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CHANGING TIMES:

Women views must be making a significant impact " somewhere ",
as according to Dr Tony Baird the immediate past chairman of
the NZ Medical Association, when addressing a recent meeting of
the Wellington Obstetrics & Gynaecology Society...ieeeveesccoee

" The 3 greatest threats to modern obstetrics are
consumerism
feminism
and midwives "

I can't help but wonder if there are any women not threatening

"modern obstetrics" !

I would like to extend a special thankyou to Joan Domnley who
continues tirelessly to provide copious quantities of ongoing
information for this newsletter. Thankyou Joan.

All of us have been very aware of the rapid chain of events as
the health services restructure - some areas being more
dramatic than others. However, questions have to be asked
about the *motive for many changes.....are they to provide a
move from the institutions into the community because this is
more appropriate and provides better health care.....or is the
chief priority in balancing the budget?

And what has happened to the process of CONSULTATION?

Predictably, those who are most at risk from the changes are
those who are most vulnerable - women and babies, children,
psychiatric and elderly people; and equally predictable, the
caregivers who are mostly women, will end up with the burden
currently being rapidly unloaded by Govt. Health Services.

However, you CAN make your views known by writing to your MP,
Area Health Board, community health committes, service
development groups, Minister of Health, Women's Ministerial
Advisory Committee (c/-Health Department) and Ministry of
Women's Affairs. * % Make it this Wednesdays letter * %

Judi Strid

NEXT. OPEN THE WOUND

AND GRASP THE APPENDIX

WITH YOUR LEFT HAND...
/
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New Zealand
College of Midwives
* Auckland Region presents CULTURAL AWAKENING with Social

Anthropologist Frazer McDonald - Marion Davis Library,Auck.Hosp
July 20th, 1900 hrs - All Welcome - $2 admission

* The first College JOURNAL is due out within the next month
and will be obtainable from each Region of the College of
Midwives.

* 1990 NZ COLLEGE OF MIDWIVES BIENNIAL CONFERENCE - Dunedin

31 Aug-2 Sept. WANTED ~ abstracts, ideas, theme, fundraising

Contact: Conference Cmttee,Otago Region of Coliege, PO Box 243,
Dunedin North

* SWEATERS in black, white, maroon, bright red, dark red, royal
blue, navy blue, light blue, bottle green, emerald green, gray,
pink & teal with WOMEN NEED MIDWIVES MIDWIVES NEED WOMEN or

SAVE A MOTHER EDUCATE A MIDWIFE or

MIDWIVES FOREVER with picture of mw & babies
send size, colour $32 with order + $2.50 p+p to Auckland Region
of College <c/-Denise Knapman,28 Rotoiti Ave,Pakuranga,Auckland

* Self-adhesive bumper stickers MIDWIVES MAKE IT A LABOUR ' OF
LOVE are available at $1.50 plus 40 cents postage from the
College PO Box 21 106, Christchurch.

* Midwives and Student Midwives are entitled to full membership
to the College, non-midwives associate membership and groups
affiliated membership. * HAVE YOU JOINED YET? *

NEW ZEALAND COLLEGE OF MIDWIVES - Membership Application
PO Box 21~106, Christchurch

NAME:...-.IOOn...tno.l...n..cn..-Ida.l-.oolo-looo-'l.lal---.lo

ADDRESS:.-..o. ccccc ® ® 0 0009 3¢ P09 00808 e e 00 90 2 e 00 ® 20 8880000000000 0

PHONE....'....-...e.o' ..... LR U I I € ¢ 8 0282058000000 0000000000
HOME WORK
IF AFFILIATE MEMBERSHIP~SPECIFY GROUP. civveeeranssvannonsanans

Annual Subscription - Midwives/Full Membership - $52
- Student Midwives/Full - $26
- Non-midwives/Associate(waged) =~ $52
- Non-midwives/Associate(unwaged)- $26

- Affiliated Membership




'Midwifery Today'

26th July - 30th August, 1989

NMATIONAL WOMEN'S HOSPITAL

?6 JULY Sharing The Power In Midwilery

Welcome & Introduction 0845

EMPOWERMENT

What

0900
Is It 7

Who Ilas Power ?
Accepting The Responsibility For Power
Empowering, A Feminist Philnsophy of

Sharing

1230 LUNCH

Sharing The Power of Midwifery 1330

Discussion Teresa Bradfield

Val Fleming

Trealy of Wailangi 0900

2 AUGHST
A Midwifery Perspective
~ Pauline Pitgevald, Staff Nurse, Clinic 2

The Whanau Room 1100
- Kathy Manga
Maori Expeclations 1145

o Childbirth

~ Blameine Ffmervy, Guast Speaker

LUNCH 1245
Lustoms_of Childhirth 1345

Speakers From Various
Cultures

Midwives In A Multicultural
Setting

- Discussion tacililator - Val Fleming

.

Midwifery Assessment Skills 0900

9 AUGUST
of The Newborn

- April ligham, Coovdinator, Neonatal Course

Cyanosis of The Newborn 1000

- Dorothy Coopear,

Neonatal Education Coovdinator

Grief, Separation & Dying 1130

- Sandra Budd, Nurse Manager, Neonalal [Init

LUNCH 1230

Early Discharge 1330

The Cost of Economics

The Effects of The
Post Natal Period

Panel Discussion

- Julie Knor Ward 8
Ward 3

HCMS

- dJenny Callis

- Elise Maedonald

Coordinated By:

Teresa Bradfield
INSERVICE EDUCATION COORDINATOR
NATIONAL WOMEN'S HOSPITAL

-
ENVIRONMENTS FOR PRACTICING MIDWIFERY 16 AUGUST

The Midwife As A Practitioner 0900
~ fAronwen Cox, Quality Assurcnce, Obstetric
Role of The Midwife In A 0330

GP Practice

- Charlotte Diggle, Practice Nurse Midwife

Hhere To Give Birth 1100

' N ;- 1
- I;:m( O 'Leary, Principal Nurse, Papakura
- Sheree Moran, Delivery Suite, NWH

Past Natal Facilities

Available 15

- Joan Lonely, Domiciliary Nidwife

LUNCH 1230

The Midwife As A Teacher 1330
- Shar ing Information

Technical Institute 1345
- Lia Smyth, Midwife

The Midwife As A Manager 1445
- Pam Hayward, Nurse lanager

The Midwife As A Researcher 1500

- Val Fleming, Divisional Nurse Manager




23 AUGUST

ADAPTING MIDWIFERY TO EnNVIRONMENTAL CiAMGE

PO TP T P P

Parent Educatigﬂ 0900

Preparation For Parenthood -
Do We Do The Right Thing ?

- JLlL Mitehinson, Paiiant

Education Coordinaior

1200
1300

LUNCH
ine Risks We Carry

Infection Control Perspactive
- francie Morgan,

FINISH 1600

THI-

Infection Conivol durse

R e TR

This programme has been developed to

promote midwives and their roles

within National Women's Hospital and

other obstetric arees.
$£i0.00 per day
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SPEAKDENS
Clare Matheson

OMING”
PORT — ONE

(“Huth” of the Unforianate Expertinend)

Sandra Coney
Phiitida Bunkle

Presentalion fo Dame Sitvia Cartwiight

CONSUMER WOR
VIDEGS
BOOK STALL

KSHOPS
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YEAR OF

Conference (o be opened by Frame Cath Tizard

fin flistorical Look At
Midwifery

- Betly Jenkins,

Current lidwifery Practice
Internationally
- Glenda Stimpson,
"What's Gone Krong
In Hew Zealand"

~ Joawn Donely, Domiciliary Midwife

1230
Re-Expanding Our Horizons
As The Pw1mary Caregiver
Discussinn 1330

- Val Fleming

- luresa Bradfield

ipolicy development.

30 AUGUST
0900

Divisional Nurs=

Obstairic

1030

Manager,

Delivery Sulle

1130

- : - ]
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Overview Report of the PMnmng'
Ceuncil; Social Monitoring Group,
prepared by Judith Davey aad
Micheal Mills.

Available from the Planning Council
!0r$2995

‘Thisis amajor report emanating from
the Planning Council whichi
ckamines the lifestyles of New
Zealanders and the trends in family
formation, education, housing,
cmployment and  unemployment,
health and general welfare. It focuses
on the differences between Maori,
colynesians  and  other New
Zcalanders and looks at (he
implications of these trends for

As the foreword indicates, “Social

WHEN:  Saturday 5 August 1989
TIME:: 9 an -~ 4.30 pan.
WHERE:  Freeman’s Bay Commnunity Cenlbre,
52 Hepburn Streel, Ponsonby, Anckland,
COST: Supporting -~ $20 plus

$20 ($ 16 ihvegistered Ly 22 Jaly)
-5 10

Waged -
Unwaged -

HEIMNG TUMCEHT O STIART

WOMI M QLY

Monitoring involves not only the
updating and refining of available
material, but also commentary on
both the social trends themsclves ...
jthis repoit provides  information
which can be used for discussion and
decisions relating both to social
jtrends aod policy development.”

¥ ot o e 114 e e et g e 7+ e
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ATES T 0 REMEMNBIR
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CHANGE WITHIN MAORI SOCIELY - Dr Ranginui Walker/Pubiic Lecture
July 19, 1300-1400 hLrs ar Maidment Theatwe,Auckland University

THE MCNEY MAZE - A worlkshop on funding for Community Croups
Juiy 19, 0900~1500 hrs - Te Aiztu Sth. Pomnun1ty Cir,Edmonton Rd
Enquiries: Mereanna Jechnston ph. 3373700 Ext 3781

CULTURAL AWAKENING -~ with social saathropologist Frazer McDonald
July 20, 1900 hrs. Marion Davis Library, Auckiand Hogpital
All welcome ~ admission £2 - Enquizies: Auckland Region of the
NZ Coilege of Midwives, PO Box /243, Reyal Oak, Auciland

MIDWIFERY TODAY WORKSHOPS - July 26/4ug 2,9,16 23 & 30 o
National Womens Hoc oh,—AtL;1and Enquiries:; Tewresa Rradiielid
Inservice Education Coourdinator, Natiomal YJowens Kospital

IS THERE A CURE FOR THE HEXZIH SYSITEM? Judith Basset:
July 26, 1300-1Z00 irs #zt vaiduent Thzatve, Auckland University

EVALUATION MODELS FOR HDALTH PROMOTIOW PROGRA%E§§/At all levels
Healih Education Lizicon Group - July 27, 10C0-1200
Cancar Society Lecture Hall, 41 Cillies Ave., Epsom, aAuckiand

BIENNIAL INTERNATIONAL ALLI/NCE OF WOMENG CONCRESS - August lst
Venue: TBA - Victoria, Austirilia
Enquiries: 58 Broadway,Cumberwell ,Victoria 3124. ph.(03)2180747

A DAY OF RECKONING -~ THE CARTWRIGHT REPORT & ONE YTAR ON
Conference for women only & bring Lunch to shave 310 - unwaged
$20 waged ($15 if reg.by Jely 22 Axgv 5th =~ %9zm-%.30pm
Freemans Bay Commun1ty Ceptre, 52 Hepburno cL.ponuonbh AvckTand
Enquiries: Auck.Women's Health Council,10 Carltonm Core Rd.Auck.

