny se musi pri porodu citit bezpeéné
(Odent, 2000).

Dle Ohlssona bylo zjiSténo, 7e porod ve
vodé sniZzuje stresové hormony. Hormony,
katecholaminy, které inhibuji oxytocin a tim
i pracovni postup. Plod se tim miZe dostat
s nejvétsi pravdépodobnosti do flexe, protoZe
matka ho snadno dostdvad do rdznych poloh
tak, aby maximalizovala své p&nevni rozméry,
ale to za predpokladu, 7e je bazén dostatetné

veliky (Ohlsson, 2001).

P¥iznivci porodu do vody zdlraziuji, Ze voda
zvySuje matefskou relaxaci, snizuje naroky na
analgezii, a hlavné podporuji tento model péce.
VétSina dikazd o pouZivani vody je zaloZe-
na na pozorovacich studiich (Garland, 2002;
Ohlsson 2001). Vztlak a hydrostaticky tlak
i tepelné zmény jsou pro Zeny velmi dlleZité.
Vztlak vody umoZriuje Zené se dlouho a snad-
néji pohybovat neZ na pevningé. To mlZe citelng
usnadnit télesné neurchormonalni interakce,
dale zmirnéni bolesti a potencionédlné opti-
malizovat postup porodniho procesu (Gimesi,
1998). Ponoreni rodici Zzeny do vody je spojeno
se zvySenym déloZznim prokrvenim, menSimi
bolestivymi kontrakcemi, celkové krat$i dobou
déloZni €innosti za porodu a daleko men$im
pottem zdsahl (Garland, 2010). Nesmime za-
pomenout i na dali skvély ucinek pohybu Zeny
ve vodé za porodu — optimalizaci flexe détéatka.
(Ohlsson, 2001).
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Benefits of water birth:

facilitates mobility and enables women
to take the desired position to maximize
pelvic dimensions (Ohlson, 2001)
accelerates uterine contractions
reduces blood pressure

gives mothers a sense of freedom
promotes relaxation, reduces stress and
fear

reduces anxiety

saves energy

reduces the need to use medications and
interventions, protects the private space
of the woman in labour

reduces perineal trauma (Pellantova et
al., 2003)

reduces the rate of Caesarean sections
(Chaichian et al. 2009)

is appreciated by women after birth
who, in most cases, consider water hirth
again

supports easier childbirth for the mother
and softer welcome of the baby

brings satisfaction also to midwives

Potential disadvantages for mother
and child

reduction of the frequency and intensity
of uterine contractions

aspiration of water by the newborn
maternal hyperthermia may contribute
to fetal hypoxemia

neonatal hypothermia

inaccurate measure of blood loss

fear of water embolism in women during
the third stage of labour

fear of maternal and neonatal infections

Recommended criteria for water birth

uncomplicated pregnancy completed at
least by the 37" week
natural and regular contractions

Souhrnné vyhody porodu do vody:

e usnadiiuje mobilitu a umoZiiuje matce
zaujmout Zadanou pozici s cilem maxima-
lizovat panevni rozméry (Ohlson, 2001)

e urychluje kontrakce délozni

® sniZuje krevni tlak

e dodava matkam vice pocitu svobody

e podporuje relaxaci, snizuje strach a napéti

® sniZuje (zkost

e 3etfi energii rodicky

® sniZuje potfebu Iékd a zakrokd, chrani
Jeji soukromy prostor

e sniZuje perinealni poranéni (Pellantova
et. kol, 2003)

® sniZuje miru cisafskych fezd (Chaichian
et. al. 2009)

® je vysoce bonifikovdn matkami po poro-
du, které vétSinou uvazuji o porodu do
vody znovu

e yrcité podporuje snadnéjsi porod pro
matku a jemné&jSi pfivitani pro dité

e prinasi uspokojeni | porodnim asistentkam

Potencionalni nevyhody pro matku a dité

e sniZeni intenzity a frekvence déloZnich
kontrakcf

e aspirace vody novorozencem

® hypertermie matky mlZe pfispét k hy-
poxémii plodu

® novorozenecka hypotermie

® neni pfesna mira krevnich ztrat

e obava z embolie vodou u Zeny v pribéhu
1. doby porodni

e obavy z matefské a novorozenecké infekce

Doporucena kritéria pro porod do vody

e Nekomplikované téhotenstvi, ukontené
alespoil v 37.tydnu téhotenstvi

e Kvalitnf a pravidelné kontrakce

e Fyziologickd srdetni €innost plodu a ab-
sence krvaceni
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e physiological heartbeat of the foetus
and absence of bleeding

Absolute contraindications

e premature birth

e excessive vaginal bleeding

* maternal temperature 38°C

e untreated blood diseases, skin infections
e non-standard course of hirth

e pharmacological pain relief during birth

4.3 Recommendations for water birth
Birthing room

Nowadays, the delivery or birthing room should
be equipped with a birth tub or pool. The birth-
ing tub or pool should be accessible from at
least three sides (Chapman, Charles, 2009,
p. 98). The conditions for the use of a water
bath must be approved by a hygienist and the
floor in the room must be skidproof. Moreover,
there should be a waterproof mat in the tub
and safety handles to facilitate a change of po-
sition in the bathtub or leaving it. The practical
equipment can further include a thermometer
to check the temperature of the water and
a waterproof probe to listen to the heartbeat
of the baby.

Especially abroad, in centres which offer water
birth, midwives use a small angled mirror to
visualize the progress of the head during the
second stage. This visualization serves as
motivation for the final phase of the birth. On
the photograph below, we can see the birth
tub which is used in the birth centre at the
hospital in the English city of Reading.

It is also practical when there is a low stool or
a step next to the birth tub which facilitates
the entry to/exit from the bath or pool and at
the same time enables the midwife to access
the woman. It is also recommended to have
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Absolutni kontraindikace

e pfedcasny porod

e nadmérné krvaceni z pochvy

e teplota rodicky na 38 °C

® nelécena onemocnéni krve, kozni infekce
e nefyziologicky probihajici porod

e farmakologické tlumeni bolesti za porodu

4.3 Soucasna doporuceni pro prakticky
priabéh porodu ve vodé

Porodni pokoj

V dnesni dob& by k zékladnimu vybaveni po-
rodniho salu nebo pokoje méla patfit porodni
vana nebo bazén. Porodni vana ¢i bazének by
pak mély byt pfistupné minimalné ze tfi stran
(Chapman a Charles, 2009, str. 98). Podminky
provozu 1azné musi byt schvaleny hygienikem.
Podlaha v mistnosti nesmi klouzat. Chybét by
neméla vodéodolna podlozka do vany a bezpec-
nostni Gchyty k usnadnéni zmény polohy Zeny
ve vané €i k jejimu opuSténi. Do praktického
vybaveni dale mlZeme zahrnout teplomér ke
kontrole teploty vody, dale pak vodéodolnou
sondu k poslechu ozev plodu.

Zejména v zahrani¢nich centrech, ktera na-
bizeji porody do vody, jsou porodni asistentky
zvyklé pouZivat také malé lomené zrcatko
k vizualizaci progresu hlavicky b&hem druhé
doby porodni. Tato vizualizace slouZi Zené jako
motivace k zavérecné fazi zrozeni jejiho ditéte.
Na niZe uvedené fotografii miZeme vidét po-
rodn{ vanu, ktera je v porodnim centru v ramci
nemocnice v anglickém mésté Reading.

Déle je praktické, kdyZ na porodni vanu na-
vazuje nizka stolitka nebo schod pro ulehéeni
vstupu/vystupu z vany nebo bazénku a zarovefi
ulehdujici pfistup porodni asistentce k Zeng.
Také je dobré mit pfipraveno dostatek ruénikd,
pokud moZno nahtatych a sito na pfipadné zne-
¢isténf vody tuhou stolici (Chapman a Charles,
2009, str. 98). Nékteré porodni asistentky jsou
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Fig. 5. A birth tub in the birth centre in Reading, United Kingdom.
Obr. €. 5. Porodni vana v porodnim centru ve mésté Reading, Velka Britanie.

enough towels, if possible warm, and a sieve
to clean possible water pollution caused by
solid stool (Chapman, Charles, 2009, p. 98).
Some midwives give women an enema before
they enter the water bath. In the hospital in
Virchlabi, which was famous for water hirths,
we did not follow this procedure. We did not
recommend cleansing enemas for women be-
fore they entered the water because of pos-
sible loss of liquid stool into the water bath.

It is necessary to prepare instruments for the
delivery, such as medical clamps, scissors for
eventual cutting of the umbilical cord, placenta
bow! and sanitary towels (HladiSova, 2019).

The practice of placenta delivery in relation to
water birth varies across different birth cen-
tres. Because of the potential risk of embolism
during the third stage of labour (vessel open-
ing), it is preferable to deliver the placenta
outside the water. It is possible either to take
the woman to the birthing chair or deliver the
placenta into a drained bathtub. Modern birth
tubs have a special space for the purpose of
placenta delivery. Look at the example of such
a birth tub used in the birth centre in Bourne-
mouth, again in the UK.

65

zvyklé rodicim Zenam pted vstupem do vodni
l4zné aplikovat o€istné klyzma. V porodnici ve
Vrchlabf, kterad byla proslula porody do vody,
jsme tento postup nenasledovaly. Zendm jsme
ocistné klyzma pfed vstupem do vody spise
nedoporucovaly z dlivodu mozného odchodu
fidké stolice do vodni lazng.

Déale je dobré mit pfipravené nastroje k poro-
du — peany a nlzky k pfipadnému presttizeni
pupecniku, misku na placentu a vlozky pro Zenu
pti pfechodu na Izko (HladiSova, 2019).

Praxe vlastniho porodu placenty v souvislosti
s vodnim prostfedim se také [isi napfi¢ jed-
notlivymi porodnimi centry. Z dGvodu mozného
rizika embolie vodou u rodicky v souvislosti
s pribéhem tfeti doby porodni (oteviréni cév),
je vhodngjsi porodit placentu tzv. na suchu. Bud
je moZné se Zenou na porod tfeti doby porodni
prejit na porodnické kfeslo, nebo je mozZné
placentu porodit do vypuSténé vany. Moderni
porodni vany maji pro acely porodu placenty
mimo vodu vytvarované specidlni zékouti.
Podivejte se na pfiklad takovéto porodni vany
v porodnim centru ve mésté Bournemouth
(Velka Britanie), kde zrovna porodni asistentky

na obrdazcich porovnavaji barvu zkrvavélé vody.
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Fig.6. Modern birth tub with a special space for placenta delivery used in the birth centre
in Bournemouth, UK.
Obr. €. 6. Porodni vana se specialnim zékoutim pro porod placenty, porodni centrum ve mésté
Bournemouth, Velka Britanie).

Birth tubs and pools

Birth tubs are available in various shapes,
sizes and materials. They can be round, oval,
rectangular or placed in a corner. Some tubs
resemble by their shape and colour the uter-
us, some of them are minimalist and made of
glass.

Birth tubs are usually one hundred and fifty to
one hundred and eighty centimetres long and
about sixty-one centimetres deep. Acrylic tubs
range from two and a half thousand to sixteen
thousand American dollars. Birth tubs by
Aquarelax, which are used in maternity hos-
pitals in Pardubice, Ostrava and Karlovy Vary,
are about one hundred and seventy centimetres
long and seventy-five centimetres high. In ad-
dition, they are equipped with lighting, which
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Porodni vany a bazénky

Porodni vany jsou dostupné v riznych tvarech,
velikostech i materidlech. Mohou byt kulaté,
ovalné, obdélnikové, rohové. Existuji vany, které
svym tvarem i barvou pfipominaji délohu, exi-
stuji ale i minimalistické sklenéné, prihledné
vany.

Porodni vany byvaji vétSinou dlouhé sto pa-
desat a7 sto osmdesat centimetrd a hluboké
asi Sedesat jedna centimetr(i. Akrylové vany
se pohybuji v cené kolem dvou a ptl tisice aZ
Sestnacti tisic dolard. Porodni vany Aquarelax,
které vyuZiva napfiklad porodnice Pardubice,
Ostrava nebo Karlovy Vary, jsou asi sto se-
dmdesat centimetr(i dlouhé a sedmdeséat pét
centimetr vysoké. Navic nabizeji do vany
svétlo, diky némuZ je moZnda svételna terapie,

https://doi.org/10.24132/ZCU.2020.09860



makes it possible to work with light therapy,
safety handles, two-stage steps out of the tub
for easy entry and exit and a seat within the
tub. The maternity hospital in Havifov says on
its webpage that the acquisition of a birth
pool and relaxing tub is around four hundred
thousand crowns (Hospital Havitov, 2019).

Birth pools are also available in a variety of
shapes and sizes. Pools can be embedded
or portable (Chapman, Charles, 2009, p. 97).
A birth pool should be large and deep enough
so that a woman can change positions easily.
There should be enough space for another per-
son, as the woman can be there with a partner
or a midwife (Rozto€il et al., 2008, p. 156). In
a half-sitting position, the water level should
reach to the woman's breasts. The advantage
of the pool in comparison to tubs is their
depth, portability and easy installation in any
place. Each pool should be equipped with an
efficient pump, heater and thermostat. A water
thermometer and a sieve are also necessary
(Balaskas, 2010, pp. 144-145). The dark blue
colour of the pool should evoke a feeling of pri-
vacy and relaxation. The prices of birth pools
are very different, ranging from four thousand
to ten thousand crowns. Customers can choose
from several options, for example, a larger one
(a maxi pool), with additional assortment or
only with a basic set of equipment, with a pool
insert, or a cover. The rental of a pool for one
month is around one thousand crowns. The
company Edel Immersys offers portable pools
for women, maternity and birth centres that
have been designed and manufactured by the
world’s leading specialists. They offer maxi-
mum comfort and safety with minimal possi-
bility of failure. Their pools were designed in
cooperation with more than fifty midwives in
the United Kingdom who have experience with
childbirth in water. The pool is equipped with
an integrated seat which makes the bonding
between the mother and the baby easier, space
for the partner, a cup holder and a lower pool
wall for an easier step out of the pool (Edel
Immersys, 2020).
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bezpe€nostni dchyty, dvoustupfiové schidky
mimo vanu ke snadnému vstupu a vystupu do
vany a sedatko pfimo ve vané. Havifovska po-
rodnice na svych strankach uvedla, Ze pofizeni
porodni a relaxa€ni vany se pohybuje okolo
Ctyfi sta tisic korun (Nemocnice Havitov, 2019).

Porodni bazénky jsou dostupné opét v nejrliz-
néjsich tvarech, velikostech. Bazénky mohou
byt zabudované nebo prenosné (Chapman,
Charles, 2009, str. 97). Porodni bazén by mél
byt dostatecné velky a hluboky, aby mohla
Zena libovolné stfidat polohy. Ve vodé by mél
byt prostor je$té pro jednoho &lovéka. V lazni
mUZe byt s roditkou p¥itomen i doprovod nebo
sama porodni asistentka (Roztocil et. al., 2008,
str. 156). Hladina vody by méla sahat v poloze
vpolosedé k prsdm Zeny. Vyhodou bazénki
oproti vanadm je pravé jejich hloubka, pfenos-
nost a snadna instalace na libovolné misto.
Soutasti kazdého bazénku by méla byt vykonn4
pumpa, topeni a termostat. Nezbytny je také
vodn{ teplomér a pfipadné sitko k €iSténi vody
(Balaskas, 2010, str. 144—-145). Tmavé modra
barva bazénku by méla navodit pocit soukromi
a relaxace. Cena porodniho bazénku je velmi
rGiznd, pohybuje se od &tyr tisic a7 do deseti
tisic korun. Lze vybrat z nékolika moZnosti,
napfiklad vétS§i — maxi bazén, s doplikovym
sortimentem nebo pouze se zéakladni sadou,
s vlozkou do bazénu, s plachtou prfes bazén.
Zapljceni bazénku na jeden mésic se pohy-
buje kolem jednoho tisice korun. Spole¢nost
Edel Immersys nabizi také pfenosné bazény
pro Zeny, porodnice a porodni centra, které
byly navrzeny a vyrobeny pfednimi svétovymi
specialisty. Pro matku a dité nabizi maximum
bezpe€nosti a pohodli s minimalni moznosti
Jjakéhokoliv selhani. Porodni bazény byly navr-
Zeny ve spoluprdci s vice neZ padesati porod-
nimi asistentkami ve Spojeném 45 Kralovstvi,
které maji zkuSenosti s porodem do vody.
Soucasti bazénl je naptiklad vnitfni sedatko,
diky kterému je pohodInéjSi bonding matky
a novorozence, misto pro partnera, drzdk na
piti a sniZena sténa bazénu pro snaz8i prechod
Zeny na sou$ (Edel Immersys, 2020).
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According to Marly Althaus, who is the owner
of the company Waterbirth Solutions, one of
the largest sellers of birth baths and pools in
the United States, in 2013 approximately one
thousand six hundred birthing pools were sold
in the US and the interest keeps growing.

Cleaning the pool should especially avoid the
risk of infection. The pool should be thoroughly
cleaned and rinsed with a chlorine releasing
agent, which is effective against HIV and hepa-
titis B and C. Daily pool disinfection in hospital
for five minutes minimizes the risk of infection
which could endanger both the mother and
child (Chapman, Charles, 2009 p. 97). The use
of easy-to-clean or disposable devices is,
therefore, the best infection prevention. It is
necessary to establish regular checks of the
cleaning process. A novelty on the market are
single-use plugs that are highly effective in
preventing invisible and difficult to remove
bacteria clusters (Harper, 2014).

Water depth

When immersed in water, women must be at
such a depth that allows them to sit and the
water level must reach up to their breasts
(Harper, 2006). Any lower amount of water will
not create effective buoyancy and efficient
production of substances causing hormonal
changes that increase the rate of uterine con-
tractions. After an initial dip, approximately
after about 30 minutes, the body releases more
oxytocin. However, this happens only when
the immersion is deep enough. The increase
in hydrostatic pressure leads to an increase in
the volume of blood returning to the heart.

When should a woman get into the water?
Specialist in water births and midwife D. Gar-
land states that if a woman gets into water too

soon, it might lead to a reduction in uterine
activity. Therefore, it is recommended that
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Podle Marly Althause, kterd je pravé majitel-
kou spole¢nosti Waterbirth Solutions — jedné
z nejvétsich prodejcll porodnich van a bazénk(
ve Spojenych statech americkych se v roce
2013 prodalo priblizng jeden tisic Sest set po-
rodnich bazénl a zajem o né stale roste.

Cisténi bazénku by mélo predejit hlavng riziku
vzniku infekce. Bazén by mél byt dikladné
oplachnuty a vycistény cinidlem uvoliujici
chlér, ktery je Gginny proti viru HIV, Zloutence
typu B a C. KaZdodenni dezinfekci bazénu
v porodnici po dobu péti minut, se minimalizuje
riziko vzniku infekci matky i ditéte (Chap-
man, Charles, 2009, str. 97). Prevenci infekci
v porodnich bazénech jsou tedy jednorézové
nebo dobte Cistitelné pomUcky. Je potfebné
mit zavedené pravidelné kontroly ¢iSténi pro
v8echny typy vyuZiti bazénd. Novinkou na trhu
jsou jednorazové vypustni Spunty, které jsou
prevenci proti neviditelnym a neodstranénym
shlukdm bakterii (Harper, 2014).

Hloubka vody

Ponoreni rodici Zeny do vody musi byt v dosta-
teéné hloubce, kterd Zené umoZiiuje ve vodé
sedét, voda |i musi dosahovat a7 k drovni prsou
(Harper, 2006). Jakékoliv nizsi mnoZstvi vody
nebude vytvaret efektivni vztlak a efektivni
produkci chemickych latek s hormonalnimi zmé-
nami, které zvySuji rychlost déloZni €innosti.
TéméF po pocatecnim 18 ponoteni, pfiblizné
asi po 30 minutach, télo uvolfiuje vice oxy-
tocinu. To ale za pfedpokladu, Ze je ponofeni
hluboké. ZvySeni hydrostatického tlaku vede ke
zvySeni produkce navratu objemu krve k srdci.

Kdy vstoupit do vody?

Specialistka na porody do vody, porodni asis-
tentka D. Garland uvadi, 7e pokud Zena vstoupi
do vody pfili§ brzy, déloZni €innost se mize
zastavit. Proto vznikla doporuceni, ktera dopo-
ruéuji porodnim asistentkam, aby Zeny nevedly
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midwives do not let women get into water be-
fore the beginning of the first stage of labour.
In other words, no sooner than before cervical
dilation of 4 cm.

On the other hand, numerous observations
of women in labour lead midwives and also
Garland to the conclusion that women should
be given the opportunity to get into the water
whenever their body and soul need it. Women
feel relaxed in water, which reduces fear and
may accelerate the birth (Garland, 2010).

Moreover, experiencing contractions in water
is different than outside the pool, as in water
pain is usually less intense. According to a se-
ries of studies, we can say that chemical and
hormonal effects in the body of a woman in
labour are not manifested until 20-30 minutes
after immersion in water. And they last about
90 minutes. If a woman in labour wants to
spend more than 90 minutes in the water, she
should get out for approximately 30 minutes.
Ideally, she should take a short walk, go to
the toilet, drink and eat. At this stage of the
birth process, the midwife can perfectly assess
the condition of the mother and foetus. After
that, the chemical and hormonal processes
are reactivated and the level of oxytocin rises.
According to Garland: “Just as labours can be
slower or stop out of water, so it is true of
water. Changes to the woman's body are nor-
mal in labour and each woman is individual
and should be treated as such”(Garland, 2010).

4.1 Fear of water births

Although a birth in water has many advant-
ages, of course, there are also concerns expre-
ssed by doctors and mothers concerning this
method of delivery. What is the most common
source of concern? We can identify three cate-
gories: foetal breathing difficulties associated
with aspiration of amniotic fluid, problems
with thermoregulation and problems with in-
fections acquired from aquatic environments.
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ke vstupu do vody pred zacatkem aktivni faze
prvni doby porodni. Tedy ne dfive neZ pfed
dilataci déloZniho hrdla na 4 cm.

Na druhou stranu €etnd pozorovani rodicich
Zen, vede porodn{ asistentky i D. Garland
k zavéru, Ze Zenam by méla byt ddna moZnost
vyuZit vody kdykoliv, kdy jejich télo a duSe tuto
potfebu ma. Zeny ve vodé relaxujf, snfZf tim
strach a porod se miZe zrychlit (Garland, 2010).

| proZzivani kontrakci ve vodé byva jiné nez
mimo bazén. ProZitek bolesti byva vétSinou
méné intenzivngjsi. Podle série vyzkumi md-
Zeme tvrdit, 7e chemické a hormonalni Gginky
v téle rodici Zeny se po ponofeni se do vody
projevi az za 20—30 minut. A trvaji asi 90 minut.
Pokud chce rodicka byt ve vodé del§i dobu,
je dobré po 90 minutach zhruba na 30 minut
zmeénit prostfedi. Idedlni je vylézt z vody, projit
se ¢i se vyprazdnit a také doplnit tekutiny €i
energii z potravy. V této dob& také porodni
asistentka miZe dobfe zhodnotit stav matky
a plodu. Poté se znovu aktivuje chemicky
a hormonalni proces, a to v podobé vyrazného
nardstu oxytocinu. Dle Garland: ,Je pravda, Ze
ce zastavit. Zmény v téle béhem porodu jsou
bézné a je potfeba je tolerovat a pristupovat
k nim individud/né” (Garland, 2010).

4.4 Obavy z porodu do vody

| kdyZ ma porod ve vodnim prostfedi mnoho
vyhod, existuji samozfejmé také obavy zdra-
votnikd ¢i rodicek z tohoto zplisobu porodu. Co
byva nejcastéjSim zdrojem obav? MlZeme urcit
tfi kategorie — dychaci obtiZe plodu spojené
s aspiraci plodové vody — problémy s termore-
gulaci — problémy se ziskanou infekcf z vod-
niho prostredi.
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Breathing difficulties associated with
aspiration of amniotic fluid

When a baby is born, everyone awaits that
first cry, as it is an indication that the new-
born was delivered without complications.
The delay in this response is very stressful
for most people. According to Barbara Harper,
water birth, however, is different.

The newly born baby in the water opens its
eyes and stretches his limbs. We can see
that it is still completely supported by pla-
cental circulation, as it has been for the past
nine months. The focus on the breath and
that first cry has overshadowed all the other
mechanisms that happen in the first moments.
There are several mechanisms that prevent
the baby from inhaling or gasping while it is
still submerged in the water. An understanding
of these mechanisms is important to appraise
the safety of water birth (Harper, 2011).

[t is very important to know what triggers
breathing and what happens in the cardiovas-
cular system of a child during the transition
from foetal to neonatal circulation in terms of
the nervous system. The most important factor
that triggers breathing is gravity as it presses
evenly to the face and stimulates the trigem-
inal nerve (5 cranial nerve) and innervates the
area around the nose and mouth. Newborn
babies need not only the gravitational force,
but also the presence of molecular oxygen
and carbon dioxide to start the transition from
foetal to neonatal circulation. Once the heart
openings (foramen ovale and ductus arterio-
sus) close, oxygenated blood flows into the
pulmonary arteries, well-vascularized tissue
surrounding the alveoli fill with blood and
fluid from the alveolar spaces is absorbed
into dense capillaries. The highly viscous fluid
present in lungs during foetal life increases
blood volume by up to 20 % (Mercer, Skovgaar,
2002). Immediately after birth, the cardiac
output into the lungs increases from the 8 % of
foetal life to the 45 % necessary for neonatal

/0

Dychaci obtize plodu spojené s aspiraci
plodové vody

KdyZ se dité narodi, kazdy ocekava jeho plac.
To signalizuje, Ze novorozenec je bezpetné po-
rozen. Zpozdéni této reakce je velmi stresujici
pro vétSinu lidi. Podle Barbary Harper porod
do vody skyta vSak jiny obraz.

Novorozenec porozen do vody jeSté v ni otevfe
o¢i a natahne koncetiny. V (Zasu je vidét pfes-
né to, co se délo celych devét mésicl v déloze
s tim, 7e je stale podporovan placentarnim
ob&hem. Zaméfeni se jen na dech a prvni kfik
novorozence zastinilo vSechny ostatni mecha-
nismy, které se v téchto okamZicich dgji. Exis-
tuje nékolik mechanism, které brani ditéti, aby
vdechlo ¢i zacalo lapat po dechu i kdy? je stale
ponofeno do vody. Pochopeni téchto mecha-
nismi je ddlezité pro zhodnoceni bezpecnosti
porodu do vody (Harper, 2011).

Je velmi ddleZité znat, co spousti dychani a co
se vlastné déje v kardiovaskularnim systému
u ditéte z pfechodu fetalniho ob&hu do ob&hu
novorozeneckého i z hlediska nervového sys-
tému. NejvyznamngjSi spouStéc, ktery spousti
dychani je pfitomnost gravitace, tlaci rovno-
mérné na oblicej a stimuluje tim trojklanny nerv
(5 hlavovy nerv). Inervuje tim oblast kolem nosu
a Ust. Novorozené déti potfebuji gravitacnf silu
ale i pfitomnost molekul kysliku a oxidu uhli-
¢itého pro spusténi pfechodu od fetalniho obg-
hu k ob&hu novorozence. Jakmile se uzavfou
zkraty v srdci (foramen ovale a ductus arterio-
sus), okysli¢end krev proudi do plicnich tepen,
dobfe vaskularizované tkané okolnich plicnich
sklfpkd se naplni krvi, a tekutina z alveolarnich
prostor(i se vstfeba do hustych kapilar. Husta
viskoznf kapalina pfitomna v plicich béhem fe-
talniho Zivota zvySi objem krve a7 0 20 % (Mer-
cer a Skovgaar, 2002). Ihned po narozeni novo-
rozence se srde¢ni vydej do plic zvySuje 2 8 %
fetdlniho Zivota na 45 % nezbytnych pro novo-
rozenecky Zivot a dale pro ob&h matky. Proto
je nezbytné vytésnéni plicni tekutiny z plic no-
vorozence a priméfené rozSitovani plicni tkang.
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life and for the mother’s circulation. Therefore,
the displacement of lung fluid from the lungs
of a newborn and reasonable expansion of the
lung tissue are very important. It is not good
to immediately cut the umbilical cord, as it
eliminates many of the benefits of placental
transfusion and threatens the expansion and
correct function of lungs. The child is thus left
only with its circulation, which is not good
for increasing the circulatory position of other
organs. In other words, the more blood flows
from the placenta to the newborn, the higher is
the volume of blood. The higher the volume and
thickness of blood, the more liquids the lungs
can exclude. Many mechanisms, the main func-
tion of which is the conversion of the circula-
tion from the foetus to the newborn, take place
within hours and even a few days. However,
not all liquid from prenatal life is absorbed into
the vascular system. The remaining fluids are
processed and discharged via the lymphatic
system, which may take up to 72 hours.

