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FROM THE BOARD OF MANAGEMENT 1

Dear Members,

Thanks for the many contributions we received for this issue
of the newsletter and particularly the feedback regarding the
previous issues. A number of people have commented that they
have difficulty reading the newspaper articles once they have
been reduced. We apologise for this and will ensure these
articles are not reduced to the same extent in future. The
sad thing is that it will cut down the amount of information
we can put in the newsletter.

Regions are now formulating remits to be voted on at the AGM
in August. If vyou are aware of any changes vyou fesl should
be made +to the Constitution or to the College in general,
contact your chairperson so as they can be discussed at your
next regional meeting. Remits can only be proposed by
regions, not individuals.

Please stop sending in reguests for NZICOM Founder Member
Badges as there are none left. We reguested more than were
individually ordered +to cover those members that may have
forgotten to send their order in time, but this supply has
also run out. The badges without the Founder Member Bar are
naow available through your Regional Committes rather than the
Board of Management. Cost : a mere $5.00.

Last, but not least,
SUBSCRIPTIONS ARE NOW DUE
which can be paid to your local Treasurer.

The next newsletter will be the last for the Christchurch
Board of Management, o we’ll make it a good ane.

So until August .......

Board of Management

“ No, I'm not a nurse. 'm a general
manager. Are you a nurse? "




NEWS AND VIEWS

£11 NEW ZEALAND COLLEGE OF MIDWIVES JOURNAL

The secang issue of our great Journal is now available from
your F!Egzlongl Committse. It has very good home grown
articles in it and should definitely be purchased and read.

A number of unsold copies of the first issue have been

discovered. Anyone wishing to i i i
purchase this inaugur
please write to: gural issue,

Board of Management

New Zealand College of Midwives [Incl
P 0 Box 21-1064
Christchurch

Cost of first and second Issue : $4.00 each.

[21 ARTICLES FOR NZCOM CONFERENCE 1990

The Conference Committee in Dunedin are requesting articles
that you consider both interesting and relevant to be

duplicated and distributed to people attending the National
Conferenca in August.

Everyone will no doubt have at least one informative article
that has been of immense value to them.

The articles w:‘fll be gratefully received and should be sent
t:c: the Followlr\g address as soon as possible. And don’t
Fforget to send in your registration forms for the Caonference

(request form in newsletter). The programme looks superb.
Congratulations to the Conference Committee - you’re doing a
great job!

Cantact 1990 Conference Committee
MZ College of Midwives - Otageo
P O Box 6243
Dunedin

£3] EXCELLENT QUTCOME IS LIKELY FOR "ELDERLY" PRIMIGRAVIDAS
- NZ Doctor May 7 1990

The elderly primigravida describes a woman whose fircst
Bregnancy occurs aftar the age of 25 vears. Dr Robert Resnik
from tha University of California suggests this group af
women can expsct an excellent outcome. given that the
pregnancy—-realated problems that occur more cémmonly in these
women are readily manageable.

For a variety of reascns there has been a trend for women to
celavy childbsaring into their 2Ne. A etudy undertaken by New
zng claricians Epvolving almost 4000 primigravid women, 1500
cRLvaeen 0 and F< vears of age and 800 over 35, indicata=d
s no increas2 in risk of delivering an infant who was
s -A‘ gestati;n;l age. h;d a4 low Apgar score or died in
-TE perinatal period although there was an increassd chance
of Raving a3 low birth weight infant.

Kick charts can find
at risk foetuses

NZ Occter 71 Moy 1490

BY LYN BARNES

In New Zealand, probably
the two most commonly used
methods of assessing ante-
natal foetal development are
monitoring the movernent of a

- developing baby and using

non- stress tests to record the
foetal heart rate.

Dr David James, a senior
lecturer in obstetrics and
gynaecology at Bristol
University was invited to
appraise these methods of
assessment at the Perinatal
Medicine Meeting held in
_Taupo in March.

‘Dr James has a long term
interest in this area.

Kick charts

Integrate the parameters of
foetal assessment rather than
rely on any one method and
above all, do not-forget the
mother and baby, advises Dr
James.

He described the 1970s as
the decade-of the biochemical
tests, and now believes that
“we have thrown out the baby
with the bath water” by
discarding them entirely in
many cases.

“The flavour of the 80s was
ultrasound, which is more
direct and avoids the need to
collect urine samples,” he
said. ’

However, Dr James added
that every test has its
limitations and it is not pos-
sible to identify every foetus at
risk.

Kick charts are commonly
used by pregnant women to
monitor a babys movements.

Women are asked 1o start
recording movements on a
chart from 9am until they have
felt 10 movements. If there are
less than 10 movements
between 9am and Spm for two
days in a row, or if there are no
movements during 12 hours,
the women are advised to
phone their doctor or delivery
suite.

“But kick charts have hmi-
tations, methodological, bio-
logical and maternal,” he said.

Over a quarter of the women
who keep their own kick
charts become anxious that
there have not been enough
movements within the
specified time,

“Mothers are often scared
stiff,” he added.

Dr James also estimated
that 10-19 per cent were
unreliable or unusable and
added that there was always a
minority of women who
cannot use kick charts.

Even with the numerous
Jimitations, Dr James believes
that kick charts do identify
babies at risk.

“There is no doubt about
that. However, their value in a
high risk population has not
been adequately addressed,”
he said.

But the evidence is con-
fusing as to whether they
prevent stillbirths or perinatal
deaths, he said

Another limitation he has
found is that there is increased
intervention on mothers who
keep kick charts, both with
follow-up investigation and at
the time of delivery.

He sees no advantage' in
kick charts over “informal
enquiry” about movements in
low risk women.
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...PRIMIGRAVIDAS cont’d

Antepartum complicaticons were more likely. These included
gestational carbohydrate intolerance, hypertension, bleeding
in the third trimester and a greatly increased likelihood of
delivery by caesarean section.

Previous studies have been less favorable but most were
paorly controlled and had toc few participants. Several more
recent studies corroborate the findings of the New York
study; in one, high gquality antepartum care far elderly
primigravid women resulted in a good neonatal outcome and in
another favorable results were achieved in a group of
rulliparous and multiparous women over 40 years of age.

One of the main considerations in deferring pregnancy until
mid or late thirties 1is the increasing frequency of
chromosomal abnormalities in offspring, particularly Down's
Syndrame, affecting 1 in 3635 infants born to mothers aged 35
and 1 in 32 infants of maothers aged 45 years.

Amniocentesis and chorionic villus sampling enable an early
diagnosis to be made so termination can be considered.

The main problem. with the New York estudy was that

participants were mainly college educated, white and
non-smokers. Whether results are =0 favorable for a more
heterogeneous population is unclear. Nevertheless, with good

prenatal and intrapartum care elderly primigravidas "can look
forward to excellent outcomes".
Resnik R. NEJM-322:693-694, B Mar 1990

{41 KANGARDO MOTHERS
Since 1980. doctors at the Instituto Materno-Infantil at San

Juan de Dios Hospital in Bogota, Colombia fhave been
developing a way of caring for premature babies based an

observations of kangaroos. All kangaroo babies born
prematurely, and the baby, just an inch 1long. grasps the
mother’s hair and climbs until it reaches the mother’s
Marsupium or "pouch". The standard practice in hospitals,

follawing World Health Organisation (WHO) guidelines, is to
incubate premature babies if they weigh under 1.500g (3.31b).
But to Or Edgar Sanabria Rey. co-ordinator and founding
'“ather" of the hkangaros mother’s project. separating the
babies from their mothers in this way =seemed a drastic step.
= reasoned that i1f a lkangaroo’s baby benefited from
closeness to {ts mother. so would a human baby. With this in
mind, he developsd a special gouch that allowed the mothers
to keep their habies, wupright so they wouldn’t choke, and in
sxin to skin contact next to their mother’s breast 24 hours a
day. In this wav, the mother becomes a natural incubator
that maintains the baby’s normal body temperature 37 to 38
degrees C (9¢F) and the baby can feed on demand. The mother
teeos the baby close until it is able tz maintain its aown
body temperature.