NZNA WINTER SERIES ADDRESCING BI-CULTURALISM - August 7/14/2%
To examine the COHCEPL of honnuring the Treaty of Waitangi in
relation to nurs'ng & health ~ 35 workers/$5 students/unwagad
Gonzaga Hall,Marcy Hosp.,Mountsin Rd. Epscm, Auckiand - 5. BOPT
7th - Hect}or Thopp cri/Bi-cultural Officer F0: Auckland AHB
14th~- Lesley Smith & Rose Lightfoot - Carrington Tech.Educatuis
21st- Irihapeti RqMSQE‘fUuP,.OL Educatisamn Nurse Adviseor

WORLD FEDERATICN #OR MENTAL HEALTH 1989 WORLD CONGRESS~-Auckland
21-25 August " Tental nealth - Eveiryome's Goncerm
Enquiries: Conventicn Manageman: Services,; PO Box 12-442, Auck.

NATIONAL FEDERATION OF PARENTS GiINTRE CONFERENCE - 26-27 Aug'3
New Plymouth High Schoc:i. Enguiries: PO Box 11310, Wellingtom.

MIDWIVES DAY ~ Septiember 1st **Tell us what vou wili be doing¥
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WOMEN’S HEALTH
RESEARCH WORKSHOP |
KEYNOTE SPEAKER: : ' H ‘ E “ |
University of Auckland Conference Centre,

DR ANN OAKLEY
Symonds Street, Auckland SPEH""(E’R';

TOPICS FOR WORKSHOP SESSIONS

Older Women goc 'a
RLpr()dULllVL Health

Maori Health

ental Health
Mn\'ume‘l\lll illl ‘“t‘:|“h| Research M"‘W
The Role of the Consumer r ' R M‘ DONRLD
For further information and R E )
registration forms please contact MAR‘ON 'DAV'S Ll BRHR\’
THE MEDICAL RESEARCH

COUNCIL OF NEW ZEALAND AUCKLAND WoSPITAL.
e e ew Zestond 20 TU LY \9 0 O HReY

Thursday, 21 September 1989

EMPLOYMENT ADM\SS‘ON 559" 05\&
OPPORTUNITIES e~
OVERSEAS

MEDICAL AID ABROAD has a register
of jobs in developing countries with:
-Christian Missions
-Aid Agencies
-Governments

Thére 1s a wilde varlety of posts avallable in Africa, Asia
and the Paclfic for:

*poctors

fNurses

*Midvifes

*Physiotherapists
*Pharmacists

tLaboratory technliclans
*Radlographers
#AOccupational therapists
*other health professionals

This is a unique opportunity to work in a challenging and
stinulating environment and contribute your professlional
skills vhere they are most needed.

We can supply you with a 1list of contacts £for positions
approprlate to your skills and intexests.

For further Information write enclosing a self addressed
stamped envelope to the address|belov detalling the type of
post, region and agency that you are interested in.

Dr P.J. Baunders

c/o Medical Ald Abroad
P 0 Box 3983
AUCKLAND, 1
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LETTERS:

Thank you for your letter about the risk of re-using
plastic disposable specula. I apologise for my delay in
replying.

Charlotte Paul and I wrote that letter to the Lancet
in 1986, because we were concerned about the theoretical
risk of infection from this practice. Our letter prompted
some microbiologists in London to conduct experiments which
were reported in the Lancet on 4 October 1986 (copy enclosed).

We have not outselves done any further research on
this hypothesis. The risk of transmitting the human papilloma
virus remains a theoretical one, but I believe that there
is no justification for the re-use of plastic disposable
specula.

UNIVERSITY OF OTAGO

NEW ZEALAND

Yours sincerely,

bacid Jry,

D.C.G. Skegg,
Professor of Preventive and Social Medicine.

DUNEDIN .

Department of Preveilive and Social Medicine

Medical School

RISK OF TRANSMISSION OF HUMAN

PAPILLOMAVIRUS BY VAGINAL SPECULA

Sir,—In response to Skegg and Paul’s wamning! we investigated
the risk of jatrogenic transmission of human papillomavirus (HPV)
via specula inserted into the vaginal vault of women with subclinical
HPV infection. We investigated the possibility that HPV could be
detected in cells adhering to specula after colposcopic examination

‘of women with premalignant discase of the cervix (cervical

intraepithelial neoplasia [CIN grades I to I1]) associated with HPV

infection. Many of these women also have HPV infection in other
areas of the lower genital tract. The specula, afier colposcopic
examination and removal from the vaginal vault, were rinsed briefly
in an aqueous solution of chlorhexidine to remove excess mucus and
then washed thoroughly in phosphate buffered saline to remove
adherent cells which were collected in a clean sterile container. The
cells were then transferred to nitrocellulose filters and the presence
¥ HPV genomes investigated by in situ DNA-DNA
iybridisation.2 Twenty-nirie specula from different women were
mamined and HPV16 DNA sequences were detécted in 4 cases
vith 3 other equivocal results (fig 1). This HPV type is associated
vith most of premalignant and malignant disease of the cervix.

"To confirm these findings cells from a further 16 specula were
examined by Southemn blotting. Total DNA was extracted from the
adherent cells washed from the specula and digested with the
restriction enzyme Pstf. HPV16 DNA sequences were detected in
1 instance (fig 2): 5—20 copies per cell were detected. This small
study shows that HPV infected cells can be found on instruments
inserted into the vagina of women with HPV infection, and if these
instruments are not cleaned and sterilised properly they will be a
potential source of mfecuog: for subsequent patients.

+- Papillomaviruses are stable viruses and we recommend that ail
Instruments be autoclaved between patients. If this is not possible
the instruments should be washed and then put in boiling water for
10 miri. Disposable spatulas should be used when a smear is taken,
and used once only. Plastic reusable spatulas which can be
disinfected between patients are fiot recommended because the
Slufﬂﬂon_ and type of disinfectiori may vary and the efficacy of

¢ ection is not known and difficult to test due to mablln.y to

Propagate HPV in vitro. - -

Depaniment of Microbiology,
UMDS of Guy's snd St Thomas's Hospitals,

Guy’s Campus,

London SE1 9RT D.J. McCANCE
Dep of Obstetrics snd Gynaecology, _ M. J. CampION
Whinington and Royal Northern Hospitals, A.BARAM
London N19 A, SINGER

1. Skegg DCG, Paul C. Viruses, speculs, and cervieal cancer. Lancer 1986; i: 747,
2.McCance DJ, Campion M], Singer A. Non-invasive detection of cervical
papillomavirus DNA. Lancer 1986; i: 55859,

THE LANCET, OCTOBER 4, 1986

Pages 816-7



Birth option
has second
chance

The Northland Area
Health Board has won
support from a group of
health consumers for one
of the measures in-
troduced as part of its
cost-cutting round.

The Whangarei Home
Birth support group says
it is delighted the board is
to reintroduce the domino
option, whereby a
domiciliary midwife pro-
vides continuity of care
before, during and after
birth, at Northland Base
Hospital.

Hospitel manager Mr
Ron Gutschlag ' reckons

e optlon could save
$60,000 a year, More im.
portantly, around 20% of
wonten surveyed recently
indicated they preferred
the option.

The scheme was tested
at the hospital earlier,
but withdrawn.

The Northern Advocate, Saturday, June 10, 1989

CWS

Moves for
midwives

Greater autonoiay for
midwives could be possi-
ble following a review of
the Nursing Act ordered
by Health Minister Helen
Clark.

Ms Clark sald yester-
day she had decided the
act should be reviewed by
the Health Department,

*At present the Nurses
Act prevents midwives
from carrying out
obstetric nursing if a doc.-
tor has not undertaken
responsibility for the
care of the woman re-
quiring childbirth ser-
vices.

““The need for this pro-
vision has come uitder
challenge from both con-
Sumers and midwives,
Many midwives see
themselves ag Indepen.
dent practitioners,” Ms
Clark said in a speech to
the Nurses’ Union,

The review would also
cover the increasing role
being played by nurses in
private practice and the
profession’s disciplinary
procedures,

The regulation of nurs-
Ing would also be review.
ed by the Government's

on oc-

,-Working group on
- tupatiohul regulation.

.
' AUGTION

Hospital gains
reprieve on
closure plans

HEARLD — R-( .07

Pukekohe Iospital
yesterday gained a
reprieve when the Auck-
land Avea Health Board
commissioner, Mr
Harold Titter, met the
hospital action commit-
tee.

Mr Tiller agreed at the
meeting, held behind closed
doars, to allow a review to
be undertaken of the geria-
fric and ohstetric hospital's
operations, to find ways of
saving money without clos-
ing il.

The MP for Maramarua,
Mr RBill Birch, who is a
member of the action com-
milter, spid afterwards that
the committee hiad made
plain ifs dismay at {he plans
for closing the hospital, an-
nouncerd by Mr Tiler last
month.

The meeling was ar-
ranged hecause of strong
local concern  that (he
closure of P'ukekohe Hog-
pital wonld feave a gaping
hole in Ihe community's
wellheing.

Mr Titter was told vester-

day Ihat the hospital pro-
vided malernity aad
geriatric care for a polen-
tial 40,000 locat people,

“He came oul {o per-
suade us that the hospital
should be closed, but [ think
we gave him a lot to {hink
ahoul.” Mr Birch said,

“The services were huilt
up wilh a strong conununity
network support.

“To remove (hose ser-
vices would take us back 50
years."