It is important to highlight that water is a hypo-
tonic solution and pulmonary fluid is hyper-
tonic (it is denser). Therefore, these fluids
cannot be aspirated. One of the many ben-
efits of water birth is the instantaneous and
uninterrupted skin-to-skin contact between
the mother and the newborn. This process very
quickly regulates all body systems and mecha-
nisms. Children who are quickly placed in the
habitat — close to the mother — breathe steadily
and quietly and have wide-open eyes (Moore;
Anderson and Bergham 2007). A further advan-
tage of this process is the increased concentra-
tion of haemoglohin and serum ferritin for six
weeks after birth. Furthermore, the pressure of
newborn babies increases during the 48 hours
after birth (Mori; Khana; Makayana, 2010).

Thermoregulation
[t is very important to avoid pyrexia in the

water bath. Therefore, the water temperature
of a pool should not exceed the maternal body

1

Proto neni dobré okamZité prestfihnout pupecni
$filiru, to odstrafiuje mnohé vyhody placentarni
transfdze a ohroZuje expanzi a funkci plic. Dité
je tim ponechano jenom se svym obg&hem, co?
neni dobré pro zvySeni obéhové polohy ostat-
nich organd. Jinymi slovy, ¢im vice krve, ktera
proudi z placenty k novorozenci, tim je vySSi
objem krve. Cim v&tsi je objem krve a hustsf
krev, tim vice tekutiny jsou plice schopny vy-
loucit. Hodné mechanismd, jejichZ hlavni funkci
je pfeména ob&hu z plodu na novorozence, pro-
bihéd v priibéhu hodin, a i nékolika dni. OvSem
ne vSechna tekutina je z prenatdlniho Zivota
do cévniho systému vstfebana. Zbylé tekutiny
jsou zpracovany a odvadény lymfatickym systé-
mem, ktery se stimuluje nasledujicich 72 hodin.
Nutno také podotknout, Ze voda je hypotonicky
roztok a plicnf tekutina je hypertonickd (hust-
§i). To zabrafiuje slouceni obou tekutin a tim
mozZnost vdechnuti. Jednou z mnoha vyhod
porodu do vody je okamZity a nepreruSovany
skin-to-skin kontakt novorozence s matkou. Ten
reguluje v8echny systémy velmi rychle. Déti,
které jsou velmi rychle umisténé do biotopu —
k matce, dychaji stabilné a klidné a maji Siroce
oteviené o€i. A dal$f vyhodou tohoto procesu
je zvy8ena koncentrace hemoglobinu a hladiny
sérového feritinu v Sesti tydnech po narozeni.
Déle se u novorozenct, a to po dobu 48 hodin
zvySuje tlak (Mori; Khana; Makayana, 2010).

Termoregulace

Je velmi dileZité, aby se zabréanilo prehrati
rodi¢ek ve vodni lazni. Z toho ddvodu je nutné,
aby teplota v bazénu neptekro€ila pfirozenou
teplotu jadra matky, idedlné 37 stupiili Celsia.
Prehrati rodicky je spojené s kardiovaskular-
nimi a metabolickymi poruchami a na zékladé
nékolika individudlnich pfipadovych studii i se
smrti plodu. Plod reaguje na zvySeni teploty
u matky tachykardii. Tim se zvySuje odpor
v placentg, a i v obvodu tepla. Pfehled literatu-
ry o regulaci teploty u lidi m& omezeny pocet.
Lze ho identifikovat jako metabolicky proces
produkujici teplo. Toto teplo se pfendsi z matky
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temperature, which is to say, 37°C. High core
temperature will result in cardiovascular and
metabolic disturbances. Moreover, individual
case studies demonstrated that high tempera-
tures are associated with foetal mortality. The
foetus responded to an increase in maternal
temperature by becoming tachycardiac, reduc-
ing resistance in the placenta bed and thus
heat dissipation. A review of the literature on
temperature control in humans is limited. It can
be identified as a metabolic process producing
heat. This heat is transferred to the mother pri-
marily via the circulatory system, the umbilical
cord and placenta, where the large surface area
and constant blood flow facilitate heat transfer.
A second pathway for heat transfer is via foetal
skin, to amniotic fluid, the uterus and maternal
system. To enable this heat transfer, the foetus
must be 0.5°C warmer than the mother. This dif-
ference is apparently constant across species,
although the basal temperatures differ. When
maternal temperature increases, heat transfer
is inhibited and the foetal temperature rises
until the transfer is again possible. However,
there is a concomitant rise in metabolic activity
and oxygen demands as temperature increases,
the effect of which may be seen in foetal heart
rate changes (Johnson,1996).

Temperature control during water birth is very
important because it may contribute to a crit-
ical situation of the foetus during birth. All
children born in water experience immediate
and uninterrupted contact with the mother. The
baby is usually placed upright, face to one side,
on the mother’s chest. A dry towel is some-
times used to gently wipe the face and head,
and another one is placed over the baby's back.
The newborn brain is programmed to behave
in a specific sequence and transition only in
that space. The infant does not need a hat or
warmer clothes. The mother’s skin facilitates
warming of the infant and leads to thermal
stability better than any substitute mechanical
warming unit. The warmth of the water aids
in keeping the mother warm and comfortable.
Mothers can stay in the water until the delivery

12

na plod pfedevsim prostfednictvim obg&hového
systému pupecni $iidrou a placentou, kde velky
povrch placenty s konstantnim pritokem krve
pravé umoZiiuje pfenos tepla. Druhé cesta je
pres klZi plodu do plodové vody a nasledné
do délohy a do matefského systému. Plod je
0 0,5 °C teplej$i neZ matka. Tento rozdil je
zjevné konstantni, i kdyZ se lisi bazalnf teplota.
PYi zvySeni teploty u matky je pfenos tepla
potlaten a stoupa tim fetalni teplota, dokud
zase nenf moZny prenos. Tim se ale soucasné
zvySuji metabolické poZadavky na kyslik u plo-
du. Toto se projevi zménou srdeéni frekvence
plodu (Johnson, 1996).

Regulace teploty a jeji posouzeni jsou v pri-
béhu porodu do vody velmi dlleZité, nebot
mohou pfispét k ohroZeni plodu pfi samotném
porodu. V8echny déti narozené ve vodé zazivaji
okamZity a nepferuSovany kontakt s matkou.
Dité je umisténo svisle, tvafi k jedné strang,
na matc€ingé hrudi. Nékdy je pouZivano suchého
ruéniku na jemné otfeni obliceje a hlavy, €ast
se priklada pfes zadicka novorozence. Mozek
novorozence je naprogramovan tak, aby se cho-
val v urgitém potadi a prechod probéhl v tom
samém prostfedi — prostoru. Dité nepotfebuje
pokryvku hlavy ¢i dalSi odév. KiiZze matky usnad-
fnuje zahfivani novorozence a vede tepelnou
stabilitu lépe neZ jakakoliv néhradni zahfivaci
jednotka. Teplo z vody napoméhéa k udrZenf
tepelného pohodli matky. Matka miZe zdstat
ve vodé a7 do porodu placenty nebo porodit
placentu mimo vodu (Conde; Belizan et Diaz,
2011).

U déti, které se aktivné spolupodileji na svém
narozeni, rozpoznavame skvélé poporodni vy-
sledky. Tyto déti vykazuji lepSi svalovy tonus,
vice pohybovych aktivit. Novorozenci se zdaji
byt védomi v okamZiku vystupu z vody. Rychleji
se stabilizuji. KdyZ se objevi hlavicka, tak se
dité reflexné tlaci s nohama ven. Kromé po-
tapécského reflexu se objevuje i asymetrické
tonikum kréniho reflexu. Dité se jednou nohou
natdhne a druhou ohyba. TéZ se staci do klubic-

ka. Po asymetrickém tonickém krénim reflexu
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of the placenta or deliver the placenta outside
of the water (Conde; Belizan et Diaz, 2011).

Children who actively participate in their birth
have great postpartum results. These children
have better muscle tone and physical activity.
Newborns seem to be fully aware when they
are taken out of water and they stabilize
quickly. When the head comes out, the child
reflexively pushes its legs outwards. Besides
the diving reflex, the asymmetrical tonic neck
reflex occurs. The child stretches one leg,
bends the other and curls up into a ball. The
asymmetrical tonic neck reflex is followed by
the symmetrical reflex and the child proceeds
in a spiral with its head extended. If there is no
problem, the midwife must not touch the head.
It takes a few contractions before the head
rotates externally. The woman in water may
move to expand the size of her pelvis. Once the
child is born, the mother can take it out of the
water and place it on her breast (Harper, 2016).

Infection

According to Harper, in low-risk women, no
evidence would confirm elevated maternal,
foetal or neonatal risks associated with im-
mersion in water. The discussed issue is the in-
fection caused by excreta. According to Rosen-
thal, the dilution effect of the water actually
reduces the exposure to any harmful bacteria.
He notes that every baby needs to be exposed
to the bacteria from the mother's vagina and
rectum to create proper microbial protection
(Rosenthal, 1991).

A recent study on GBS (Streptococcus, group
B) -positive mothers who had decided to give
birth in water without treatment with antibi-
otics showed less colonization of bacteria (no
newborn had an infection) in comparison to
children who were not born in water. Coloni-
sation does not mean infection. Exposure to
antibiotics in the perinatal period has become
a major public health problem because the

/3

se spousti symetricky reflex a dité postupuje
s prodlouZenou hlavou ve spirale ven. Pokud je
vSe v poradku, porodni asistentka se porozené
hlavicky nesmi dotykat. NeZ se provede zevni
rotace hlavicky, tak se ¢eka tfeba i nékolik
kontrakci. Zena se miZe ve vodé pohnout, aby
zvétSila vychodovy rozmér u panve. V dobé
narozeni, v klidu, si sama matka mlzZe dité
vytdhnout z vody ven a dité priloZit na hrud
(Harper, 2016).

Infekce

K dneSnimu dni neexistuje dle Harper Zadny
dlkaz zvySené matefského, fetaIniho nebo no-
vorozeneckého rizika spojeného s ponofenim
do vody u nizkorizikovych rodicek. Pfedmétem
z0stava diskuse o exkrementech v souvislosti
s rizikem infekce b&hem porodu do vody. Dle
Rosenthala fedici efekt vody ve skuteénosti
snizuje expozici Skodlivych bakterii a dale
zdlraziiuje, 7e kaidé dité potfebuje byt vysta-
veno bakteriim z pochvy a koneéniku matky
k vytvofeni spravné mikrobidlni ochrany ditéte
(Rosenthal, 1991).

Nedavna studie vypracovana na GBS (strepto-
kok ze skupiny B) pozitivnich matek, které se
rozhodly porodit do vody bez pfelégeni anti-
biotiky, byla tendence pro mensi kolonializaci
tohoto streptokoka (infekce se neobjevila ani
u jednoho novorozence) ve srovnani s détmi,
které se narodily standardné. Osidleni je§té
neznamend infekci. Expozice antibiotikv v pe-
rinatalnim obdobi se stava velkym problémem
verejného zdravi, nebot stejnd antibiotika se
pouZivaji k profylaxi, tak i k 16¢b&é prvni linie
pro neonatalnf sepsi.

Z pohledu rizika vzniku infekce u rodigky a no-
vorozence v souvislosti s porodem ve vodnim
prostfedi je vhodné nastaveni ur€itych standar-
dd, které zahrnuji zasady desinfekce a sterili-
zace porodni vany €i bazénku, vedeni pfislu§né
dokumentace a pravidelna Skoleni personalu.
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same antibiotics are used for prophylaxis, as
well as for the treatment of neonatal sepsis.

In terms of the risk of infection in mothers and
babies who are born in water, it is essential to
follow rules and standards which focus on the
principles of disinfection and sterilization of the
birth tub or pool, as well as keep relevant doc-
umentation and organise regular staff training.

4.5 Selected water birth cases
HIV, GBS, hepatitis and water birth

HIV, hepatitis viruses A, B, C and GBS are not
a reason for prohibiting water birth. Evidence
shows that HIV cannot survive in warm water.
Also, there is no evidence prohibiting GBS —
positive mothers from giving birth in water.
Mothers with hepatitis who want to give birth
in water must discuss their decision with the
provider of medical care (Colombo, 2000).

Breech delivery and water birth

Breech delivery is not considered a problem
for spontaneous birth in water, because the
absence of gravity in warm water and its
buoyancy create an ideal environment for
this kind of delivery. At H. Surreys hospital in
Ostend (Belgium), the bottom-first position is
an indication for water birth. The extensive
experience of doctors shows that the absence
of gravity, warm water and buoyancy create
an ideal environment for breech delivery. We
are talking, of course, about labour without
complications and conditions for spontaneous
breech delivery (Garland, 2009).

Foetal macrosomia, shoulder dystocia and
disorders of uterine activity in water

Incomplete understanding of labour can lead to
unnecessary and untimely intervention in the
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4.5 Reseni vybranych situaci pfi porodu
do vody

HIV, GBS, hepatitidy a porod do vody

HIV, viry hepatitidy A, B, C ¢i GBS nejsou dlvo-
dem pro zékaz porodu do vody. Dikazy ukazuji,
Ze virus HIV nemdZe 7it ve vodnim prostfedi,
je nachylny k teplé vodé. TéZ neexistuje Zadny
dikaz pro matky GBS pozitivni, aby nemohly
porodit do vody. Hepatitidy jsou jednoznacné
na zvéaZeni poskytovatele péce (Colombo, 2000).

Konec panevni a porod do vody

Poloha plodu koncem panevnim té7 neni pre-
kaZkou pro sponténni porod ve vodé, nebot
absence gravitace v teplé vodé a jeji vztlak vy-
tvofily idealni prostfedi pro tento druh porodu.
V H. Surreys nemocnici v Ostende (Belgie), je
dokonce konec péanevni indikaci k porodu do
vody. Jejich bohaté zkuSenosti vedly k pfe-
sveédceni, Ze absence gravitace, pfitomnost
teplé vody a vztlaku vytvafi idedlni prostfedi
pro povel ,ruce pry¢” od Yizeného vedeni konce
panevniho. Hovofime zde samozfejmé o fyzio-
logické gravidité a spinénych podminkach pro
spontanni porod koncem pénevnim (Garland,
2009).

Makrosomie plodu, dystokie ramen
a poruchy délozni ¢innosti ve vodé

Nelplné chapani porodni ginnosti milZe vést ke
zbytetnym a véasnym zasahim do porodniho
procesu. Porod do vody miZe byt volbou pro
pomalou a silnou kontrakénf ¢innost i pro sni-
Zeni porodnické intervence a nabizi alternativ-
ni strategii managementu bolesti.

OdloZeni farmakologického stimulovani déloZni
aktivity ve spojeni s podplrnym prostfedim
(ponofenim do vody) je pfijatelné pro Zeny
s dystokii déloZni, a to mlZe sniZit potfebu
epiduraini analgezie, aniz by se prodlouZila
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birth process. Water birth may be an option for
slow and powerful contractile activity and as
a reduction of obstetric intervention. More-
over, it offers an alternative pain management
strategy.

Delaying the pharmacological stimulation of
uterine activity in conjunction with a support-
ing medium (water immersion) is acceptable
to women with uterine dystocia, and it may
reduce the need for epidural analgesia without
prolonging the labour process. Management
in the approach to delivery, which reduces the
incidence of augmentation and associated
obstetric intervention, may contribute to the
physiological and psychological health of
mothers. The chemical oxytocin is known to
increase the risk of uterine hyperstimulation
and subsequent foetal hypoxia. Then usually
follows the sequence of obstetric interven-
tions that are not associated with maternal
satisfaction (Cluett, 2004).

In water, it is much easier to deal with sudden
shoulder dystocia. Once the head is out, it is
necessary to wait for the external rotation and
several contractions and let the baby turn; this
situation can be encountered with all babies,
who need more time to turn. In the case of
births without complications, change of posi-
tion is of great help and it is much easier in
water than outside. Women can turn on their
hands and knees or stand up with one leg on
the edge of the pool or tub. The birth pool helps
to manoeuvre the baby out (Cluett, 2004).

Meconium in amniotic fluid and immersion
in a water bath

Amniotic fluid is a hugely complex and dy-
namic milieu that changes during pregnancy.
It contains nutrients and growth factors that
facilitate foetal growth, provides mechanical
cushioning and antimicrobial effectors that
protect the foetus, and allows assessment of
foetal maturity and its possible diseases. The
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délka porodu. Management v pfistupu porodu,
ktery sniZuje vyskyt augmentace a s tim sou-
visejici porodnické intervence mohou pfispét
k fyziologickému a psychickému zdravi matek.
Chemicky oxytocin, jak je zndmo, zvySuje riziko
déloZni hyperstimulace a néasledné hypoxie
plodu. Poté obvykle ndasleduje sled porodnic-
kych intervenci, které nejsou spojeny s uspo-
kojenim matek (Cluett, 2004).

Ve vodé lze i snadngji pomahat pfi néhle
vzniklé dystokii ramen. Po porodu hlavicky je
nutné rozhodné pockat na zevni rotaci i nékolik
kontrakcf a nechat dité oto€it, s touto situaci
se lze setkat u vSech déti, které potfebuji na
dotoceni vice €asu. TéZ mohou velmi pomoci
zmény polohy, které jsou mnohem jednodussi
ve vodé neZ mimo vodu, a to prevazné u kon-
venénich porod@. Daleko rychleji se Zeny mohou
preto€it na ruce a na kolena nebo dokonce ve
stoje s jednou nohou na okraji bazénu &i vany.
Bazén pomahd manévrovat dité ven (Cluett,
2004).

Mekonium v plodové vodé a ponofeni do
vodni lazné

Plodova voda je GZasné komplexni a dynamické
prostfedi, které se méni s vyvojem téhoten-
stvi. Obsahuje Ziviny a rlstové faktory, které
usnadnuji rist plodu, poskytuje mechanické
odpruZeni a antibakterialni faktory, které chra-
ni plod a umoZiiuji zhodnoceni zralosti plodu
a jeho nemoci. Obsah plodové vody mlzZe také
obsahovat potencionalné Skodlivé latky. Snad
nejvice Skodlivy kontaminant v plodové vodé
je mekonium. Existuji dikazy, Ze defekace
v déloze je univerzalni jev, ktery se obCas
vyskytuje ve druhém trimestru téhotenstvi
a v trimestru tfetim.

Toto je moZné vysvétleni pro pfitomnost Zlu€o-
vych barviv a stfevnich plynl v plodové vodg.
Mekoniem zasaZenda voda plodové se vyskytuje
asi u 13 % vaginélnich porodd. V&t3ing plodl
se pritom v déloze daff dobfe. Jejich stav neni
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amniotic fluid may contain potentially harmful
substances. Perhaps the most dangerous con-
taminant is meconium. There is evidence that
defecation in utero is a universal phenomenon
occurring occasionally in the second trimester
and frequently in the third trimester.

This is the possible explanation for the pres-
ence of bile pigments and enteric enzymes
in amniotic fluid. Meconium-stained amniotic
fluid occurs in about 13 % of deliveries. Most
of these babies do well in the womb and their
condition is not associated with acidosis or an-
other disease. The combination of perinatal as-
phyxia, presence of meconium and foetal gasp-
ing may lead to meconium aspiration syndrome.
This syndrome is a potentially life-threatening
lung disease caused by a combination of me-
chanical obstruction, inflammatory response,
disruption of surfactant function, and often
pulmonary hypertension (prematurely born chil-
dren). Consequently, there is an increased risk
of intraventricular haemorrhage.

Meconium may also play a role in stimulating
bacterial growth in the amniotic fluid, as it
Serves as an exogenous iron source. A recent
study found a correlation between the presence
and severity of meconium-stained amniotic flu-
id and the rates of both chorioamnionitis and
endomyometritis (Tran, Caughey, Musci, 2003).
The amniotic fluid demonstrates an irritant
effect to exposed neural tissue, particularly af-
ter 34 weeks of pregnancy. In late pregnancy,
amniotic water already contains vernix. Vernix
contains antimicrobial substances, protects
the foetus and has potent anti — inflammatory
properties. The presence of meconium in
the amniotic fluid is one of the reasons for
extra caution, as it may mean that the baby
released its intestinal contents just before
birth or during labour. The colour of amniotic
fluid is usually clear with flakes of white ver-
nix. A midwife can indeed tell whether it is
new meconium, if its colour is greenish. If the
meconium has a brownish or golden colour, it
means that it is old meconium, which implies
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spojen s acidozou nebo jingym onemocnénim.
Ov8em kombinace perinatalni asfyxie, pfitom-
nost mekonia a lapani po dechu u plodu miZe
vést k syndromu aspirace mekonia. CoZ je
potencionalné Zivot ohroZujici onemocnéni plic
zplisobené kombinaci mechanické obstrukce,
z&nétlivé reakce, naruSenf funkce povrchné
aktivni latky a €asto i plicni hypertenzi (pfed-
tasné rozené déti). To miZe byt i nasledné
spojeno se zvySenim rizikem intraventrikular-
niho krvaceni.

Mekonium miZe hrat i roli pfi stimulaci rlstu
bakterif ve vodé plodové mozna tim, Ze slouZi
jako exogenenni zdroj Zeleza. Nedavna studie
zjistila, korelaci mezi pfitomnosti a zavaZnosti
mekonia ve vodé plodové a vztahu mezi cho-
rioamnitidou a endomyometritidou (Tran a Cau-
ghey a Musci, 2003). Voda plodové demon-
struje drazdivy acinek na exponované nervové
tkané, a to zejména po 34. tydnu téhotenstvi.
V' pozdéjSim stadiu téhotenstvi voda plodova
Jiz obsahuje vernix. Ten vlastni antimikrobiél-
ni latky a pfispiva k ochrané plodu, ma také
silné protizanétlivé vlastnosti. Mekonium
v plodové vodé je jednim z divodii zvySe-
né opatrnosti pro porod ve vodé. MiZe to
znamenat, Ze dité vypustilo obsah stfevni t&sné
pfed porodem Ci pfi porodu. Barva plodové vody
je obvykle jasné s vlotkami bilého vernixu. Je
pravda, Ze porodni asistentka mlze fici, zda se
jednda o Cerstvy stav smolky, nebot jeho barva
je nazelenald. Je-li smolka nahnédld nebo
zlata, tak to znamena, Ze mekonium je starSiho
razu. V pripadé, 7e mekonium je starSiho razu,
dité bylo v nouzi v minulosti. Pokud v8e probih
dobte, ozvy plodu jsou fyziologické, neni pfi-
tomna4 teplota, jsou kvalitni kontrakce, je porod
do vody na zvéZeni (Mortenson, 2009).

Porod do vody po VBAC — vaginalni porod
po cisafském fezu
V soutasné dobé existuje velmi méalo vyznam-

nych studii u Zen, které mély VBAC do vody
(Jakson, 2013). Diane Garland jiz v roce 2006
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that the baby was in distress in the past. If
everything goes well, heartbeats are normal,
the mother’s temperature is not high and she
has normal contractions, water birth has to be
considered (Mortenson, 2009).

Waterbirth after VBAC — vaginal birth
after cesarean

Currently, there are very few significant
studies focused on women who performed
VBAC in water (Jackson, 2013). In 2008, Diane
Garland published a clinical trial focused on
a small number of women with a history of
caesarean sections who gave birth in water. In
the United Kingdom, statistics on the rate of
VBAC deliveries in water are often cited from
the ROYAL COLLEGE OF OBSTETRICIANS AND
GYNAECOLOGIST (RCOG): 0.5 % of deliveries
after VBAC, of which 1.36 % after VBACZ and
0.002 % after repeated incisions. The research
report includes survey studies from the years
2003-2015 performed in the Netherlands, Aus-
tralia and the USA.

In the USA and Australia, obstetricians, who
also lead the hirth, care for women who want
to give hirth naturally after a cesarean section.
In the UK, women can opt for the support of
midwives. Studies that evaluated vaginal
births after cesarean sections in a waterbath
showed uterine rupture in the range of 0.09 %
— 0.8 % in the case of VBAC and 0.7 % — 2 %
in the case of VBACZ2. The type of care was not
distinguished (Jackson, 2013).

High BMI and water birth

According to expert recommendations for mid-
wives in the UK (NICE), water birth is risky for
women with a BMI over 35. If a woman has
normal blood pressure and has no medication,
water birth can be taken into consideration.
The mobility of women in a pool increases the
likelihood of normal birth (NICE, 2007).

17

publikovala malou klinickou studii, kde mala
¢ast Zen s cisafskym fezem v anamnéze sku-
tetné do vody porodila. Ve Velké Britanii je
tasto citovana statistika miry porodd VBAC do
vodniho prostfedi Z ROYAL COLLEGE OF OB-
STETRICIANS AND GYNAECOLOGIST (RCOG)
atov 0,5 % porodi po VBAC z toho 1,36 %
po VBAC2 a 0,002 % po opakovanych fezech.
Vyzkumné zpréva zahrnuje prehledové studie
z let 2003-2015, které zahrnovaly studie z Ni-
zozemi, Austrélie a USA.

V Americe a Australii se Zenam, které chtéji
po probéhlém cisafském Fezu porodit vaginalné
vénuji vétSinou striktné Iékafi porodnici, ktefi
také vedou samotny porod. Ve Velké Britanii
si maji moznost rodicky zvolit i péci porodnich
asistentek. Studie, které hodnotily vaginalni
porody po cisafském Yezu ve vodni lazni, pFisly
s vysledky ruptury délohy v rozmezi od 0,09 %
- 0,8 % pro VBAC a 0,7 % — 2 % pro VBAC2.
Nebylo rozliSovano mezi typem péce, kterou
Zeny dostavaly (Jakson, 2013).

Vysoké BMI u Zen a porod do vody

Dle odbornych doporuéeni pro porodni asis-
tentky ve Velké Britanii (NICE), jsou Zeny s BMI
nad 35 jsou pro porod do vody rizikové. Pokud
Zena neméa vysoky krevni tlak a nema medika-
ci, Ize porod do vody zvaZovat. Mobilita Zen
v bazénu usnadiiuje zvy$enou pravdépodob-
nost fyziologického narozeni (NICE, 2007).
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4.6 Perineal trauma in the context
of water hirth

Another advantage of water birth is the reduc-
tion of perineal trauma. Perineal massage
performed by the woman or her partner in the
third trimester of pregnancy is, according to
Garrett, an effective method to reduce perineal
trauma in women who give birth for the first
time (Beckmann and Garrett, 2006). During
the second stage of labour, women should be
offered warm compresses or the possibility
to give birth in warm water The perineum of
women who gave birth in water was intact
or showed first- and second-degree tears
(Manakaya et al. 2013). The results are very
much better than in the case of women who
gave hirth using the birth stool (Dahlen et al.,
2013).

There is no clinical evidence which supports
the performance of episiotomy. On the contrary,
an episiotomy is associated with an increased
risk of severe perineal trauma (Fernando et al.,
2013). Perineal trauma is strongly associated
with perineal pain and dyspareunia, which are
the most common symptoms reported in the
postpartum period, and which may persist for
a long time.

Third and fourth-degree perineal tears dam-
age the anal sphincter. These injuries can lead
to difficult complications, including faecal in-
continence, long-term problems with perineal
pain, dyspareunia, early infection and fistula
(Fernando et al., 2013). Evidence showed that
episiotomy may increase the risk of severe
perineal trauma, which may subsequently
cause third and fourth-degree tears (Fodstad
et al., 2009).

Risk factors for perineal injury include the
course of hirth, size of the newborn, quality
and nature of the perineum and prior experi-
ence with labour (Groutz et al., 2011). NICE
recommendation: midwives, you must educate
already pregnant women about the importance
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4.6 Perinealni trauma v kontextu
porodu do vody

Dal8i vyhodou, kterou porod do vody dispo-
nuje, je snizeni perinealniho poranéni.
Predporodni perinedlni masaze provadéné mat-
kami nebo jejich partnery ve tfetim trimestru
gravidity jsou dle Garretta G¢innou metodou
ke sniZeni perineélniho traumatu u Zen, které
jesté nerodily (Beckmann a Garrett, 2006). Bé-
hem druhé doby porodni by mély byt Zendm
nabizené ¢i aplikované teplé obklady ¢i umoz-
nén pripadné porod do teplé vody. Randomizo-
vana kontrolovana studie vySettujici perinealni
vysledky a jejich komfort po aplikaci teplych
obkladl ve 2. dobé porodni nesniZila potfebu
Siti, ale sniZila riziko 3. a 4. stupné poranéni.
Rada Zen, které rodily do vody, mé&la hraz
intaktni ¢i poranéni I. a Il. stupné (Manakaya
et al. 2013) neZ Zeny, které rodily na Zidli¢ce
(Dahlen et al., 2013).