KANGAROD MOTHERS cont’d

Before the kangaroco mothering project began, many premature
babies arriving at the hospital each month were abandoned by
their low-income mothers. But now abandonment has almost
stopped because of the clese bonding that carrving a baby in
a pouch creates. ANd care costs are raduced from an average

of US$79 a day in an incubator, to US$2Z a day with a kangaroo
mather.

However, Dr Rey is guick to deny that the program eliminates
the need for incubators. All of the premature babies are
placed in 1incubators and closely observed for the <First 48
hours after birth. They are screened for any complications
that may need treatment. During this period, the mother is
encouraged to visit her baby and lsarn how to be a kangaroo
mother. If +the baby is underweight, but otherwise in good
health, it goes home with its kangaroo mother who is free to
return to the hospital whenever she needs to. Close
supervision of the baby’s develocpment and Ffreguent checlups
are part of the program.

Ninety-four out of every 100 babies selected for the program
(about one third of all premature births) survive. Befors
the program started, six out of ten premature babies born in
Bogota disd.

The United Mations Children’s Fund (UNICEF) has followed the
project closely and <Ffour years aga, they began to publicize
it and recommend that specialists from other countries make
studyv visits. The Bolivian Ministry of Health thas alrsady
adopted "kangaroo mother" as one of its official programs and
saveral other countries, Britain, Ecuador, El1 $Salvacor,
Haiti, Italy, Norway and Peru are also considering adopting
the project.

-Reprinted from Latin America Women's Health 1989, Driginally

reported in PANASCOPE, USA

£3]1 HEALING THE PERINEUM
- from Aromatherapy for Women, Maggie Tisserand, 1985

If you were unlucky enough to have had an spisictorny., or have
torn, then the perinuem will require gentle care +to help it
heal speedily and without toco much discomfort.

After giving birth to my children, getting
to know them and putting them to the
breast, the first thing I did
for mvself was have a sitz
bath with cypress and lavender.
Cypress is astringent and
causes raw blood vessels

to close over. and

lavender ail is very

healing, and gently
encourages the growth

of new skin at the same

time protecting the raw areas.

\ ARTICLES:

"of the risk of infection.

@ I had a young

“Hard labour” enabled me to identify with
probably m;tencllr' other women :hn have. suf-
fered bigh- birthing procedures. - -
Sevlfuergalll months ago, 1 was induced _vnth
fitocinon and yes, it was extremely N
:nynmntthatlhadtohaveanepidmil,apd
resulted in a Kellands Rotation/forceps deliv-
ery. Not only was I physically damaged, but
psychologically as well. The birth experience
was degrading, frustrating and probably un-
necessary. Once 1 had been intemnally ex-
amined, induction became necessary because|

.1 was admitted to Middlemore Hospital,
saw three changes in staffing, and found what
should have been a joyous occasion (for which
my husband and I had prepared for two-and-
a-half years) a very frightening nightmare:
male doctor attempt to
examine me internally (my own -female
doctor had .already done this prior to my
admission to Middlemoare). o

@ The hursing staff marched in and out of
the deli:;.ry suite with total disregard for any
degree of privacy. - EIN S s
@ The midwife 1 ended up with was in her
50s.didh¢ruaininginEngland,andbgheved
that delivering a baby was done with. the
mother “flat on her back, legs in stirrups”.
She was rude, and would not co-operate in
any way. She refused to deliver the baby as
naturally as possible and intimidated me by
saying such things as that if I was not fully
dilated by 12 o’clock, it was upstairs for a

@ What really annoyed me, however, was
that I was treated as an ignorant woman who
had no idéa of what was happening to me and
therefore could not. possibly make informed
decisions for myscl or my baby. But having
my baby was no accident; I had done a lot of
researchi on it, attended ante-natal classes,

etc. -

angry at what happen i e So-
% “%fmionals" would bow out and let
midwives fike Bronwen Pelvin do what they
are committed to doing: delivering babies as
naturally and comfortably as possible for both
mother and child.

1 noted that, in your article, those who
vetoed midwives delivering were male doc-
tors. Doctors such as Nick Terpstra and
Christopher Harison are definitely talking
from a textbook, “back-pocket” position.
When the male doctor at Middlemore tried to
examine me, ] said definitely not and insisted
on a female-only staff. My belief is that with

inen not having babies themselves, they have |,
no jdea at all what a mother feels. Their f

conceptions of birth are what they read in
bwks- . - . . N -

Coupled with this is the idea that women
don't know what is best for themselves and
should leave such important decisions to
doctors. I am not simply a baby vessel, ané I
resent anyone who tries to suggest that [ am.
I can think and make decisions for myself. -
- Why then in Middlemore wads I ignored? It
will be a few years before | attempt to have
another child. The saying goes that you soon
forget the pain. My birthing experience is
still very fresh in my mind, and still makes me
very angry. What gives doctors the right to
decide how.-we should have our children? Who
made them God? Coe

BIRTH: WHO BELIVERS BEST?
Your third birth article *’An unexpected life"”

(March 26) exposes some troubling problems -

about obstetric ultrasound in New Zealand.
As a practisipg sonographer, 1 extend my
sympathy to the Gallaghers who nearly lost
their baby, partially due to errors involving
ultrasound,

The problem is not with the technology but
with the people who use the machines. If the
skill and knowledge are missing, the results
can be wrong, sometimes dangerously.

- "Two groups of people are involved in
ultrasound scanning — -sonographers and
doctors. The sonographers are drawn almost
exclysively from the ranks of radiographers,
while the doctors include a variety of special-
ists and some GPs. :
- The sonographers and all non-doctors are
required by law to be registered by the
Medical Radiation Technologists’ Board
(MRTB) in order to use ultrasound equip-
ment on humans. To achieve registration
they must have the Diploma gf Medical
Ultrasonography (DMU), which is awarded
-after the sonographer has passed a two-part
examination including 12 hours of written
-examinations and separate practical and oral
examinations, as well as two fulltime years of
approved practical work. - -
Doctors are exempt from the requirement
to be registered.’ They are free to use
ultrasound equipment whether or not they
" have training or qualification. There exist
two sources of qualification in ultrasound for

doctors. The first is the inclusion of ultra-

sound in the training of radiologists in the
years since ultrasound came info existence.
Some radiologists build on this training and
become ultrasound experts. The other quali-
fication. is the Diploma of Diagnostic Ultra-
sound (DDU) offered by the same body that
examines for the DMU. This is the true
- specialist ultrasound qualification for doctors.
A few radiologists hold this qualification in
New Zealand.

“Most, but not all, sonognph&; comply

with the law, the majority being qualified and
registered. The ones who are not have little
to fear, however, since the MRTB has never
brought action against anyone. Nevertheless,

- the regulations, peer pressure and the public

hospital system have encouraged the forma-
tion of a substantial group of well-trained
fessionals. '

lm)l.li'nfm'mmtely, the trend among doctors
has been in the opposite direction, much to
the consternation of responsible doctors. It is
possible for any doctor to buy a cheap
machine of limited performance, or a used,
absalete machine, and begin charging fees
from both patients and the Government, as
Dr Dermot Mora points out in the article.
There is an incentive for profiteering. It is in
the private sector that this happens, beyond
the reach of peer pressure or public scrutiny. |

What can be done about the “cowboy
element” in ultrasound?