He said Mr Titler agreed
to some of the poinis (he
commitlee made, and that
the local people and hos
pital and other hoard staff
should review its nper atlon.

Areas where savings
could be made were in
hetier use of beds, particy-
larly obstetric and aleo in
wages,

Mr Titter admitted fhat
closing the geriatric warq
woulld save the hoard only
$800.000 2 year, Mr Rireh
said.

The review of {he hos-
pilal's nperatons would he

siarted  immedintely,




HERE TODAY,
GONE

TOMORROY

ospital axe
over Waikato

HERALD  Wellington Stafr 205 §9

Two Waikalo (owns may lose {heir
hospitals as the health axe prepares to
swing through the region. :

Te Kuili and Tokoroa hospitals are
facing possible closure when the Waikato
Hospital Board decides exactly ‘which
services will fall under expected budget
cuts. ’ 4
Al a special board meeting yeslerday,
figures presented by the hoard manager
of policy and development, Dr Alec Sin-
clair. showed that the two hospitals were
high over hudget.

The acling general manager of the
hoard, Mr Glen Garlick, sald last night
that the fate of the hospitals would not be
known untit Government funding com-
mencemenis in July.

The board must also find money to
cover uew projects such as implementing
the -Mason Report, cervical cancer
screening and ethical issues reaching
almost another $6 miltion. .

During the meeting, Dr Sinclair said
the bigpest savings could be made if the

Not allowed
Sir,—Maybe all remalin-

ing hospitals should erect

the sign — “No tittering

allowed on these
premises.”

Ollve Harricks.
Epsom.

board adopted a policy of reducing the
number of days patients stayed in hospital
and discharging them earlier,

“We cannol keep people in hospital one
hour longer than is_striclly necessary
because we simply cannot afford il.”

The second biggesi saving wouid come
from reducing the number of qualified
staff and employing differently.

“We could make huge savings by em-
ploying casual workers and we nust work
hard with the unions al (he negotlating
table to change the conditions of employ-
menl. They are making this country info a
bankrupt society.” said Dv Sinclair.

The board will meet agaln on Monday
to decide wheiber it will accep! yesier-
day’s proposals and to discuss the possible
closures of Tokoroa and Te Kuitl hospitals
in detail.

1t looks likely that Tokoroa will be the

first lo go because it Is closer (v Rolorug
and Taupo hospitals than Is Te Kuiti.

HERaLD 18-5- 87

Helensville area resi-
dents are not about to
call a truce in a baitle
they have waged against
the former Auckland
Hospital Doard for 14
years.

The defiant community,
which has wenthered fwn
earlier thréhis fo close ils
district obstetric hospital, is
bracing itself to fight a third
time - this time against
one of many cost-cutting
proposals planned by the
new Auckland Area Heplth
Board, .

Members of the Helens-
ville  Hospital Community
Commitlee will meet to.
night to discuss “praclical
alternalives” to the closure.

The commitiee, formed
14 years agn 1o keep the
hospital open, would not
give up now without a fight,
sitld  the “chairman, Mrs
Alison McKenzie,

"1 (hink we'll find some
way around it,"” she saiq.

In HOR1, the hospifal
came within a day of clos
ing. but {he conununity
warded off the threat hy
raising  $14,000 (o rede-
corale and adapl 11 {0 ae
commadale o wider range
of activilies.

The hospital, which hae
an annual budget of ahout
$400,000, hadt aiready sur-
vived a (hreal of closire in
1976, wihen public health
funds were cul hack.

Helensville VOWS
to fight
for a third time

By CARYN WILKINSON

About” 100 bahices are de.
livered each year at the 33-
year-old  hospital, which
houses six obstetric heds
and has a staff of 16.

Dr Adrian Gane, one of
two Helensville doctors who
deliver baliles al the hos- ,
pital, said the closure wouly
he  disastrous  hecanse jt
would rob pregnant women
without transport of vital
pre-nalal classes and care.

“"We are trying to save
money, bhut it's hard (o
assign dollar value to teach-
ing pood mothering skills,”

Training ground
lost say GPs

The loss of three of Auck-
land’s  outlying  obstetric
hospitals means the re-
maval of a valuable training
ground for young doctors,
says the Royal New Zen-
land  College of Genernl
Practitioners.

‘The college chairman, Dy
Derry Seddon, said he was
concerned there would he
problems with the removal
of the absletrice learning en.
vironments at Helenville,
Pukekohe and Howick,

Dr Seddon said he hoped
ihe rationatisation of ser-
vices would allow a rethink
of the training of junior dog-
tors and Iheir edurational

requirements,




Top Aussie
tipped for

SundAY SRR 25-6° %9

By JOANNA WANE

Australian specialist Dr Judilh
Lumley is hot favenrite for {he key
National Women's post left vacam by
the rotirement of Professor Dennis
Ronham.

The Sunday Star helicves the Auck
land tniversily has offered lher the
postgraduate chain of obstetrics and
gynaccology and is wailing a response.

Dr Lumley lectures in obstelries al
Monash Universily in Melbourne and
is a consuliant cpideminlogist at the
Department of Tealth’s perinatal data
collection unit.

She is a past medical editor of the
Anstralian Family hysician and in
1980 co-authored, with clinical psy-
chologist D Jill Asthury. Birth Rites
Birth Rights, Childbirth Alteraatives
for Awustralian Paren(s,

The hook explores the options open
(o pregnant women and raises coneern
over issues stuch as the inereasing rale
of cacsarean births amt inadequate
communicalion between palienis and
the medical profession,

Dr Jaimley vigited New Zealand last

|
week, heightening rumours that she is
a strong contender (or the position.

Medical School dean Professor
Derck North says an overseas applic-
ant. with a hroad involvement in mat-
{ers rvelaled o women's heallh was
inferviewed last week and offered the
post,

He would nol reveal the applicant’s
name but says he expecls an answer
within the next forinight.

“The candidate is a person of dis-
tipetion and, il she accepts, we will be
very fortunaie,” lie says.

The chair was largeted as a key
post by Judge Silvia Cartwright in her
reporl on the National Women's Hos-
pital cervical cancer inquiry and the

appointment has attracted widespread-

interest and speculation.

It is understood the universily is of-
fering a four-year {enure, with the op-
portunily 1o renew {he contract then
open {o either parly.

Auckland fest fube baby pioneer Dr
IPreddie Graham is aware Janmley has
applicd for the posl and says she
would be an exeellent choice,

More Otago women using
alternative birth positions

Alternative birth posi-
jons are becoming the
hoice of more Otago
jomen.

Professor R. J. Seddon,
hairman of the depart-
asent of obstetrics * and
:ynaecology at the Univer-
ity of Otago, said about
ne in 20 women who gave
sirth at Queen Mary Hospi-
al were op&nﬁ;o use an al.
ernative b g method.

“Women were given the
thoice here about five
Jears ago. Since then, some
1ave chosen to crouch,
tneel on all 1gourls,. ofr use
srthing stools,” Professor
Seddon explained.

Although the figure was
ow, he attributed it to the
‘act that Queen Mary Hos.
pital was the only hospital
in the Otago Area Health

Board equipped to cope
wlthdlﬁcﬂtxlgnﬂes. '

*“Therefore, we get a lot
of complicated births."”

women favoured changed
fre%lently but alternative
methods were becoming
morepopular, © )

Many women chose to
use these positions during
labour, but opted for the
traditional delivery.

Bean-bags and baths
were used for relaxation

: ses, Professor Seddon
said.

A good proportion of the
wormien atrmitted to Queen
Mary used all the birthing
positions during labour.

*8o long as it's safe for
them and the baby, they
can choose any position
they wish,” he sald.

Many of the 4,000 women
who -had bables at Auck-
land’s Middlemore Hospi.

-tal gave birth in crouching
He said the positions i

sitions or on bean-bags,

e Press Association
reports.
Birth attitudes were

becoming more relaxed,
and it was not unusual for
entire families to be at the
bedside wher a woman
gave birth,

Professor Seddon said
Queen Mary Hospital had
facilities — a special
delivery suite — for the
whole famlly.

*About 30 to 40 families
use it each year,” he said.

Queen Mary Hospital
catered for 1,700 babies, on
average, each year,

COMMUNITY
MDWIFERY

A PRACTICAL GUIDE

As a follow up to
Caroline Flint’s
enormously successful
first book, Sensitive
Midwifery, we are
pleased to announce
the release in New
Zealand of

Community Midwifery

published by
Heinemann Medical
Books.

This well respected
English midwife
provides further

valuable insights for

both medical and
helping professionals

on the process of

childbirth. -

Midwives Chronicle & Nursing Notes

January 1989
Parliamentary
Report

ARLIAMENTARY PROTESTS over

midwifery clinical regrading brought
the Commons® old session to a stormy
close, In the last but one motion on the old
Order Paper before the new session began,
Opposition MPs pressed the Government
to review urgently the way midwives had
been regraded.

Pointing out that the entire exercise had
left midwives seething in ‘“outright anger*’
over the way they had been treated, the
MPs called on Ministers to think again—
and they warned that morale, already low,
now threatened to hit further recruitment
into the profession.

The MPs reminded the Government that
the review had originally been promised to
reward training and experience,

They were therefore appalled that many
qualified midwives had been appointed at
a level below grade E and many midwifery
sisters below grade G, despite the RCM's
recommendations.

According to the MPs the result meant
that not only were midwives not being
rewarded as promised but unfair anomalies
had been created between different health
authorities. It would result, they forecast,
in new difficulties in maintaining a team
approach and hit recruitment, which was
already nearly 18% below establishment.
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Obstetric update

Domiciliary obstetrics

Hugh Carpenter

in the present climate of Australian
opinion, home births are
unacceplable to the majority. This
paper altempts to jusiify a
responsible plea for moderate
reform in this sensitive area;
sensitive because it involves
conllicting opinions about a
fundamental human experience.

Conflict

Three major points are relevant to this
appralsal of home birthing.

First, whether we like it or not and
whoever we are — doctors, politicians
or the public at farge — a minority of
women are sufficiently motivated o
insist on home births despite all
manner of threats and persuasions to
stop them.

Home births continue (Figure 1)
despite comments such as: ‘Do you
want your baby to be born dead?’; ‘It
something went wrong and your baby
died you would be a murderer’; ‘That
will be your funeral’; ‘| will not do your
anienatal care’; ‘I am commitied to
stamping out home births’.