Doposud neexistuje Zadny klinicky dikaz jedno-
znatné hovotici pro provadéni rutinniho nastfi-
hu hraze, episiotomie. Naopak nastfih hraze je
spjat se zvySenym rizikem zévaznych perineél-
nich traumat (Fodstad et al. 2012). Perinedln{
trauma je silné spojeno s perinealni bolesti
a dyspareumii. Tato bolest je jednim z nej-
¢astéjSich hlaSenych pfiznakd v poporodnim
obdobi a tento pfiznak mdZe také dlouhodobé
pretrvavat.

Trhliny Ill. a IV. stupné perinedlniho poranéni
zplsobuji zranénf Fitniho svérace. Tato porangé-
ni mohou vést k obtiznym komplikacim u matky
véetné fekalni inkontinence, dlouhodobym
problémlm s perinedlni bolesti, dyspareunif,
mohou se objevit rané infekce, a i pozdgjsi
vznik pistéli (Fernando et al., 2013). Dikazy
naopak ukazujf, Ze episiotomie mlZe zvySit
riziko zdvaZného perinedlniho traumatu, kde né-
sledné mohou nastat poranéni Ill. a IV. stupné
(Fodstad et al. 2012).

Mezi rizikové faktory pro perinedlni poranéni
mlZeme zafadit vlastni priibéh narozeni ditéte,
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of pushing in the final phase of hirth at their
own pace (NICE, 2007).

4.7 Water birth in the context
of research studies

In the Czech Republic, no systematic research
on water birth has been carried out so far. The
only study focused on this topic is a five-year
retrospective study from the hospital in Zno-
jmo. This study evaluated 70 women who gave
birth in water and the same number of women
who gave birth conventionally (Pellantova,
Vebera, 2003). The guidelines issued by the
Czech Gynaecological and Obstetrical Society
state conditions under which it is possible
to perform water birth at workplaces which
decided to offer this method. In the Czech Re-
public, water birth is guided mainly by doctors
or midwives under medical supervision. There
are currently about 25 hospitals in the Czech
Republic that offer the possibility to give birth
in water. While the first stage of labour spent
in water is very common in Czech conditions,
the real water birth is still an exception.

From a global perspective, it is estimated that
in the years 1985-1995 more than 150,000
births in water were performed in maternity
hospitals and centres.

A study carried out by Gilbert and Toorkey
(1999) reported on results of 4,032 babies
born in water. Perinatal mortality was 1.2 per
1,000, while no deaths were associated with
water birth.

According to Nikodem (2003), there is insuf-
ficient evidence to evaluate the use of water
for delivery. Research performed by Garland
and Johnes (2000), shows beneficial effects of
water, such as less painful contractions, short-
er labour, minimal use of analgesics, intact
perineum and fewer episiotomies. Water hirth
is characterised as a safe and beneficial way
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velikost novorozence, kvalitu a charakter peri-
nea, prvni probihajici vaginalni porod u rodicky
(Groutz et al., 2011). Dlouhodobé doporuceni
NICE hovofi jasné: porodni asistentky, edukuj-
te jiz Zeny v téhotenstvi o ddleZitosti tlagit
v zavéretné fazi fyziologického porodu svym
vlastnim tempem (NICE, 2007).

4.7 Porod do vody v kontextu
vyzkumnych studii

V Ceské republice doposud zadny systema-
ticky vyzkum porodd do vody proveden nebyl.
Jeding studie zpracovana na toto téma byla
retrospektivni pétiletd studie ze znojemské
porodnice. Zhodnoceno bylo 70 Zen, které
rodily do vody a stejny pocet Zen, které rodily
konventné (Pellantovd, S, Vebera. Z., 2003).
V doporugenych postupech CGPS lze nalézt
podminky, za kterych Ize akceptovat porod do
vody na pracovistich, kterd se rozhodla tento
zptisob porodu v CR nabizet. V Ceské republice
je tento zpdsob porodu veden prevainé lékafi
¢i porodnimi asistentkami pod Iékafskym vede-
nim. V soutasné dobé porod do vody v Ceské
republice umoZiiuje kolem 25 porodnic, tedy
podle své prezentace na webovych strankéch.
Zatimco prvni doba porodni strdvend ve vodé
nenf v ¢eskych podminkach v poslednich le-
tech nic zvlastniho, skute¢ny porod do vody je
zatim pofad spiSe vyjimkou.

Odhaduje se, Ze v letech 19851995 probghlo
vice nez 150 000 porodd do vody v porodnich
centech a porodnicich — z celosvétového
hlediska.

Studie Gilbert a Toorkey (1999) informovala
0 vysledcich 4 032 déti narozenych do vody.
Perinatalni Gmrtnost byla 1,2 na 1000 porodd,
pricem? k Zadnému Umrti se nedava do souvis-
losti porod do vody.

Dle Nikodema (2003) neni k dispozici dostatek

dlkazl k vyhodnoceni vyuZiti vody k porodu.
Na blahodarné acginky vody upozornil vyzkum
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to create a calming and relaxing atmosphere.
It is one of the natural ways of birth, which
gives women a chance to go through childbirth
without stress.

Twenty years of experience and more than
4,000 births in water performed in Ostend,
Belgium, show that water birth is a safe and
secure method. These studies suggest that the
stay in water during labour is not associated
with illnesses, perineal damage, infection or
bleeding.

Other research studies focus on health out-
comes in babies born under water and beyond.
Repeated studies show that water birth is not
associated with a higher risk of medical com-
plications (Garland, Jones, 2014).

In 2012, a study on water births was carried
out in Australia. This study compares 219
women who gave water birth and a group of
women who gave classical birth (according to
certain cohorts). The study focuses on perineal
trauma, episiotomies and APGAR score. This
study contributed to a better understanding
of water hirths. The study was carried out
retrospectively and it included perinatal in-
terventions performed in the last ten years in
the hospital in Bankstown. The conclusion of
the study describes similar results in new-
borns according to the APGAR score in the
fifth minute after birth and later, as well as
a significant difference in the performance of
episiotomy. Women who gave birth under wa-
ter, did not undergo episiotomy. In both groups
of women, there was no significant difference
in the total blood loss or the length of the first
and second stage of labour (Manakaya et al.,
2013).
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Garland a Jones (2014), ktery zd(raznil méné
bolestivé stahy, krat$i dobu porodni, menSi
potfebu analgetik, vice neporuSenych hrazi
a méné nastfihu hraze. Porod do vody se vy-
znacuje jako bezpetny a pfinosny zplisob, jak
zajistit matce i ditéti uklidiiujici a relaxatni
atmosféru. Je jednim z pfirodnich zpisob,
coZ Zenam dava Sanci projit porodem pfijemné
a uvolnéng.

Dvacet let zkuSenosti s vice nez 4000 porody
do vody v Ostende v Belgii prokdzalo, Ze tento
zplsob porodu je metodou spolehlivou a bez-
pec¢nou. Tyto studie také naznacuji, Ze pobyt
ve vodé v prtibéhu porodu neni spojen se
zvy$enou nemocnosti matek, poranénim hréze,
infekei ¢i krvacenim.

Dal3i vyzkumné studie se zabyvaly zdravotnimi
vysledky novorozencid narozenych pod vodni
hladinu a mimo ni. Z opakovanych vyzkumd
vyplyva, Ze porod pod vodni hladinu nenf pro
novorozence spojen s vy$8im rizikem zdravot-
nich komplikaci (Garland, Jones, 2014).

V roce 2012 probéhla také velkd védecka studie
tykajici se tématu porodu do vody v Austrélii.
V této studii bylo srovnano 219 Zen s poro-
dem do vody a se skupinou Zen, které rodily
konventné (podle ur€itych kohort). Zde se srov-
navalo perinedlni trauma, mnoZstvi episiotomif
a APGAR score. Tato studie pfispéla k bliz§imu
pochopeni porod do vody. Studie probiha-
la retrospektivné, zahrnovala perinatologické
vysledky z poslednich deseti let v porodnici
ve mésté Bankstown. Zavér studie popisuje
podobné vysledky u stavu novorozencl v hod-
noceni APGAR score v 5. minuté a dale, ale
popisuje signifikantné vyznamny rozdil v pro-
vadéni episiotomii. U Zen, které rodily pod
vodni hladinu nebyly epiziotomie vibec provéa-
dény. U obou skupin Zen nebyl vyznamny roz-
dil v celkové ztraté krve €i délce prvni i druhé
doby porodni (Manakaya et al., 2013).
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Water births in Vrchlabi — experience
and research results

In Vrchlabi, water births were practised sys-
tematically. The first water births were per-
formed in 1997. During the years 2000—2006,
a third of children born in this hospital were
born in water. Water births were conducted by
both physicians and midwives. The author of
this chapter, Irena Raisnerova, worked in the
hospital from 1987 until its closure in 2013.
She assisted in many water births.

Women who gave birth Vrchlabi sought pri-
marily relief from pain and a relaxing atmos-
phere. Therefore, they spent the first stage of
labour in a tub. Some of these women then
gave a natural water birth. It was a common
practice that women were enabled to drink
and eat during their stay in water. Before they
entered the bath, midwives did not perform
a cleansing enema. Any stool was immediately
removed with a sieve. During the stay in water,
midwives regularly checked its temperature
and also the heartbeats of the baby. During
the first stage of labour, women relaxed and
dealt with contractions without any problems.
During the second stage of labour, they could
change position by kneeling on all fours. Dur-
ing their stay, they enjoyed relaxing music,
aromatherapy or massage (legs, neck, face).
Privacy was highly respected. Episiotomy was
not performed.

Chart 1 depicts the results of a comparison
of birth injuries. The biostatistician Markéta
Pavlikova says: “According to Raisner, in 2005
and later years, the kneeling position was
favoured because of the higher incidence
of birth injuries caused by birth given with
the help of the birth stool. Charts apply to all
women who gave birth during this period. The
chart shows an apparent change, which was
introduced in Vrchlabi in 2007. Although some
of the team members stayed in the hospital
for a while, most of them left the institution”
(Pavlikova, 2019). The chart clearly shows the
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Porody do vody ve Vrchlabi — zkuSenosti
a vysledky vyzkumného Setfeni

Virchlabi bylo porodnici, kde se porody do vody
praktikovaly systematicky. S témito porody se
zatalo od roku 1997. V dobé vrcholu, a to bylo
od roku 2000-2006 se do vody narodila zhruba
tfetina vSech déti zde kdy do vody porozenych.
Porody do vody byly vedeny jak lékafi, tak
i porodnimi asistentkami. Autorka textu, Irena
Raisnerova, v porodnici pracovala od roku 1987
aZ do jejtho uzavfeni 2013. U porodl do vody
béZné asistovala.

Zeny, které ptijizd&ly porodit své miminko do
Vrchlabf, vyhledavaly prevazné dlevu od bo-
lesti a relaxaci a velkou ¢ast prvni doby porodni
travily ve vang. Cast z téchto Zen pak pfirozend
i porodila novorozence do vody. BéZnou rutinou
byvalo, 7e Zeny mohly béhem pobytu ve vodé
jist i pit. Pfed vstupem do lazné se nepodavalo
ocistné klyzma. Pfipadny Unik stolice se fesil
okamZitym vyjmutim i z vody pomoci sita.
Béhem pobytu se dlisledné sledovala teplota
vodni 1azné a v pravidelnych intervalech se
specidlnimi malymi monitory se sledovaly ozvy
plodu. Zeny béhem prvni doby porodni velmi
dobte relaxovaly, mohly si odpo€inout a dale-
ko Iépe snaSely kontrakce. BEhem druhé doby
porodni mohly ménit pozice: klek, na v§ech
¢tyfech. Béhem pobytu pouZivaly relaxaéni
hudbu, aromaterapii ¢i vyuZivaly masazi (nohy,
Sije, oblicej). Velmi se respektovalo soukromi.
Episiotomie se neprovadéla.

V dale pfiloZzeném grafu ¢. 1 uvadime vysledky
porovnani porodniho poranéni. Biostatistitka
Markéta Pavlikova k tomu fika: , VySSi vyskyt
poranéni pfi porodu na stolicce vedl podle
slov porodni asistentky Raisnerové v letech
2005 a dale k vy3$i podporfe porodu v kleku,
kterda pomohla vyskyt poranéni nadédle sniZit.
Grafy se opét vztahuji ke vSem Zenam, které
v uvedeném obdobi porodily. | zde je patrnd
zmeéna kurzu, ktera se v roce 2007 v organizaci
péce ve Vrchlabi odehréla. PfestoZe nekteri
z pdvodniho tymu v porodnici jesté chvili
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difference in perineal trauma in favour of hirths
given in water.

Chart 1.: Comparing birth injuries
by type of birth.

Chart 2: Shares of positions in the second
stage of birth in Vrchlabi in the years
2000-2007.

In chart No. 2 (Pavlikové, 2019), we can follow
the change in the rate of occurrence of water
births in the maternity hospital in Vrchlabi in
2000-2007. Despite the low final figure of
15.7 % in 2007, the overall frequency of deliv-
eries into water was very high.
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ziistali, behem nékolika let zbyl z prvni nadéj-
né vlastovky respektujici péce v CR jen stin”
(Pavlikova, 2019). Z grafu jasné vyplyva rozdil
v mife poranéni perinea ve prospéch porodi
odvedenych v porodn{ vané.

Graf. €. 1. Porovnani porodniho poranéni
podle zplisobu porodu

Graf €. 2. Podil poloh ve Il. dobé porodnf
ve Vrchlabi v letech 2000-2007

\/ Grafu ¢islo 2 (Pavlikova, 2019) mGZeme sle-
dovat proménu miry vyskytu porodd do vody
v porodnici ve Vrchlabi v letech 2000-2007.
| pfes zavérecné nejnizsi ¢islo 15,7 % v roce
2007, byla tato frekvence porodd do vody velmi
vysoka ku frekvenci v celé Ceské republice.
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Summary of the fourth chapter
How can you be a happy midwife?

e Similar recommendations apply here as in the previous chapter...
e Follow the voice of your heart

e Don't be afraid to start doing things differently...

e Find your teachers of good practice

e Surround yourself with people who have a similar mindset, but

e be interested in other opinions

e Don't be afraid of news that is a type of evidence-based practice
e Disseminate your results and ideas among other midwives

Zavérecné shrnuti ctvrté kapitoly
Jak byt tedy Stastna porodni asistentka?

e /de plati podobnd doporuceni jako v predes|é kapitole ...

¢ Nasledovat hlas svého srdce

e Nebat se za€it délat véci jinak. ..

e Najit si své ucitele dobré praxe

e (Obklopit se lidmi, ktefi maji podobné smyS$leni, ale zajimat se i 0 odli¥né nazory lidi
e Nebat se novinek, které jsou typu praxe zaloZené na dilkazech

e  Sifit své vysledky a myslenky mezi ostatni porodni asistentky
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CHAPTER 5

COMMUNITY CARE

IN MIDWIFERY
5. KAPITOLA
KOMUNITNI PECE

V PORODNI ASISTENCI

5.1 Definition of the terms community
and community care

“A community is a group of people who live
in a defined space, where they perform daily
activities and form an autonomous unit. It is
a type of organization without defined superi-
ority and inferiority, which supports coopera-
tion and effective communication. The World
Health Organization defines community as
a specific group of people, often living in a de-
fined geographical area, who share common
values and interests. Its members know each
other and interact closely” (Andraséikové et
al., 2010, p. 12). Most authors agree on three
common characteristics of a community, which
include people, geography and time deter-
mination, and its activities (JaroSova, 2007,
p. 27). Communities can be divided into civil,
training, spiritual and therapeutic (Andra$¢i-
kovéa et al., 2010, p.13).

Community care is then a spectrum of
health, social and other services that are
provided to patients as well as to healthy
citizens, families and groups in a com-
munity (designated by place, ethnicity). Com-
munity care involves both primary, secondary
and tertiary prevention. The goal of community

84

5.1 Vymezeni terminii komunita
a komunitni péce

.Komunita je souhrn osob, které Ziji v urci-
tém vymezeném prostoru, kde vykondvaji kaZ-
dodenni aktivity a tvofi autonomni jednotku. Je
fo typ organizace, kde jsou odstranéné vztahy
nadrazenosti a podfazenosti, tim se dosahuje
lepsi komunikace a spolupréce. Svétova zdra-
votnicka organizace definuje komunitu jako
socidlni skupinu podminénou geografickymi
hranicemi a/nebo spolecnymi hodnotami a z4-
jmy. Jeji ¢lenové se vzajemné znaji a ovliviiuji”
(Andrascikova et al., 2010, s. 12). VétSina
autor( se shoduje na tfech spole€nych prvcich
komunity. Témi jsou lidé, geografické a ca-
sové uréeni a aktivity komunity (JaroSova,
2007, s. 27). Komunity miZeme délit na ob-
¢anské, vycvikové, spirituaini a terapeutické
(Andrascikové et al., 2010, s. 13).

Komunitni pécée je pak spektrem zdravot-
nich, socialnich a dalSich riznych sluzeb,
jez jsou poskytovany nemocnym, ale i zdra-
vym obéaniim, rodinam a skupinam urcité
komunity (uréené mistem, etnikem). Do komu-
nitni péce spadd jak primarni, sekundarni, tak
i terciarni prevence. Cilem komunitni péce pak
je umoznit co nejdel§i moZné setrvani jedince
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care is to enable the longest possible stay of
an individual in the community, even if the in-
dividual is handicapped, dependent on others
or suffers from a chronic illness. Community
care is oriented to whole groups and works
with the principles of group dynamics. This
care is based on the participation of all mem-
bers involved, such as clients, family members,
community members, professionals, munici-
pality members, etc. Moreover, it uses public
funds and resources of an individual (Jaro$ova,
2007, p. 25). Other objectives of community
care include the identification of risk groups
and support of community health. The imple-
mentation of community care must include
knowledge of its geographic location, including
ethnic and cultural specificity (Kronborg et al.,
2012). In the Czech Republic, community care
is not provided as a comprehensive service,
but as separate social and health assistance
(Tothova, Bartlova, Proskova, 2010).

The terms community care and primary care are
often confused. In the past, community care
was considered to be equal to primary care.
Currently, there is a shift of this concept as
acute care was moved from medical facilities
to community settings. Therefore, community
care affects both secondary and tertiary care
(Hanzlikova, 2004, p. 31). JaroSové supports
this opinion: “Community care complements
primary care and is a variant of specialized and
institutionalized care provided at the regional
level” (Jarosova, 2007, p. 25). Community care
is sometimes mistakenly confused with the
term home care. Community care goes beyond
the classic division into health and social care,
as it includes both. Home care focuses on
specific sick or disadvantaged people, where-
as community care concentrates also on the
healthy population and preventive activities
in a community (Messer, 2016).

85

v komunité, a to i tehdy, je-li jedinec handica-
povan, zavisly ¢i prochazi chronickou nemoci.
Komunitni péce je vice orientovana na celé
skupiny a vyuZziva pravé skupinové dynamiky.
Tato péce vyuZiva participace vSech z(gastné-
nych, klient, rodina, komunita, profesionalové,
obec atd., a je také zaloZena na propojovani
vefejnych zdrojd a zdrojl jednotlivce (JaroSova,
2007, s. 25). Mezi dalsi cile komunitni péce
patfi identifikace rizikovych skupin a podporo-
vanf zdravi celé komunity. Do zplisobu realizace
komunitni péce je pak nutno zaimplementovat
poznatky z dané geografické lokality véetné
etnické a kulturni specificnosti (Kronborg et
al., 2012). Komunitni péte v Ceské republice
v8ak v soucasné dobé neni poskytovana jako
komplexni servis, ale pfevainé oddélené jako
socialni a zdravotnf sluzba (Téthovd, Bartlova,
Proskova, 2010).

Terminy komunitni péce a primarni péce se
¢asto zaménuji. V minulosti se komunitni péce
povaZzovala a priori za rovnou primarni péci.
V sou€asné dobé doSlo vSak k posunu tohoto
pojeti. Diky tomu, Ze doSlo k pfesunu akutni
péce ze zdravotnickych zafizeni do komunitniho
prostfedi, je moZno uvést, Ze komunitni péce
se dotykd jak sekundarni, tak terciarni péce
(Hanzlikova, 2004, s. 31). S timto tvrzenf kore-
luje i ndzor JaroSové: ,Komunitni péce doplfiu-
je primarni péci a zaroveii je ur€itou variantou
specializované a institucionalizované péce
poskytované na regiondln{ Grovni.” (JaroSova,
2007, s. 25). Komunitni péce se také nékdy
mylné zaméfuje za termin doméaci péce. Komu-
nitni péce pfesahuje klasické déleni na zdra-
votni a socialni péci, zahrnuje oboji. Domaci
péce se orientuje na konkrétni nemocné ¢i zne-
vyhodnéné osoby a nikoli i na zdravou populaci
a preventivni ploSnou ¢innost v urgité komunité
(Messer, 2016).
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5.2 National strategy and community care
principles

In the Czech Republic, there is an action pro-
gramme that indirectly mentions community
care: Health 2020 — National Strategy for
Health Protection and Promotion and Disease
Prevention. This national strategy is based on
the World Health Organization document Health
2020, which was approved to be applied in Eu-
rope in September 2012. The national strategy
considers the support of communities one of
its strategic objectives as it describes parent-
hood planning, gravidity, support of healthy
childbirth and lactation and the normal course
of the postnatal period. Great focus is placed
on a proactive approach to human health and
the motivating and supporting role of health
professionals (Ministry of Health, 2014, p. 16).

Professional organizations that represent
midwives comment on their involvement in
community settings. The largest professional
organization that unites midwives from around
the world, the International Confederation of
Midwives, seeks to promote midwifery care
which is based on their traditional knowledge
and is, therefore, provided in the settings of
a client. In its latest official document “Global
Standards for Midwifery Education”, the or-
ganization clearly speaks about the necessity
to educate midwives in community care.

In the Czech Republic, there are four profes-
sional organizations for midwives: The Union
of Midwives, Czech Midwifery Chamber, Czech
Midwives Society and Czech Chamber of Nurses
and Midwives, which was established in 2018.
Although the title of professional organizations
includes the term “chamber”, these organ-
izations are not chambers, as they must be
approved by the Ministry of Health. A chamber
must be established by law and membership
would impose certain obligations as well as
professional and legal protection, and stand-
ards for the practice of midwifery in commu-
nity settings (Dobry zékon, 2018).
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5.2 Narodni strategie a vlastni principy
komunitni péce

V soutasné dobé je v nasi republice nejaktu-
alngjsi tento akeéni program, ktery nepfimo
mluvi o komunitni péce: Zdravi 2020 — Narodni
strategie ochrany a podpory zdravi a prevence
nemoci. Tato narodni strategie vychazi z aktu-
alnfho akéniho programu Svétové zdravotnické
organizace s nazvem Zdravi 2020, ktery byl pro
region Evropy schvélen v zafi 2012. Narodni
strategie Zdravi 2020 pak uvadi jako jednu
z prioritnich politickych opatfeni pravé podpo-
ru komunit. Implicitné se tu hovofi o bezpec-
ném planovani rodiovstvi, gravidité, podpofe
zdravého porodu a laktace a také o podpore
zdravého pribéhu poporodniho obdobi. Velky
vyznam zde pak md aktivni pfistup ¢lovéka ke
svému zdravi, kdy zdravotnici by v této oblasti
méli plsobit podplrné a motivatné (Minister-
stvo zdravotnictvi CR, 2014 a, s. 16).

K moZnostem uplatnéni porodnich asistentek
v komunitnim prostfedi se také vyjadtuji pro-
fesni organizace, které porodni asistentky
zastupuji. NejvétSi profesnf organizace, ktera
zastfeSuje porodni asistentky z celého svéta,
International Confederation of Midwives, se
snaZi propagovat péci porodnich asistentek
zaloZenou na jejich tradicnim uméni, a tedy
poskytovanou co nejbliZze ve vlastnim pro-
stfedi klienta. Ve svém poslednim oficialnim
dokumentu ,Global Standards for Midwifery
Education” organizace jasné hovofi o nutnosti
porodnich asistentek byt vzdélavané i v komu-
nitnim prostfedi, kde poté budou také plsobit.

V Ceské republice v soutasné dobé& plsobi
¢tyfi profesni organizace porodnich asistentek
— Unie porodnich asistentek, Ceska komora po-
rodnich asistentek, Ceska spoletnost porodnich
asistentek a Ceskéa komora sester a porodnich
asistentek, kterd vznikla az v roce 2018. | kdyZ
se v nazvu profesnich organizaci objevuje ter-
min ,komora“, nejedné se o pfipravovanou ko-
moru, o které se teprve na drovni ministerstva
zdravotnictvi jedna. Tato komora by vznikla ze

https://doi.org/10.24132/ZCU.2020.09860



In 2014, representatives of contemporary or-
ganizations (at the time, the Obstetrics and
Gynaecology Section of the Czech Nurses As-
sociation was active) signed a memorandum
of cooperation. Specifically, they committed
to work together and create a concept of
midwifery, modify the undergraduate and
postgraduate training of midwives and ensure
cooperation with the Ministry of Health to
initiate legislation focused on midwifery (Minis-
try of Health, 2014 b).

General principles of community care in-
clude continuity of care, availability of health
and social services, multidisciplinary collabo-
ration, choice of services, individual approach,
confidentiality and maintenance of ethical
principles of care (Andrascikova et al., 2010,
p. 14). Sikorovéd mentions the following bene-
fits of community care: “availability 24 hours
a day, physical and psychological availability,
fast transfer to appropriate services, continuity
of care, multidisciplinary collaboration, choice
of services, individual approach, confidential-
ity and cost-effectiveness” (Sikorova, 2012,
p. 129).

The concept of community care is based on
the existence of family and a wider commu-
nity. Family is considered the basic and most
important focus of community care. Midwives
often solve a wide variety of issues related to
children, women, families and entire communi-
ties. Therefore, it is advisable that they coop-
erate with organizations that offer appropriate
complementary services. For the purpose of
care provided in community settings, midwives
should be aware of parent and family centres,
support groups for mothers and children (e.g.
support groups for breastfeeding women),
help centres for single or abused women, and
reception centres for mothers (Page and Mc-
Candlish, 2013, p. 142).

A very important part of community care is

community planning (JaroSova, 2007, pp.
28-30). Community care is usually performed
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zékona a z ¢lenstvi by vyplyvaly urgité povin-
nosti, ale napfiklad i profesné-pravni ochrana
¢lenek ¢i stanoveni standardl i pro praxi v ko-
munitnim prostfedi (Dobry zakon, 2018).

V roce 2014 zastupkyné soudobych organizaci
(v té dobé byla jeSté funkéni organizaci Gyne-
kologicko-porodnickd sekce Ceské asociace
sester) podepsaly Memorandum o spolupréci.
To konkrétné znamena, Ze se zavazaly spolu-
pracovat na vytvoreni koncepce porodni asis-
tence, dale spolupracovat na Upravé pregradu-
alniho a postgradualniho vzdélavani porodnich
asistentek nebo na zaji§téni spoluprace s mi-
nisterstvem zdravotnictvi pfi dpravé legislativy
spojené s vykonem povolani porodni asistentky
(Ministerstvo zdravotnictvi CR, 2014 b).

VSeobecnymi principy komunitni péce
jsou: kontinuita péce, dostupnost zdravotnich
a socialnich sluZeb, multidisciplinarni spo-
luprace, moznost vybéru sluzeb, individudlni
pristup, diskrétnost a zachovani etickych prin-
cipl péce (Andrascikova et al., 2010, s. 14).
Sikorova pak v komunitni pé¢i spatfuje tyto
obdobné vyhody: ,dostupnost 24 hodin denng,
snadnou fyzickou i psychologickou dostupnost,
rychlé predavani odpovidajicim sluzbam, na-
vaznost péce, multidisciplindrni spolupréci,
mozZnost vybéru sluzeb, individualni pfistup,
diskrétnost a ucelnost nakladd” (Sikorovéa, 2012,
s. 129).