First, the public can ask questions of both
the referring doctor and the person doing the

@® What qualifications and experience does

the operator have? : .

® How modemn and sophisticated is the

equipment? (Most machines more than five

years old are obsolete.) .

@ May ] see the ultrasound image and will it

be explained to me? -.. . R
Second, the Health Department can take

steps agminst bad ultrasound practice in

several ways: v

@ By not paying unqualified doctors. N

@ By assisting the MRTB to enforce existing

regulations regarding sonographers,

@ By bringing in mandatory licensing of all

doctors using ultrasound. - ’

® By funding training programmes in ultra-

Ultzasound has transformed modern ob-
stetrics. It is an essential tool that is safe and
reliable in competent hands. Unfortunately, a
profiteering element is betraying the
patient’s trust and bringing ultrasound into
disrepute. .

Martin Rothman
 (Wanganui)

{staff did absolutely everything they could,

‘The stories of the Tisdalls and the Gallaghers
(March 19 and 26), though tragic and deserv-
ing of public concern, are nonetheless excep-
tional.’ They should not have been allowed to
dominate two-thirds of what purported to be
a general report on childbirth, . . . -

re are-all the positive stories? This
“major Teport” ‘would have. women look

'| forward with trepidation to the prospect.of a

hospital birth and this is a great pity. In my
experience, having a baby in hospital can be
joyful and fulfilling,

The articles led one to believe that the

she did not survive. I will never forget the-
unwavering support I received from all con- .
cerned — .indeed I continue to enjoy a’
comforting relationship with two staff mem- |
bers over a year after her birth. .. E
Our fourth baby is due in- August. I look
forward to being once again in the caring and
competent environment .of Wellington
Women’s Hospital where, in all but very rare
cases (and contrary to the implications of
Pamela Stirling’s report), the mother's needs
and wishes do come first. . . .
. Rosafind Norrish’
__(Brooklvn);

choice is clear-cut: women must decide be-
tween an active birth at home in a warm and
loving atmosphere; -and a_high-tech, staff-
oriented birth in an unfriendly hospital. This
may have been a true picture of the situation
20 or more years ago, bt -times have
changed. I have had three babies at Welling-
ton Women'’s Hospital in the past nine years,
and each time have felt that all the choices
were my own. R

- Though 1 was happy to be guided through
the birth of our first child, I chose to stay
upright for most of my second labour and to
deliver squatting on the.floor. 1 was totally
supported in these decisions by the doctor
and midwife. Our third baby had a very rare
chromosomal disorder, and though hospital

- Patricia Johnston-Epiha
. (Papakura) |

My hackles alternately rose and fell as I read
the fascinating article on midwifery and the
birthing scene in New Zealand (March 12).
They sat straight up and stayed there when I
got to Mr Christopher Harison’s comments
about active birth positions.

Has Mr Harison been so blinkered
throughout his professional life that he has
not read even a little of the mass of evidence
against a woman labouring on her back? What
a terrible tragedy that professionals such as
these who are in the best position to encour-
age women to do what feels right in labour
(that “gimmicky stuff’ like squatting or
standing), have to be so damning and plain
wrong. = - . .

My sympathies lie with the women of

es who are dictated to in this manner,
They should simply not tolerate it.

Jackie Hoffman
(Riccarton)



DIRIMN. WAV VCLITENRD DEJI{

1 would like to say with regard to lmme bm‘.h
(March 12) that I am more than dgn
Bronwyn Pelvin for what she has done in our
situation.

I would have been a classic example of
induced labour had I surrendered to hospital
care. My waters broke six days before I gave
birth to our son, and what with serious
contractions on three of those nights
Bronwyn's constant confidence in us that al|
would go as Nature had planned as long as my
temperature was normal and the babys
heartbeat regular, allowed us to have Nicho-
las in the environment we had chosen. .

Bronwyn stressed that an internal assess-
ment was not necessary as this is more likely
to lead to internal infection. If asy problems
had arisen we would have gone straight to
hospital. In our opinion the p of hospi-
tals is for medical comphcahons, not natural
functions,

I was in fact one of the illegal births at the
time when doctors were all adamantly refus-
ing to back home births. The traumatic
effects that I experienced from this, and the
doctor’s lack of confidence in my ability to
give birth ‘naturally, undermined my confid-
ence during pregnancy and caused unneces--
sary distress. I am thankful that Nicholas
arrived safe and well, without any difficulties.

- We both believe that midwives are the
people for this task — not doctors.

€ Inez Kolff
_(RD1 Motueka!

'I'he article about Cameron Gal]aghm' (March
26) asked, “What went wrong?”’ The simple

there is no one f.hey can shift mponsibihty
to. This.is a part of medical practice (albeit a
poorly recognised part, and a part that did
not feature in my training) and it could be
argued that if you can’t stand the heat you
should not be in the kitchen. However,
sensitivity is an attribute that many would
like to see in their doctor. Any sensitive
person would feel dreadful about the circum-
stances of Cameron’s birth. Maybe so dread-
ful that they could not cope with facing the
parents. Plastering the story over the pages
of the Listener does not help.
Shortly after starting in general practlce 1
made an error of judgment and postponed a
house call so that I could have my tea, The
patient died when I might have been able to
save him if I had gone eadier. I seriously
considered. leaving medicine for some time
after that. I did not see the family again to
apologise because I knew that all I would end
up doing would be to lay my problems of
conungtotemsmthh:sdeat.hontoan
already grieving family. If some well-mean-
ing journalist had done an article about that I
am sure | would have crumbled.
Ihope that in future you will consider more
deeply the public benefit of exposing individ-
ual cases of medical misadventure where
there is no question of malpractice. We do
not want to emulate the US, where doctors
have difficulty caring for: fear of malpractice
suits that are the end result of the premise
that doctors are able to be infallible.
(Dr) Ben Gray
(Waitara)

answer is that both humans and technology
are fallible. There-is no question that any of
the medical practitioners should be charged -
with malpractice..

Decisions about whether ultrasound
should be used to diagriose foetal death
should be made on the study of large num-
bers of cases and comparing with other
options, not on one case that went wrong.
Part of the development of any technology is
continued questioning of its place in practice.
‘This happens all the time and of course this
'will be reviewed as a result of this dreadful
disaster. -

More important, tlmugh are some of the
implied messages that came through in the
article. There is an implication that doctors
insist on using technology for some reason
other than the best interests of mother and
baby. Do you really think that doctors in goad
faith would continue using it if they knew it to
be harmful?

It is easy to say with hindsight that a
mistake was made, but your article did not
look at what happened when there was no
ultrasound.

The obvions other pomt is that this is a
technological baby. He would not be here if
not for in vitro fertilisation or high-tech
{neonatal care. The fact that one part or we
technology was not perfect is actually the
norm, not the exception. By implying that
such technology can be perfect I believe you
mislead the public.