Are we dealing with reckless fools?

Apparently not. The women who
Insist on home births are at least

.tk
Hugh Carpenter, MB, BS, MRCS, LRCP,
DObstiRCOG, DipRACOG, FRACGP, Is
Stale Direclor of lhe RACGP Famlily
Medicine Programme in Tasmania.

average in thelr attention to antenatal
care and parenting and in their general
behaviour.! They are by no means a
bunch of drop-outs. One must con-
clude that these are women of strong
conviction who will not be stopped,
who will not go away and who need to
be accommodated In the overall
scheme of things.

No. of home births

No. of practitioners

1977 1978 1979

1980

1961 1982

Figure 1. Rise in number of home births and practitioners,
19917-1982. {Lecky-Thompson M: unpublished data, 1982).

Second, the opinions of the Royal
Australlan College of Obstetriclans
and Gynaecologists should be con-
sidered. The following quole Is the full
text of An appraisal of changing com-
munity attitudes to birth by the Family
Health Committee of the Royal Aus-
tralian College of Obsletricians and
Gynaecologists (RACOG) Goncerning
home births.?

“Irrespective of screening to elimin-

ate risk factors, home births are
deemed to be unsafe. Medical care in
the home and backup facilities are
never adequate nor are these ever a
justification for home births. A definite
but small percentage of low risk
pregnancies suffer significant comp-
lications during labour which may
endanger the wellbeing of the mother
or the fetus. It may not be possible to
recognise, treat or transport the pa-
tient to a traditional unit In time 1o
avoid morbidity er mortality.

“It would appear that the home birth
movement has gained momentum, not
in small part due to a tardiness of
many obstetricians to empathise suf-
ficiently well with the emotional ex-
pectallons of their patlents. The tech-
nology and speclalisation of modern

hospilalised obstetrics alms to ensure
the safety and etficiency of birth for a
large number of mothers. In the past
not enough consideration has been
given to an individual patient’s needs.
The Ideal birth situation must surely
take into account both aspecls, and
most obstetric hospitals now en-
deavour to do so. Having a baby
should be a safe and an emotionally
fulfilling experience. The home birth
situation is not able to ensure the
former nor guarantee the latter.

“Patlents should be discouraged
from home confinement. They should
be made aware that there is no obliga-
tion for the obstetrician to provide
services outside the hospital. If obs-
tetricians demonstrate a willingness
to conduct home deliveries then clearly
the popularity of domiclilary obstelrics
will increase.

Patients should be discouraged
from but not denled responsible
home confinement.




“Similarly the formatlon of obstetric
‘fiylng squads’ to cope speoifioally
with home birth difficulties shouid be
considered only If such a community
need is seen to exist. The premature
establishment of such a service would
legitimise and popularise domiclliary
confinement in the community.”

Third, the unanimous resolution of
the final plenary session of the 1983
National Convenlion of the Royal
Australian College of General Prac-
titioners (RACGP) in Devonport was
that "The College should acknowledge
its responsibllilies in the area of home
births and develop suitable policies.”

Impasse

The views of the Natlonal Association
of Parenls and Professionals for Safe
Alternatives In Child Birth (NAPSAC)
and of the RACOG are diametrically
opposed. They represent an linpasse
with no common ground for con-
structive discussion. NAPSAC exIsts
primarily to promole home births.

The position of the RACGP is less
intransigent. To acknowledge respon-
sibilities and develop sultable policies
suggests al least a willingness to
ovolve responsible protocols to meet
the realistic demands of contemporary
soclety.

Analysis
The accidental; the irresponsible; and
the responsible.

Most statistical surveys of perinatal
morbidity and mortality for home births
fall to distinguish between these cate-
gories of extra hospital confinemanta,
Consequently, misleading compar-
isons arise In both medical Journals
and the lay press. Invariably they are
unfavourable to home births.

In good consclence, no doctor can
deny help to accidental home births.
Equally in good conscience, no doctor
could support the irresponsible In-
tention for home delivery.

The demand for home births is
based on a positive desire to conduct
the major events of life at home
(Figure 2) and a critical rejection of
some imporiant aspects of hospltal
confinement.
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Figure 2. Reasons for choosing a home birth, {Lecky-Thompson M:

unpublished data, 1982).

Elisabeth Kubler-Ross describes the
famlly home as "the beloved and
famillar surrounding in which birth and
death are most naturally and lovingly
embodied”.?

The objection to hospital confine-
ment [s In part to do with the Inatitu-
tional surroundings and in part related
to the interference rate of hospital
confinements. Judith Lumley In
‘Patterns of obstetric Intervention'
(Table 1)* lllustrates the rise In in-
duction of labour, caesarlan sections,
forceps and epldural anaesthesia for
vaginal delivery, in Tasmania and
Victoria between 1974 and 1977. She
concludes:

“There is a high and rising rate of
interventlon in childbirth In Australia.
There are differences between Stales.
There are dramallc and inexplicable
differences between the intervention
in public and private patients. The
effect on outcome of these high rates

Births are depersonalised by the
institutional environment of hos-
pltals.

is not known, though trends in perl-
natal mortality seem to lack a con-
sistent association with interventlon.”

One might guess at the explanation
for the difference between public and
private inlerference rates; NAPSAC
s outspoken In offering I1s own
(Table 2).

The case for responsible home
births rests on the definition of ‘re-
sponsible’. The RACOG might say
there is no such thing as a responsible
home birth. This view Is difficult to
sustaln if one examines the statistics
which show that the maternal and
fatal morbidity and mortalilly are not
increased, provided careful selection
of mothers is made to eliminate risk
factors.

A small percenlage of complica-
tions will occur whelher the patient is

at home or in hospital. No amount of -

screening can eliminate these mis-
forlunes, nelthser can they be elimin-
ated by any choice of birthing place
(Table 3).!

Proposition

In his paper on home births, Peler
Lucas' esltablished an assessment

gulde for parent suitabllity for home
births (Figure 3).

| wouid summarise the selection of
suitable parents differently (Table 4).
To be suitable for home birth, both
parents must be thoroughly com-
mitted to it. It Is not the role of the
doctor to promote home births, rather
it Is an option for those women who
refuse to go to hospital, The doctor
must act by legitimate persuasion.
Most women wlil see reason but thay
will not bow to unsubstantiated con-
trary directives from their doctor.

A number of questions should be
addressed:

* |s the home clean, warm, well
plumbed and convenient?

* Has the mother a satisfactory past
medical history?

* Has she had at least one (and not
more than lwo) normal pregnancies
and confinements?

* Has she been healthy (hroughout
the anlenatal course of the present
pregnancy?

* Is there an absence ol predictable
complicalions lo mother or child in
labour?

If all five questions can be answered
alfirmatively, the determined woman
may be confined salely at home by her
doctor who should have postgraduate
qualifications at least to the level of
a Diploma In Obstetrics. There must
be an allending midwife. An ambu-
lance service must be not more than
30 minules away. These guldelines
apply tor home births In Britain; In



following them for three years in my
practice | encountered lhree unex-
pecled complicalions in 84 confine-
ments and all had satisfactory out-
comes.

In summary, palients should be
commitied, para one or two, healthy in
every respecl, In a good home and with
a competent doclor and midwlfe.

Cost

NAPSAC claims (hat greed Is an
tiportant motive for the obsletriclans’
insistence on hospltal conifinements
and the high intetlerence rale which
Lumley described as ‘Inexplicable’ in

private praclice.’ The cosl of a home-

dellvery by a general practitioner with

a midwife In allendance, including
antenatal and postnatal care, Is about
$640. The calculation of the cost of a
hosplal dellvery is complicated by the
high Interference rale. The normal
delivery rale is now only about 30 per
cent of all hospital births.' Carefully
cosled, the average hospital confine:
menl in Australia is of the order of
$1659. The difference of a little over
$1000 per birth, applied to the present
home birth rate (Australla wide) of
3036 In five years, Indicates a saving
in excess ol $3,000,000 (Table 5) (Lig-
termoe! H; personal communication).

Both parents must make an in-
formed commitment to their re-
quest for home delivery.

Il responsible home births were pro-
moted, something approaching 30 per
cent of total births could fall Into this
calegory. The lotal number of births in
Auslralia is one quarter of a miilion
annually. The saving therelore is po-
tentially of the order $83,00,000. This
saving relales to responsible home
births only, which would be no more
dangerous than lheir equlvalent In
hospital,

Outcome

In concluslon, the point must be made
that the contents of Lhis article would
be unacceplable lo the mosl oul-

spoken proponenis of home births.
They would certainly want that most
exciting of all human experiences, the
birth of one's first child, to be under-
taken at home. Il Is recognised also
that the article might not be accept-
able 1o the RACOG nor does It con-
form to the present position of the
Council ol the RACGP. Nelther of
lhese bodies currenlly accepts any
case for planned home births.

This article atiempls to meet the
intentions of the Convention assem-
bled at the 1983 Annual General meel-
Ing of the RACGP. it could provide a
responsible basis for discussion be-
tween parties who presently share no
common ground, the mothers who
insist on having home births and the
doctors who refuse o accommodale
this insistence.

Table 2
Victorla: Public and private patlents at one teaching hospltal, 1968-76*

Caesarean section Induction of Iabour
(per cenl of total births) {per cent of total births)
Publlc Private Public Private
Booked Non and Booked Non and
booked Intermediate booked Intermedliate
1968 5.0 8.9 14.0 8.2 116 : 23.1
1976 7.2 16.1 14.2 14.7 20.5 28.7

Initlal home birth
discussion

AR

Consider motivation | '

assess risk factors | . , R
. .
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- -

and — No| nceeplublo —

- Dlet - Yes

s it ponlblo to improve
motivation andlor hesalth
risk to a sultable level?