Koncepce komunitniho oSetfovatelstvi je po-
stavend na existenci rodiny a dale SirSich
komunit. Rodina je povaZovéana za zékladni
a hlavni zaméfeni komunitni péce. Porodni
asistentka v podminkach komunity €asto Fesi
Sirokou paletu problém{ déti, Zen, rodiny i celé
komunity. Proto je vhodné, aby spolupracovala
s organizacemi, které nabizeji vhodné doplfiu-
jici sluzby. Pro Gcely péce o Zenu po porodu
v komunitnim prostfedi je vhodné mit zejména
povédomi o existenci blizkych mate¥skych
a rodinnych center, o podplrnych skupinkach
pro matky a déti (napf. podplrna skupina pro
kojici Zeny), o centru pomoci pro svobodné
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according to the algorithm of the nursing pro-
cess. In the first stage, it is necessary to assess
the health of the community and gain relevant
information about the group, such as the demo-
graphic structure of the group, socioeconomic
status, employment, level of education, data
on the type and conditions of housing, reli-
gion, race and ethnicity, birth rate, morbidity
and mortality. Moreover, it is essential to as-
sess the lifestyle of the group, its system of
health services, information and communica-
tion networks, system of state administration
and self-government, ecology, etc. Important
also are the values, beliefs and attitudes of the
community. It is recommended to get to know
the formal and informal community leaders and
the opposition to community healthcare that
we can expect from some members of the com-
munity. The second stage of community nurs-
ing care can be described as community health
diagnostics. Diagnoses should be written in
the so-called PES format (problem — aetiology
— symptoms), or according to the NANDA di-
agnostics (North American Nursing Diagnosis
Association). The third stage of the nursing
process, planning of community nursing care,
with the use of NIC and NOC classification
systems, is related to the determination of
objectives, resulting criteria and interventions
that the healthcare provider must decide on.
Each identified issue is then assigned a prior-
ity. The authors Stanhope and Lancaster list
the criteria for prioritising as follows: 1. the
community admits the problem, 2. the commu-
nity is motivated to solve the problem, 3. the
midwife considers her options for influencing
the solution of the problem, 4. availability of
solutions to similar problems, 5. dangers aris-
ing from the unresolved problem, and 6. time
in which the problem can be solved. The fourth
stage of the nursing process is the actual re-
alization of community nursing care. The most
common planned and implemented activities
include management of care, coordination,
monitoring, education, counselling, explaining
and analysing the situation and activities, per-
forming basic nursing procedures, continuous
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¢i zneuZivané Zeny, o azylovych domech pro
matky (Page a McCandlish, 2013, s. 142)

Velice dileZitou souasti komunitni péce je ko-
munitni planovéni. (JaroSovd, 2007, s. 28-30).
Vlastni komunitni péte pak obvykle probiha
pomoci algoritmu oSetfovatelského procesu.
V prvni fazi je potfeba provést posouzeni zdra-
vi komunity. Zde se zjistuji relevantni Gdaje
0 skupingé. Mezi podstatna fakta patfi Udaje
o demografické struktufe skupiny, socioeko-
nomickém stavu, zaméstnanosti, dosazeném
vzdélani a vzdélanosti, idaje o typu a podmin-
k&ch bydleni, vyznani, rasové a etnické prislus-
nosti, natalité, morbidité, mortalité. Dale je
podstatné také patrat po Zivotnim stylu, ktery
v komunité pfevlada, o systému zdravotni sluz-
by, o informaéni a komunikaénf siti, o dosahu
statnf spravy a samospravy, o ekologii apod.
Neopomenutelnou soucasti je také zaméreni
se na popis hodnot, nazord a postoji komunity.
Déle je dobré poznat formalniho i neformal-
niho viidce komunity a moZnosti opozice vici
komunitni zdravotni péci, kterou mdzZeme od
nékterych ¢lend komunity ofekévat. Za druhou
fazi oSetfovatelské komunitni péte mizeme
oznacit diagnostiku zdravi komunity. P¥i zapisu
diagnéz se doporucuje tzv. format PES (problém
— etiologie — symptomy), dale se milZe vyuZit
diagnostika podle systému NANDA. Treti faze
oSetfovatelského procesu, planovani osetfova-
telské komunitni péce, s vyuZitelnosti systému
NIC a NOC, souvisi s uréenim cild, vyslednych
kritérii a intervenci, které musi zdravotnik vy-
ty€it. Kazdému identifikovanému problému je
pak pfifazena priorita. Autofi Stanhope a Lan-
caster uvadgji kritéria pro uréovani priorit takto:
1. komunita si pfipustf problém, 2. komunita je
motivovana problém feSit, 3. porodni asistentka
zvaZzi své moznosti ovlivnéni feSeni problému,
4. dostupnost feSeni podobnych problém(,
5. nebezpeti, ktera vyplyvaji z nevyfeSeni pro-
blému, 6. doba, za jakou se m(iZe problém vyfe-
$it. Ctvrtou fazi o3etfovatelského procesu pak
je vlastni realizace komunitni o$etfovatelské
péce. Mezi nejcastéSi planované a realizované
aktivity patfi: management péce, koordinace,
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cooperation with community members, and
interdisciplinary cooperation if necessary. The
final stage of the nursing process is the eval-
uation of nursing care. A healthcare provider
must identify the change that occurred after
the care was provided. He/she must determine
the appropriateness and effectiveness of care
provided, as well as the time and expense
invested. Community members should actively
participate in this stage and comment on the
care provided. In other words, they should
express their opinions and feelings. In this
stage, the causes of a total or partial failure of
the community care are identified and a new
nursing process is prepared (Hanzlikova et al.,
2004, pp. 100-105).

5.3 Ethical principles of community care

Ethics incorporates values and norms of a so-
ciety that should prevail in people’s behaviour.
The term ethics is also sometimes used in con-
nection with beliefs and customs of specific
people or groups.

Ethics of community practice is closely related
to medical ethics and ethics of community
health. Medical ethics, in its base, lays the
foundations of applied ethics in community
nursing care. In particular, community care
ethics includes the system of values that the
health care professional embodies. The client
has the option to choose a medic and the medic
behaves according to moral standards. Ethics
of community health relates to the values of
social behaviour aimed at a healthy society.

Basic ethical principles of community nursing
include usefulness of care, fairness, harm-
lessness, truthfulness, autonomy, loyalty and
honesty.

Every healthcare provider encounters certain
dilemma issues during the exercise of his/her
profession, and the same applies to healthcare
workers in a community setting. According to
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monitorovani, vzdélavani a edukace, poskyto-
vani poradenstvi, vysvétlovani a rozbor situace
a ¢innosti, vykonavani zékladnich oSetfovatel-
skych vykon(, neutuchajici spoluprace se ¢leny
komunity, mezioborova spoluprace, je-li potte-
ba. Posledni fazi oSetfovatelského procesu
pak je vyhodnoceni komunitni oSetfovatelské
péte. Zdravotnik v komunitnim prostfedi iden-
tifikuje zménu, ke které po poskytnuti péce do-
Slo. Zjistuje se vhodnost a Gcelnost poskytnuté
péce. Také se posuzuje €as a naklady investo-
vané do poskytnuté komunitni péce. | v této fazi
by méli byt zapojeni ¢lenové komunity, kteff by
se méli vyjadrit k poskytnuté péci. Jde o jejich
nazory, pocity z dosaZenych vysledkl. V této
fazi se také ur€uji pficiny aplného &i ¢astec-
ného nelGspéchu komunitni péce a pfipadné se
zatina zpracovavat novy oSetfovatelsky proces
(Hanzlikova et al., 2004, s. 100-105).

5.3 Etické principy komunitni péée

Termin etika v sobé zahrnuje hodnoty a normy
dané spolecnosti, které by mély pfevladat
v chovanf lidi, kdy je toto chovani vyhodnoce-
né jako spravné. Etika se také nékdy pouZiva
v souvislosti s presvédéenim ¢i zvyklostmi
urcitych lidi €i skupin.

Etika komunitni praxe Gzce souvisi s |ékafskou
etikou a s etikou komunitniho zdravi. Lékafska
etika ve své bazi poskytuje zéklady pro apli-
kovanou etiku komunitni oSetfovatelské péce.
Jednd se zejména o systém hodnot, které
zdravotnik vyznava, klient ma moznost vybéru
zdravotnika, zdravotnik se chova podle morél-
nich norem. Etika komunitniho zdravi se pak
tyka hodnot spolecenského chovani, které maji
za cil zdravou spole€nost.

Mezi zakladni etické principy komunitniho
oSetfovatelstvi pak patfi: prospéSnost poskyto-
vané péce, spravedlivost, neSkodnost, pravdo-
mluvnost, autonomie, vérnost a poctivost.
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Szabdova, these dilemmas include (Hanzlikova,
2004, pp. 137-139):

1. Who has the responsibility for the state
of health of an individual? Is it the indi-
vidual or the community?

2. Should an individual have an autono-
mous choice in protecting his/her health,
or should the state protect the health of
individuals?

3. If an individual ruins his/her health,
should the community disavow his/her
treatment?

4. In which relation is the right to autonomy
of an individual to the general welfare
of the community?

Ethical dilemmas in community care for women
in postpartum include the following issues:
unavailability of community care in profession-
al and financial terms (Keilovd and DuSova,
2016), home births, vaccination of the child
after birth, inappropriate lifestyle of the mother,
family or community members in the post-
partum period, assessment of community
settings by a person with a different ethnic
and cultural background and values (Homer
et al., 2008 ; Sikorova, 2012).

5.4 Signs of a well-prepared community
care project

Each community care project should be well
prepared. A good project is based on the
knowledge of local conditions, needs of indi-
vidual members of the community and a clear
introduction of the project (its effectiveness,
significance) to all participating members.
A good project is also recognized by the so-
called principle of an “open society”, which
means that a particular community is able
to perform changes according to a specific
situation and solves problems in a way that
is beneficial for all members of the communi-
ty. Examples may be a change of lifestyle or
family life, change of a social support system,
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Tak jako se kaZzdy zdravotnik v priibéhu vy-
kondvani své profese setkava s uréitymi
dilematickymi otédzkami, nevyhne se tomu ani
zdravotnik plsobici v komunitnim prostfedi.
Podle Szabodvé to jsou zejména tyto dilemata
(Hanzlikova, 2004, s. 137-139):

1. Zodpovédnost za svij zdravotni stav by
mél mit sam ¢lovék, nebo spoleénost?

2. Ma mit ¢lovék autonomni volbu pfi
ochrané svého zdravi, nebo je to oblast,
0 kterou by se mél starat stat?

3. Ma byt ¢lovék zodpovédny za své cho-
vani, pokud si tim ni¢i své zdravi a spo-
le€nost se ma pak distancovat od jeho
léchy?

4.V jakém vztahu je pravo €lovéka na auto-
nomii k blahu spolec¢nosti?

Etickd dilemata napfiklad v komunitni péci
o Zeny po porodu by se pak mohla dotykat
téchto témat: problematika plo$né nedostup-
nosti komunitni péce o Zeny po porodu — jak
po odborné strance, tak finanéni (Keilova a Du-
Sovd, 2016). Déle také problematika doméaciho
porodu, problematika podstoupeni otkovaciho
schématu pro dité po porodu, problematika
nevhodného Zivotniho stylu Sestinedélky &i ro-
diny a komunity, problematika posuzovani ko-
munitniho prostfedi pohledem €lovéka z jiného
etnického a kulturniho prostfedi, ktery vyznava
jiné Zivotni hodnoty (Homer et al., 2008; Siko-
rova, 2012).

5.4 Znaky dobrého projektu komunitni
péce

Kazdy komunitni projekt oSetfovatelské péce
by mél byt dobfe pFipraven. To se pozna ze-
jména pti dobré znalosti mistnich pomér(, dob-
ré znalosti potfeb jednotlivych €lenli komunity
a také pfi dobrém pfedstaveni projektu (jeho
(celnosti, vyznamu) v8em zdcastnénym clendm.
Dobry projekt se pozna také podle principu tzv.
.oteviené spolecnosti”, coZ v praxi znamena,
Ze konkrétni spoletnost je schopna provadét
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participation in public affairs and expression of
feelings and wishes (Matousek, 2013, p. 279).

A community midwife should not forget, when
solving problems related to nursing care, to
support problem prevention (Hanzlikova,
2004, p. 204). Primary prevention in the con-
text of community settings includes the identi-
fication of risk factors and support of women
in the active care of themselves, the newborn
and family members. Secondary prevention
includes the solution of problems (e.g. help
in solving problems with breastfeeding, ad-
justment of dietary regime, care of wounds or
sores, uterine involution). Tertiary prevention
includes bio-psycho-socio-spiritual reha-
bilitation and the prevention of health or
social problems (e.g. prevention of urinary
incontinence, mitigation of social exclusion,
support of long-term family functioning, pro-
motion of a positive psychological approach to
life, support of community members and their
ability to ask for help).

A successfully performed community project
is demonstrated by the health status of family
members, the atmosphere in the community
(support of the family, creation of suitable
conditions), and the positive evaluation of indi-
vidual community members.

5.6 Demands on midwives working
in community settings

A midwife working in community settings must
have professional training as well as specific
personal characteristics. In ancient times,
midwives (all midwives worked in community
settings) had to meet the following require-
ments: long, slender fingers, experience with
childbirth and motherhood and good memory.
They had to be persistent, decent, trustworthy,
endowed with common sense and strong body
structure. Furthermore, they had to be empa-
thetic, and experienced, and were not allowed
to be greedy and superstitious (Vranovd, 2007,

9

pruzné zmény podle dané situace a pfi feSeni
svych problémi tak, aby toto jednani bylo pro
¢leny komunity prospé3né, napt. Uprava Zivot-
niho stylu, Gprava rodinného soufiti, zména
intenzity socialni podpory, podileni se na vetej-
nych vécech &i vyjadreni svych pocitl a pfani
(Matousek, 2013, s. 279).

Komunitni porodni asistentka by pfi svém pl-
sobeni v komunité neméla zapominat pfi feSeni
konkrétnich krok( v souvislosti s oSetfovatel-
skym procesem také na podporu zdravotni
prevence (Hanzlikova, 2004, s. 204). Mezi
primarni prevenci v souvislosti komunitnim
prostfedi zafazujeme identifikaci rizikovych
faktor(i a podporu Zeny v aktivni pégi o sebe,
novorozence a rodinu. Do sekundarni prevence
bychom mohly zafadit feSeni jiz nastalych
problémi (napf. pomoc pfi feSeni problémi
s kojenim, pomoc s Gpravou dietniho reZimu
Zeny, podporu péce o rany ¢i bolestivd mista na
téle, podporu zavinovani délohy). Do skupiny
terciarni prevence mliZzeme zafadit vlastni cel-
kovou bio-psycho-socio-spiritualni rehabi-
litaci a zabranéni obnoveni zdravotnich éi
socialnich problémi (napf. prevence mocové
inkontinence, prevence socialniho vyloucent,
podpora dlouhodobého zdravého fungovéani
rodiny, podpora pozitivniho psychologického
pfistupu Zeny k Zivotu, podpora ¢lenli komunity
umét si fici o pomoc).

To, Ze byl komunitni projekt o3etfovatelské
péce spravné nastaven a Ze doznal svého Gce-
lu, poznadme také podle zdravotniho stavu ¢lend
rodiny, celkového nastaveni komunity (podpory
dané rodiny, vytvafeni vhodnych podminek)
a také podle kladného hodnoceni projektu jed-
notlivymi €leny spolecenstvi.

5.6 Naroky na porodni asistentku piisobici
v komunitnim prostredi
Porodni asistentka pohybujici se v komunitnim

prostfedi musi mit kromé profesnf erudice i né-
kolik dileZitych osobnostnich charakteristik. Jiz
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p. 15). Streng, in his publication of 1859, di-
vides the characteristics of midwives into the
qualities of body, soul and heart. The author
warns of arrogance and a shallow approach
and emphasizes, on the contrary, a responsi-
ble approach to work and says: “Mothers and
their children may suffer from ignorance for
their whole life, which they may even lose”
(Streng, 1859, pp. 2-5).

Modern midwives should have the following
personal qualities: orientation in the basics of
transcultural nursing, adherence to a code of
ethics for midwives, interdisciplinary collabo-
ration, communication skills, including social
perception, knowledge of problem- solving
techniques and good mental hygiene (Hanzlik-
ova, 2004, p. 147; Andrascikova, 2010, p. 15).

Community midwives should also be persis-
tent in the provision of community care, as
longevity, continuity and “one-to-one care” are
typical signs of community nursing.

The publication Midwifery Continuity of Care:
A Practical Guide brings interesting observa-
tions. This publication is designed for com-
munity midwives and midwifery students. It
was published in Australia, where community
midwifery is highly developed. One reason for
the success is the geographical layout and
communities which live in remote areas. The
publication gives recommendations necessary
for the adaptation of a midwife who moves
from traditional roles to community settings.
The adaptation process may take 10-12 months.
A midwife working in a community setting has
to have control over and use time, even in re-
spect of private life, and deepen interpersonal
relationships, responsibility and cooperation
with a team of experts (Homer and Brodie and
Leap, 2008, p. 42).

[t turns out that continuity and work with
an extended family or community is often
a source of a great emotional extremity
(Hunter, 2006). Hunter presents the findings
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v nejstar$ich dobach byly na porodni asistentky
(vSechny pracovaly v komunitnim prostfedi)
kladeny tyto poZadavky: mély mit dlouhé, Stihlé
prsty, mély mit vlastni zkuSenost s porodem
a matefstvim, mély mit dobrou pamét, byti vy-
trvalé, mély byt mravné, divéryhodné, obdare-
né zdravymi smysly a silnou télesnou konstruk-
ci. Dale mély byt empatické, zkusend, nesmély
byt ziskuchtivé a povércivé (Vranova, 2007,
s. 15). Streng ve své publikaci z roku 1859 déli
vlastnosti porodnich babigek na vlastnosti téla,
vlastnosti duSe a vlastnosti srdce. Autor velmi
varuje pred vlastni domyslivosti, povrchnim pfi-
stupem, a naopak velmi zdiraziiuje zodpovédny
pristup k préci, kdy doslova fika: ,Matky a déti
mohou se stati nasledkem této nevédomosti
pro cely svilj Zivot neStastné ba i o Zivot mohou
prijit” (Streng, 1859, s. 2-5).

Mezi osobnostni vybavenost soudobych komu-
nitnich porodnich asistentek by jisté patfilo
zminit: orientace se v zékladech transkulturni-
ho oSetfovatelstvi, dodrZovani etického kodexu
porodnich asistentek, multioborova spolupra-
ce, komunikacéni dovednosti vcetné sociadlni
percepce, uméni resit konflikty a také viastni
duSevni hygiena (Hanzlikova, 2004, s. 147,
Andrastikovd, 2010, s. 15).

Komunitni porodni asistentky by dale mély
mit schopnost urcité vydrZe v poskytovani to-
hoto druhu péce, protoZe pravé dlouhodobost,
kontinudlnost a ,,one-to-one péce” je vysadou
komunitniho oSetfovatelstvi.

Zajimavé postrehy z praxe €tenéafi prinasi publi-
kace Midwifery Continuity of Care: A Practical
Guide. Jedna se o publikaci uréenou pro komu-
nitni porodni asistentky a studentky porodni
asistence. Publikace pochazi z Austréalie, kde
je komunitni porodni asistence velmi rozvinuta,
a to i z geografickych dlvodd velkého mnoZstvi
odlehlych lidskych komunit. Publikace mimo
Jiné se €tendfi sdili doporuceni pro nutnou pro-
fesni adaptaci porodni asistentky, ktera chce
zaCit pracovat v komunité a pfichazi z nemoc-
niéni péce. Tento proces adaptace trva 10—12
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of a qualitative focus group research study
conducted with 19 midwives working in com-
munity settings. The main objective was to
determine the level of satisfaction and emo-
tional demands.

Research showed that work satisfaction of
midwives in community settings is based
on a harmonious relationship with the cli-
ent or her family, or community members.
When the researcher addressed the question
of how emotionally demanding community
work is for midwives, she found that almost
all midwives stated that they did not consider
their job emotionally demanding thanks to the
possibility of establishing friendly relationships
with their clients. However, some respondents
stated that it was not always possible to
have a harmonious relationship with each
client and all community members. Some
relationships are warm, friendly and informal,
but some of them are more formal, superficial
and with minimal social interaction. Based on
the results of her research, Hunter presents
four concepts of reciprocity that may occur in
the midwife-woman relationship, as well in the
relationship between the midwife and family
members:

e Balanced exchange: a midwife gives/
takes — a woman gives/receives = confir-
mation of the midwife’s role. The midwife
feels emotionally enriched.

e Rejected exchange: a midwife gives
— a woman does not take/receive = the
midwife’s role is violated. This situation
occurs when a client or member of the
community does not want to receive the
advice or intervention of the midwife,
which requires an emotional workload.

e Reverse exchange: a woman gives —
a midwife gives/ but does not take = the
midwife’s role is affected; it is a chal-
lenge to push her limits. The midwife
feels that accepting support and advice
from a client is inappropriate. A woman
or member of the community is familiar
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mésicl. Z jakého dlvodu? Porodni asistentka
pracujici v komunitnim prostfedi si musi zvykat
na jinou organizaci ¢asu, a to i v souvislosti
s osobnim Zivotem, dale pak dochdazf k prohlou-
beni interpersondlnich vztahl, zodpovédnosti
a také ke spolupréci s tymem odbornikd (Ho-
mer a Brodie a Leap, 2008, s. 42).

Ukazuje se, Ze pravé kontinualnost a prace
s §irsi rodinou éi komunitou je pro porodni
asistentku casto zdrojem velké emocni
vypjatosti (Hunter, 2006). Hunter pak uvadi
zavery sveho kvalitativniho vyzkumu, kdy pro-
vadéla rozhovory formou focus groups s 19 po-
rodnimi asistentkami pracujicimi v komunitnim
prostfedi. Hlavnim cilem zde bylo zjistit, podle
¢eho citi porodni asistentky uspokojeni ve své
praci a také jakym emocnim naroklim jsou ve
své praci vystaveny.

Vyzkum prokazal, Ze vlastni uspokojeni
porodnich asistentek pracujicich v komu-
nitnim prostredi je postaveno na uspoko-
jivych vztazich s klientkou ¢i jeji rodinou,
pripadné vztahy s ¢leny komunity. KdyZ se
vyzkumnice zabyvala otazkou, jak je pro porod-
ni asistentky emo&né narotna komunitni prace,
Zjistila, 7e témér vSechny porodni asistentky
nejdfive uvadeély, Ze to pro né neni emotng
narocna prace, a to diky moZnosti navézat
privétivé vztahy se svymi klienty. A7 pozdgji se
ukazalo, Ze tomu tak neni a Ze ne s kazdou
klientkou ¢i ¢cleny komunity je mozné mit
uspokojivy vztah. Je realitou, Ze nékteré vzta-
hy jsou hfejivé, pratelské, neformalni, ale jiné
mohou byt vice forméalni, povrchni s minimaln{
socialni interakci. Hunter na zakladé vysledkd
svého vyzkumu predklada ¢tyfi modely reci-
procity (vzajemnosti), které se mezi komunitni
porodn{ asistentkou a klientkou €i ¢leny rodiny
mohou v praxi vyskytovat:

e Harmonicka vzajemnost/vyména: po-
rodni asistentka davéa/bere — Zena dava/
pfijimé = potvrzeni role porodni asistent-
ky. Ta se citi emocionalné obohacena.
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with pushing personal limits. This sit-
uation is for the midwife emotionally
challenging.

e Unsustainable exchange: a midwife
gives — a woman takes/can give, but
does not want to = a challenge for the
midwife to push her limits. This occurs
when a woman or member of the com-
munity has unrealistic expectations of
emotional and practical support from the
midwife. The midwife then experiences
intense exposure to a client or the com-
munity, which may disrupt her personal
limits. This situation places on very high
demands on midwives and requires con-
siderable emotional work.

Hunter, therefore, recommends putting into
practice the following interventions:

e Students of midwifery must be aware
of the specificity of community care.
Community midwives should know that
their profession is time-consuming and
emotionally demanding.

e Midwives should also be able to com-
municate sensitive information and have
excellent interpersonal skills.

e Each midwife should set her personal
and emotional limits to prevent burnout
(Hunter, 2006).

e |t is essential to release emotions and
work with them (Deery, 2015, p. 86).

Qualitative research studies on the emotional
context of the midwifery profession showed
that professionals with higher emotional intel-
ligence are more prone to develop post-trau-
matic stress disorder. Therefore, it is recom-
mended to deliberately build a certain
level of emotional resilience and distance
(Nightingale and Spiga, 2018). A suitable
method for processing emotions in relation to
care provided in community settings can be
professional supervision or mentoring pro-
vided by a senior colleague (Homer and Brodie
and Leap, 2008, pp. 144—145).
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e Zamitnuta vyména: porodni asistentka
dava — Zena nebere/nepfijima = naruSeni
role porodni asistentky. Tehdy, kdyZ kli-
entka nebo €len komunity nepfijiméa rady
nebo intervence porodni asistentky, coZ
vyZaduje emocionalni praci, zatiZeni.

e Obracena vyména: 7ena davé — porod-
ni asistentka davé/ale nebere = naruSeni
obrazu porodn{ asistentky, vyzva k posu-
nuti vlastnich hranic. Porodni asistentka
ma pocit, Ze poskytovani podpory a rad
porodni asistentce od Zeny je nevhodné.
Zena nebo &len komunity byva vniman
jako familiarni s prekro€enim osobnich
hranic. Tato situace pro porodni asis-
tentku také vyZaduje emociondlnf zatéz.

¢ Neudrzitelna vymeéna: porodni asistent-
ka dava — Zena bere/miZe dat, ale nechce
= vyzva V0¢i hranicim porodni asistentky.
K tomuto dochéazi tehdy, kdyZ ma Zena
¢i ¢len komunity nerealna ocekavani od
emocni a praktické pomoci od porodni
asistentky. Porodnf asistentka pak zaZiva
velmi intenzivni angaZovanost viti klient-
ce ¢i dané komunité a miZe to narusit jeji
osobni hranice. Tento zplsob vymény kla-
de na porodni asistentky nejvétsi naroky
a vyZaduje znacnou emocionalnf praci.

Hunter proto doporucuje zavést do praxe tyto
intervence:

e ( specifiénosti komunitni péce infor-
movat jiZ studentky porodni asistence.
Komunitni porodni asistentky by si mély
byt védomy, Ze se jednd o velmi ¢asové
a emotivné narotnou praci.

e Porodni asistentky by dale mély byt
schopné citlivé komunikace a mély by
mit dobré interpersonaini dovednosti.

e Kazda porodni asistentka by si méla
nastavit svoje osobni a emocionalni hra-
nice jakoZto prevenci syndromu vyhoteni
(Hunter, 2006).

e Podstatné je také dovolit svym emocim
prijit na povrch a zarovefi s nimi umeét
dale pracovat (Deery, 2015, s. 86).
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5.7 Teamwork in community care practice

Midwives who provide community care must
strive to meet the needs and ensure the health
of women, and newborns, as well as of some
family and community members. In order to
fulfil these objectives it is often necessary
to cooperate with other experts: doctors,
nurses, paediatricians, psychologists, social
workers, physiotherapists, occupational thera-
pists, family therapists and nutrition special-
ists (Edwins, 2008, s. 18).

Midwives providing community care can also
work with organizations: governmental,
non-governmental and charity organisations,
various support groups, centres for mothers,
centres focused on helping disadvantaged
citizens, foundations for victims of crime or
domestic violence, centres for the addicted,
and other organizations providing community
care (Andrascikova, 2010, p. 17).