The final issue is the position of the
doctors. The essence of the case is that they
were all acknowledged as competent, but
despite their best efforts the disaster hap-

ed. Have you stopped to think what it
eels like to be a doctor involved in such a
case?
The whole case is a d:stressmg disaster.
'The family had put trust in their doctors and
inevitably lay some blame on those doctors.
This eases their grief and the burden of

BIRTH: WHO DELIVERS BEST?
After reading
Stirling (March 12) I felt ambivalent about
some - of the issues raised. I understand
midwives working toward more autonomy in
the birth process, but in my- recent experi-
ence . of giving birth, both midwives and
obstetricians allowed me to deliver a healv.hy,
unstressed baby. :
On February 17-18 I was in Wellmgton
Women's Hospital under the care of a very
professional and caring team of midwives and
doctors, the latter led by Professor John
Hutton, whom the article quotes on several
matters. .
Although my baby and 1. went through a:
long, induced labour augmented by syntoci-
non, followed by a t forceps delivery, I
cannot fault the art:agven me at every step’
by all professional staff, Professor Hutton is
quoted in the article as saying there is
mounting mistrust and conflict between
midwives and medical staff. | would like to
say that if there was auch tension it certainly
was not relayed to me, For most of the time,
care came from the midwives, whom I highly
tespect,” and I-felt the doctors obviously
trusted them to get on with their job. Both
doctors and midwives gave me confidence,
despite the high level of technology present.
and. I trusted their decisions on behalf of
myself and my baby. All the professional staff
took time to explain Bl rocedures clearly as
labour progressed. ;- Interestingly, | was
periodically reminded by the team of the high
possibility of a caesarian’ delivery; but at the
same time told they would avoid this at all
costs, which they did. Obviously the doctors
were not thinking of monetary gain, as the
article suggests, otherwxse I could have been
operated on.
. llealher Sanpter Smltll
.- (Raumati South)

responsibility they feel in such circum-

“Hard labour” by Pamela .

PAMELA STIRLING'S

THE RESPONSE

The following letters
wara writtenm to +the
Editor of the
Listener in response
to the articles on
birth featured in the
Listener between
March 12-26, 1990.

1 enjoyed your series on aspects of childbirth.
However it left me with a major concern —
that is, when a patient complication occurs in
a private hospital it often becomes the public
sector’s problem and expense.

Gallagher was given a scan in the
private sector. When the scan was inter-
preted as showing the baby was dead, her GP
referred her to the public hospital for an
induction.

When Cameron was induced, 14 weeks
premature and alive, it became the publu:
system’s fault -— and expense. If your costing,
of $1000-$1200 a day is correct, then the;
public health system had to pay in excess of
$106 000 to rectify the private health

'service” error.

I am delighted that the excellence of
medicine saved this little boy's life. They
were making up for their colleagues’ errors. !
do wonder if the time has come for the public
system to charge the doctors at fault for this
sort of referral.

- (St Albans)

Garry A Moore |’

Any honest professional person in the child-
birth field has to live with the knowledge that
they have made errors of judgment and
remember situations that with the wisdom of
hindsight -they would have handled differ-
ently. The two cases chosen by the Listener|
are sad examples of “high technology” going
wrong. It is easy to see that in retrospect. A
“low-tech” approach sometimes also leads to
an equally tragic outcome.

All midwives and doctors approach child-
birth with their own biases based on their
experience, education and research. § believe
that 85 percent of women in this country are
“low ‘risk” and could be well served by
midwives only, with consultation access to
.obstetricians as required. But I work daily
and happily with many GPs and obstetricians

who enjoy attending women having babies. 1
also know a couple of doctors I would nat let
loose near a fertilised budgie egg, much less
my multiparous cat.

-It is the women of New Zealand whose
chaices I want to see extended. These three
articles are part of the information women
have access to as they deliberate on the
choice of who will look after them .during
Ppregnancy, labour, delivery and afterwards. l
am not at all sure that the articles have made
their choice any easier and am wondering
who is to blame. .

Jennifer Sage
. Charge Midwife
Hutt Hospital

HEALING THE PERINEUM cont’d
A& new plastic bowl is ideal for a sitz bath. If vyou are
small .1le me, then a washing up bowl 1is adequate. For
larger ladies a baby bath would be necessarvy. I would keen
the bowl anc essence in the bathroom, and have a sitz bath
after every visit to the toilet. As the perineal skin heals
up guickly, the stitches (if any have been needed) can be
removed by the midwife a few days earlier, and this males
sitting a mcre pleasant experience.

£61 VBAC GUIDELINES

- from ICEA Mew Zealand Mewslstter, April 1990

The American College of Obstetricians and Gynecologists
(ACOG) has published revised guidelines for Vaginal Birth
After Caesareans (VBAC). For the first time, ACOG states

that VBACs are safer for most mothere than repeat caesareans.
They state that repeat caesareans should no longer be
perfarmed unless medically necessary.

A prior caesarean 1is not considered a reason for repeat
caesareans and a trial of labour should be encouraged even
for women who have had multiple caesareans. This is a major
change of attitude by ACOG and should have tremendous impact
bath in the States and throughout the warld.
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. GREYTOWN " : Hospial's”
ger has been app

'M\s.m s el il T
v . | By TINA-MARIE- MORRISO—|

:  Mnurcen Parry, a mldvnfc nt Mas!cﬂon :
l-lospalal wnll lakc up her posmon on Mon-

madc redundant and finishes this Friday, as excclient for the job. --
does day supervisor Maureen Algie, whose: ~

Py

e Fonncrhos%lal admlmstmtorl'lenry Jan-‘ du-ecuon’ R o
sen rctired last December. | . . o

- The focus of Grcytown Hospn(al is ex- totaking up the new
. pecled to be more commumly-hased m!her,
than a hospital-based service. ' position. -

Mrs Parry has backgmund expem:ncc in
< occupational...health, community health,

"_rehabilitation, care. of the cldcrly. obstclnos, B
. 'and emergency nursing. ..
.~ She also-has a dlploma in- nursmg l'or’ -
maternal and infant care. She has also com-  were "very enth

+of challcngcs

"MRS PARRY . has, about a year ago,

mixed feelings.

-plclcdn dcgrcc in social scicnces majonng in

day. -  Rusing. .o

i i I‘ormcpnslzvzymshehasboenwork-
meMm Parryn:rg:sal:g H e a combmnhon Of . ing as a midwile at, Mnslerlon Hospllal .
jobs. . | : ': Wairarapa_health , services - disitict

, Pnnclpal nurse. Bnll Graham has\ bocn"s manager, Dr Chris DaVis, said Mrs Parry was

He said lhe hi would oon(mue its
position has been scrapped. - B e ospunl under - her

Mrs Parry said shc was lookmg forwanl .
position.

.. She said she had mixed fedmgs nbout lhe

"I think the _]Ob is going m pmduue a lot

* About five years g0 she Vs ‘the district
“nurse for South Wauanpa and_ hved lhcm

. She said the Sonl.h Wan:lmpa eommumty
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PELVIC EXAMINATION COURSE FOR NURSES 1990

30-31 May

18-19 July
19-20 Beptember
21-22 November

Nursing Administration, NZ Family Planning Association
214 Karangahape Road
Auckland Teleohone : (0%) 775-049

Cost - $150.00

A skills based course involving a cne and a half day
theoretical component fallowed bw eclinical sxperience in the
taking of cervical smears and bi-manual examinatiane.

£23 ULTRASOUND SEMINAR

03 June 19290
Stringleman Room, Christchurch Public Library
7.30pm

Cost - Entry by donation

A public meeting organised by Maternity Action Alliance to
discuss the performing of ultrasound scans on pregnant women.
Questions to be addressed:-

- will they harm my baby?

~ are they necessary?

- who benefits from them?