- Supporl systems

2

e Work wilth )
- Childbirth educators
~ Midwlife/helpers
t. ~ Support group

X ‘o organise home birth
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Hospltal primarity
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Transfer to hospltal

Figure 3, Assessment of parent sultabillly tor a homa birlh

Table 3
Comparison of 100 home births with
100 hospltal births®

Home Hospltal
(%) (%)

Primiparae 24 50

Inductions (all types) 0 12
Artificlal ruptute of
membrane in labour 8 14
Augmentation 0 8
Forceps ;] 6
Caesarean sections 1 8
Episiotomies 1 24
Tears 37 36
Pain rellef (all types) 6 42
Fetal distress 1 1
Pre eclamptic
‘toxaemla 0 2
Postpartum
haemorrhage 0 2
Breast fed 100 90
Table 4
Patient screen for responsible home
birth

* Parental commitment

* Compelent supportive obsietriclan

o Attending midwife

¢ Clean, warm, well plumbed, conven-
lant home

» Satisfactory maternal medical history

* One or two normal pregnancles and
conflnements

* Healthy present antenatal course

* No predictable problems for mother or
baby

* Ambulance available within 30 min-
ules
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Total births, per anpum,» |

Table 5 .o vt 1 iTable 8 L
Home and hospltal blrths — comparatlve costs * Cost saving by hame birthe = , "' .
Home births: . $ $ Actual homa births, : RN . S
Anienatal care 1977-1982, Auslralla: ™ ' -_"3.036\_lolal . ;
Conlinement Approximale cost saving: -~ 3,036 k $1,000 = $3,036,000
Postnatal care: obstelriclan 240.00 e B R

Potential annual saving',

- ! . N V. ..
‘ ; '260,000 approx.’ Lo
couid be - . ’ oo

responsible home births - 180,000 approx.,.-
Approximale annual cost

. " !
"7 "80,000 x $1,000 ~ $80,000,000

! midwile 400.00
' 640.00 Australla
30 per cent
Hospltal | '
Antenalal care
Confinement : saving "
Postnatal;care: obstetrician 2985.00 9
’ L .- labour ward &
lying-in (7 days) 850.00
*Intervention faclor 504.00

1,659.00
Difference 1,019.00
(per birth, say, 1,000.00)

* Intervention laclor: lhe average additicnal cost, per birth, or the sum ol
current costs lor induglion (32%), lomepsédo%). spinal anaasthntic (36%),
caesatian secllon (5%). Parcenlages raduced to allow for home birth
ntervention.
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Working Party on Low Risk

Pregnancies
The Women Child and Family Health Division of the Department
of Health has set up a working party on safe options for low risk
pregnancy.
Members are:
Ms P. Barnett, Chairpersan, Scientist in Charge, Health
Glanning and Research Unit, Christchurch Health Development
nit
Dr T. Birch, Rawene, Northland
Ms J. Donley, Auckland
Dr R. Naden, Dept. O&G, University of Auckland, National
Women's Hospital, Auckland
Prof. Seddon, Professor of 0&G, University of Otago, Dunedin
Dr M. Kerr, St Albans Medical Centre, Christchurch
Dr H. Sili, RCOG nominee, Chrisichurch
Ms K. Guilliland, NZ College of Midwives, Christchurch

Ms Paula Mclvor, Advisory Officer, Women Child & Family
Health, Wellington

The Firast International
Howe Birth Movement
Newsletter

The first issue of the International
Home Birth Movement Newaletter is
out now. Edited by Hilda Bastian of
Australia, this new and fascinating
Journal has homebirth news from the
Americaa, Asiea and the Pacific,
Africa and Europe.

There are feature articles on the
lst International Conference on Home
Birth, the Healing Traditions of
Indta, Birth in Malaysia, and an
extensive review of the work of the
World Health Organization around the
world - health promotion, breast-
feeding, the 1role of midwives,
appropriate technology during and
after birth, and the safe motherhood
initiative to reduce maternal morta-
lity by 50% within 10 years.

Contributtions by Janet Balaskas,

BIRTH CONTROL INFORMATION

Another move by the Depariment of  Called “Choice, Not Chance”, the
Health has been the publication of a pamphlet was jointly produced by the
pamphlct for young people on birth Department and the Family Planning
control. The booklet is a responsc to  Association. Its aim is to help young
concern at the number of adolescent pcople make informed decisions

pregnancics. about contraception.

Rahima Baldwin, Beverley Beech and
many other childbtrth activists from
around the world.

Get your copy of this 52-page {issue
and support the International Home
Birth Movement by sending £10 to:

The International
Home Birth Movement
22 Anson Road
London N7 ORD
UNITED KINGDOM
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IMPRESSIONS FROM THE AUSTRALIAN 10TH HOMEBIRTH CONFERENCE
From Birthplace Newsletter Winter'89

Keynote Speaker - Marsden Wagner (WHO) was supportive of women
and their need to regain their power and control of birth. He
questioned the medical professions response to homebirth as
unsafe, and in fact reversed the question by asking the medical
profession to prove that hospital birth is safer than a well
planned homebirth. The World Health Organisation does not
recognise any studies that prove hospital to be safer than
birth at home. He criticised the high levels of intervention in
Australia - especially for c-section, induction and forceps
delivery - as all these practices in Australia are above the
WHO recommended level.

He emphasised that ALL hospitals should be able to provide
intervention statistics to all clients upon request.

1989 NZ HOME BIRTH CONFERENCE - NEW PLYMOUTH

This was the first bi-cultural homebirth conference commencing
with the full maori welcome and ongoing contact with the maori
perspective of childbirth throughout the weekend. The
importance of the sharing and networking was evident as usual,
as was the need to provide support to the ever increasing
numbers of midwives moving into the rather isolated sphere of
domiciliary practice. Homebirth conferences are important
gatherings for affirmations and the recognition of progress and
achievements, but also for reminders of the work still to be
done in the area of midwifery practice and choice of birthplace,

Hui Kainga Whanautanga O Aotearoa

REMITS:

- to lobby the Government for funds to employ a full time National
Home Birth Resource Worker.

- this conference calls for the immediate establishment of a direct
entry midwifery course.

- this conference urgently calls for the re-establishment of
midwives as independent practitioners.

- call for properly funded, trained homehelp service for homebirth
and early discharge families for a minimum of 10 days.

- demand for unbleached products to be available as a choice for
all consumers,

- to urge all Homebirth groups to undertake bicultural training
before the 1990 Conference either with Project Haitangi or another
appropriate group to assess the needs of Maori women in their area.

~ the 1990 Homebirth Conference in Whangarei make available a
session on racism.




HOME BIRTH STATISTICS 1988

The figures for 1988 represent both an
achievement is a solld incresse in home births.

achiavement and a challenge. The

The challenge is to make the

home birth option more widely aveileble - to people outside the towns and tao

paocple of all athnic backgrounds.

Meori people are under reapresented in

the

home birth movament. . The 1680 National conference is the first bicultural
conference and accordingly I have compared the births of Meori amothers with

those of others.

Tha percentages are of all NMeori births, all

other births,

and total births, to snable easy comparison.

Year 1984 1985 1986
Hone births 369 387 542

1987 1988
596 680

The figures for 1986 and 1887 births are larger than prevously published since

late forms have come in.

The 1687 and 1988 figures exclude planned hospital

deliveries, some of which wvere included in esrlier years.

variable percentages

Maori Other Total
Mothers' data

Age: 0O-14 0.0 0.2 0.2
16-18 2.9 0.8 1.0
20-24 34.3 9.2 10.6
25-28 42.8 36.6 36.9
30-34 14.3 38.7 2937.4
35-39 : 6.7 13.3 12.9
40-44 0.0 1.1 1.1

variable

parcentages
Heori Other Total

narried/de facto 85.7 92.3 91.1

tertiary education 25.3 58.4 56.8

snoker (mostly 36.4 7.2 8.8
under 5 per day)

In common with HMeori peocple as a whole, Maori mothers can be seen to have

higher risk factors although a more favourable age structure is an sxcept
It should be noted however that only 35 mothers are involved.

ion.
»So each mother

nekes a difference of 2.9 percent compared to 0.1 percent for others.
Therefore variations due to chance are much mov@ important.

. Maori Other Total
Pregnancy data

hospital transfers 8.6 12.3 12.7

procedures in labour-

no procedureas 46.7 46.8 48.5
pain reliaf(drugs) 5.7 5.3 8.3
‘membrane rupture 20.0 14.7 15.0
acupuncture _ 0.0 7.5 7.1
homeopsthic remedy 28.6 34.8 04.5
episiotony 5.7 3.3 3.4
sutured laceration 25.7 22.2 22.4
complications of lebour-
none 85.7 82.2 82.4
foetel distress 8.6 4.6 - 4.8
prolonged lebour 5.7 7.3 7.2
retained placenta 0.0 0.8 0.7
haemorrhage-
antepartun 0.0 Q.8 0.8
postpartum 2.9 3.8 3.8
cord prolapse 0.0 0.0 0.0
other Q.0 4.6 4.9
Bebies’ data
nales 42.9 ’53-7 53.1
fensles B7.1 46.3 46.8
still born (1 baby) 0.0 0.2 0.1
feeding at 2 weeks-
breast only 87.1 ©8.7 98.6
supplenent 2.9 1.1 1.2
bottle 0.0 0.2 0.2

Maori Other Total
spontanecus onsaet 100.0 97.8 7.9

type of delivery-

cephalic 21.4 93.4 93.3
breech Q.0 0.8 0.7
forceps 5.7 2.5 2.7
ventouse 2.9 0.8 0.8
caesarian 0.0 2.5 2.4
complications of puerperium-~
none 8l.2 88.8 88.7
infection-

urinaery tract 2.9 0.3 0.5

genital tract Q.0 1.1 1.1
breast infection u 0.0 5.1 4.9
venous thrombosis 0.0 0.2 0.2
saecondary pph 0.0 0.2 0.2
p.n. deprassion 0.0 1.0 0.9
other 0.0 0.5 0.5
morbidity-
none 91.2 94.0 93.8
premature (extrenme) 0.0 0.5 0.4
jesundice (therspy) 0.0 1.4 1.3
infection - 8.8 3.¢0 3.9
birth injury 0.0 0.8 0.8
othear 2.9 1.8 l.8

In addition to the stil]l birth notad above, one baby died within e week after

birth. A

Two observations are worth meking.
record of home births continues.

First, that the generslly trouble free
Second, Maori births appeer comparsbly

trouble free, but the nuambers are too small to draw general conclusions.

Fo; further information contact me (Alex Gillenders) at 104 Seddon Street,
Neenae, Lower Hutt or phone Wellington 673747.
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$ costs

Cost Effectiveness Study

NATIONAL WOMEN'S
305 beds.
Annual operating costs $32.2
million. '
Opened 1963.
The full levei-three high-tech
obstetric unit includes 95 gynaeco-

logical beds. 156 post-natal and
ante-natal beds and 54 neo- nata] -

cots.