An ideal situation for every midwife is to work
with nice, friendly and fair colleagues. Unfor-
tunately, the reality is often not so perfect.
What is the reason? Surely, it might be the
general problem of female teams including
competitiveness or rivalry. If there is rivalry,
slander or a biased assessment of care pro-
vided, this is known as herizontal violence.
This situation is emotionally demanding and
destroys cooperation on an expert level. Each
community midwife should, therefore, devote
some of her time to strengthen relationships
with her colleagues (Frye, 2013, pp. 76-77).
Very beneficial are activities during which
community midwives meet and, in an informal
setting, share their professional experiences.
These activities may include trips, a common
breakfast or picnic, or the organisation of an
event for the public, such as a festival or dis-
cussion about motherhood. It is always nice
for a midwife to know that she has a colleague
in her surroundings who she can turn to for
help, or who will represent her when she is on
holiday or has a busy schedule.
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/ aktuélniho kvalitativniho vyzkumu ohledné
emocionalnich souvislosti s profesi porodni
asistentky vyplyva, Ze profesionalky, které maji
vy$8i emocionalni inteligenci, jsou nachylné;si
k rozvoji posttraumatického stresového syn-
dromu. Je doporuceno zamérné si hudo-
vat uréitou miru emocionalni odolnosti
a odstupu od situace (Nightingale a Spigy,
2018). Vhodnou metodou pro zpracovani emoci
v souvislosti s poskytovanou péci v komunitnim
prostfedi miZe byt odborné supervize & men-
toring starsi kolegyné (Homer a Brodie a Leap,
2008, s. 144-145).

5.7 Tymova prace v ramci komunitni praxe

Komunitni oSetfovatelskd péce porodnich asis-
tentek musi cilit na uspokojeni potfeb a zdravi
Zen, novorozenc(, potazmo €¢lend rodin &i urgi-
tych komunit. K naplnéni téchto cill je ¢asto
nutna spoluprace s ostatnimi odborniky
z jinych profesi — Iékaf, détska sestra, pedia-
tr, psycholog, socialni pracovnik, fyzioterapeut,
ergoterapeut, rodinny terapeut, nutriéni speci-
alista aj. (Edwins, 2008, s. 18).

Porodnf asistentky v komunitni pé¢i mohou
také spolupracovat s organizacemi — stat-
nimi, nestatnimi a charitativnimi, s rdznymi
podplrnymi skupinkami, s matefskymi centry,
s centry zaméfenymi na pomoc znevyhodnénym
spoluob&antim, s nadacemi pro obéti trestnych
¢inll ¢i domdaciho nasili, s poradnami pro péci
0 zavislé osoby a také s jinymi organizacemi
poskytujicimi komunitni péci (AndrasS¢ikova,
2010, s. 17).

Idedlem snad kazdé porodni asistentky je mit
ve své lokalité milé, pratelské a férové vztahy
s kolegynémi, ostatnimi porodnimi asistentka-
mi. BohuZel, realita nebyva tasto takto idealni.
Cim to je? Jist& to je dano vieobecnou charak-
teristikou Zenského kolektivu, ale také moznou
soutéZivosti ¢i pocitem konkurence. Pokud je
mezi porodnimi asistentkami v komunité znat
rivalita, pomlouvani a neobjektivni posuzovani
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A midwife is a professional trained to per-
form her skills. Our profession, which has its
background in nursing care, is inevitably con-
nected to medicine. This close cooperation has
historical roots in the era of Maria Theresa.
The ideal form of cooperation between physi-
cians and midwives is based on partnership,
mutual respect and sharing of information
and opinions. If there are superiority and in-
feriority in the relationship between a midwife
and a physician, it might cause the so-called
vertical violence. This could be manifested
by disrespecting expertise opinions, interfer-
ing in competencies, disparaging expertise in
public or an inadequate form of communication
(manipulation, aggression).

Great examples of harmonious collegial rela-
tionships are Germany, the Netherlands and
Great Britain. From my own experience and
communication with foreign midwives, | know
that midwives working in these countries
respect each other and have decency. It is cus-
tomary that midwives support and help each
other, and share news and new interesting
sources of information. They do not compete
with each other.

In Germany, each birth must be always ac-
companied by a midwife. In the Netherlands,
it is customary that a novice doctor — an
obstetrician — works at least one week with
a midwife in order to observe the process of
natural birth, care for mothers and the skills
of midwives. In the Netherlands, midwifery is
considered a professional craft that is based
on deep traditions.
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odvedené prace a poskytnuté péce, mizeme
hovofit o tzv. horizontalnim nasili. To s sebou
prinadsi velmi nepfijemné emociondlni vypéti
a také to sniZuje moZnost odborné spolupréce.
Pro kazdou komunitni porodni asistentku by
pak mélo platit, aby vénovala taste¢né svij ¢as
i péci vztahdm s ostatnimi kolegynémi (Frye,
2013, s. 76-77). Velmi pfinosnymi mohou byt
aktivity, kdy se komunitni porodni asistentky
schazeji v pravidelnych intervalech a nefor-
malné spolu sdileji své profesni zkuSenosti.
Nékdy to mlzZe byt formou spoleéného vyletu,
jindy spole¢né snidané ¢i pikniku. Jindy toto
shromazdéni mize vydstit i v uspofadani né-
jaké akce pro vefejnost — napfiklad néjakym
festivalem ¢i besedami o matefstvi. Pro kazdou
komunitni porodni asistentku je pfijemné, kdyz
vi, Ze ma ve svém okoli kolegyné, na které se
mlZe obrétit s prosbou o pomoc, ¢i které i
zastoupi, kdyZ bude na dovolené ¢i bude mit
obsazenou kapacitu.

Porodn{ asistentka je odborny profesional Sko-
leny pro vykon svych kompetenci. NaSe pro-
fese, kterd mé zéklad v oSetfovatelstvi, asto
nevyhnutelné spolupracuje s profesf lékarskou.
Tato Gzka spoluprace méa historické kofeny od
dob vlady Marie Terezie. Idedlni forma spolu-
prace mezi |ékafi a porodnimi asistentkami je
zaloZena na partnerském pfistupu, vzajemném
respektu, sdilenf informaci a nézor(. Pokud
je mezi témito profesemi vztah nadfazenosti
a podfazenosti, miZe dochazet k tzv. ver-
tikalnimu nasili. To by se mohlo projevit
pravé nerespektem k odbornosti dané profese,
zasahovanim do jejich kompetenci, sniZovani
odbornosti na vefejnosti ¢i neadekvatni formou
komunikace (manipulace, agresivita).

IdealInim p¥ikladem pro nastaveni a kultivovani
harmonickych kolegialnich vztahl mizZe byt
naptiklad Némecko, Holandsko ¢i Velka Bri-
tanie. Z vlastni zkuSenosti a z komunikace se
zahrani¢nimi porodnimi asistentkami vim, Ze
porodni asistentky maji v téchto spole¢nostech
nastavenou vzajemnou sluSnost. Je zvykem se
mezi sebou podporovat, pomahat si a sdilet
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5.8 Development of knowledge and skills
necessary for community practice

In the Netherlands and the UK, it is legally set
that midwives from a community, hospital or
maternity centre must cooperate with physi-
cians and practice emergency scenarios that
may happen. This training is usually performed
once a year and it takes one working day. In
the morning, participants review recommend-
ed steps that must be taken in an emergency
situation, such as during acute bleeding, pro-
lapse of the umbilical cord or breech. In the
afternoon, the simulation of a complicated
obstetric situation and its solution by a team
usually takes place. Usually, two teams of
experts, which include at least one doctor — an
obstetrician, one anesthesiologist, a neonatal
nurse, a midwife from a maternity hospital
and a midwife who provides community care,
meet in the training session. None of the team
members knows in advance which topic will
be addressed and which team will find the
solution. The second team observes the simu-
lation and evaluates the procedure. A checklist
is usually available for the team members to
evaluate individual steps, including appropri-
ate communication within the team. The team
is evaluated as a whole.

For all team members, the simulation day is
challenging and stressful. However, managing
a crisis situation and improving communication
boost the confidence of each team member.
Another important benefit of the training ses-
sion is mutual respect among team members
and the establishment of important rules for
solving communication problems.

As an inspiration for the development of
communication, we recommend, for example,
the communication scheme SBAR, where
S (situation) is a description of a situation,
B (background) represents the background of
the situation, A (assessment) means the eval-
uation of the situation, and R (recommendation
or repeat) means recommendations (for the
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mezi sebou napfiklad novinky v oboru, nové za-

jimavé zdroje informaci. A ne si toto zatajovat
a vzajemne si konkurovat, predhanét se.

Je zajimavé, Ze v Némecku maji v legislativé
ukotveny fakt, Ze u kazdého porodu vZdy musi
byt porodni asistentka. V Holandsku byva zase
zvykem, 7e zacinajici 1ékaf — porodnik travi
v pocatku své praxe minimalné jeden tyden
v praxi u komunitni porodni asistentky. To pro-
to, aby vidél vedeni pfirozeného porodu, aby
vidél, jak je v praxi vedena péce o fyziologické
rodicky a také, aby se presvédtil, jaké doved-
nosti a um ovladaji porodnf asistentky. V Ho-
landsku se totiZz profese porodnich asistentek
stale povaZuje za odborné femeslo ¢i uméni,
které vychazi z hluboké tradice.

5.8 Rozvoj znalosti a dovednosti
pro komunitni praxi

V Holandsku a Velké Britanii jsou opét v le-
gislativé ukotvené standardy, kdy porodni asi-
stentky z komunity, z nemocnice, z porodniho
centra a |ékari musi spoletné trénovat krizové
situace podle danych scéndarl k jednotlivym
komplikacim. Tento nacvik akutnich situaci se
provadi obvykle jedenkrate za rok.

Pro nacvik krizovych situaci v porodnictvi
je vyclenén vétSinou jeden pracovni den. V do-
poledni C&sti ¢asto probihd opakovani doporu-
¢enych postupl v krizovych situacich, naptiklad
pfi akutnim krvéceni, prolapsu pupeéniku €i pfi
porodu koncem pé&nevnim. V odpoledni ¢asti
dne pak probihd vétSinou ji7 vlastni simulace
komplikované porodnické situace a jeji feseni
tymem. VEétSinou se sejdou dva tymy odborni-
k@, ktefi zahrnuji vidy alespori jednoho Iékafe
— porodnika, jednoho Iékafe — anesteziologa,
novorozeneckou sestru, porodni asistentku
z porodnice, porodnf asistentku z komunitniho
prostfedi. Nikdo z tymu dopfedu nevi, ktera
problematika bude feSena a kdo plijde k pfi-
padu jako prvni. Druhy tym odbornikl celou
simulace sleduje a pak vyhodnocuje zvladnuti
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community midwife) or repetition. Commu-
nication within a health care team according
to this scheme leads to better comprehension
and understanding of a situation. Information
is given clearly, transparently and in a logical
sequence. A correctly transmitted message
shortens the travel time of doctors or the
preparation of other steps.

Another communication rule that we would
like to mention, as it is useful in emergency
situations in obstetrics, is the 1 to 10 rule.
What does it mean? This simple rule, which is
easy to remember, creates an excellent struc-
ture for the organization of work in emergency
situations. The most experienced member
of the team usually manages the emergency
situation. The emergency situation must have
a specific solution. The leader has one minute
to plan the problem-solving procedure, which
must take ten minutes. He/she does not par-
ticipate in individual actions; he/she observes
the situation from a distance and checks if
individual steps are implemented. Each team
member must verbally affirm that a given re-
quirement was met. Each team member has
a specific role. In a metaphorical sense, the
team is like an orchestra where everyone plays
one instrument and together they create great
music. Once the emergency situation is over
and the patient is stable, team members usu-
ally meet to discuss the emergency situation
and evaluate how quickly and accurately they
handled it. If they find any specific deficiencies,
they try to correct them. If we can learn from
an emergency situation in a safe and friendly
environment, it is highly probable that we will
handle a similar situation much better.

As indicated above, for each midwife — whether
she works in hospital or community settings- it
is extremely important to receive feedback.
This feedback should be provided from at
least three sources: personal self-reflection,
reflection from the client and from a more
experienced midwife. The feedback and eval-
uation of care or a situation is the best way to
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¢i nezvladnuti situace. Obvykle je k dispozici
chceck list, kde se hodnoti jednotlivé polozky
feSeni situace, a to v€etné vhodné komunikace
uvnitf tymu. VétSinou se hodnoti tym jako celek.

Pro v8echny ¢leny tymu je simulaéni den velmi
narocny a stresujici. Nicméné zvladnuti krizové
situace a komunikace v tymu vede k posileni
sebevédomi kazdého ¢lena tymu. Dal$im nemé-
né dlleZitym benefitem zvladnuti simulace je
vzajemny respekt mezi €leny tymu a nastaveni
si dileZitych pravidel v feSenf problematickych
uzlt komunikace.

Jako inspiraci pro rozvoj komunikace v nasi
komunitni praxi bychom doporucovaly pouZi-
vat napfiklad komunikaéni schéma SBAR,
kdy S (situation) pfedstavuje popis situace, ve
které se komunitni porodni asistentka nachazi,
B (background) pfedstavuje pozadi situace,
A (assessment) pfedstavuje zhodnocenf situa-
ce, R (recommendation or repeat) pfedstavuje
doporuceni (co komunitni porodni asistentka
potfebuje) &i opakovéani. Komunikace v rdmci
zdravotnického tymu podle tohoto schématu
vede k lep§imu porozuméni a pochopeni dané
situace. Informace jsou podavany stru¢né, jas-
ng, pfehledné a v logické posloupnosti. Takto
podand dlleZitd zprava vyrazné zkracuje ¢as
dojezdu pomoci ostatnich zdravotnikid ¢i zkra-
cuje naptiklad ptipravu dalSich vykon(.

Ze simulaci urgentnich stavi v porodnictvi
bychom doporucily dale prevést do na$i porod-
nické praxe dal§i komunikatni pravidlo, které
se jmenuje 1 to 10, tedy jedna pro deset. Co
to znamena? Toto jednoduché pravidlo, které
se dobfe pamatuje zajisti vynikajici strukturu
organizace prace €lenl tymu v urgentnich si-
tuacich. NejzkuSengjsi €len tymu byva vétSinou
fidicim dané urgentni situace. Aby tzv. vSichni
nedélali vSechno a zéroven nikdo nic, musi mit
dand situace konkrétni vedeni. Vedouci situace
béhem jedné minuty naplédnuje postup feSeni
situace na dal§ich deset minut. Vedouci akce
se sam jednotlivych tkond nedgastni, diva se
na situaci jakoby z povzdali a kontroluje, zda
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understand the nature of a problem and keep
professionally developing. It is also recom-
mended to keep a professional journal.

It does not have to have an exact structure,
as it is up to each midwife what form of re-
cord-keeping she decides on. Some midwives
note only difficult cases and their solution,
others a brief description of all cases. In the
Czech Republic, it is not obligatory to keep
a professional journal and it is not even rec-
ommended by head midwives. | think that is

a pity!

5.9 Equipment of a community midwife
necessary to care for a woman after
childbirth

Requirements for minimum technical and
material equipment of healthcare facilities
and home care contact centres are set out in
Regulation No. 284/2017 Sb., amending Reg-
ulation No. 92/2012 Sh., On Requirements for
Minimum Technical and Material Equipment
of Healthcare Facilities and Home Care Con-
tact Centres.

In this part of the chapter, | describe my equip-
ment for community nursing care for post-
partum women, because | am very interested
in this topic. | was inspired by private midwife
Liz Nightingale (Great Britain), by Czech mid-
wife Zuzana Stromerova and also by my own
community practice.

| always visit a community with my midwifery
birth kit, which includes: alarm tonometer
with phonendoscope, sterile and non-sterile
disposable surgical gloves, lithe thermometer,
hypoallergenic patch, sterile gauze wound
cover, disposable urinary catheter, test strips
for chemical urine testing, sterile wound dress-
ing set (tampons, tweezers, mull), oral mask,
hydrogel pads for injured nipples, healing and
caring cream for nipples, lactating tea, crisis
essences by Dr Bach Rescue Remedy, rose
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Jjsou jednotlivé kroky napliiovany. Po €lenech
tymu vyZaduje vidy slovni utvrzeni splnéni
daného pozadavku. Kazdy &len tymu ma svoji
specifickou roli. MlZeme si to predstavit v pfe-
neseném vyznamu jako orchestr, kdy kazdy
hraje na svlij nastroj a dohromady to krésné
ladi. Po skongeni urgentni situace a stabilizace
pacienta se €lenové tymu obvykle je$té sejdou,
aby zpétné probrali danou situaci a vyhodnoti-
li, jak rychle a presné se jim podafilo situaci
zvladnout. Pokud se shledaji néjaké konkrétni
nedostatky, podnikaji se kroky k napravé. Jen
pokud se mlZeme ze situace poutit v bezpet-
ném a pratelském pracovnim prostfedi, je na-
déje, Ze v dalSim priibéhu podobné probihajici
urgentni situace obstojime.

Jak bylo naznageno vySe, pro kazdou porodnf
asistentku — at jiZz pracuje v nemocnici Ci
v komunitnim prostfedi, je nesmirng dileZita
zpétna vazba. Tato zpétnd vazba na jeji préci
by méla byt minimalné ze tfi zdrojd — vlastni se-
bereflexe, reflexe klientek a reflexe zkuSengjsi
porodni asistentky. Zpétna vazba, vyhodnoceni
probéhlé péce Ci situace vede k pochopeni pod-
staty situace a k neustalému profesnimu ristu.
IdedlInf je si také vést sviij profesni denik.

Tento denik nemusi mit néjakou pfesné danou
strukturu. Je na kaZdé porodnf asistence, jakou
formu zapisovani do deniku zvoli. N&kdo voli
zapis jen probéhlych néaro€nych situaci a jejich
feSeni, nékdo voli struény zépis vSech opecova-
nych klientek. V na$i republice nenf vedenf pro-
fesntho deniku povinné a &asto nebyvé vedouci-
mi porodnimi asistentkami ani néjak zminéno,
doporuceno. Domnivam se, 7e to je Skoda!

5.9 Vybaveni porodni asistentky
do komunitni prostredi v péci o Zenu
po porodu

PoZadavky na minimalni technické a vécné
vybaveni zdravotnickych zafizeni a kontakt-
nich pracovi§t doméaci péce jsou dany Vyhlas-
kou €. 284/2017 Sb., kterou se méni vyhlaska

https://doi.org/10.24132/ZCU.2020.09860



Fig. 7. An old obstetric bag; exhibit stored
in the museum in Marianskéa Tynice.
Author’s photo, 2018
Obr. €. 7. Staré porodnickd brasna, exponat
uloZzen v muzeu v Marianské Tynici,
foto: vlastni, 2018

water, essential oils: lemon balm, rose, jas-
mine, lavender, homoeopathic: Arnica Mon-
tana 9 CH, China 15 CH, Staphysagria 15 CH,
Ricinus Communis 5 CH, Phytolacca Decandra
9 CH, dried agrimony, oak bark in the form of
a gel, glycerine suppository, baby mucus ex-
tractor, portable baby scale, set of alternative
feeding that supports lactation, skin disinfec-
tion, my documentation.

As a matter of interest, we show here a rare
exhibit: an obstetric bag used by an un-
known community midwife in the first half
of the twentieth century on the territory of
today’s region Pilsen — North. The bag, with
a professional journal, is exhibited in the
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¢. 92/2012 Sh., o poZadavcich na miniméalni
technické a vécné vybaveni zdravotnickych za-
fizeni a kontaktnich pracovi§t domaci péce.

Na tomto misté uvadim dale své rozSifené
vybaveni pro komunitni oSetfovatelskou pé€i
0 Zeny po porodu, protoZe se tomuto tématu
aktivné vénuji. Inspirovala jsem se soukromou
porodni asistentkou Liz Nightingalovou (Velka
Britanie), ¢eskou porodni asistentkou Zuzanou
Stromerovou a také svojf vlastni komunitnf
praxi.

Do komunitniho prostfedi dochazim s porodnic-
kou braSnou. V této brasné pak mam: budikovy
tonometr s fonendoskopem, sterilni a neste-
rilni jednorazové chirurgické rukavice, lihovy
teplomér, hypoalergenni néplast, sterilni kryti
ran z gazy, jednorazovy mocovy katetr, testova-
cf prouzky na chemické vySetfeni mogi, sterilni
set na pfevaz rany (tampény, pinzeta, mul), Gst-
ni rousku, hydrogelové pol3tarky na poranéné
prsni bradavky, hojici a pe¢ujici krém na prsni
bradavky, kojici ¢aj, krizové esence Dr. Bacha
Rescue Remedy, rlizovou kvétovou vodu, esen-
cialni oleje: medurika, riiZe, jasmin, levandule,
homeopatika: Arnica Montana 9 CH, China
15 CH, Staphysagria 15 CH, Ricinus Communis
5 CH, Phytolacca Decandra 9 CH, suSeny fepik,
dubovou kdru ve formé gelu, glycerinové gipky,
odsavacku détskych hlend, prenosnou zavésnou
détskou vahu, sadu pomlcek pro alternativni
krmeni pfi podpofe laktace, desinfekci na kiZi,
vlastni dokumentaci porodni asistentky.

Pro zajimavost pfikladame ndlez vzacného
exponatu — a sice porodnické brasny, kterou
nosivala nezndma komunitni porodni asistent-
ka v prvni poloviné dvacatého stoleti na tzemi
dnesniho regionu Plzef — sever. Porodnicka
bra¥na a i zapisky nékolika komunitnich po-
rodnich asistentek do porodnich denikd, jsou
k nahlédnuti v muzeu v Marianské Tynici pobliz
mésta Kralovice.

VétSina komunitnich porodnich asistentek se
v komunité pohybuje svym vozidlem. Je to
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museum in Marianska Tynice, which is locat-
ed near the town of Kralovice.

Most community midwives use their car to
visit clients, as it is probably the most flex-
ible mode of transport. However, it can be
very dangerous, considering that a community
midwife commutes to a client at any time and
in any weather and season. Authors of an in-
teresting article on the travels of community
midwives recommend, if possible, using public
transport in big cities and regularly taking
improvement driving lessons (Teijlingen and
[reland, 2014).

5.10 Frequency of visits to women
in the postpartum period

The recommended frequency of visits by
a community midwife to care for a woman
after childbirth has varied throughout history.
In 1932, it was recommended that a Czech
community midwife visit a woman after child-
birth in this scheme: the first postpartum
week twice every day (ideally in the morning
around 8 a.m. and in the early evening around
7 p.m.), from the 8th day after childbirth, one
visit per day, and after the 14th postpartum
day, if there were no complications, the visits
could be terminated (Pachner and Bébr, 1932,
p. 173).

During the period of socialism, three visits
were recommended. The first visit was made
within 24 hours after the arrival from mater-
nity hospital, the second within three days of
the homestay, and the last visit at the end of
puerperium. In the case of complications, visits
could be made according to individual needs
and arrangements (GreguSova et al., 1982,
pp. 379-382).

Currently, there is no clearly defined standard
for community midwives who care for women
after birth. Therefore, postpartum visits are
not strictly defined. In practice, midwives very
often agree on three postpartum visits (or more
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N

stranu to vSak miZe byt také velmi nebezpec-
né, kdyZ vezmeme Gvahu, 7e komunitni porodni
asistentka za klientkou dojizdi v jakykoliv €as
i v jakémkoliv po€asi a rocnim obdobi. Autofi
zajimavého ¢lanku o cestovani komunitnich
porodnich asistentek doporucuji, pokud je to
mozné, ve velkych méstech spiSe vyuZivat hro-
madnou méstskou dopravu a také pravidelng

absolvovat prohlubujici Fidicské lekce (Teijlin-
gen a Ireland, 2014).

5.10 Frekvence navstév porodni
asistentky v komunitnim prostredi u Zeny
po porodu

Doporutena frekvence nav§tév komunitni po-
rodni asistentky pfi pé€i o Zenu po porodu se
v priibéhu déjin liSila. Jesté v roce 1932 bylo
doporuceno, aby komunitnf porodni asistentka
nav§tévovala Zenu po porodu v tomto sché-
matu: prvni poporodnf tyden kaZzdy den dvakrat
(idealné rano kolem 8. hodiny a v podveder
kolem 19. hodiny), od 8. dne po porodu stacila
jedna navStéva za den a po 14. poporodnim
dni bylo moZno, pokud nebyly Zadné kompli-
kace, navstévy ukoncit (Pachner a Bébr, 1932,
s. 173).

V/ obdobf socializmu byly doporugeny tfi popo-
rodn{ n&vStévy. Prvni byla datovana do 24 hodin
po prichodu z porodnice dom(, dal$i do 3 dni
od domaciho pobytu po porodu a posledni na-
v§téva byla datovana na konec Sestinedgli. Pfi
pfipadnych komplikacich bylo moZno ndv§tévy
uskutecnit dle individudinich potfeb a domluv
(GreguSova et al., 1982, s. 379-382).

V soucasné dobé neexistuje jasné dany stan-
dard, ktery by komunitni porodni asistentky
pecujici o Zeny po porodu mohly dodrZovat.
Proto ani nav$tévy po porodu nejsou terminové
vymezeny. V praxi se v§ak porodni asistentky
velmi ¢asto shoduji s ndvrhem tfech poporod-
nich navstév (pfipadné dalSich dle individual-
nich potfeb), i kdyZ v praxi nebyvaji vétSinou
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according to individual needs), although these
visits are not covered by the health insurance
and woman must pay for them. According to
the World Health Organization and its recom-
mendations on postnatal care of the mother
and the newborn, every mother, after her
release from the maternity hospital, should
be referred to postnatal care and she should
have a care plan for the first week after birth
and for the following weeks (World Health
Organization, 2002, p. 131). When a midwife is
going to terminate her visits in a community,
the date of termination should be planned
together with community members. Clients
who are emotionally dependent on the care of
a midwife (because they feel safer and refuse
to take responsibility for their own care), can
often experience some kind of deterioration in
health or individual symptoms shortly before
the planned termination of care because they
are afraid of the future. Therefore, the ter-
mination of cooperation with a postpartum
woman or community members should be
gradual and, where appropriate, the midwife
should advise the family on various sources of
assistance (Homer and Brodie and Leap, 2008,
p. 30; Page and McCandlish, 2013, p. 142).

5.11 Interesting findings from research
on community care for women after
childbirth

As a part of my PhD dissertation entitled: Com-
munity care for women after childbirth, | have
conducted a research survey, which took place
from January 2017 to January 2019. The main
objective of this research was to describe
the importance of midwifery care for women
after childbirth in a community setting in the
Czech Republic.

As the research methodology, We chose the
mixed-method design. We used a combined
sequential research design QUAN + qual.
Together with my supervisor, we decided to
focus on the influence of midwifery care for
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pojiStovnou proplaceny a Zeny si je tak hradi
samy. Podle Strategickych dokumentl — Po-
porodni péfe o matku a novorozence Svétové
zdravotnické organizace, by kaZzda matka po
porodu pfi propou$téni z porodnice méla byt
predana do dal$i nasledné péce a mél by byt
pfipraven plan péce pro prvni tyden po poro-
du, a i pro dal§i obdobi (Svétova zdravotnick
organizace, 2002, s. 131). Porodni asistentka
ma v poporodnim obdobi také velky vliv na
podporu raného vztahu mezi matkou a jejim
ditétem (Hendrych Lorenzova et al., 2018).
PYi ukoncovéani pdsobeni porodni asistentky
v komunité, je rovnéZ dlleZité tento termin
spoletné planovat. U klientd, ktefi jsou na péci
porodni asistentky emocné zavisli (napf. diky
tomu se citi vice v bezpeti, ale odmitaji pfevzit
vlastnf aktivitu a zodpovédnost), se ¢asto mlZe
objevit kratce pfed planovanym ukon€enim
péce jakési zhorSeni zdravotniho stavu nebo
individualnich ptiznak(. Byva to ¢asto reakce
na ukonéeni péce projevujici se strachem
z dal$i budoucnosti. Z tohoto vyplyvéa, Ze by se
spolupréace s Zenou po porodu ¢i ¢leny komu-
nity méla dit pozvolné a pfipadné naznatit za-
méFeni pozornosti na jiné zdroje pomoci, které
by rodina mohla déle vyuZivat (Homer a Brodie
a Leap, 2008, s. 30; Page a McCandlish, 2013,
s. 142).

5.11 Zajimavé zavéry z piivodniho
vyzkumného Setreni na téma komunitni
péce o zeny po porodu

V rdmci své disertacni prace s ndazvem Komu-
nitni pé¢e o Zenu po porodu jsem provadéla
vlastni vyzkumné Setfeni, které probfhalo od
ledna 2017 do ledna 2019. Hlavnim cilem
vyzkumného Setfeni bylo popsat vyznam péce
porodnich asistentek pecujicich o Zeny po po-
rodu v komunitnim prostfedi na tzemi Ceské

republiky.
Jako metodologie vyzkumu byl zvolen smiSeny

vyzkumny design, tzv. Mixed-Method Design.
PouZit byl sekvenéni kombinovany vyzkumny
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women after childbirth in terms of their state
of health and quality of life. The research
group (N=123) was divided into two groups
of respondents: the examined group (experi-
ence with community midwifery, N = 56) and
the control group (without experience with
community midwifery, N = 67). Research data
were obtained on the basis of three methods:
the MGI questionnaire, the MIFR rating scale
and a questionnaire prepared by the author of
the research. The results of the research were
statistically processed and the significance
level was set to 0.05 (5 %). The objective of
the qualitative research was to describe the
experience of women after childhirth with
community midwifery. In the research partic-
ipated five informants who have experience
with community care provided to women in the
postpartum period. The informants partaken
in semi-structured face-to-face interviews.