Plue Video. "The Foetal Effects of Ultrasaund”
£31 ULTRASOUND IN WEST AUCKLAND PUBLIC MEETING
07 June 1990
Waitakere Hospital Library
Auckland
7.30pm

Discussicn and debate cocn the uss of Ultrasound in lWest
Auckland. A oansl will offer their views and cerspectives.

23
NEW ZEALAND COLLEGE OF MIDWIVES
CONFERENCE

LI\ New Zealand &
4 ) College of & %
2

LT,

'Y/ Midwives  Siswiery

National Conference — Women in Partnership
August 17 to 20, 1990, Knox College, Dunedin

Keynote Speaker
Dr. Marsden Wagner
Regional Officer for Maternal and Child Health, WHO

Programme

Friday 17 Annual General Meeting (evening)
Saturday 18 Comsumerism . Opening Ceremony, Cocktail Party (evening)
Sunday19 Midwifery Conference Dinner (evening)

Monday 20 Feminism . Closing Ceremony

Those wishing to present papers or workshops should inform the Conference
Committee before February 28, 1990.

- Conference proceedings will be published after the Conference and be available for

- purchase from the College in November 1990.

New Zealand College of Midwives — National Conference
August 17 to 20, 1990, Knox College, Dunedin

(] Twill be attending the Conference, pléasé_serid mea registration form.
[J Iwould like information on accommodation / creche facilities.
O 1would like to present a paper / workshop (ialéase see reverse).

* Name
Address
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woman as having a form of diabetes. Her pregnancy is likely to be 2 2
considered as ‘high-risk’, invoking an exterisive and expensive
programme of tests and interventions of unprdven benefit. A negative

glucose tolerance test, on the other hand, also has a potential for harm

by falsely reassuring the physician and the woman that the risk,
engendered by the indication for the test, has been removed.

4 Conclusions

Except for research purposes, all forms of glucose tolerance testing
should be stopped. Women in whom overt diabetes is suspected
should be followed with repeated fasting or blood glucose estima-
tions two hours after meals throughout pregnancy, or simply with
repeated urinalyses.

There is a need for population-based research to establish the true
risk, if any, associated with sub-diabetic degrees of hyperglycaemia
during pregnancy. Once the degree of risk is appropriately identified,
therapies designed to reduce that risk must be investigated by ran-
domized trials before being introduced into clinical practice.
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' CACANCY MANAWATU HOME BiRTH ASSOC. INC.
P.0. Box 733

of® . WU
b Palmerston Narth
y)

L

HELP HELP HELP HELP HELP HELP HELP HELP HELF HELP HELP HELP HELP

ADDITIONAL HOME BIRTH MIDWIFE REQUIRED

we are looking for one more domiciliary midwife to join ocur enthusiastic
team to help cope with the demand.

From September onwards we are left with one midwife working.

The Manawatu Home Birth Association is active and well established and is
willing to assist the new midwife in any way possible.

For further information write to the above address or phone Carol (063) 85226

HELP HELP HEIP HEIP HELP HELP HEELP HELP HELP HELP HELP HELP

£41 INTRODUCTION TO FAMILY PLANNING

12-1S June
31 July-03 August
16-19 October

Cost - $220.00

Auckland Education Unit, NZ Family Planmning @ssociation
214 Karangahape Rosd
Auckland Telephone : (09) 796-182

A focur day programme introductory course covering all
contraceptive methads and aspects of fertility and senuality.

€51 INTERNATIONAL BOARD OF LACTATION CONSULTANT EXAMINERS
CERTIFICATION PROGRAMME

Exam Date : 11 July 1990
Christchurch

For Health Care Providers who are:-
- Involved in Infant Feeding
- Encouraging and Promoting Breast Feeding
- Seeking a challenge

Contact: Rachel Walker
41 Halton Street
Christchurch S

Claosing date for Fees - 15 June 1920
sl NEONATAL NUSRING WORKSHOP

28 July 12990 8.00am - 5.00pm
Christchurch Womens Hospital

Cost : $35.00 Full Day
$15.00 Half Day

Covering basic neonatal nursing care including:-—

- initial resuscitation and assessment
- temperature control

- fssding

- jaundica

Far orogramme and apolication form, spply te :-
Angela Poat
Meonatal Unit
Christchurch Womens Hesoital
Colombo Strest
Christchurch



£71 ICEA INTERNATIONAL CONVENTION 1990

03-05 August 1990
Hyatt Regency 0’Hare
Chicago

Il1linois

Contact: ICEA Internatiomal Convention
P O Baox 20048
Minneapolis
Minnesota 55420
usa

£81 NZ COLLEGE OF MIDWIVES BIENNIAL CONFERENCE

17-20 August 1990
Knox College
Dunedin

Theme : Women in Partnership

Speaker : Marsden Wagner
Director, Maternal and Child Health, WHQ

Contact : Conference Committee
Otago Region of NZCOM
P O Box 6243
Dunedin North

£91 LA LECHE LEAGUE NEW ZEALAND SOUTH ISLAND CONFERENCE

22-24 August 1990
University of Canterbury
Christchurch

Theme : Breast Feeding - Passport to Life

Information and support for all those interestsd in Breast
Feeding and Parenting.

Contsct : Isobel Fanshawe
243 Port Hills Road
Christchurch

Phone (03) 842-383
L1031 A BREAST FEEDING SEMINAR FOR HEALTH PROFESSIONALS

23 August 1990 8.30am—12.30pm
Studv Centre 3rd Floor

Rochester & Rutherford Halls

Canterbury University

Christchurch

Cost - F20.00

Contact : Marcia Anrandals
16 Sharnon Place
Christchurch Phaone (03) 23-7124

tal mortality. The effects of treatment with insulin on perinatal mor-
tality have been examined in only one randomized controlled trial.
Thirteen of 307 women (4.2 per cent} with a positive glucose tolerance
test treated with insulin experienced a perinatal loss, compared to 15
of 308 such women (4.9 per cent) who were treated with diet alone.
This small difference is neither statistically nor clinically significant.
The “adverse outcome’ most frequently associated with gestational
diabetes is ‘fetal macrosomia’ (a larger than average baby). Up to 30
per cent of infants of mothers with an abnormal glucose tolerance test
have a birthweight of more than 4000 g. A heavy mother and post-
term pregnancy, however, are much more strongly associated with

-fetal macrosomia than is gestational diabetes. Clinical judgement

based on assessment of prepregnant weight, weight gain, and a
pregnancy past 42 weeks without aniy reference to glucose tolerance
is more predictive of fetal macrosomia than is the glucose tolerance
test. Wide application of glucose tolerance testing to pregnant women
would thus be of limited value in identifying women at increased risk
of fetal macrosomia.

Treating women who have gestational diabetes with insulin can
reduce the incidence of macrosomia. A number of studies have con-
firmed this effect. Despite the observed reductions in birthweight that
can be achieved by insulin therapy, there is no convincing evidence
of a decrease in the incidence of either operative delivery or birth
trauma. There is also no evidence that such treatment reduces the
incidence of neonatal jaundice or hypoglycaemia.

3 Effects of gl'ﬁcose tolerance testing

The diagnosis of gestational diabetes, as currently defined, is based
on an abnormal glucose tolerance test. This test is not reproducible at
least 50 to 70 per cent of the time, and the increased risk of perinatal
mortality and morbidity said tobe associated with this ‘condition’ has
been considerably overemphasized. No clear improvement in perina-
tal mortality has been demonstrated with insulin treatment for gesta-
tional diabetes, and screening of the pregnant population with
glucose tolerance testing is unlikely to make a significant impact on
perinatal mortality.