It has 15,000 admissions a year,
5000 births, 800 day patients and.

55,000 outpatients.
The hospital employs 650 staff.

NORTH SHORE
HOSPITAL

340 beds (four empty wards
never commissioned). The main
tower block was designed to
have 600 beds but never has.
Annuval budget about $28 million.

Opened as an obstetric unit in
1857, with the geriatric unit in
1975, and general hospital in 1984.

The hospital has general medi-
cal beds. also general surgery,
coronary care unit, geriatric unit
and obstetrics (48 bed) unit. Its
emergency department operates
within limited hours.

The hospital sees 40.000
patients a year, with about 10,000
inpatient admissions, 90,000 out-
patients and 5000 day patients,

The hospital employs about 700
staff.

PUKEKOHE HOSPITAL

48 beds (18 obstetric) 30 geriatric
long stay. Annual budget $2.4
- million.

‘The geriatric unit was estab-
lished in 1979; obstetrics unit
1950.

There are about 300 births a
vear, 600 admissions and 2000
outpatients.

The hospital employs 40 staff.

HELENSVILLE HOSPITAL
6 obstetric beds. Annual budget
£400,000.
Built 1956. R
There are about 100 births a
vear.

The hospital employs six staff.
HOWICK HOSPITAL
Eight obstetric beds. Annual
budget $500,000.

Built 1916.
There are about 170 births a
year.
The hospital employs 10 staff.
PAPAKURA

17 obstetric beds. Annual operat- :

ing costs $700,000,
Opened 1920.
The hospital has about 420
birgxs a year. It employs about 13
staff.

This study was carried out by the Wellington Home Birth
Association and compares the cost of a hospital delivery to that of
a home birth. It relates to the period between August 1987 and July

1988.

Hospital

Includes: Antenatal clinic, laboratory tests,
appropriate specialist assessmant, delivery
and post natal care in hospital for an average

five days $1600.00
G.P. Care (figure cover both calegories)
Booking in fee 35.50
11 Antenatal visits @ 17.75 each 195.50
Delivery {up to two hours) 245.00
Puerperium visits @ 17.75 each 106.50
Post Natal check (6 week check up) 35.50
Total T 617.75
Misc: Prolonged attendance fee (after
two hours labour) $60.00 per hour.
Mileage $1.50/Km
Domiciliary Midwives
3 Antenatal Visits @ $16.00 each 48.00
Labour and Delivery 150.00
12 Postnatal visits @ $16.00 each 192.00
Totat 390.00
Misc: Mileage 72c/Km
Laboratory Costs (routine)
2 AN Groups @ 13.70 each 27.70
1 Neonatal Group (cord blood) 7.40
Total T 34.80
Grand Totals
Hospital/GP/Lab = 2252.55
Home/GP/Lab = 1042.55
Difterence = 1210.00
WARKWORTH HOSPITAL ST HELENS.

12 obstetric beds. Annual operat-
ing costs $380,000.
Opened 1920. '
The hospital has about 110
births a year. It empioys 10 staff.

WAITAKERE HOSPITAL

180 beds (140 geriatric, 40 ob-
stetric). Total budget $9.4
million. )

Obstetric unit opened 1968; ger-
iatric unit 1974.

The hospital has about 650
births a year. There are about
1600 (total) admissions and 13,000
outpatients,

Level-two obstetric and neo-
natal unit with 103 beds (20 ante-

natal, 45 post-natal, 26 neo-natal
cots and 12 delivery unit beds).

Annual operating costs. $8.6
million.

Opened 1968.

The hospital has about 3600
births a year. The neo-natal unit
admits 1000 cases a vear. There
are about 18.000 ocutpatients.

The hospital employs about 200
staff.
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MEDIA RELEASE - 19 JUNE 1989 MATERNITY SERVICES TASKFORCE

A Maternity Services Taskforce consisting of seven people has recently been
formed at the direction of the Commissioner, Mr Harpld Titter. They have
been charged with -

"The design and implementation of a new maternity service for
the Auckland region within the genersl structure outlined by Mr
Titter in the document 'Corporate Strategy for financial
Control' (16 May 1989)".

The Taskforce is headed by Dr Ray Naden. Its members are:

Dr Graeme Cable Miss Shirley Hutchinson
Mrs Sam Denny Miss Anne Nightingale
Ms Kim Hastwell Ms Yvanne Underhill-Sem

All members have been selected for their knowledge and abilities rather
than as representatives of particular hospitals or departments. They bring
together skills and experience in obstetric and midwifery practice and
management, workforce planning and budgetary control, community
consultation, demography, service and facilities planning. Other people
with particular skills will be co-opted from time to time.

There is a strong commitment by the Taskforce to consultation and liaison
with staff, other health workers, users of maternity services and community
groups. . There will alsa be a close working relationship with hospital
management who are responsible for implementing changes and operating

services.

The Taskforce is confident that with staff support it can meet the
challenge of designing a high qguality maternity service which is responsive
to the needs and preference of individuals.

UPDATE ON CARTWRIGHT TASK FORCE

The Commissioner is pleased to announce that the Cartwright Taskforce,
which was set up in April of this year, considers that substantial progress
has been made towards implementing the recommendations of the Cervical
Cancer Inquiry.

Patient Advocate(s)

Recent activities include advertisement of the position of Patient
Rdvacate(s) to be based at National Women's Hospital.

It is hoped to make an appointment as saon as possible after applications
close at the end of this month. All applications will be considered by a
panel independent of the Auckland Area Health Board, and the appointee(s)
will report initially to the Director General of Health and subsequently to
the Health Commissioner.

Ethics Committees

A working party has been set up recently to develop a proposal for the
establishment of Ethics Committees for the Board. The working party plans
to develop a draft proposal which will then be distributed widely for
comment. This is the first stage in the establishment of Ethics Committees
which conform with the national standard, a process expected to take six to
nine maonths.

-The Taskforce is working on several ather projects and an wpdate on
progress with these will be provided at the end of the month.
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Account of one speaker from 1989 NZ Obstetric & Cynaecological
Society Conference - 17-19 March
by Pauline Scott (Childbirth Education Network)

FETAL ADAPT ION FOR EXTRAUTERINE LIFE

Professor of Perinatal Medicine and Child Health.

Bristol, England.

Speaker: Peter Dunn,

This lecturc dealt with the benefits of non-intervention of the
third stage - as far as the baby was concerned.

bunn strongly believes that a baby who is not separated early
from the umbilical cord has a more healthy outcome, than a baby
whose cord is clamped and cut immediately after birth.

If the latter is done - the baby could be deprived of its full
complement of placental blood. In turn, the increased volume

of blood required by the pulmonary circulation must be drawn from
the baby's own bloodstream. Low blood volume may cause failure

of lung expansion, leading to IRDS (idiopathic respiratory distress).
Dunn believes this is even more important when dealing with
premature babies, (see his latest paper on the subject at the

end of this review.)

lle went on to say that intervention of the third stage - that is
the routine application of an ecobolic (synotometrine)} - can lead
to further infection problems. Because early clamping of the
cord 1s desirable after synotometrine, blood trapped within

the placenta, makes it bulky and yigid. This in turn makes the
delivery of the placenta more difgicult as it tries to pass
through the closing, contracting cervix. Cord traction and
fundal pressure can further complicate matters.

Dunn goes even further and suggested that if the placenta (with
cord intact) is delivered by the mother naturally - it then could
be placed beside the baby to enhance the best possible normal
blood level. The cord can be clamped and cut once it has stopped
pulsating.

All of this, of course was hard for the majority of the audience
to swallow! Comments later about Peter Dunn's lecture were -

"of course, his studies are over ten years old" (if that makes

any difference), and "he's a paedgtrician, not an obstetrician" -
even though he has spent over 30 years working in maternity
hospitals, studying childbirth and its effect on the newborn.
Speaking to Peter after the Conference, he said that he has had

to align himself with consumer groups, to help get his message
across, and he was not popular with O & G's in general. A
similarity there with Odent. Both men, as male doctors, are
standing up to the medical world on issues which concern women,
even though women have been guestioning childbirth matters for
years and years. Says something about our society doesn't it?
Peter's other lecture - "Maternal Posture and Mobility During
Labour and Delivery" was excellent - although for me it was old
hat! Congratulations should go to the O & G Society for bringing
Peter Dunn to New Zealand for this Conference. Maybe next time -
some New Zealand wmen could be invited to speak on childbirth
issues!

First Dunedin midwifery
course 1n 50 years opens

By Cheryl Norrie 23.5.-%9
It wis cause for celebration at the Otago Polytechnic last night when
the first midwifery course in 50 years opened in Dunedin.

The city has had no mid-
wifery course since 1938
when St Helen's Hospital
closed. i

The course co-ordinator,
Ms Sally Pairman, said it
was coincidental that the
opening occurred on the
same day as that of the new
polytechnic, but this made
it all the more special.

The southern region
midwifery course is a joint
venture between the Otago

and Southland polytech.
nics, and the 11 students
will divide their time be.
tween the two centres.

The year.long course is
open to registered com-
rehensive nurses and reg.
stered general obstetric
nurses.

Ms Pairman said the stu.
dents would do practical
training at several small
maternity units and would

each allend a home birth.
Since 1979 midwifery has
been a subject in the ad.
vanced diploma of nursin:f
and Ms Pairman said mid.
wives had been campaign-
ing to have it recognised as
2 qualification in its own

ri% t.

ourses in midwifery had
been set up this year as
part of a trial and a
natlon-wide review of mid.
wifery training would take
place after three years.
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EARTH FIRST EXPO

A group of people in Auckland are working on an exciting
project - EARTH FIRST EXPO - an environmental awareness
event planned for October 1990.

We are inviting participation from as wide a variety of
interests .as possible. We hope to have input from any

community groups - e. -g. environmental, health, education,
peace, co-operatives; schools; inventors; researchers,
government departments; cottage industries; small and
large business.

Regional displays from throughout NZ are welcome.
If you are interested im participating, exhibiting,
performing or would just like more information please

write to:
Earth First Expo
PO Box 8371
Symonds Street
Auckland

“TALKING TO YOUR
DOCTOR”

Waikato Women’s Health Action
Cenlre has produccd a
comprchensive pamphlet for people
who do not feel satisfied with visits to
their doctor. “Talking to your doctor
- developing a healthy partnership”
clearly and conuscly deals with
anxictics about going to the doctor,
how 1o make the best of an
appointment both from the doctor's
and the client’s point of view and
gives handy practical suggestions.