What results were achieved in this research
survey? There was no statistically significant
difference (p = 0.873) in the health status of
women who had experience with community
midwifery and of those who had no experience
with this type of care. There was no statisti-
cally significant difference (p = 0.539) in the
results related to breastfeeding at the end of
the puerperium period between women who
had experience with community midwifery and
those who had no experience with this type
of care. Furthermore, we found that there is
no statistically significant difference in the
relationship between mothers and their chil-
dren who experienced community midwifery
and those who did not. The research showed
a statistically significant relationship between
the general recommendation of community
midwifery and women who repeatedly used
the help of a community midwife (p <0.001).
Most women who used postpartum com-
munity care (58.9 %) were completely
satisfied with the care provided. 45.7 %
of the responses indicated that the care
provided by a midwife was great mental
support. The results also brought alarming
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design typu QUAN + qual. V kvantitativnim
vyzkumném Setfeni jsme si se Skolitelkou
prace stanovily za hlavni cil popsat vliv péce
komunitnich porodnich asistentek peéujicich
0 Zeny po porodu na jejich celkovy zdravotni
stav a Uroveri kvality Zivota. Vyzkumny sou-
bor (N = 123) ¢ital dvé skupiny respondentd.
Skupinu zkoumanou (s prob&hlou komunitni
oSetfovatelskou péci porodni asistentky, N= 56)
a skupinu kontrolni (bez komunitni oSetfo-
vatelské péce porodni asistentky po porodu,
N = 67). K zisku vyzkumnych dat byly pouZity 3
nastroje: dotaznik MGI, hodnotici Skala MIFR
Scale a dotaznik vlastni konstrukce. Vysledky
vyzkumného Setfeni byly statisticky zpraco-
vany, byla pouZita hladina vyznamnosti 0,05
(5 %). Cilem kvalitativniho vyzkumného Setfeni
bylo podrobné popsat zkuSenost Zen po porodu
s probéhlou komunitni oSetfovatelskou péci
porodni asistentky. Do vyzkumného Setfeni
bylo zahrnuto 5 informantek se zkuSenosti
s komunitni péci porodni asistentky v poporod-
nim obdobi, se kterymi byly provedeny hloub-
kové polostrukturované rozhovory face to face.

A jaké vysledky pfineslo toto vyzkumné Setfe-
ni? Nebyl zjistén statisticky vyznamny rozdil
(p = 0,873) ve vysledcich zdravotniho stavu
mezi Zenami s péci komunitni porodni asis-
tentky a Zenami bez této péce. Nebyl zjistén
statisticky vyznamny rozdil (p = 0,539) ve vy-
sledcich stavu kojeni na konci Sestinedéli mezi
Zenami s péci komunitni porodni asistentky
a Zenami bez této péce. Dale jsme zjistily, Ze
nenf statisticky vyznamny rozdil ve vyskytu vie-
lejSiho vztahu se svymi détmi u Zen po porodu
s probéhlou komunitni oSetfovatelskou péci
porodnich asistentek oproti Zendm po porodu
bez prob&hlé komunitni oSetfovatelské péce.
Byla zjiSténa statisticky vyznamna souvislost
mezi doporuc¢enim plo$né komunitni oSetfova-
telské péce po porodu a skupinou Zen, které
v poporodnim obdobi samy vyuZily opakované
komunitni oSetfovatelské pécte od porodni
asistentky (p <0,001). VétSina Zen, ktera po
porodu vyuzila péci komunitni porodni
asistentky (58,9 %), byla s pééi porodni
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findings: 49.2 % of women who did not
use the postpartum care of a community
midwife did not know about this service!
The resulting index of the quality of life of
women after childbirth achieved an average of
7.5+ 1.38. The area entitled: The relationship
with mother of woman in puerperium shows
to be very interesting and we recommend fur-
ther investigation. The qualitative research
demonstrated that women who cooper-
ated with midwives after the childbirth
particularly appreciated their support,
sharing, counselling and respect.

The issue was viewed from both quantitative
and qualitative research perspective. The
results showed that the care provided hy
community midwives is very important.
Based on the results, we proposed recommen-
dations to establish standardized procedures
for community midwives who provide care to
women in the postpartum period. Furthermore,
we propose to expand the awareness of the
general public about the existence of services
provided by community midwives and encour-
age the promotion of nationwide availability
of care. The informants assessed MGI ques-
tionnaires (Hendrych Lorenz, Bartlovéa, Rati-
slavova, 2019), and the MIRF scale as useful.
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asistentky aplné spokojena, nic dalSiho
by v pééi nepotiebovala. Zeny ve 45,7 %
odpovédich udavaly, Ze jim péce komu-
nitni porodni asistentky nejvice pomohla
jako psychicka podpora. Vysledky dale
prinesly alarmujici zjisténi — 49,2 % zen,
které po porodu nevyuzily péce komunitni
porodni asistentky, o této sluzbé nevédély!
Viysledny Index kvality Zivota Zen po porodu
doséhl v priméru hodnotu 7,5 + 1,38. Zivotni
oblast Vztah s vlastni matkou se ukéazala jako
originalni ve srovnani s jinymi vyzkumnymi
studiemi a navrhujeme provést dali vyzkumné
Setfeni. Z kvalitativniho Setfeni vyplynulo
zjisténi, Ze poskytnuta komunitni péce
porodni asistentky v poporodnim obdobi
byla pro Zzeny nejpfinosnéjsi ve smyslu
poskytnuti tzv. matefské naruéi. Coz zna-
mena podporu, sdileni, vyslechnuti a re-
spektujici provedeni poporodnim obdobim.

Na problematiku bylo nahlizeno jak z kvantita-
tivni, tak i kvalitativni vyzkumné perspektivy.
Vysledky prace prokazaly, ze komunitni
pécée porodnich asistentek pecujicich
0 zeny po porodu je pro zeny vyznamna.
Na zékladé vysledkl plynoucich z naSeho
vyzkumného Setfeni, jsme navrhly doporu-
¢eni vytvofit standardizované postupy pro
péci porodnich asistentek o Zeny po porodu
v komunitnim prostfedi. Dale pak navrhujeme
roz§ifit povédomi laické verejnosti o existenci
sluzeb komunitni péce porodnich asistentek
0 Zeny po porodu a podpofit prosazeni ploSné
dostupnosti této péce. UZité dotazniky MGI
(Hendrych Lorenzova, Bartlova, Ratislavova,
2019) a MIRF Scale byly komunitnimi porod-
nimi asistentkami hodnoceny jako uZitetné
(Hendrych Lorenzova, Bartlova, 2019).
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Summary of the fifth chapter
How can you be a happy midwife?

e Have real expectations from practice in community settings (pros, cons, joys, hardships, barriers)

e Be aware of demands placed on a community midwife (emotional, time and educational
demands)

e (ultivate relationships with colleagues and other experts

e Make a name for yourself based on credibility, honour and respect

e (Continue educating yourself and improving your skills

e Be aware of the results of your work and process feedback from clients

e Keep your professional journal

Zavérecné shrnuti paté kapitoly
Jak byt tedy Stastna porodni asistentka?

e Mit redlna ocekavani od praxe v komunitnim prostfedi (vyhody, nevyhody, radosti, dtrapy,
bariéry)

e Byt si védoma nérokl na komunitni porodni asistentku v praxi (emocialni naroky, €asové na-
roky, vzdélanostni naroky)

e Kultivovat vztahy s kolegynémi i dalSimi odborniky v rdmci tymové spolupréce

e Budovat si své profesni jméno zaloZené na dlivéryhodnosti, cti a dcté

e Nepfestavat se vzdélavat a zlepSovat se ve svych dovednostech

e /jiStovat si vysledky své prace a zpracovavat si zpétnou vazbu od klientek

e Vést si svlij profesnf denik
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CHAPTER 6
CHALLENGES AND

CHANGES IN MIDWIFERY

6.1. Challenges in midwifery
at the beginning of the new millennium

Midwives are educated to use all their skills,
knowledge, expertise and tools to enhance the
health of women, newborns and communities.
Midwives should collaborate with women and
establish with them an equal partnership.

Changes in society directly affect our profes-
sion. From the perspective of global midwifery,
the beginning of the new millennium brings
new issues related to globalization and
internationalization, evidence-based mid-
wifery, emotional context and work with
women from disadvantaged groups, in
difficult localities or with arduous living
conditions (Marshall et al., 2014).

From a local perspective, Czech midwives also
have to face many challenges, such as the
unification and strengthening of midwifery,
promotion of evidence-based practice in clin-
ical practice, support of available community
practice, strengthening our competence in
practice and obtaining a greater degree of in-
dependence and responsibility, the opening of
maternity homes and centres, and the promo-
tion of a continuous process of care provided
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6. KAPITOLA

VYZVY A PROMENY
PORODNI ASISTENCE

6.1. Vyzvy v porodni asistence
na pocatku noveého tisicileti

Porodni asistentky jsou ve svém profesnim
vzdélavani vedeny k tomu, aby vyuZivaly vSech-
ny své dovednosti, znalosti, schopnosti ¢i na-
stroje k posilenf zdravi Zen, novorozencl a po-
tazmo komunit, kde Zeny s détmi Ziji. Porodni
asistentky by mély se Zenami spolupracovat,
tedy jednat s nimi jako se svymi rovnocennymi

partnery.

Promény spoletnosti se pfimo dotykaji i nasi
profese porodnich asistentek. Mezi hlavni zmé-
ny, které pfinasi pocatek nového tisicileti patfi
jisté z pohledu celosvétové porodni asistence
téma globalizace a internacionalizace,
téma praxe porodnich asistentek zalo-
zené na dikazech, emocionalni kontext
porodni asistence a prace se zenami ze
znevyhodnénych skupin, lokalit ¢i se zti-
zenymi Zivotnimi podminkami (Marshall
et al., 2014).

Z pohledu lokélniho, miZeme tvrdit, 7e na naSe
¢eské porodni asistentky ¢eka také mnoho vy-
zev. Mezi ty nejvétsi miZeme zafadit sjedno-
cenf a posileni profese, prosazeni praxe zalo-
Zené na dlkazech do klinické praxe, navraceni
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during pregnancy, childbirth and the post-
partum period. Moreover, we must educate
ourselves constantly. For every midwife, it is
very useful to travel and visit foreign mater-
nity hospitals and centres and establish new
contacts. A great challenge and inspiration
could be the introduction of a system of reg-
ular supervision and training sessions focused
on emergencies and teamwork. Very inspiring
is the British midwifery system (see chap-
ter 2) and the tiered system of professional
experience.

6.2 Globalization and internationalization
in practice

The issue of globalization and internation-
alization is not new in midwifery. The best
explanation of the term globalization in the
context of our profession is provided by
the World Health QOrganization: “Globaliza-
tion, or the increased interconnectedness and
interdependence of peoples and countries, is
generally understood to include two inter-re-
lated elements: the opening of international
borders to increasingly fast flows of goods,
services, finance, people and ideas; and the
changes in institutions and policies at nation-
al and international levels that facilitate or
promote such flows.”

Globalization, which unites the entire world,
has its positive and negative connotations, its
benefits and problems. Nowadays, this topic
is extensively discussed in relation to migra-
tion (war conflicts, poor living conditions). We
dare say that migration currently touches all
midwives around the world and we have to
know how to respond to this issue. How? We
can, for example, study other cultures, focus
on transcultural nursing, or establish contact
and cooperation with midwives from foreign
countries.

Internationalization, in terms of midwifery,
can be perceived as an international process
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plo$né dostupné komunitn{ praxe, posileni na-
Sich kompetenci v praxi a tim ziskani vétsi miry
samostatnosti a zodpovédnosti, zprovoznéni
porodnich dom{ a center, prosazeni konti-
nualniho zplisobu péce porodnich asistentek
0 Zeny v téhotenstvi, pfi porodu a v poporodnim
obdobi. Dale na nas jisté ¢eka vyzva v podobg
dal§iho a nikdy nepfestavajiciho vzdélavani.
Velmi pfinosné je cestovani, nav§tévovani
zahranitnich praxi porodnich asistentek a na-
vazovani novych kontakt(. Velkou inspiraci ze
zahraniti a zejména vyzvou pro nds mizZe byt
zaveden{ systému pravidelnych supervizi, pra-
videlnych tréninkl — nécvikl krizovych situaci
a prace v tymu. Velmi inspirativnim se také jevi
systém specializaci porodnich asistentek ve
Velké Britanii (viz. 2. kapitola) €i jejich sys-
tém odstupriované odborné praxe.

6.2 Problematika globalizace
a internacionalizace v praxi

Problematika globalizace a internacionalizace
nenf v souvislosti s na$i profesi porodnich asis-
tentek ni¢im novym. Vysvétleni terminu globa-
lizace v souvislosti s nasi profesi nejlépe
vyhovuje definice Svétové zdravotnické organi-
zace, ktera ¥ika: ,vetsi propojenost a vzajemnd
zavislost lidi a zemi se obecné chépe tak, Ze za-
hrnuje dva vzdjemné souvisejici prvky: otevieni
hranic stale rychlej§im tokdm zboZi, sluZeb,
financi, lidi a my$lenek pfes mezindrodni hra-
nice a zmény v institucionalnich a politickych
reZimech na mezindrodni a ndrodni drovni,
kterd usnadriuje nebo podporuje takové toky”.

Problematika globalizace, sjednocujiciho se
svéta, ma své pozitivni i negativni konotace,
své prinosy, ale i své krize. V soutasné dobg
je toto téma velmi aktudlni, a to zejména kv(li
problematice migrace lidi (valeéné konflikty,
nuzné Zivotni podminky). Troufneme si tvrdit,
Ze téma migrace se v soutasné dobé dotyka
vSech porodnich asistentek na celém svété
a je potfeba umét na to zareagovat. Jak? Na-
piiklad studiem jinych kultur, rozvojem znalosti
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of planning and implementing education in
midwifery with the aim to share visions from
the local environment in the international
and vice versa. This is the only way to inter-
connect all “worlds” of midwifery. Thanks to
interconnection, resource-poor worlds can be
connected with the richer ones. Resources can
be information and scientific developments,
as well as equipment. Internationalization is
also very important for the understanding of
the different cultures in which midwives and
women work and live.

When providing care for women of different
cultures, midwives need to be flexible and
adaptable in order to behave sensitively and
with respect. Good understanding of inter-
nationalization means to learn to deal with
uncertainty, support lifelong learning, perceive
benefits and challenges of interdisciplinary
and multidisciplinary cooperation and con-
tribute to quality assurance including audits,
research projects, risk assessment and clinical
issues. In terms of education and skills, it is
proven that the health of women and children
strongly relate to the professional competence
of the midwife (Marshall et al., 2014, p. 4).

The International Confederation of Midwives
(ICM) sets the so-called gold standards in the
education of midwives. These standards are
divided into three stages:

1. First of all, support the training of
midwives in those countries where mid-
wives have limited access to education
for a variety of reasons.

2. Support countries that are trying to
improve and standardize training pro-
grammes and prepare midwives for
practice.

3. Promote sharing and comparison of
existing training programmes between
countries and within the ICM standards
for education.
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z transkultruniho oSetfovatelstvi, navazanim
kontaktu a spolupraci s porodnimi asistentka-
mi ze zahraniénich zemf.

Problematika internacionalizace miie byt
z pohledu nasi profese vnimana jako mezina-
rodni proces planovani a implementace eduka-
ce v porodni asistenci s cilem sdilenf vizi z lo-
kaIniho prostfedi do mezinarodniho a naopak.
Jeding tak miZe dojit k propojovani vSech
.SvEétl” porodni asistence. Diky témto systé-
mlm sdileni je moZné propojit zdrojové chudé
svéty s témi bohat§imi. Za zdroje pak mizZeme
povazovat informace, védeckou zakladnu, ale
i vybaveni porodnich asistentek. Internacio-
nalizace je také velmi dilleZitd pro pochopeni
rliznych kultur, ve kterych se pohybuji porodni
asistentky i Zeny.

Porodni asistentky potfebuji ziskat schopnost
flexibility a ptizplsobivosti pfi péci o Zeny ji-
nych kultur. Jeding tak je moZné o Zeny jinych
kultur petovat citlivé, s respektem k jejich
potfebam. Dobré pochopeni problematiky inter-
nacionalizace znamena naucit se vyporadavat se
s nejistotou, zastavat étos celoZivotniho ugent,
vnimat zisky a vyzvy mezioborové multidiscipli-
narni spoluprace, pfispivat k otadzkdm zajisténi
kvality, jako jsou audit, vyzkum, hodnoceni rizik
a SirSi agenda klinické spravy. Je prokazano,
Ze zdravotni stav Zen a déti, o které porodni
asistentka pecuje, silné souvisi s jejimi profe-
sionalnimi kompetencemi, mySleno vzdélanim
a schopnostmi (Marshall et. al, 2014, s. 4).

Mezindrodni konfederace porodnich asistentek
(ICM) vytvofila tzv. zlaté standardy ve vzde-
lavani porodnich asistentek. Tyto standardy se
déli na tfi faze:

1.V prvni fadé podporovat vzdélavani po-
rodnich asistentek v téch zemich, kde
k nému porodni asistentky nemaji z rlz-
nych ddvodd pfistup.

2. Podporovat ty zemé, které se snaZi zkva-
lithovat nebo standardizovat vzdélavaci
programy v porodni asistenci tak, aby
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Midwifery students should be encouraged
by educational institutions to participate in
study or practical exchange programmes. In
Europe, they can visit foreign countries within
the Erasmus programme, which was founded
in 1987. Experiences gained abroad can help
midwifery students provide culturally diverse
and professional care.

On the basis of global civilization challenges,
the World Health Organization set eight goals
which should have been met by the end of
2020. Some of them apply to midwifery. These
goals include:

to eradicate extreme poverty and hunger,
2. toachieve universal primary education,
3. to promote gender equality and empow-
er women,
to reduce child mortality,
5. toimprove maternal health,
to combat HIV/AIDS, malaria, and other
diseases,
7. to ensure environmental sustainability,
and
8. to develop a global partnership for
development.

6.3 Midwifery care for women from
disadvantaged groups, in difficult
localities or with arduous living
conditions

The increasingly rapid pace of life and signif-
icant changes in our society urge midwives
to be more active in the support of the public
health of women and children. This brings
new opportunities but also difficulties and vari-
ous professional roles. Midwives must work
more closely with experts from other profes-
sions, such as sociologists, anthropologists,
financial advisors, social workers, psychother-
apists and lawyers.

Women from disadvantaged groups or local-
ities are identified as vulnerable women.

109

byly porodni asistentky dobfe pfipravené
pro praxi.

3. Podporovat sdileni a porovnavani jiz
existujicich vzdélavacich programl pro
porodni asistentky mezi jednotlivymi ze-
mémi a v rdmci standard( na vzdélavani

dle ICM.

Studenti porodni asistence by méli byt vzdéla-
vacimi institucemi vyzyvani k vyuZivani inter-
nacionalizace v ramci studijnich ¢i praktickych
pobytd. V Evropské lokalité je velmi oblibenym
programem Erasmus, ktery byl zaloZen jiZ v roce
1987. Pravé mnohé zahranitni zkuSenosti mo-
hou vést jiZ studenty porodni asistence k po-
skytovani kulturngé rozmanité a kompetentni
péci.

Svétova zdravotnickd organizace, na zéakladé
celosvétovych civilizatnich problém(, stanovi-
la osm rozvojovych cild milénia do roku 2020.
Mnohé z nich se tykaji i porodnich asistentek.
Mezi tyto cile patfi:

Vymytit extrémni chudobu a hlad

2. Podpofit dostupnost zakladniho vzdéla-
vani pro v8echny déti

3. Podpofit genderovou rovnost a posilit
postaveni Zen ve spolecnosti

4. SniZit détskou dmrtnost

5. Zlep$it materské zdravi

6. Bojovat proti HIV/AIDS, Malérii a dal3im
onemocnénim

7. Zajistit udrZitelnost Zivotniho prostredi
Podporovat globalni partnerstvi pro vizi
rozvoje a spoluprace

6.3 Péce porodnich asistentek o zeny
ze znevyhodnénych skupin, lokalit
¢i se ztizenymi Zivotnimi podminkami

Soucasna doba plna rychlého tempa a zmén
pfimo vybizi porodni asistentky k prevzeti vétsi
aktivity k podpofe vefejného zdravi Zen a déti.
To s sebou pfinadSi nové prileZitosti, ale také
hrozby a jiné profesni role. Porodni asistentky
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How can we explain this term from a profes-
sional perspective? The vulnerability of these
women lies in the risk of social exclusion and
the associated reduced availability of obstet-
ric care. Suffering from existential problems
and inaccessible obstetric care can result in
serious mental, physical and social problems.

Most minority women or communities are
socially excluded because of the loss of em-
ployment and reduced financial income, lack
of skills and education, unsuitable living en-
vironment (high crime rate in the community,
inadequate sanitary conditions), family break-
down, high morbidity or addiction.

Disadvantaged women include the following
groups (Marshall et. al., 2014, p. 14):

e \ery young women (under 18 years of age)

e Disabled women (with mental, sensory
or physical disabilities)

e  Women with low socio-economic back-
ground

e Dark-skinned women and women from
ethnic minorities

e Women from nomadic families

e Women seeking asylum (foreigners,
migrants)

e Women addicted to addictive substanc-
es, drugs

e Women suffering from domestic violence
or sexual abuse

e (ay women or leshians

The World Health Organization states that
the social determinants of health significantly
influence the overall state of health of hu-
mans. It seems that the most appropriate way
to care for women from disadvantaged groups
is individualised care provided by so-called
caseload teams, i.e. teams of professionals
who are specialised in a particular issue (such
as addiction) and respond to the needs of a par-
ticular individual. In the UK, midwives provide
one-to-one care. This system of care ensures
that one disadvantaged woman is cared for
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musi tésnéji spolupracovat s odborniky z jinych
profesf, napfiklad se sociology, antropology,
financnimi poradci, socialnimi pracovniky, psy-
choterapeuty, pravniky €i socialnimi pracovniky.

Zeny ze znevyhodnénych skupin & lokalit
mlZeme oznacit jako zranitelné Zeny. Jak by-
chom to mohly odbornéji vyjadfit? Zranitelnost
téchto Zen spociva v riziku socialniho vylougenf
a s tim spojené sniZené dostupnosti porodnické
péte. Zivot v existenénich problémech s ne-
dostupnou porodnickou pé¢i mize vydstit ve
vazné mentalni, fyzické a socialni komplikace.

VétSina zranitelnych Zen €i komunit dosahla
socialniho vylouceni na zakladé ztraty zamést-
nani a snizeného financniho pfijmu, nedosta-
te¢né kvalifikovanosti a vzdélani, nevhodného
prostfedi k bydlenf (vysokd kriminalita v dané
komunité, nedostate¢né hygienické a komfortni
podminky), rozpadu rodiny, vysoké nemocnosti
¢i zavislostem.

Mezi znevyhodnéné 7eny mlzeme zafadit tyto
skupiny Zen (Marshall et. al., 2014, s. 14):

e \Velmi mladé Zeny (vék pod 18 let)
e Handicapované Zeny (mentéing, smyslo-

vE, télesng)

e Zeny z velmi nizkého socio-ekonomické-
ho zézemi

e 7eny terné barvy kiize a Zeny etnickych
mensin

e 7eny z kotovnych rodin

e Zeny hledajici azyl (cizinky, migrantky)

e /eny zavislé na néavykovych latkach,
drogéach

e Zeny trpici domacim nasilim &i sexudl-
nim zneuZivanim

e Homosexualné orientované Zeny, leshy

Svétova zdravotnickd organizace uvadi, Ze
socialni determinanty zdravi maji velky podil
na celkovém zdravotnim stavu ¢lovéka. Zda se,
Ze nejvhodngjsi zplsob péte o Zeny ze znevy-
hodnénych skupin je individualizovand péce
formou tzv. Caseloadovych tymi, tedy tym(
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by one midwife. Therefore, the midwife gets
to know her client profoundly and understands
her difficult life situation.

The following discusses the issues of selected
groups of vulnerable women.

Very young women as mothers

According to the UN, the UK has the highest
percentage of very young parents. Over the
past 43 years, the percentage of women who
gave hirth below age 18 has increased by 32
per cent! Parenting at such a young age is
associated with a low education level, health
disadvantage, poverty and social isolation.

Very young expectant mothers suffer from
frequent complications during pregnancy (e.g.
hypertensive disease) or childbirth. Statistical-
ly, this group demonstrates a higher incidence
of neonatal morbidity and mortality. Moreover,
very young expectant mothers visit prenatal
counselling centres usually later, often in com-
bination with ongoing addiction (often tobacco
addiction) or signs of insufficient socio-eco-
nomic resources.

With adequate support, even a very young
mother and father can adapt to their parenting
role successfully. Midwives should be able to
gain the trust of young parents and become
their guide through this new period of life.
Midwives often work with other family and
community members. The provided care is
mostly long-term and is focused not only on
the state of health of the young mother and
newborn but also on psychological support,
motivation and education. The midwife should
also evaluate the atmosphere in the commu-
nity in which the woman and child live after
childbirth. The objective is to create a friendly,
open and supportive community.

(N

odbornikd, kteff jsou specializovani na urgitou
problematiku (napfiklad zavislosti) a reaguji na
potfeby konkrétniho jedince. Ve Velké Britanii
se také osvédcuje péce typu one-to-one. Tedy
situace, kdy se o jednu znevyhodnénou Zenu
dlouhodobé stard jedna porodni asistentka.
Takto je moZné podchytit sloZitou Zivotni situaci
do hloubky a navazat se Zenou divéryhodny
vztah.

Déale vice pribliZime problematiku vybranych
skupin zranitelnych Zen.

Velmi mladé Zeny — matky

Dle OSN, udavé Velka Britanie v poslednich le-
tech nejvy$si procento velmi mladych rodicek.
Za poslednich 43 let zde vzrostlo procento ro-
dicich Zen pod 18 let 0 32 procent! Rodicovstvi
v takto mladém véku se dava do souvislosti
s nizkym vzdélanim, zdravotnim znevyhodné-
nim, chudobou, socialni izolacf.

U velmi mladych rodi¢ek miizeme rozpoznévat
¢astéjsi komplikace v téhotenstvi (napf. hyper-
tenzni onemocnéni) ¢i komplikace za porodu.
Statisticky je prokazan vy$8i vyskyt novoroze-
necké morbidity a mortality. Také je zjiSténo,
Ze velmi mladé matky dochézi do prenatélnich
poraden vétSinou pozdéji, tasto v kombinaci
s probihajici zavislosti na ndvykové latce (¢asto
tabakismus) ¢i znamky nedostate¢ného socio-
-ekonomického zazemi.

S adekvatni podporou, miZe i velmi mladé
matka a otec doséhnout efektivni tranzice do
rodicovské role. Porodni asistentky by si mély
umét ziskat ddvéru mladych rodic¢l a stat se
jejich prdvodkynf timto novym Zivotnim obdo-
bim. Porodni asistentka ¢asto spolupracuje
i s ostatnimi €leny rodiny a komunity. Péce
porodni asistentky je vétSinou dlouhodoba
a tyka se nejen zdravotni kontroly stavu mladé
matky a novorozence, ale tyka se také psychic-
ké podpory, motivace a edukace v péci o sebe
a novorozené. Porodni asistentka by také méla
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Disabled women

Disabled women (mental, sensory, physical)
have, of course, the right to become mothers
and to live their life as independently and
meaningfully as possible. Midwives are often
very close to disabled women, and they be-
come their confidants and supporters during
motherhood and childbirth. Credibility is close-
ly related to the ethical framework of care,
which includes the right of a woman to decide
independently, to be independent and have
the right to self-determination.

A research study focused on health care provid-
ed to disabled women has shown that women
with different types of disabilities have better
breastfeeding outcomes if the midwife's care
was focused on effective communication with
the mother and if the midwife worked with the
woman individually. In this case, midwives
must dedicate enough time to the client, must
have deep knowledge of the disability and
should cooperate with other specialists.