An abnormal glucose tolerance test is associated with a two- or
threefold increase in the incidence of macrosomia, but the majority of
macrosomic infants will be born to mothers with a normal glucose
tolerance test. Thus far, no .improvement in neonatal outcome has
been demonstrated from insulin treatment for gestational diabetes,
nor has there been any demonstrated benefit to the mother or infant
from reducing the incidence of macrosomia by insulin therapy.

There is, in addition, a great potential for doing more harm than
good by performing a glucose tolerance test. A positive test labels the

21
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Gestational diabetes

. This chapter is derived from the chapter by David J. S. Hunter and Marc
J. N. C. Keirse (25) in EFFECTIVE CARE IN PREGNANCY AND
CHILDBIRTH.

1 Introduction

2 Risks of ‘gestational diabetes’

3 Effects of glucose tolerance testing
4 Conclusions

1 Introduction

Gestational diabetes is defined as glucose intolerance appearing
during pregnancy. It is a biochemical manifestation rather than a
disease.

The concept of prediabetes, which held that much of the pathology
associated with overt diabetes develops before the appearance of
insulin dependency, evolved through the 1940s and 1950s. The
glucose tolerance test became the mainstay of this diagnosis, as it was
believed to uncover a defect in glucose homeostasis that could only
be demonstrated after a glucose challenge. It was not until 1973 that
an attempt was made to link an abnormal glucose tolerance test to
perinatal outcome.

2 Risks of ‘gestational diabetes’

From the evidence available, the small increase in perinatal mortality
associated with abnormal glucose tolerance appears to be predicted
as much by the indication for glucose tolerance testing (such as
obesity, large fetus, previous stillbirth, or malformation) as by the test
result. The glucose intolerance thus is simply a marker for other
underlying conditions that adversely influence perinatal outcome.

Even as only a marker for increased perinatal mortality, the
glucose tolerance test could still be a useful indicator of risk. The
question remains as to whether or not identification and treatment of
women with gestational diabetes can prevent some of the associated
perinatal deaths.

At present there is no convincing evidence that insulin treatment
of women with anabnormal glucose tolerance test will reduce perina-

y
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£113 NZ ASSOCIATION OF NATURAL FAMILY PLANNING NATIONAL
CONFERENCE

24-26 August 1990
Lincoln University
Cantarbury

Theme: Breast Feading

Contact : Natiocnal Secretary
MZ Association of Natural Family Planning
P 0O Box 3B-406
Howichk
Auckland

[121 INTERNATIONAL CONFEDERATION OF MIDWIVES 22ND
INTERNATIONAL CONGRESS

07-12 QOctober 1990
Kobe
Japan

Theme : A Midwife’s Gift - Love, Skill and Knowledge
Full Papers : Deadline 30 Jure 1990

Registration Fee : YS0,000 (NI$S581.00) - before 15 June 1990
¥55,000 (MI$&640.00) - after 1S June 1990

Estimated Total Cost to attend Conference including
registration, all fares, accommadation and food : NZ$ZT,400.00

Information and Enquiries : Regional Chairperson or
Bogard of Management
2 0 Box 21-10&
Christchurch

L
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FOURTH INTERNATIONAL CONGRESS ON WOMEN’S HEALTH ISSUES

08-10 Nowvember 1990
Massey University
Falmerston North

Theme : Women as Health Providers within a Cantext of
Culture, Scciety and Healtih Policy

Czntact @ Fourth Internationz]l Congress
an Women’s Hesalth Issues
Department of Nursing Studies
Massey University
Palmerston North
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1£-19 Septambher 1991

Parth

Western Australia

Theme :
1513

Sydney

Birthdays,

Birthdavs

Australia

Calling for ideas and input

Contact :

Jane Thompsonr

12 Thornton Stre=t
Fairlight

NSW

Australia

2ND INTERNATIONAL HOMEBIRTH CONFERENCE 1992

Future maiernity care
will be a team effort

N2 Do ey

BY LYNINE LARACY

Consumers will be included
in a team set up o monilor
maternity care standards if
Auckland Arca Health Board
proposals are adupled.

Part of the plan In revamp
malernily services includes
proposals to change the
makeup of the Qbstetrics
Standards Review Committee
and its service standards. The
recommended Maternity
Services Standards Review
Cosfimittee could include
specialists, GPs, midwives and
consumners.

Dr Ray Naden, chairman of
the Malernity Services Task
Force said lack of consumer
represemtation in the past hias
been a major deficiency.

“If the service is to respond
0 e changing needs of the

AT B

(M R RN
community and be more
accessible, personal and
culturally appropriate, then
we need this input. We also

hope to sce GPs (ar more*

involved than they have been.”

The lask furce was setap by
commissioner Harold Titter
last year o prodace a plan for
malernily services in Auck-
lanl,

The review committee will
continue to mouilor all medi-
cal practitioners working in
the public health system and
will approve their contracts. A
similar contract system for
midwives with defined train-
ing and experience standards
will be formulated when
changes to the Nurses Act are
passed.

. "Midwives will have to meet
those standards to work under
a similar contract system now
operating for medical

practitioners,” he said.

it we look ahead we will see
maternity care being provided
by teams, with GPs and
midwives working together.
But il maternity services are o
have colicrence, there must be
common standards of practice
that reflect the overall serviee,
not just the individuals within
it, said Dr Naden.,

“lf a woman receives
conllicting advice from
dillerent health professionals
she becomes confused and
anxious. While each
practitioner’s advice may be
entirely appropriate, the
overall service is poor
because lhere is no consist-
eney and no ¢lear communi-
cation between contributing
parties,” lie said.

Maternity service managers
will be appointed to each of
the four health béard areas to
oversee all malernity care in
those regions.

They will consult with
primary care givers o formy-
late common standards of
practice.

“We can dewvelop standands

10
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by edict but | see this as
unsatisfactory. It is the boards
responsibility to ensure
women receive quality care
but we would rather achieve
that hy enlisting the cooper-:
atiun of health professionals |
and by getting them interested
in providing qualily care” he
sod.

Lynme Laruey o ¢ vt g e
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feedings can take longer using these other methods until
a baby becomes practiced at them. [ encouraged her
to express her milk and use it as a supplement in this
way so that her baby would continue to receive breast
milk’s benefits,

Then came the hard wark: convincing Kim's reluc-
tant baby to take the breast again. When Kim first tried
putting her baby to breast, he quickly became unhappy
and frustrated. It took lots of patience to get him started.
I told Kim it might take some time before he was nurs-
ing well again. For many babies it takes as long to get
back to the breast as it took to become confused. I also
suggested that whenever he became upset that she stop
and comfort him. Nursing should not become associated
with unhappiness.

Kim devoted lots of time to their practice sessions,
encouraging her baby to stay at the breast by filling a
sterile eyedropper with her milk and dripping it down
the side of her breast or in the corner of her baby's
mouth to keep him interested. Her husband often
helped with this, as an extra hand made the process
easier. And she would switch her baby often from breast
to breast, to stimulate his interest and encourage him
to suck strongly. She gave her baby lots of praise when
he did well, and when he just couldn't seem to get the
idea, she offered him her milk by eyedropper, cup, or
spoon.

Kim also found that her baby was more receptive
to nursing when he was sleepy and not too hungry. In-
creased skin-to-skin contact—rocking, cuddling, and
stroking—helped, too.