For copies of the pamphiet
contact Waikato Women's Health
Action Centre, 151 Collingwood St,
PO Box 269, Hamilton, ph 80-341
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OVERSEAS

BY ANDRE PICARD
The Globe and Mail  +, May (989

MONTREAL

Quebec doctors reacted angrily
yésterday to a proposal to legalize
midwifery in the province.

tution legal. More people are
asking for prostitutes than mid-
wives, " Augustin Roy, president of
the 16,500-member Quebec Corpo-
ration of Physicians, said in an in-
terview.

Clement Richer, president of the
9,600-member Quebec Federation

equally incredulous: “It's like let-
Ung an apprentice pilot take
charge of a Boeing 747 loaded with
passerigers.”

" Helene Cornellier, -president of
the 60-member Quebec Alliance of
Practicing Midwives, dismissed
the reaction as “insipld and Insult-
ing ... It really shows how little
respect the medical establishment
has for women. "

She said doctors’ fears of mid-
wifery are based on financial self-
Interest, and said they are."deter-
mined to maintain a monopoly on
what they call medicine. ~

On Tuesday, Health Minjster
Therese Lavoie-Roux sald she
would introduce legislation to set

wives, She said that with-the co-op- )
eratlon of the opposition Part] Que-
becois, the law could be adopted
before the June 23 summer recess:

Dr. Roy said the corporation was

not opposed to midwives assistinz
doctors in some restricted circun:-
starices, but denounced the pro-
posed law because it appears w a;-
low midwives to participate In *ali
aspects ol pregnancy, from the
planning stages t0 post-naial
treatment, and including the birth-
ing process,”

i Nr . Cornellier agreed the Lattls
was an |deological one and doctors
wers out-of-touch with moder
thinking: “Pregnancy is not an ||}
ness and childbirth is not a medical
procedure. Doctors who think =o
are living In the Middle Ages.”

A midwive hersell, sha sald 3
doctor’s help Is needed only when
there are complications.

Mrs. Comnellfer said about 1,0%¢
Quebec women used a mldwifs laxt
'| year at some stage in thelr preg-
nancy, but only about 350 deliveries
were carried out by midwives ia
the home.

Quebec doctors denounce
proposed midwifery law

The Minister's announcsmen;
was made after three governmen:
advisory bodles said it was urger:
midwifery be given some form of
legal status. Nb province has lega}-
ized midwifery, - :

“ You might as well make prost- -

of General Practitioners was'

UK Parliamentary

Report

I EGIONAL PAY experiments Tor
midwives in the “expensive’” THome
Counties are heing planned by Health
Sccretary Kenneth Clike, Several health
awthorities in London and the South Fast
have altendy been ear manked as it of o
hid to boost midwifery secruitment and
retention. Mi Cluke wants to introduce a
permancnt system of peapraphically based
pay deals Tor nursing anel midwilfery, Such
areangements, he belicves, waould give
health managers greater Mexibility 1o
overcome local stalfing problems.

Fietee opposition to the idea has ahicady
been voiced hy (he health unions, but the
Health Scerctary intends to launch pilo
stidlies this spring. Anthorities will be
allowed sithject (o approval - (o
supplemrent national vates “where deemed
appropriate on recruitment and yefention
gronmds'’,

Fuler details of (he scheme are helieverd
to have been passed (0 the Pay Review
Body. Confirmation of the moves came in

Too Many C-Sections

USA Today {(January 27, 1989} re-
ports that half of all cesarean sec-
Uons performed In the U. S, were
tmnceeessary, according to the Pub-
lic Citizen Health Research Groupin
Washington, D. C. The group’s study
was based on all avallable birth and
hospital discharge records for 1987
== 2,288 hospitals in 41 states.

Of 3.8 millicni births, 934,000 were
dellver by cesarean, an average of
about 24 percent. Dr. Sidnecy Wolfe,
PublicCitlzen'sdirector, believes that
the rate should be about 12 percent.

The group believes that unnicces-
sary cesarean scelions are done by
doctors for money, for convenience
or to reduce the risk of malpractice
sufls.

The study found that unneces-
sary cesareans;
* Increased the risk of maternal death
2-4 imes compared to vaginal deliv-
cry.
¢ Caused 25,000 Infections.
¢ Cosl $1 billion and kept women in
the hospital an extra 1.1 million
days.
Wrilte (o:
USA Today, Jolhn Quinn, Executive
Editor, Bax 500, Washinglon, D. C.
20044.
Public Citlzen Health Research
Group; 2000 P St., N.W., Suite 700;
Washinglon, D.C. 20036,

up six pilot projects involving mid- .

evidence on NIIS funding presented (o the
Commons Social Setvices Commitice by
the Management Side of the Whiiley
Council, This reported that the experiment

i Southern Kogtage ! ™ ol egions CALIFORNIA
Midwives Cluonicle & Nusing Notes ASS()C[A’]‘ION

OF MIDWIVES

California midwives continue 1o work toward unification in order to pro-
mote autonomy. Autonomy is defined by Webster's as “sclf-governing, func-
tioning independently without control by others. “T'his applies to us as indi-
viduals, as well as 10 us as a professional organization,

Qur interests as individuals might include client load, quality of care being
provided, forming friendships with other midwives, and making a living. Our
interests as an organization might include protecting and preserving all routes
of entry into midwifery, making choices available and known to birthing
familics statewide, and promoting fricndship on a statewide level,

No matter what route of entry, be it diret, CNM, PA midwife, state license
school-trained (eg., Arizona, Washington, New Mexico, Florida), clinic-trained
(Texas), or correspondence; no matter what our chosen client load; we really
need to help and encourage cach other and validate cach other. We need to
be looking at the big picture.

One of the CAM goals for 1989 is 10 get midwives working as midwives, Te
facilitate this goal | have made a personal commitment to enjoy other mid-
wives, more trained or less trained, maintaining a larger client load or a smalleg
one, having a different belief system than 1. | am convinced that the only way

to maintain my personal autonomy, as well as the autonomy of the profession,
is through unification. Alison Osborn
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Marsden Wagner

Dr Marsden Wagner has been the Director for Maternal
and Child Health for the European Region of the World

Health Organization since 1978.

He is a neonatologist and

epidemiologist who formerly lectured in paediatrics and

public health at the University of California,

becoming

the Director of Maternal and Child Health for the State of

California.
children.

Marsden is based in Copenhagen, and has four

A key figure in the development of the WHO's recommen-
dations on appropriate care and technology before, during
and after childbirth, Marsden co-authored the two publica-
tions which arose from the WHO's review of European mater-

nity services:

Having a Baby in Europe and Searching

for Better phtldbtrth.

Why did the World Health Organization
decide to investigate childbirth prac-
tices in Europe?

In 1979, the International Year of
the Child, the 32 countries in the
European Region asked the WHO European
Office to investigate perinatal services
because they were concerned about these
services in their countries. They were
finding that these services were getting
more and more expensive, even though
they were having fewer and fewer babies
born and they couldn't understand why
it had to be so expensive. They were
also beginning to feel that all of this
high technology was perhaps somewhat out
of control. But it was the Member
States who came to us and asked us to do
this investigation.

It was then my responsibility to carry
forth this work and since I was in fact
a paediatrician, neonatologist and epi-
demiologist but not an obstetrician nor
midwife, I did feel that I needed to
gather some expertise around me in doing
this Job. That is why I formed the
Perinatal Study Group, which as you know

includes what we hope were all interes-
ted parties. We worked for five years
gathering all the information.

What did the Perinatal Study Group
find?

Having a Baby in Eurcpe 1is the final
report of that group and everything that
is in that book is what we found. (See
"Reviews") Very briefly summarising
it, we found that there was an enormous
variation in the amount of prenatal care
given without any relationship to the
perinatal outcome. Furthermore, there

was very little or no information on
what the actual content of the prenatal
care was, and very little information on
what parts of the care were of value,
and what parts of prenatal care are not
of value.

With regard to the birth we certainly
found that there were all kinds of
obstetric interventions going on at
birth with very little or not scientific
Justification. 1In other words, we found
that the birth technology seemed to
really be out of control. We also found
two very important facts: first of all,

the midwives had been seriously suppres-
sed and lost very much of their role in
many of the European countries. The
other thing was that the control of
choice around birth had really been lost
and that women were very much losing any
possibility to have any say about their
own birth.

We also found that the information
that was being given to the women
was biassed and inadequate, and that
there was only one country in the whole
Region that was really doing an adequate

Job of monitoring their perinatal
services. We found that there were
alternative perinatal services in

all of these countries.

What led to the series of Conferences
and  recommendations on Appropriate
Technology before, during and after
birth, and will there be more?

What had happened 1s that the Perinatal
Study Group in Europe had more or less
wound up their work and we had gone to
China for a meeting with China's perina-
tal authorities because we were very
concerned that in China they were rush-
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ing out to grab all of the new perinatal
technology without realising that very
much of it was unproven, if not harmful.
Present at the Perinatal Conference in
China was the Deputy Director of the
Regional Office for the Americas, Dr

David Banta, an American. He had just
finished a five-year stint as the
Chief of the Office of Technology

Assessment for the US Congress, and he
was very sensitive to the issues of
appropriate technology. Now that he
was working for WHO he and we felt that
it might be an idea for the European
Region and the Region of the Americas
to combine together in a series of
conferences looking at appropriate
perinatal technology. This is how the
three conferences were set up, and this
is why the first two were in Washington
and Brazil, and the third was in Trieste
- all three meetings were a combination
of these two Reglons.

These three conferences are the subject
of the book that I have just now comple-
ted in draft form and which hopefully
will be out by the end of this year.
This book will go into great detail
about how these three conferences were
run and in greet detail about exactly
what the final recommendations were and
how they came about. They were run

essentially on the "consensus confer-
ence" model in which we gathered all
interested parties together, we reviewed
the world's literature on each techno-
logy, and we then had an open debate
at the conference until consensus was
reached on each technology. (Birth
recommendations reproduced from page 7.