In most cases, the woman knows her disability
better than the midwife, but midwives should
prepare the woman for changes that are relat-
ed to pregnancy, childbirth and the postpartum
period. Midwives can prepare women for the
possible development of problems and advise
them on their prevention; they can recommend
cooperation with other specialists, monitor
the course of pregnancy and prepare them for
childbirth. Therefore, it is essential to have
a birth plan, which can be considered a com-
munication tool that helps health professionals
understand the specific needs and wishes of
the woman.

Dark-skinned women and women
from ethnic minorities
As has already been mentioned at the begin-

ning of this chapter, today’s society is charac-
terised by a massive movement of population.
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vyhodnotit klima komunity, ve které Zena a dité
po porodu Ziji. Cilem je pobyvat v pratelské,
oteviené a podporujici komunité lidi.

Handicapované Zeny

Zeny, které prozivaji néjaky handicap (men-
talni, smyslovy, télesny) chtéji mit samozrej-
mé pravo stat se maminkami a chtéji Zit svij
Zivot, pokud moZno co nejvice samostatné
a smysluplné. Porodni asistentka byva ¢asto
handicapovanym Zenam velmi blizko, stava se
jejich dlivérnikem a podporovatelem v priibéhu
matefstvi a porodu. S nastavenim divéryhod-
nosti souvisi i eticky ramec péce, ktery zahrnu-
je pravo Zeny se samostatné rozhodnout, pravo
na to byt nezavisla, pravo na sebeuréeni.

Vlyzkumné studie zabyvajici se vysledky zdra-
votni péce u handicapovanych Zen prokazala,
Ze u Zen po porodu s rlznymi typy handicapu
jsou lepsi vysledky kojenf, pokud byla péce
porodni asistentky zaméfena na efektivni komu-
nikaci s ¢erstvou matkou, a pokud se porodni
asistentka Zené vénovala individualné. To pro
porodni asistentku pfedstavuje naroky v podo-
bé dostate¢ného Casového prostoru pro danou
Zenu, také znalost daného typu postiZeni a spo-
lupraci s dal$imi odborniky.

Je pravda, 7e dané konkrétni postiZeni zna
vétSinou |épe neZ pecujici porodni asistentka
dand matka. Ale na druhé strang, porodni asi-
stentka je tu pro handicapovanou Zenu proto,
aby Zenu provedla zménami, které se vaii
k téhotenstvi, porodu a poporodnimu obdobi.
Porodnf asistentka tak mdzZe v priibéhu péce
s handicapovanou Zenou YeSit prevenci rozvoje
potiZi rdznych typl, doporucovani péce dalSich
odborniki, sledovat priib&h téhotenstvi a pfi-
pravovat se na porod. Zde se velmi uplatiiuje
mit dopfedu sestaveny porodni plan. Mdzeme
ho povaZovat za nastroj ke komunikaci, ktery
poml7e zdravotnikim predstavit specifické
potfeby a prani rodici Zeny.
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According to the United Nations, we witness
the most intense mixing of different cultures
and ethnic differences in our history.

Europe is mostly inhabited by people of Eu-
ropean origin. On one hand, there are many
areas with minimal mixing of ethnic and cul-
tural traditions; on the other, there are places
characterized by massive cultural interaction.
These are often European metropoli or capitals
and big cities of individual states.

Belonging to a certain ethnicity or culture is of-
ten perceived through certain simplifications,
which cause generalization, prejudices and
negative stereotypes. Members of a particular
ethnic group are often associated with a typi-
cal lifestyle, social contacts, standard of living,
preferred food, clothing and appearance, life
values, norms, or beliefs.

Discrimination against dark-skinned women
in the availability of adequate obstetric care
has been widely discussed in the UK and the
USA. It is worrying that the statistics in the
UK show that, from a long — term perspective,
dark-skinned women carry up to a five-times-
higher risk of mortality in connection with the
birth of a child (this includes pregnancy and the
postpartum period) than fair-skinned women.
The reason is usually attributed to the lack of
education and poor health status. However,
it was shown that dark-skinned women with
a university education and good status of
health also suffer from a high mortality rate.
Experts conclude that racism is the reason
for the differences in perinatal mortality
(Horn, 2020).

The 2020 murder of African-American George
Floyd by a police officer started a worldwide
campaign entitled BLACK LIVES MATTER.
This campaign opened the theme of care
provided by midwives which is not equally
available to all women. Experts agree that
it is necessary to strengthen the awareness
of midwifery students and focus on cultural
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Zeny c¢erné barvy kiiZze a Zeny
etnickych menSin

Jak jiZz bylo feceno na zacatku této kapitoly,
dnesni doba se vyzna€uje vyraznym pohybem
obyvatelstva v rdmci celého svéta. Podle Or-
ganizace spojenych narodd probihd v soucasné
dobé nejintenzivngj§i miSeni rlznych kultur
a etnickych rozdilnosti nez kdykoliv dfive v nasi
historii.

V Evropské lokalité je stale nejvétSim poctem
zastoupend bila rasa ¢lovéka. MlZeme rozpo-
znévat lokality, kde dochdazi k minimalnimu mi-
Seni etnickych a kulturnich zvykd, ale mizeme
sledovat lokality, kde k témto zmén&dm dochéazi
masivné. Jednd se tasto o evropské metropole
¢i hlavni a velkd mésta jednotlivych statd.

PrisluSnost k ur€ité etnicité a kultufe ¢lovéka
pfitom ¢asto vnimame skrze jistd zjednodu-
Senf, kterd zplsobuji generalizaci, pfedsudky
a obrazy negativnich stereotypd. PfisluSnikdm
ur€itého etnika Casto pFisuzujeme typicky
Zivotni styl, socidlnf kontakty, Zivotni Groven,
preferované jidlo, oblegeni a vzhled. Také pred-
jimédme, jaké mé& ¢len urcité etnické komunity
Zivotni hodnoty, normy &i viru.

V soutasné dobé se stalo velmi aktualnim
a velmi diskutovanym tématem diskriminovani
Zen tmavé barvy pleti v dostupnosti adekvatni
porodnické péce, a to zejména v lokalitach
Velké Britanie a Spojenych statd americkych.
Je znepokojujici, Ze statistiky ve Velké Britanii
dlouhodobé ukazuji, Ze Zeny tmavé pleti maji aZ
5x vyS8i riziko mortality v souvislosti s naroze-
nim ditéte (zahrnuje to téhotenstvi i poporodni
obdobi) neZ Zeny bilé pleti. Jako pficina tohoto
stavu bylo oznateno nedostateéné vzdélani
a nedobry zdravotni stav Zen tmavé pleti
obecné. JenZe nyni se ukazuje, Ze ani u Zen
tmavé pleti s univerzitnim stupném vzdélani
a dobrym zdravotnim stavem, se vysledky rizik
mortality nijak nesnizuji. Odbornici oznacuji
za priéinu rozdili vysledki v peripartalni
mortalité Zen rasismus (Horn, 2020).
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and ethnic differences. Moreover, universities
should organise special workshops, such as
prevention of racism. Universities should sup-
port dark-skinned women who want to become
midwives. Today, it is not enough NOT TO BE
RACIST. Racism must be fought against active-
ly! Many midwives around the world use social
networks to show their opposition to racism.
These actions result in petitions, charity events
and publication of materials.

The understanding of cultural differences and
respect for each individual lead to the suppres-
sion of racism and discrimination and improve
access to health and supportive care.

Gay women or leshians

Medical and sociological evidence suggests
that many homosexually — oriented women
seek a way to become mothers. Precise statis-
tical data are unknown because it is the right
of everyone woman not to reveal theirher sex-
ual orientation. Midwives should behave and
work correctly so that all their homosexually
— oriented clients feel safe to be and can be
honest open about their sexuality without fear
of predjudice anxiety.

Open communication and a respectful and car-
ing approach remove barriers and help cover
the needs of homosexually — oriented women.
For effective communication, it is essential to
use appropriate words and terms. Ideally, at
the first meeting between the midwife and her
client, the midwife should avoid embarrassing
questions. For example, it is not appropriate
to ask the name of the father of the child or
the date of the last sexual intercourse (Mar-
shall et al., 2014).
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Leto$ni kauza vrazdy Afroameri¢ana Georga
Floyda policisty v USA rozpoutala celosvétovou
kampafi s podtitulem BLACK LIVES MATTER,
tedy v prekladu na &erno$skych Zivotech za-
leZi. Tato kampan oteviela také téma Grovné
poskytovani péce porodnich asistentek, ktera
neni dostupna vSem Zenédm stejné. Odbornici
se shoduji, Ze je potfeba posilit informovanost
JjiZ studentek porodni asistence o kulturnich
a etnickych rozdilech lidi a zafadit na univerzity
specialni workshopy jako prevence rasismu.
Déle je vhodné podporovat ve studiu duly a po-
rodni asistentky tmavé pleti. Nastala doba, kdy
nestati jen NEBYT RASISTA. Proti rasismu se
musi bojovat aktivné! Mnoho porodnich asi-
stentek tak v soutasné dobé po celém svéteé
dava zejména na sociélnich sitich najevo svij
nesouhlas s rasismem. Vznikaji rizné petice,
charitativni akce ¢i propagacni materidly.

Pochopeni kulturnich rozdill, respekt ke kazdé-
mu ¢lovéku a jeho individualité vede k potlace-
ni rasismu, diskriminaci a zlepSuje dostupnost
zdravotni i jiné podp(irné péce.

Homosexualné orientované Zeny, lesbhy

Zdravotnicka evidence napovida, Ze stéle vice
homosexualné orientovanych Zen vyhledava
zplsob, jak se stdt maminkami. Pfesna stati-
stickd data nejsou zndma, protoZe je pravem
kazdé Zeny neodkryvat svoji pravou sexualni
orientaci. Jisté by bylo vhodné, aby porodni
asistentka pracovala a plsobila tak, aby se
homosexudlné orientovana Zena citila v bez-
peci a mohla se projevovat v souladu se svym
nitrem a svoji sexualitou.

Vhodny zplisob komunikace, respektujici a pe-
¢ujici pfistup ze strany porodni asistentky od-
strafiuje bariéry v dal$i komunikaci a pomaha
k odkryti potfeb homosexudlné orientované
Zeny. Konkrétnim doporucenim pro efektivni
komunikaci je dbat na vhodny vybér slov
a termin{. Idealné se pak pfi prvnim setkani
se Zenou doporucuje vyhybat se otazkam, které
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6.4 How to implement evidence-based
practice in real — life situations

Gone are the days when midwives, especially
in the times of socialism, did not have access
to professional scientific studies and data. The
reason was the political situation in the Czech
Republic, but also the lack of language skills.
Today's society has changed considerably. It is
not a problem to use scientific databases, in
some cases even without registration, and gain
information from scientific articles. We rec-
ommend especially the search engine Google
Scholar.

However, most midwives are not interested
in scientific findings, even if they have the
language skills (mostly English) and can access
many scientific studies. We believe that the
reason is the fact that they are not used to
working with databases and do not feel the ne-
cessity to do so. Socialism worked against our
professional self-esteem, desire to work inde-
pendently and have the latest information. And
it is a great pity! If midwives are not interested
in news and scientific studies from their pro-
fession, they will never change the procedures
in their practice, as they will keep following
the same steps and methods. However, this
is not the basis of so-called evidence-based
midwifery (EBM).

EBM is based on clinical experience, the latest
scientific knowledge, client preferences, the
midwife's intuition, previous cases and the
uniqueness of situations. Practice based on
routine procedures that are not verified for
their benefit and safety is not considered ad-
equate any more!

What possibilities do we have to integrate EBM
into practice? The following recommendations
were taken from six selected articles published
by the prestigious scientific Cochrane data-
base (Walsh, 2007, p. 137-138):
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by Zenu uvedly do rozpakid a pfipadala by si
.Jind”. Napfiklad neni vhodné se ptat na jméno
otce ditéte ¢i na to, kdy probéhl posledni sex
(Marshall et al., 2014).

6.4 Praxe zalozena na dikazech - jak ji
prosadit do praxe?

Pry¢ jsou ty Casy, kdy porodni asistentky,
zejména za dob socialismu, nemély pfistup
k odbornym védeckym studiim a vysledkim.
Bylo to déno jednak nasi politickou situact, ale
také jazykovou nevybavenosti. Dnes se doba
posunula a zna¢né promeénila. Dnes neni pro-
blém kdykoliv vstoupit i bez zakoupené licence
do vétSiny védeckych databazi a nahlédnout
alespori abstrakty védeckych ¢lankd. Zejména
vyhledavat Google Scholar je moino z nas$i
strany doporugit.

Otazkou ale zlstdava, pro€ i v dnedni dobé
dostupnych védeckych studii a jazykové vy-
bavenosti (hlavné anglického jazyka) vétSina
porodnich asistentek pracujicich v praxi nové
védecké poznatky nevyhledava. Domnivdme se,
Ze to je z divodu jakéhaosi nezvyku &i nepotieby
byt takto aktivni. Historické obdobi socializmu
totiZz pretnulo naSe profesni sebevédomi, tou-
hu pracovat samostatng, touhu mit aktualni
informace. A to je obrovska Skoda! Pokud se
totiZz nezajimédme o novinky v oboru a védecké
studie, nikdy nebudeme postupy v na$i praxi
ménit. Mame totiZ své ,zajeté postupy” a ty
uplatiiujeme stale dale. Toto vSak nenf podsta-
ta tzv. Evidence — based Midwifery (EBM), tedy
porodni asistenci zaloZené na dlkazech.

Ano, jednou z pfisad EBM je klinickd zkuSe-
nost, ale dal$i pfisadou je také nejnovéjsi
védeckd znalost problematiky, preference
klienta, naSe intuice, dosavadni popsané pfi-
pady a také unikatnost Zeniny situace. Praxe
zaloZend na rutinnich postupech, které nejsou
ovefené pro svij prinos a bezpecnost, jiZz davno
neni povaZovana za adekvatni!
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The least effective strategies:

e Sharing of educational materials with
recommended practices, as well as shar-
ing of practical recommendations or
research studies

e Attending conferences and courses

The medium effective strategies:

e Giving feedback to someone on his/her
professional performance

e Looking for opinions of a professional
leader in a given locality in a certain
professional area

e Receiving feedback from clients on the
professional performance of midwives

e (Collaborating with experts and creating
multidisciplinary teams

The most effective strategies:

e The implementation of “educational
field visits” — meetings of professionals
in the environment of clinical practice

e (Campaigns in the media regarding sci-
entific news

e Regular interactive meetings in small
groups of experts (e.g. meeting for mid-
wives, or midwives, doctors and experts)

e Audit of one’s own clinical results as a po-
tential source of motivation for change

In addition to the aforementioned barriers
that prevent midwives from gaining scientific
knowledge which could be put into practice,
we would like to add the following possibil-
ities for their lack of interest:

e Limited access to information (technical
and time barriers)

e |nability to appreciate the importance
of scientific studies

e (Overwork and lack of will to seek extra
information

e Uncertainty and confusion in clinical
practice
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Jaké jsou tedy moznosti, jak rozproudit nasSe
stojaté vody a vice zaclenit EBM do praxe?
Néasledujici doporuceni vyplyvaji ze Sesti
vybranych ¢lank( prestizni védecké Cochrane

databéze (Walsh, 2007, s. 137-138):
Nejméné efektivni strategie:

e Sitenf edukatnich matrialé jako jsou
doporucené postupy, Siteni praktickych
doporuceni ¢i vyzkumnych studif

e Navstévovani riiznych konferenci a kurzi

Stfedné efektivni strategie:

e Davani zpétné vazby nékomu za jeho
profesionalni vykon

e /jistovat nazory profesiondlni lidra v dané
lokalité na uréitou profesni oblast

e /jiStovat zpétnou vazbu od klientek na
profesionalni vykon

e Spolupracovat s odborniky a tvofit multi-
disciplinarni tymy

Nejvice efektivni strategie:

e Uskutecnovani ,vzdélavacich terénnich
navstév” — setkavani profesionald v pro-
stfedi klinické praxe

e Kampané o védeckych novinkdch v mas-
médiich

e Pofadani pravidelnych interaktivnich se-
tkdvani v mensich skupinkach odborniki
z oboru (napf. jen pro porodni asistentky €i
i kombinované s Iékafi a jinymi profesemi)

e Audit vlastnich klinickych vysledkl a pfi-
padny zdroj motivace pro zménu ...

Kromé jiz zminénych bariér, pro€ porodni asis-
tentky nevyhledavaji aktualni védecké poznatky
a nezavadi je do praxe, mlZeme jeSté doplnit
tyto dal§i moZnosti:

¢ Nedostateény pristup k informacim (tech-
nické a casové bariéry)

e Neschopnost ocenit vyznam védeckych
studii

https://doi.org/10.24132/ZCU.2020.09860



¢ Too high self-esteem, professional ego

e The threat of a conflict of ideas; the
threat of conflict in a team of profession-
als when introducing innovations

e Restrictions imposed by an organization;
poor management support

e Insufficient support in making changes
(support provided by authorities or pro-
viding space for a change)

e The urge to act rather than think

As we mentioned before, one of the basic
pillars of evidence-based midwifery is the
preferences of a client. In our case, the client
is a generally woman. The effort of midwives
to move from the so-called hierarchical model
to an equal level will certainly also be a chal-
lenge of the near future. Especially the older
generation of midwives, who experienced
socialism, is accustomed to a hierarchical re-
lationship: doctor- midwife- patient. How can
we change this?

o Ask for feedback

e (arry out personal SWOT analyses ap-
plied to the results of practice (strengths,
weaknesses, opportunities and threats)

e \Write a journal (experiences, expecta-
tions, disappointments, positive aspects,
losses)

e (Consciously move from the role of a direc-
tor to the role of a facilitator (mediator)

e (Consciously move from the role of a lead-
er to the role of a follower

e (onsciously move from the role of a neu-
tral observer to the role of an advocate/
partner

e (Change the energy of paternalism (supe-
riority) into reciprocity

e (Change the energy of formality into the
energy of a so-called human approach
(but keeping a professional distance from
the client/situation)

e Have a source of verified and valid re-
sources (prestigious scientific databas-
es, great teacher).
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e Prepracovanost a nedostatek vile hledat
néjaké informace navic

e Nejistota v klinické praxi a zmatenost

e Velka sebeddvéra v klinické praxi, pro-
fesni ego

e Hrozba konfliktu ideji, hrozba konfliktu
v profesnim kolektivu pfi zavadéni novi-
nek do praxe

e Omezeni plynouci z p¥isluSné organizace,
nizkd podpora managementu klinické praxe

e Nedostatetna podpora v konani zmén

(podpora autority &i poskytnuti prostoru

pro zmény)

Nutkani v praxi dfive jednat neZ premyslet

Rekli jsme si, e jednou ze sougasti konceptu
Evidence-based Midwifery je i preference kli-
enta. V naSem pfipadé Zeny. Snaha porodnich
asistentek posunout se z tzv. hierarchického
modelu do rovnostafského bude jisté také
vyzvou blizké budoucnosti. Zejména starsi
generace porodnich asistentek, kterd zaZila |iZ
zmiflovany socializmus, je navykla na hierarchi-
zaci vztahu mezi |ékafem, porodni asistentkou
a pacientkou. Jak by se toto vSak dalo zménit?

e Shirat zpétnou vazbu od svych klientek

e Délat si svoji osobni SWOT analyzu
aplikovanou na vysledky své praxe (silné
a slabé stranky, pfileZitosti a hrozby)

e Psét si svlj denik praxe (zkuenosti, oce-
kavani, zklamani, zisky, ztraty)

e \/gdomé se ve své komunikaci a jednani
posunout z role direktora do role facilita-
tora (zprostredkovatele)

e Védomé se posunout z role lidra do role
followera

e Védomé se posunout z role neutrdlni
pozorovatele do role advokata/partnera

e /ménit energii paternalismu (nadfaze-
nosti) na reciprocitu (vzajemnost)

e /ménit energii formalnosti na energii tzv.
lidského pfistupu (udrZovat si ov§em pro-
fesionalni odstup od situace a klienta)

e Mit svlj zdroj ovéFenych a validnich
zdrojl (prestiZzni védecké databaze, kva-
litnf ucitel).
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Finally, we would like to mention a five-point
scheme that determines whether profession-
als adopt a new approach in clinical practice
(Walsh, 2007):

1. What is the advantage of a new pro-
cedure? Why is a new process better
than the one currently used?

2. How is a new procedure compatible
with the value system, needs and expe-
riences of experts?

3. How difficult is it to understand
a new procedure?

4. How easy is it to test and modify
a new procedure in practice?

5. How can | determine the effective-
ness of a method in practice?

Possible examples applied in obstetrical prac-
tice could include the protection of the perine-
um, water birth, shoulder dystocia manoeuvres
or amniotomy.

The following presents recommendations for
changing the reality of practice in the local
work of midwives according to Denis Walsh.

Practical recommendations for the im-
plementation of EBM taken from the book
Evidence-based Care for Normal Labour
and Birth (Walsh, 2007, p. 146):

e First, start thinking about local barri-
ers that impede the implementation of
evidence-based procedures in practice
(system structure, the reluctance of staff,
language barriers, institutional rules,
etc.).

e (larify and plan possible strategies
that will help you change the reality of
your practice.

e Start with midwives and continue to
the highest levels of the hierarchy.

e Get in touch with a prominent local
midwife and discuss EBM with her.

e (arry out audits in order to highlight
the results of the best practice.
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Z&vérem chceme shrnout je$té zajimavé péti-
stupfiové schéma, které ur€uje, jestli profesio-
nalové pfijmou novy postup v klinické praxi za
svilj (Walsh, 2007):

1. Jaka je vyhoda nového postupu? Proc
je novy postup lep8i neZ ten plvodni?

2. Jak je novy postup slucitelny s hod-
notovym systémem, potfebami a plvodni
zkuSenosti odbornik( v praxi?

3. Jak je naroc¢né ¢i snadné novy po-
stup pochopit?

4. Jak je snadné novy postup zkouSet
a modifikovat v praxi?

5. Jak je mozné zjistit efektivnost nove
metody v praxi?

MozZnymi priklady aplikovanymi do porodnické
praxe by mohla byt napfiklad témata ochrany
perinea, porod( do vody, manévr{i pti dystokii
ramének €i neprovadéni rutinnich dirupci vaku
plodovych blan.

Déale uvadime doporuceni pro zménu reality
praxe v lokalnim plsobeni porodnich asisten-
tek dle Denise Walshe.

Prakticka doporuceni pro zavadéni EBM
z knihy Evidence-based Care for Normal
Labour and Birth (Walsh, 2007, s. 146):

e Prvné zaCnéte premyslet o tom, jaké jsou
lokalni bariéry, které brani v zavadéni
postupl do praxe zaloZenych na dlka-
zech (struktura systému, neochota per-
sonalu, jazykova bariéra, institucionalni
pravidla atd.)

e jasnéte si a vytyCte si moZné strategie,
Jjakymi bude mozZné ménit realitu Vasi praxe

e /atnéte ménit realitu od porodnich asi-
stentek v praxi, poté postupujte v hierar-
chii diseminace vyse

¢ Spojte se s vyznamnou lokalni porod-
ni asistentkou pisobici v praxi a konzul-
tujte spolu problematiku EBM

e Provadéjte audit ke zdtiraznéni vy-
sledkii nejlepsSi praxe.
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In conclusion, we present inspiring ques-
tions that might lead to a change in pro-
cedures in the practice of evidence-based
midwifery (Walsh, 2007, 146—147):

e How can the autonomy of local midwives
be supported?

e How can you cultivate, develop and
make use of local options or resources
for the training of midwives?

e How can you involve the public, and
especially women, your clients, in the
transformation of care?

e |t is possible to establish regular meet-
ings with your colleagues to discuss
the results of your practice and look for
basic pillars of evidence-based practice?

As a source of inspiration, here is a list of
the most prestigious foreign periodicals for
midwives:

e (ochrane Database of Systematic Reviews

e Birth

e lancet

e BJOG: An International Journal of Ob-
stetrics and Gynaecology

e BMC Pregnancy and Birth

e Evidence — Based Midwifery

e Midirs

e Midwifery

e Midwifery Today

e Women and Birth

e The Practising Midwife

e Journal of Midwifery and Women’s
Health

The objective of this subchapter was not to
completely describe the principles and rules of
evidence-based practice. We recommend that
midwives study professional literature and
learn about the hierarchy of evidence in EBM,
as well as about how to ask a clinical question
using the PICO (T) method or how to critical-
ly evaluate the quality of the evidence. The
objective of this subchapter was to motivate
midwives to use critical thinking, be interested
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A jesté zavérem prikladame inspirativni otaz-
ky, které by mohly vést ke zméné postupii
v praxi dle Evidence-based Midwifery
(Walsh, 2007, 146-147):

e Jak mlZe byt podpofena autonomie lo-
kalnich porodnich asistentek v praxi?

e Jak miZete kultivovat, rozvijet a reflek-
tovat lokaIni moZnosti €i zdroje vzdéla-
vani porodnich asistentek?

e Jak miZete do promény zplisobl posky-
tovan{ praxe porodnich asistentek zapojit
verejnost a hlavné Zeny, VaSe klientky?

e Je moiné zaloZit pravidelné schizky
s kolegynémi porodnimi asistentkami,
kde byste diskutovaly vysledky Vasi pra-
xe a hledaly styéné body pro poskytovani
praxe zaloZené na dlikazech?

Pro zdroj inspirace k hledani validnich védec-
kych studii, pfikladame je$té seznam nejpres-
tiZngj8ich zahraniénich periodik vhodnych
pro porodni asistentky.

e (ochrane Database of Systematic Reviews

e Birth

e |ancet

e BJOG: An International Journal of Ob-
stetrics and Gynaecology

e BMC Pregnancy and Birth

e Evidence Based Midwifery

e Midirs

e Midwifery

e Midwifery Today

e \Women and Birth

e The Practising Midwife

e Journal of Midwifery and Women’s
Health

V této podkapitole nebylo cilem pfesné popsat
zasady a pravidla vytvareni dlikazd klinické pra-
xe. Porodnim asistentkdm dale doporugujeme
prostudovat tematickou odbornou literaturu,
kde se mimo jiné dozvite, jaka je hierarchie dii-
kazd v rdmci EBM, jak poloZit klinickou otdzku
metodou PICO(T) &i jak kriticky zhodnotit kva-
litu nalezeného dlikazu. Cilem této podkapitoly
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in evidence-based practice, try to change the
set reality and break myths and barriers.

We hope that in the near future no one will be
wondering about a midwife who is active and
interested in the available scientific evidence
that helps influence and change day-to-day
practice. We hope that midwives themselves
will be involved in the creation of evidence.
And we also hope that no one will consider
the concept of evidence-based midwifery
unnecessary or irrelevant. Evidence-bhased
practice helps improve the care provided,
generates new knowledge, develops new
skills, sets new standards of care and de-
velops new visions in midwifery.

6.5 Love for the profession and a glow
of satisfaction — emotions are key

When you tell people that you will study mid-
wifery, you usually receive a nice reaction.
Most people consider birth assistance a beau-
tiful profession, which is related to the miracle
of helping babies come into the world. Yes,
that's right, but this is just a very narrow view.

Midwifery is a demanding profession that
requires great personal commitment, dedica-
tion and responsibility. Midwives must keep
self- educating and improving throughout their
entire career because the lives of women and
children depend on the quality of care we
provide.

In addition to excellent knowledge and skills,
midwives must be able to communicate effec-
tively and control their emotions. Emotions
are one of the most important aspects of our
profession because they influence the way
we perceive midwifery, whether as satisfying
and fulfilling, or exhausting and painful. Emo-
tions decide whether we consider midwifery
a lifelong love or whether we abandon this
profession.
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bylo motivovat porodnf asistentky v praxi pou-
Zivat kritické mySleni a zajimat se o problemati-
ku praxe zaloZené na dlkazech. A v konetném
ohledu pokouSet se ménit zabéhlou realitu
a bofit myty a bariéry.

Doufame, Ze jiz v blizké budoucnosti se nikdo
nebude pozastavovat nad tim, Ze néjaka porod-
ni asistentka je aktivni a zajima se o dostupné
védecké dlikazy, které pomahaji ovliviiovat
a ménit k lep8imu kaZzdodenni praxi porodnich
asistentek. Doufame, Ze se dokonce samy
porodni asistentky z praxe zapoji do tvoreni
evidence dlkazi. A také doufame, Ze nikdo
nebude povaZovat koncept porodni asistence
zaloZzené na dikazech za zbyteény &i nepod-
statny. Praxe zaloZena na dikazech totiz
pomaha zkvalitiovat a zefektiviiovat po-
skytovanou péci, generuje nové poznatky
a rozviji nové dovednosti, nastavuje nove
standardy péce a rozviji nove vize v oboru.