. These ideas could be helpful to any mother work-
ing to get her nipple-confused baby back to the breast.
For nipple confusion caused by a nipple shield, a mother
could try other approaches as well. For example, some
mothers have successfully weaned their babies-from the
nipple shield using the gradual approach, by cutting
away a small portion from the tip of the shield each day

" until it is gone. Another successful, but more sudden,

approach is to quickly slip the shield off the breast once
the baby is comfortably nursing.

Within a couple of days, Kim and her baby were
back to total breastfeeding again. It was a lot of work
for both of them, but Kim was committed to giving her

. baby the best and she knew breastfeeding would be

worth the effort.

| encouraged Kim to write to the staff of the hospi-
tal where her baby was born and let them know how
bottles had affected her baby and how hard she had
to work to get her baby back to breastfeeding. Although
bottles. nipple shields. and pacifiers are routinely given
to newborn babies in some hospitals, many health-care
professionals are unaware of their possible side effects.

New Beginnings, Janvary-February 1990

Positive coninunication belween parents and health-
care professionals can often help change policies that
are unsupportive of breastfeeding.

Although nipple confusion can be overcome by a
persistent and dedicated mother, prevention is by far
the best course. The mother planning to give birth in
a hospital would be wise to find out in advance her
hospital’s policy on artificial nipples. If pacifiers and bot-
tles are routinely given to all bables (sometimes their
use is dependent on which staff members are on duty),
a mother can ask her baby's doctor to give her written
orders that her baby not be given artificial nipples. If
the mother photocopies these orders and brings them
with her when she has her baby, she can give a copy
to each hospital staff member she meets, greatly im-
proving her chances that her baby will not be given ar-
tificial nipples. Rooming-in and early discharge are other
options that give a mother more control over what her
baby is given.

Although a small percentage of newborns can
switch back and forth from breast to artificial nipple with-
out ever becoming confused. the vast majority of ba-
bies will develop problems, either Immediately or over
time. Unfortunately— as Kittie Frantz points out—babies
are not born with labels to tell us which are easily con-
fused and which are not. So—as Kim belatedly
learned—it makes sense, for both mother and baby's
sake, to give only the breast during baby’s first month.
Why take a chance?




]
by Joan Andrea

NIPPLE CONFUSION

Kim began to panic. She couldn't imagine what was
wrong. Her five-day-old son, who had breastfed just fine
after birth, was mouthing her breast strangely as if he
no longer knew what to do, pulling away, and crying
each time she tried lo breastfeed him.

While still in the hospital, Kim had followed the
nurses' instructions to the letter, giving her baby bottles
of glucose water after every nursing. By the third day
after birth, Kim noticed that her baby was more reluc-
tant to start nursing, pushed the breast from his mouth,
and frequently fussed during feedings. Now, on his fifth
day, he completely refused to breastfeed. Kim felt re-
jected and scared. In desperation, she tried to pump
milk from her painfully engorged breasts and aive it to
her baby in a bottle. Then she called me, her local LLL
Leader. Her panic began to subside when | gave her
problem a name: “nipple confusion.”

After she told me her story, | explained to Kim that
nipple confusion is a common problem for many
mothers and babies during the early weeks. Most ba-
bies, I told her, find it confusing to switch back and forth
between the breast and an artificial nipple while they
are just learning to breastfeed. Some babies, like Kim’s,
become fussy and eventually refuse the breast. Others
continue to nurse but try to nurse at the breast as they
do at the bottle, giving them less milk for their efforts
and causing their mothers to develop sore nipples.

Mothers are told to use artificial nipples during their
babies’ early weeks for a variety of reasons. Giving
breastfed babies bottles of water or formula is standard
practice in many hospitals, as Kim found. Sometimes
well-meaning friends or health-care professionals will
advise getting the baby “used to” a bottle in case of an
emergency. Fathers may be told to give bottles so that
they can “bond” with their babies or to help with feed-
ings so mothers can catch up on their rest. Some
mothers are told to make sure their babies are familiar
with a boltle from the beginning if they plan to go back
to work or to make it easier to go out without their
babies.

But giving bottles is only one way to cause nipple
confusion. Babies who receive other aificial nipples can
develop this problem, too. For example, nipple
shields—rubber or silicone nipples worn over the breasts
during breastfeeding—can also confuse babies. Many
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mothers who are given nipple shields while in the hclpﬁ
tal find, once they get home, that their babies won't
nurse without them. Even pacifiers can confuse some
rbies,

Bottles and artificial nipples seem to be such an in-
tegral part of infancy in Western societies that many
mothers are surprised to learn that they can interfere
with breastfeeding. However, Kittie Frantz, a retired LLL
lLeuder who is now a pediatric nurse practitioner and
Director of the Breastfeeding Infant Clinic for Los An-
geles County USC Medical Center, estimates that 95%
of all babies will become confused if given an artificial
nipple during the first three to four weeks after birth.
For some babies it may take a week of bottles before
they become nipple confused, for others only one or
two bottles—or other artificial nipples—will cause the
problem to occur. Once a baby has been breastfeeding
well for three to four weeks, nipple confusion is much
less likely to develop. So if a mother plans to give her
baby bottles—for example, one who will be working out-
side the home—it would be wise to wait until after her
baby’s first month to introduce them.

A newborn becomes confused because his tongue,
jaw, and mouth move differently during breastfeeding
than while using a bottle, pacifier, or nipple shield. Dur-
ing breastfeeding, baby's jaws and tongue must work
together in a coordinated rhythm. Once baby laiches
on to the breast, baby's tongue cups around the breast
in a rhythmic motion, pressing his mother's breast up
against his palate. This flattens and elongates the flesh
around his mother’s nipple. Then the back of his ton-
gue drops to form a grooved passageway for the milk
to flow from her nipple. Then baby swallows and takes
a breath. Baby's lips are flanged out and rest against
the breast to make a seal. ’

When a breastfed baby tries to nurse from a bottle
the way he nurses at the breast, he is immediately met
with a flood of liquid. This forces him to block the milk
with his tongue to prevent him from choking: His lips
purse tightly against the unyielding artificial nipple and
his jaws have nothing to do. Milk flows immediately with
no waiting for the milk-ejection {or let-down), reflex,
giving instant gralification with no effort from baby.

| explained to Kim that switching back and forth
from bottle to breast had confused her baby to such an
extent that he no longer remembered how to milk the
breast. Then we discussed some ways to get her baby
back to breastfeeding. The first step was to stop using
all artificial nipples, including pacifiers. Naturally Kim
was concerned about how her baby would get enough
milk until he was nursing well again. | assured her that
there are other ways besides bottles to give supplements.
Newborns can also drink from eyedroppers, cups,
spoons, and peridontal syringes, although, [ told her.
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BOOKS AND VIDEOS

A GUIDE TO HEALTHY PREGNANCY AND CHILDBIRTH

- by The Auckland Home Birth Association 1990
COST : $12.00 + $1.00 (postage and packaging)

This 1is a wonderful, camprehensive 80-page, A4 size. soft
covered book of value to all pregnant women, not just those
considerirg home birth. It provides women with the information
reguired to understand their changing bodies and therefore meet
their individual needs during their pregnancy.

Contents include:-
13 Home Birth - A Safe Alternative

21 Nutrition and Pregnancy — basic information tc understand
the changing requirements plus the benefits of
non—allopathic additiaons. .

31 Health During Pregnancy - discussing common health

problems and the use of naturopathic and homeopathic
remedies in assisting the body return te a healthy state.