The final step in the consensus confe-
rence is to present the draft consensus
recommendations to an open public
meeting for discussion and final policy
formation. Now we are doing that, not
on an international basis but on a
national basis and we are going country
by country organising these birth
conferences. In fact the meeting in
Melbourne in December was hopefully the
first of such birth conferences in
Australia where we are to consider these
recommendations. (See "Reviews") So
we will not be having any more inter-
regional conferences. We have already
had close to 20 national or sub-national
level follow-up conferences in Europe
and we will be having more.

What {is the WHO's policy regarding
homebirth and midwifery?

Our policy regarding homebirth is that
there 1s no sclentific evidence that
hospital birth is any safer than home-
birth for a woman without any complica-
tions or high risk factors, Furthermore,
our policy 18 that there should be
informed choice for the woman with
regard to the conditions of her own
birthing. This would mean of course
that if the woman chooses a homebirth,
she would be completely backed up by
the official health sector and provided
with whatever supportive services she
needs to have that homebirth.

With regard to midwifery our policy is
that midwifery ie an absolutely essen-

tial primary healthcare profession
providing vital primary healthcare
services and therefore should be an

option for all birthing women. We
believe that the midwife is the prefer-
red birth attendant at uncomplicated
births and that the countries in the
world that have the lowest perinatal
mortality have the midwife as the
only birth attendant and there is no
doctor in the room. Therefore we
strongly believe that for women who do
not have complications the midwife
should be the primary healthcare worker

during the pregnancy, and the primary
attendant at the time of birth.

We believe also that midwives should
play an active role in the dlalogue and
discussion and debate in every country
with regard to what the nature of
perinatal services should be. There is
some evidence that there is a relation-
ship between a strong midwifery profes-
slon balancing against a strong obste-
trical profession, and the quality of
the perinatal services and the appropri-
ate control of the technology. This is
why it is so important for there to be a
strong midwifery profession.

In Australia, only about 0.5% of women
plan to give birth at home. How common
i8 homebirth in Europe?

First of all, of course, is the
Netherlands, which at the present time
has a planned homebirth rate of just
about exactly 40%. What happened in
the Netherlands was that the homebirth
rate used to be about 80%. It gradually
came down until just about 1979-80 it
bottomed out at around 32% and since
then - in other words in the last eight
years - it has been gradually going up
every year until it now has reached
40%. In Denmark there has in the past
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been only 1 or 2% homebirth, but in the
last several years this has been on the
increase and there are places in Denmark
now where the homebirth rate is approa-
ching 10% - although there are places in
Denmark where it is still closer to 1 or
2%. Now for all the other countries
in Europe - at least in western Europe,
the homebirth rate 18 around 1 to
2%. The exception is the Soviet Union
and Turkey where there is homebirth
in the rural areas where there are not
the possibilities of putting them in
the hospital.

Let me make a side comment with
regard to homebirth. We have been
actively collaborating with a group in
Canada in the northern Hudson Bay
region of Quebec where the local Inuit
Eskimos have requested that the women no
longer be flown 1,000 miles south to
give birth and we have also consulted
with some Eskimo groups in Alaska who
‘are also concerned about this business
of flying women far from their homes to
give birth. The Eskimos and Indians

feel that this 18 destroying their
culture because Iin the first place it
means that the traditional midwives

have lost their key role in the commu-
nity. It also means that there is no
one left who is in fact a real native of
their own village.

They have this very interesting
experiment in Quebec in this one area of
the Hudson where the women are no longer
being flown out and are being attended
by trained midwives who are also train-
ing some of the traditional local
empirical midwives. Together they are
conducting the births without flying
them out unless there has been a compli-
cation during the pregnancy. By the
way, they are doing these births where
there 1s no possibility for Caesarean
section should there suddenly be a
problem and there 1s no way to get these
women out to a hospital for a C-section
should there be a sudden emergency.
So this 1s a very courageous and very
exciting experiment. I bring this up
because we feel that this issue is valid
wherever in the world there are indige-
nous people living 1long distances
from so-called "western perinatal
services" and we believe this would be
relevant to your Aboriginal people in
Australis.

You have spoken and written a great
deal about the importance of women
retaining control over childbirth and
their own bodies, and the need to
control the proliferation of childbirth
technologies. Do you feel these are the
most eritical perinatal issues facing
women in developed countries today?

I guess I would first answer this
question generally by saying yes, that
those are probably the two most urgent
issues 1in the developed countries. Of
course, with regard to the issue of the
women having control, my feeling is that
the way to get that control 1is through
informed choice - but the informed
choice 1is basically a part of that
control issue.

There are other issues which are also
perhaps on my list of important 1ssues,
although I would not give them as high
priority. For example, there is a really
urgent need to set up perinatal epidemi-
ology systems in the various countries
to monitor the practices and the out-
comes, and feed the information back to
the public as well as the health practi-
tioners. So this is another important

thing that 1s needed, although I don't
believe it is as high priority as tae
other things.

I also think there 1is a need, for
example, to completely reconsider the
obstetrical/gynaecological profession,
since 1 feel thal combining obstetrics
with gynaecology was a disastrous
mistake and that these two should be
once more separated into two different
professions. You need a gynaecological
profession to take care of the patholo-
gical problems of women's female organs.
But exactly what we need in the way of
an obstetrical profession I am not
certain about. There are really two
possibilities here. One is that we have
a separate obstetrical profession w: .se
tasks are totally limited to the mangie-
ment of complications - patholqgjﬁal
complications - of pregnancy and birth.

The other possibility - which 15 a
more radical possibility - is that there
would be no obstetrical profession, ‘and
that pregnancy and birth would  be
managed . by midwives who would have
family doctors as back-up. Then if there
is a need for a surgical procedure such
as & Caesarean section, you would
call in the surgeon for that purpoge,
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because of course there are abdominal
surgeons who are perfectly competent to
do Caesarean sections or other surgical
procedures.

The important point here is that there
needs to be a re-evaluation of this
whole profession. I do feel very
strongly that obstetricilans should never
be involved with the care of pregnant
and birthing women who do not have
complications, and everywhere 1n the
world where there 1s a too close contact
between obstetricians and women without
complications we find high rates of
unnecessary intervention.

Another thing that is needed that is
really part of the prilority for appro-
priate technology 1s to have Offices of
Technology Assessment in every country
that have strong abilities to prohibit
the use of any technology which hasn't
been adequately scilentifically evalua-
ted. In other words, that we should
have controls of technology similar to
what we have now for the control of drug
use. That of course is simply one of
the methodologies for bringing perinatal
technology under control.

There 1s another whole
is very Important, and that is the
appropriate care following birth. For
example, I think we do need to give the
newborn back to the mother and back to
the family. This means that there should
be early discharge from hospital if
there 1is a hospital birth: and I
mean within 24 hours, unless there is
some very real medical indication for
staying in the hospital.

I also have good data showing that
neonatal technology is also out of
control and that there is a need to
completely re-assess neonatal intensive
care and the balance in the amount of

field that

resources given, for example, to ter-
tiary neonatal intensive care versus
better basic primary healthcare for
infants.

I believe that we are not only medica-
lising birth, we are medicalising
being an infant. That means that

we define infancy as a medical problem,
when of course it is neither medical,
nor a problem. We define infants as
being fraglle; we define infants as
needing lots of medical attention
when there is in fact no good evidence
for any of this, and there is a very

big, very serious problem of iatrogene-
sis in the care of newborn infants.

I also feel that 1in the field of
neonatology the single biggest disaster
of the 20th century has been the centra-
lised nursery for healthy newborn
infants in hospitals. This should never
have been allowed to happen in the first
place and I feel strongly that all
newborn nurseries in hospitals should be
immediately dismantied and the babies
given to room in with their mothers.

With regard to care following birth,
I think that there is not only a problem
of the medicalisation of infancy, I
think there is also the problem of the
professionaligation of parenthood.
By this I mean that we give the strong
message to parents that without the help

so-called
about 50 years,
more
should be managed.

valid in

scientific

of a lot of professionals such as
doctors and nurses and midwives, and
without reading a lot of books for

parents, 1t 1s not possible to be good
parents. We are pushing aside the
wisdom of the ages in how children

should be raised and use rather the
information of
and think that that is

deciding how infants
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Danger To Babies
Seen In Hospitals

NZPA-Reuter Jerusalem

An international health
official has warnéd doctors
that hospital births endan-
ger the health of mothers
and babies.

Dr Marsden Wagner,
European regional director
of the World Health Organ-

His remarks drew ap-
plause from some of the
doctors, midwives, soul
workers and childbirtli ed
cators at the conpress,
though others defended tie
system,

Dr Wagner said a hok-
pltal nursery was a crad
of germs, separating babiés
from their mothers at. jlt

isation, told an infer-

national medjcal Mostsensitive point of thelr
conference in Jerusalgm relationship. He said studiés
yesterday thal hospia1 !inked separation at birlli to

births risked lives because
of impersonal procedyres
and overuse of technoloky
and drugs. s 98]

“1 am convinced the pro-
cedure of placing -all
newborn babies in ' one

‘Toom was the biggest- mis-

take of modern medicine,”
he toid the five-day: intér-
national congress on.the
pisychology and medicme of
birth a0

later chjid abuse. r

Dr Wagner criticised hoc
pitals for routinely using :
medical procedures Unde
reserved for only the hiogt
extreme cases.

“Ten out of every 0.

babies through procedur
that promundly disrupt {1
experience of birth,” i

sald. peaAl) 30-3- 24 e

those 10 habies, we put.,‘)%

‘bables in developed couff-:
{ries die. In an effort o 53

L




SAVE TUHE MIDWIVES ASSOCIATION INC-

Please post to Breuda Hinton, 2 Sherwood

Subscription Form
Ave,Grey Lynn,Auckland

NAME :
ADDRESS :

PHONE:
MIDWIFE? _ MOTHER? __ OTHER? NEW? _ RENEW?
ANNUAL SUB. (Your choice) $20 $10 $5
INTERNATIONAL SUB - $NZ25 AUSTRALIA - $NZ20

ENCLOSED DONATION -
Send self addressed envelope

for receipt if required

SENDER:

16 McEntee Rd.,
Waitakere,
WestAuckland.

MIDWIVES
DELIVER

_ BETTER
BIRTHS

HLﬂA%JSOw

Bucklrnd &

POSTAGE PAID
Permit No.53
Dominion Rd.
New Zealand

C;\ff)t‘jv\. vow‘s‘
S6 Lovnocls l(o>)