6.5 Laska k profesi a pocit naplnéni
—za vSechno mohou emoce

KdyZ se svéfite lidem z vaSeho okoli, Ze se
chystate zacit studovat obor porodnf asistence,
vétSinou se setkate s milou reakci. VétSina lidi
povazuje porodni asistenci za krasné povolani,
které souvisi se zazrakem pomahat miminkim
na svét. Ano, je to tak, ale toto je jen velmi
lzky pohled.

Porodnf asistence je naro¢né povolani, které
vyZaduje velké osobni nasazeni, odhodlani
a zodpovédnost. Porodni asistentky se nikdy
nesmi pfestat vzdéladvat a zdokonalovat se.
Na kvalité poskytovani nasi prace zavisi Zivot
Zeny a ditéte.

Kromé& vynikajicich znalosti a dovednosti musi
porodni asistentky ovladat také efektivni ko-
munikaci a své emoce. A pravé emoce mohou
za to, zda celkové naSi praci vnimame jako
uspokojujici a napliujici, €i jako vyCerpavajici
a zrafiujici. Emoce mohou za to, zda se porodni
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Emotions can be divided into three areas: the
midwife-woman relationship, relationships be-
tween colleagues and, finally, the organisation
of care (Marshall et al., 2014, pp. 9-13).

The midwife-client/woman relationship

Pregnancy and childbirth naturally bring unique
experience and emotional changes. However,
emotions are not always positive. Midwives
and women experience frustration, fear, stress
or guilt. Moreover, midwives sometimes sup-
port women with whom they do not resonate
internally (pregnancy termination, giving a child
up for adoption, or a pregnant woman using
addictive substances).

The relationship between a woman and a mid-
wife is always different and individual. Some
relationships can be very intense and long and
may even grow into a friendship. Some are
very brief and purely professional. The midwife
must be aware of the fact that she is a kind
of a witness, and that she deals with intimate
and private issues. Therefore, she always
has to follow the code of ethics and maintain
professionalism.

If the relationship between a midwife and
her client is harmonious, both of them gain
strength from their cooperation. Mutual re-
spect, esteem and trust are typical of such
a relationship.

On the other hand, it may happen that the
relationship between a midwife and a client
is not harmonious and is complicated. The
client may have different expectations and not
be satisfied with the counselling and care
provided. Furthermore, sometimes the client
requires more intensive contact than the mid-
wife can offer.

For all midwives, it is very important to deter-

mine their personal and professional bounda-
ries. In our profession; it is essential to take
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asistence stane naSe celoZivotni laska €i vykon
tohoto povolani prerusime ¢i opustime.

Emocni rovinu nasi profese mlZeme rozdélit
do téchto tfi oblasti, kazdé se budeme pak
vénovat vice podrobngji. Jednéa se tedy o vzta-
hy mezi porodni asistentkou a Zenou, vztahy
mezi kolegynémi a kolegy a konetné o zplisob
organizace poskytované péce (Marshall et al.,
2014, s. 9-13).

Vztahy mezi porodni asistentkou
a klientkou/Zzenou

Teéhotenstvi a porod s sebou pfirozend prinasi
velké mnoZstvi proZitk( a emocionélnich zmén.
Tyto emoce ale nemusi byt vidy jen pozitivni.
Porodni asistentky se Zenami proZivaji i pocity
zklaméni, strachu, stresu €i viny. Porodni asis-
tentky jsou také nékdy vystavény podpofe Zen,
se kterymi vnitfné nesouzni (napriklad ukonge-
ni gravidity, odloZeni ditéte k adopci ¢i téhotna
Zena uZivajici ndvykové latky).

Vztah mezi Zenou a porodnf asistentkou je rliz-
ny a vZdy individudlni. Nékteré vztahy mohou
byt velmi intenzivni a dlouhodohé, dokonce
mohou prer(st i v pfatelstvi. Jiné vztahy mohou
byt velmi kratké a Cisté profesiondlni. Porodni
asistentka si musi uvédomovat, 7e ve vSech
vztazich se svymi klientkami je urgitym svéd-
kem, dotykd se velmi intimnich a soukromych
témat. Vidy je potfeba postupovat podle etic-
kého kodexu a udrZovat svoji profesionalitu.

Pokud je vztah mezi porodni asistentkou a kli-
entkou vzajemny a harmonicky, obé Ggastnice
této spolupréce vychézeji jako posilené. Casto
je zde patrny vzajemny respekt, (cta a divéra.

Na druhé strané se ale také stavd, Ze vztah
mezi porodni asistentkou a klientkou neni har-
monicky a je komplikovany. P¥i¢inou miZe byt
jiné otekavani Zeny od poradenstvi a péce po-
rodni asistentky, nez které je nabizené. Dale se
stava, 7e Zena od porodni asistentky vyZaduje

https://doi.org/10.24132/ZCU.2020.09860



care of our emotions. If we want to work
with full dedication and an open heart, we
must feel satisfaction and harmony. It is not
possible to support a woman and accompany
her through the most important period of her
life if we do not feel well. Midwives can use
many methods and techniques that support
their emotional wellbeing. The basic method
of emotional harmonisation include sufficient
sleep, a balanced personal life, and time to
devote to other activities such as sport, relax-
ation and meditation. From a professional point
of view, it is possible to use supervisory sup-
port or consultation with a colleague or keep
a professional journal. These methods can
help you look at the relationship that you have
with your client from a distance.

If midwives do not care consciously about
their emotions, they set off on a risky path.
Regular mental hygiene should become our
routine, even if nobody teaches us about emo-
tions and this topic is not discussed publicly.
Negative emotions can lead to burnout, unpro-
fessional provision of care or termination of
the profession.

The relationship between colleagues

Relationships between colleagues can be
described as crucial in terms of emotional
professional fulfilment. Positive peer rela-
tionships lead to a feeling of mutual practical
and emotional support and they teach us how
to express sympathy, solidarity and trust.

However, it is necessary to highlight that
there are negative and destructive relation-
ships between midwives, and bullying is not
an exception. The victim of bullying is often
a midwife who does not follow the standards
of the professional community or group (has
a different view on an issue, has different
values).
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vetsirozsah €i intenzitu kontaktu nez ten, ktery
Zené milZe porodni asistentka nabidnout.

Pro v§echny porodni asistentky je velmi di-
leZité, aby si stanovily svoje osobni i profesni
hranice. V nasi praci je esencialni pe€ovat
také o své vlastni emoce. Abychom nasi
profesi mohli délat stdle s plnym nasaze-
nim a s otevienym srdcem, musime se citit
naplnéné a v harmonii. Neni mozné nékoho
podporovat, provazet ho pfelomovym Zivotnim
obdobim, kdyZ my samy se necitime dobfe. Po-
rodni asistentky mohou pro svoji emocionalni
pohodu vyuZit mnohych zplsobl a technik.
Mezi zakladni zplisob emociondlni harmoniza-
ce jisté patfi dostatecény a kvalitni odpoginek,
vyvazeny osobni Zivot, €as vénovat se i mimo-
profesnim aktivitam, sportu, relaxaci a medita-
ce. Z profesniho hlediska je moZné vyuZit také
supervizni podporu ¢i konzultaci s kolegyni
nebo tvorbu svého profesniho denfku. Tyto me-
tody mohou pomoci nahlédnout na proZivanou
situaci — vztahy s klientkami.

Pokud se porodni asistentky védomé nezaji-
maji 0 svoje emoce, je to cesta, kterd je velmi
rizikova. Pravidelna psychohygiena by se méla
stat nasi rutinou, i kdyZ nas k ni v praxi vétSinou
nikdo nevede a o emocich porodnich asistentek
se mnoho vefejné nehovofi. Nezpracované
emoce mohou vést k pocitu vyhorfeni, poskyto-
vani neprofesionalni péce a posléze k ukonteni
vykonavani nasi profese.

Vztah mezi kolegynémi a kolegy

Vztahy mezi kolegynémi a kolegy miizeme
oznacit za kliéové z pohledu emocionalni-
ho profesniho uspokojeni. Pozitivni kolegi-
alni vztahy vedou k pocitu vzajemné praktické
i emocionalni podpory, k projeveni soucitu,
solidarity a nastavuji diivéryhodny vztah.

Na druhou stranu je v3ak také potfeba fici,

Ze se mezi porodnimi asistentkami vyskytuji
i nepodporujici a a7 destrukéni vztahy. Popsény
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Every novice midwife should be aware of the
importance of being part of a supportive
midwife community. If there is no such group
in her surroundings, she can establish one.
A group or local community of midwives should
follow a code of conduct or rules stating that
shared information must stay in the commu-
nity, and no one will be defamed or judged.
The atmosphere in the supporting community
should be supportive, proactive and creative.
Ideally, the community should be represented
by midwives with different levels of experi-
ence, from the novice to the most experienced.

Organisation of care

The way in which midwives provide care greatly
affects their emotional satisfaction. Work in
a gynaecology-obstetrics department at a hos-
pital is usually task-oriented, as every team
member has clearly defined duties. The level
of independence and personal responsibility is
not so high compared to care provided in pri-
vate practice or community settings. Midwives
who work in hospitals state that they do not
work according to their ideas and beliefs and
that it is not possible to create a deep rela-
tionship with clients/women within a limited
time. They also often lack autonomy and job
satisfaction. If negative emotions prevail and
they feel frustrated, many midwives quit their
job.

Several research studies carried out at differ-
ent workplaces in the UK (traditional hospital
delivery room, midwifery centres, private com-
munity practice) have shown that midwives
feel the highest level of job satisfaction
when they have the opportunity to provide
so-called “woman-centred care”. In other
words, if they provide holistic care. This con-
cept of care is in opposition to the classical
concept of healthcare, which is oriented on
a specific health problem rather than on the
personality as a whole (Sandall et al. 2013).
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jsou i vztahy, kde se vyskytovala Sikana. Toto
¢asto nastava, pokud se obét Sikany projevuje
jinak oproti nastavenym normam v dané pro-
fesni komunité ¢i skupingé (ma jiny pohled na
problematiku, zastavé jiné hodnoty).

KaZzda zacinajici porodni asistentka by si méla
byt védoma dileZitosti vyznamu byt soucasti
podporujici komunity porodnich asisten-
tek. Pokud v jejim okoli Zadnd tato skupina
neni, nic ji nebranf |i zaloZit. Skupina ¢i komu-
nita lokalnich porodnich asistentek by méla mit
vytvofeny svij eticky kodex €i pravidla. Na-
priklad to, Ze 7adn& ze sdilenych informaci se
nevynasi ven, nikdo se nepomlouva a nesoudi.
Atmosféra v podporujici komunité by méla byt
logicky podp(irna, proaktivni a tvlrci. Idealni
je, kdyZ komunitu tvofi rlzné zastoupeni pro-
fesné zkuSenych porodnich asistentek — od

téch zacinajicich po ty nejzkuSené;si.

Zplsob organizace poskytované péce

Zplisob, jakym je poskytovand péce porodnich
asistentek také do znatné miry ovliviiuje
emocionalni uspokojeni porodnich asistentek.
Prace na gynekologicko-porodnickém dseku
v rdmci nemocnice s sebou pfinasi spiSe praci
orientovanou na spinéni Gkolu. Prace je jasné
vymezena v ramci tymu daného oddélenf.
Neni zde takovéd mira samostatnosti a osobni
zodpovédnosti jako pfi vykonavani soukromé
praxe ¢i praxe v komunitnim prostfedi. Po-
rodnf asistentky, které pracuji v nemocni¢ni
sféfe Castéji uvadéji, Ze nepracuji zcela podle
svych pfedstav, vztahy s klientkami/ Zenami
nemohou jit v omezeném tasovém prostoru do
patfitné hloubky. Casto jim také chybi pocit
autonomie a pocit uspokojeni z prace. Pokud
se negativni emoce nahradi a pfijde pocit
frustrace, byva to ¢asto divodem, pro¢ porodni
asistentky opoustéji svoji profesi.

Z nékolikerych vyzkumnych studii, které byly

provadéné mezi rliznymi typy pracovist po-
rodnich asistentek ve Velké Britanii (klasicky
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6.6 Men in the role of midwife — a trend
of modern times?

The last topic that we would like to discuss in
this publication is a trend of our modern era,
namely the role of men in midwifery. A mid-
wife who is male is a completely new phe-
nomenon in our culture. We cannot exactly say
how many midwives practise our profession,
but the numbers are not high (around ten).
This trend has a deeper tradition in foreign
countries and, therefore, male midwives who
are men can be found in France, Spain and
the UK. However, even in these countries, this
topic is rather controversial and sparks many
discussions. It is not our goal, or perhaps even
right, to say whether it is a positive or negative
phenomenon. We would like to mention some
arguments that are related to this topic.

Let's start with negative comments and opin-
ions. The role of a midwife being a man can
sometimes be perceived as somehow consid-
ered ‘unnatural’. First, because it is a modern
role, and second, because a midwife cares for
a woman during a very intimate stage of her
life. The counter-argument may be that male
obstetricians work in maternity hospitals and
no one is surprised by their presence (until
the 16th century it was socially unacceptable).
However, the difference may be that a male
doctor does not have such close and long-
term contact with the woman as the midwife.
A doctor should treat and a midwife should
provide care. Some women may feel uncom-
fortable when discussing intimate topics,
such as menstrual cycle, sexuality, pregnan-
cy, childbirth, postpartum and breastfeeding,
with a man.

As a positive argument that respects the right
of a man to work as a midwife is the fact that
men and women who have no experience with
childbirth have the same level of knowledge
and experience. Sometimes the care provided
by a male can be a great advantage because
these midwives have no traumatic experience
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porodni s&l v nemocnici, samostatna centra
porodni asistence, soukroméa komunitni praxe)
vyplynulo zjisténi, Ze porodni asistentky
citi nejvySSi miru uspokojeni ze své pra-
ce, pokud maji moznost poskytovat tzv.
~woman-centered care” Tedy, pokud je
jejich péce zaméfend tzv. na pfibéh Zeny, na
holistické pojeti Zeny. Takto postavena péce je
v opozici proti klasickému pojeti zdravotnictvi,
kdy se spiSe, nez celého ¢lovéka orientujeme
na konkrétni zdravotni problém &i diagnézu
(Sandall et al. 2013).

6.6 Muz v roli porodni asistentky — trend
moderni doby?

Poslednim tématem, kterého se dotkneme
v této publikaci je trend moderni doby, a sice
pozice muZe v roli porodni asistentky. Mu?Z
vykondvajici profesi porodni asistence je v nasi
kultufe zcela novym fenoménem. V soucasné
dobé nelze presné fYici, kolik muzli vykonava
nasi profesi, ale tyto pocty nejsou velké (odha-
dem do deseti muz(). V zahraniti je tento trend
patrny del8i dobu, a tak muZe mezi porodnimi
asistentkami nalezneme relativné ¢asto na-
priklad ve Francii, Spanélsku &i Velké Britanii.
AvSak i v téchto zemich budi toto téma vidy
Zivou diskusi. Nenf na$im cilem a snad ani
pravem Fici, zda je to fenomén pozitivni ¢i ne-
gativni. Rady bychom jen pfibliZily argumenty,
které se k tématu vazi.

A zatnéme rovnou témi negativnimi komenta-
fi, ndzory. Role muZe coby porodni asistentky
je ¢asto povaZzovana za nepfirozenou. Jednak
z divodu, Ze je to zcela moderni role, ale také
proto, Ze muZ pecuje o Zeny ve zcela intimnich
Zivotnich obdobich. Protiargumentem miZe byt
to, Ze porodnici — muZi jsou v porodnictvi také
a v dnedni dobé se nad tim nikdo nepozasta-
vuje (do 16. stoleti to bylo spole¢ensky nepfi-
jatelné). Rozdil mlZe byt v8ak v tom, Ze |ékaf
nebyva se Zenou v tak Gzkém a dlouhodobém
kontaktu jako byva obvykle porodni asistentka.
Lékar by mél Iécit a porodni asistentka pecovat.
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related to childbirth, which can significantly
influence the care provided. If we look at the
issue from the point of view gender neutrality,
the gender should not play an important role
if the care provided to a client is respectful,
sensitive and empathetic.

This phenomenon of the modern era — mid-
wives being men — certainly needs deeper
understanding and description. It would be
perfect to look at the issue from multiple
perspectives: from the perspective of women,
female midwives and men. Surely, it would be
wrong to label these midwives with negative
connotations, as professionalism, expertise
and complexity do not relate to gender or
sexual orientation. We should keep our hearts
open and respect the choice of care providers
from the perspective of women.

If you are interested in this issue, we recom-
mend that you read the chapter in the book
Becoming a Midwife (Mander et al., 2009)
entitled A male midwife’s perspective, which
was written by male midwife Denis Walsh.
Let's not forget that a male midwife can con-
tribute to the world of midwifery by analytical
thinking and can be a successful researcher
or teacher.
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Resenf intimnich témat s muZem jako je napfi-
klad menstruani cyklus Zeny, sexualita Zeny,
téhotenstvi, porod, poporodni obdobi a kojen,
m(Ze byt nékterym Zendm nepfijemné.

Mezi pozitivni argument, ktery respektuje pravo
muZe zvolit si profesi porodni asistence mize
zafadit napfiklad ten, Ze muZovo nezku$enost
s porody na vlastnim téle je stejnd jako u po-
rodnich asistentek, které se samy jeS$té nestaly
matkami. A nékdy to mlZe byt velkd vyhoda,
protoZe nedoS§lo pfipadné k vlastni traumatic-
ké zkuSenosti v souvislosti s narozenim ditéte,
coZ miZe dale ovlivnit kvalitu poskytované
péce. Pokud se na problematiku podivame
z genderové neutralnosti, pak by nemélo zalezet
na pohlavi poskytovatele péce, pokud je po-
skytovana péce vici Zenam respektujici, citliva
a empaticka.

Fenomén moderni doby — muZ vykonéavajici
porodni asistenci — bude jisté potfeba jeSté
hloub8ji poznat a popsat. Idealni by bylo se
na problematiku podivat z vicero perspektiv
— 7 pohledu uZivatelek péce, tedy Zen, a také
z pohledu vykonavateld profese, muzli nebo
i kolegyn porodnich asistentek. Jisté by nebylo
spravné davat muziim v profesi porodni asisten-
ce nalepku s negativnimi konotacemi. Za profe-
sionalitou, odbornosti a komplexnosti ¢lovéka
nehledejme jeho pohlavi €i sexudlni orientaci.
Zachovejme si oteviené srdce a respekt k vy-
béru poskytovatele péce z pohledu Zen.

Pokud Vas tato problematika zajiméd vice do
hloubky, doporuCujeme pfeCist si kapitolu
v knize Becoming a Midwife (Mander et al.,
2009) s nazvem A male midwife’s perspective,
kterou napsal muz v profesi porodni asistentky,
Denis Walsh. Nezapominejme také na to, Ze
muZ v profesi porodni asistence mlZe prispét
svym analytickym mys$lenim a Gspé$né pisobit
ve vyzkumu ¢i vyuce.
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Summary of the sixth chapter
How can you be a happy midwife?

Zavérecné shrnuti Sesté kapitoly
Jak byt tedy Stastna porodni asistentka?

Do not be afraid of professional and social challenges

Follow trends, but keep in mind proven procedures and rules (knowledge and skills that were
created centuries ago)

Educate yourself on the issue of evidence-based midwifery and apply this method in practice
Do not give up in the fight against prejudices and fight against them actively

Support vulnerable groups of women and children

Surround yourself with a supportive midwife community, or create one

Consciously access your emotions and take care of your mental hygiene

Nebat se profesnich i celospolecenskych vyzev budoucnosti

Sledovat trendy v oboru, ale neztracet vztah k ovéfenym postupdm a pravidldm v péci porod-
nich asistentek (napfiklad penzum znalosti a védomosti /uméni porodnich asistentek/, které
se tvofilo nékolik staletf)

Vzdélavat se v problematice Evidence-based Midwifery a aplikovat ji do praxe

Nevzdavat se v boji s pfedsudky a aktivné proti nim bojovat

Podporovat zranitelné skupiny Zen a déti

Obklopit se podporujici komunitou porodnich asistentek, pfipadné ji vytvofit

Védomé pfistupovat ke svym emocim a provadét psychohygienu
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If you read these lines, you have reached
the very end of this publication. We hope
our words have triggered powerful emotions,
passion and curiosity to learn more about mid-
wifery. As you may already know, midwifery
is very closely linked to emotions, in fact with
all of them.

When performing our job, sometimes referred
to as a vocation, we often experience joy,
surprise, excitement, and communion, but also
helplessness, anger, grief, deep sorrow, dis-
appointment, fear or stress. Sometimes we
are proud of our knowledge and skills, but
sometimes we reach our limits. And it is up to
us how we approach these feelings: if we let
them stop us or use them as a moving power.

Barbara Kosfeld, a renowned German midwife,
recently stated that midwifery as a craft is
close to its end. How is it possible? There are
several reasons. We stopped following the
desire to work independently, as it is more
convenient for us to work in hospitals and
engage in quantitative-based work (orientation
on performance) than to perceive the quality
and depth of our vocation (such as continuous
care provided by midwives). We got lost in
technological achievements and medical rec-
ommendations and we are not used to working
responsibly and independently. We do not pay
attention to midwifery rules that are proven
by centuries. We lost humility and respect for
the origin of a new human life. We lost pride
and the desire to change things.
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CONCLUSION
ZAVER

Pokud jste docetli a7z sem, dostali jste se na
Uplny zavér této publikace. Doufame, 7e jsme
ve Vas rozhostili pfijemné emoce a snad i tro-
chu vasné ¢i zvédavosti pro jeSté blizSi pozna-
ni, jaké to vlastné je byt porodni asistentkou.
Profese porodnich asistentek je totiZz neod-
myslitelné spjata s emocemi, a to s emocemi
veskerymi.

PYi vykonavani naseho povolani, nékdy ozna-
¢ovaného jako poslani, ¢astokrate proZzivame
radost, prekvapeni, dojeti, souznénf, pohlazeni
po dusi, ale také pocity bezmoci, vzteku, litosti,
hlubokého smutku, zklaméni €i strachu a stre-
su. Nékdy se nam stane, 7e jsme py$né na své
znalosti a dovednosti, ale nékdy také nardzime
na své limity. A je jen na nas, jak se ke svym
limitdm postavime — zda se jimi nechdme za-
stavit ¢i je posuneme o kus dal.

Barbara Kosfeld, fenomenalni némecké porod-
ni asistentka, nedavno prohlasila, Ze profese
porodnich asistentek je jakoZto femeslo blizko
svému skonu. Jak je to mozné? Dlvodt je hned
nékolik. Pfestali jsme nasledovat touhu praco-
vat samostatné, je pro nas pohodIné pracovat
v nemocnicich a vénovat se spiSe kvantitativné
zaloZené préci (orientace na pocet vykon() nez
vnimat kvalitu a hloubku svého poslani (na-
pfiklad kontinuélni péce porodni asistentky).
Ztratili jsme se v dobé plné technickych vydo-
bytkd a lékarskych doporu€eni, nejsme zvyklé
pracovat zodpovédné samy za sebe. Ztratili
jsme ze zfetele pravidla v porodnické péci, kte-
ré jsou staletimi ovéfena. Ztratili jsme pokoru
a respekt ke zrozeni nového lidského Zivota.
Ztratili jsme svoji hrdost a touhu véci ménit.
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It is time to take back the forgotten and lost.
It is time to be proud of our vocation and
become happy midwives and share our posi-
tive energy and attitude with the rest of the
world... because women and children need
us! They need us to be there for them. They
need us to make midwifery an art and craft
again.
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Je na ¢ase vzit si v8e poztrdcené a zapomenu-
té zpét. Je na Case byt vice hrdé na svoje po-
volani, je na ¢ase byt opét Stastnymi porodnimi
asistentkami. A tuto nasi energii a naladéni
posilat dale do svéta... protoZe naSe Zeny
a déti nas potfebuji! Potfebuji, abychom tu pro
né byli ve své pIné sile. Potfebuji, aby se z pro-
fese porodnich asistentek stalo opét umeéni
a poctivé femeslo.

Eva Hendrych Lorenzova
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PUBLICATION SUMMARY

Theoretical background

Midwifery is a profession that has under-
gone dynamic changes throughout its his-
tory. There has been a shift from traditional
knowledge and skills possessed by midwives
to today’s modern age, which is characterized
by rapid growth and the use of modern tech-
nologies. The publication describes changes
in the history, philosophy, methods and pro-
vision of midwifery care over the years. The
publication includes chapters with recommen-
dations for specific activities in midwifery,
such as community care and the management
of water birth. Moreover, the authors describe
their experience in the maternity hospital in
Virchlabi, which supported natural births. The
final chapter focuses on the latest profession-
al challenges and demands in midwifery.

The objective of the publication

The objective of this publication is to intro-
duce the changes in midwifery in the context
of its history, philosophy and methods of care
provision. The publication was primarily writ-
ten for professional midwives. The objective is
to provide the readers with interesting infor-
mation and research studies, and to motivate
them to continue their development, self-ed-
ucation and monitoring of trends and thus
contribute to the development of midwifery.

Applied methodology

The publication was written synoptically and
it includes many research studies, historical
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SOUHRN PUBLIKACE

Teoreticka vychodiska

Porodni asistence je profese, kterd prosla
v pribéhu své historie dynamickymi promg-
nami. DoSlo k posunu od tradiénich znalosti
a dovednosti porodnich bab do dne$ni moder-
ni doby, pro kterou je typické rychlé tempo
a pouzivani modernich technologii. Publikace
zahrnuje aspekty ménici se historie, ménici
se filosofie a zplsobl a rozsahu poskytovani
péce porodnich asistentek. V publikaci jsou
rozpracované kapitoly tykajici se vlastniho
doporuceni pro specifické aktivity v porodni
asistenci — komunitni péce, vedeni porodl
do vody €i zkuSenosti s podporou pfirozeného
porodnictvi v porodnici ve Vrchlabi. Zavér pu-
blikace vychazi ze soudobych profesnich vyzev
a narok( na porodni asistentky.

Cile publikace

Cilem publikace je pfedstavit promény profese
porodni asistence v kontextu jejf historie, filo-
sofie a zplsobu poskytovani péce. Publikace je
psana primarné pro odbornou vetfejnost, porod-
ni asistentky. Cilem této publikace je ttenafi
jednak nabidnout paletu pestrych informaci
a védeckych studif, ale také ¢tenafe motivovat
k neustalému rozvoji, sebevzdélavani, sledova-
ni trend( v oboru a potaZmo tak pfispét k roz-
voji celé profese.

Uzita metodologie
Odbornéd publikace je ve svém charakteru

psana prehledové. V publikaci je pouZito vel-
ké mnoZstvi vyzkumnych studii a historickych
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sources and two original scientific research
studies (community care for women after child-
birth and water births).

Results

The publication quotes many primary and his-
torical sources, as well as current foreign and
domestic research studies. The structure of
the publication offers a comprehensive and
scientifically-based view on the theory and
practice of midwifery.

Keywords

Midwifery — philosophy and autonomy of the
vocation — possibilities of care — competence
in midwifery — hospital in Vrchlabi — water
birth — community midwifery — teamwork in
midwifery — emotional aspects of midwifery
— challenges in midwifery — being a happy
midwife.
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pramend. Jsou zde zahrnuty i dva plvodni
védecké vyzkumy (tématika komunitni péce
0 Zeny po porodu a tématika porodd do vody).

Vysledky

V publikace je citovano velké mnoZstvi primér-
nich zdrojl, historickych pramenil a aktuélnich
zahrani¢nich i doméacich vyzkumnych studif.
Vlysledna struktura publikace nabizi €tenafi
uceleny, védecky podloZeny pohled na proble-
matiku teorie i praxe profese porodni asistence.

Klicova slova

Porodni asistence — filosofie a autonomie
profese — mozZnosti poskytované péce — kom-
petence v porodni asistenci — porodnice ve
Virchlabi — porod do vody — komunitni porodni
asistence — tymovéa prace v porodni asistenci
— emocionalni aspekty profese porodni asist-
ence — vyzvy v porodni asistenci — byt $tastna
porodni asistentka.
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