43 Threats to the Foetal health — medical and recreational
drugs, STDs, Toxoplasmosis, Ultrasound, VDUs, etc.

513 Preparatian for Birth - exercise, perineal massage,
general care, turning a breech.

61 Guidelines far Labour and Birth - excellent section on
coping skills for labour, complementary medicines.

73 After the Birth - bresast feeding, healing -and
complimentary non-allopathic medicines, exercising.

83 Seruality and Contraception - a verv sensitive chapter on

the alterations in sexuality during and after pragnancy.
Contraception in detail discussing side effects not seen
on the drug company information leaflet.

I highly recommend this book and it 1is a credit to the Auckland
Home Birth Association.
- Julie Hasson

Availsble from Auckland Home Rirth Association, P 0 Box 7093
wellesley Strest. Auckland.

SAFER CHILDBIRTH?

A critical historv cf maternity care by Marjorie Tew. University
of Nottingham, UK. Chapman & Hall. Londan



In all developed countries the last fifty years have seen a
dramatic decline in the deaths of mothers and habies in
childbirth. What is it that has made birth safer? The medical
profession has propcgated the belief that the increased safety
is due to the increased management of birth in hespital by
agbetetricians. This is a hypothesis which can be tested against
actual experience.

Mar jorie Tew has brought together this evidence which discredits
the obstetricians’ case but supports the alternative hypothesies,
that safety in childhbirth depends primarily on the gocd health
of mothers which rising standards of living and nutrition have
increasingly made poessible. This well-rezearched beook provides
material of vital concern, not only to all professiocnals
involved in organising and developing maternity care and to all
women who use it, but also to the wider public, Britain and
abroad., who ocught to know how palicies for this hazic community
service have avolved.

Contents : FPreface. The revolutiaon 1in maternity care: the
diverse strands of a complicated tapestry. Birth attendants and
their nlaces of practice. The practices of attendants before

birth. The practices of attendants during and after birth.
Maternity care - a public concern. Evaluating the results aof
maternity care - statistical instruments. Mortality of the

mother. Mortality of the child. Epilogue - drawing fair
canclusions from factual evidence. Inde..

This book will be available from your usual bookseller/supplier.
In case of difficulty, order from : STM Prcmoticon Departaent, 11
New fetter Lane. London, EC4P 4EE or telephone the Order
Department 0264-332424

- by Karen Guilliland Cost : $50.0D0 + £3.00 PP

A Z0-minute video in which Caroline gives birth to her sacond
baby.

It is a uolanned hospital birth and shows Caroclire labouring at
home, arriving and labouwr:ing in hospital, and croeosing to
deliver on her hands and kness., Caroline and Andrew’s 3-vear
acld daughter, Helen, is present. & grest parent education
video.

Available from :
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PRAMSCUTANEOUS ELECTRICAL NERVE ST1MULATION (T.E.N.S.) 17

Our society is one in which it is believed that there is 'a pill for
every 111!, ©Pain is viewed as negative and bad and thus is to be
preferably avoided or at least reducad. this includes the pain of
labour. The medical approach is 'to take it all away', reinforcing
the belief that professionals are the experts and that they have the
pharmacology and the technology that are reeded in order for women %o
be able to cope with the pain of labour.

The best childbirth education is that which aims to help women and thelr
pariners gain the knowledge and develop the skills ‘that will enable

them to make informed decisions about their pregnancy and birth. There
is in depth examination and discussion about cultural perceptions of
pain and the causes and role of pain in childbirth, This pain is seen
as a positive force, the result of the cervix dilating so that the baby

may be expelled from the uterus.

When couples are knowledgeable, they suffer less anxiety and fear, both
of which greatly heighten the experience of pain. They are encouraged
to visualise and understand the forces within that cause the pain and
to see it as a chalienge that they themselves can overcome, with appro-
priate emotional and physical support and with the use of various
comfort measures.

Because T.E.N.S., must be used as early as possible in labour and then
only after pre-labour training, the message is that the woman will be
unable to cope with the pain of labour, that she is incapable of meeting
and overcoming the challenge. It is in efrect, a massive vote of no
confidence in the ability of women to labour and birth naturally. When
a woman has used the T.L.K.S. machine, will she be lert with the nagging
question 'I wonder if I really needed it7°

I think T.E.N.S5. machines have a place, particularly for primiparas who
need a medical induction, Tfor posterior and other presentations that
usually mean long and difficult labours, for those with back problems
and for those women with a morbid Tear of pain. However, I would hate
to see them added to the arsenal of those whose philosophical approach
to childbirth is the rather condescending and misleadirg belief that
pain in childbirth is bad, that women cannot or should not have to cope
with it and they need something 'to take il all away!!

Sharron Cole
Nc\rf_\r\ 199%



childbirth became less of a factor at our births. I was
constantly amazed at the courage and beauty of the
women, and ] couldn't help but notice that my admira-
tion of them scemed to help sustain them. Together we
knew that pregnancy and birth were not medical emer-
gencies.

In 1971, when I began my work as a midwife, thc
national cesarean rate was about 7%. Today it is 24%
nationally. Then as now, the mother was not permitted
to eat or drink once she was in labor. Qur way was
entircly different. I remembered the hunger and weak-
ness [ had felt during my own long labor, and I couldn't
imagine denying my friends food and drin.k while they
were working so hard. In my eighteen years of practice,
no woman has had any problems related to eatlng or
drinking in labor. The women in my community knew
that we were doing something right. I tried to treat
everyone the way I wished I had been treated when I had
Sydney—Tlike the most important being in the universe.
The rule was that if anyone were to be around the labor-
ing mother, she deserved their absolute attention, love
and respect.

The men in the community had to stay away from
birth, except when their own children were being bom.
My husband provided a positive example to the rest of
the men by insisting that it was right for women to
decide how they should be treated in childbirth. Once
everyone saw how well this system worked, there were
few arguments as to its essential rightness.

Some of my most important lessons in helping
women give birth centered around showing their mates
what kind of support to give during pregnancy, labor,
and birth. Although my experience with birthing has
involved male partners, the following experience should
apply to the many women who have female labor and
delivery coaches, such as female relatives and lovers.

When a woman's partner knew how to touch the
mother during labor, the partner could alleviate a lot of
her pain, and couples who cuddled and kissed during
contractions were nice to be around: their babies seemed
to slide out easily; they were in good condition, even
when the labor was long. Many of the mothers seemed
to experience very little pain, and it was not unusual to
hear a woman say afterwards, “That was so nice! Let's
have another one.”

We midwives kept careful records on pregnancy and
birth. We studied obstetrical texts and gathered all the
knowledge we could about birth. I couldn’t help but
notice that we weren't experiencing the number of com-
plications that were reported in most texts. One hundred
and eighty-six babies were born before we needed a
cesarean section. Another one hundred thirty-seven
babies were born before we needed another cesarean.

I feel that we have unlocked the great riddle of birth
and in doing so, we have found a way that women can
live with men without being exploited. It seemed most
relevant that someone figure out how this might be
done, since half the babies being born are male, and-@e
need to know how to raise them so we can live with
them, too.

Breastfeeding worked as well as birthing. Every

womuan of power
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mother who gave birth was able to breastfeed, even
those whose babies had been born prematurely. {Friends
brought their babies by to help these mothers keep their
milk supply up, and husbands drank the mother's milk
to stimulate milk production until the premature baby
was able to suckle.} Most of the women wanted to work
at least part time outside the home, so in our communi-
ty, babies got to go to work with their mothers. Baby
beds and playpens were considered office fumiture; as
essential as desks.

To date, my partners and | have attended some 1,706
births, with a low mortality rate (the neonatality rate is
8.8/1000 births including all transfers, uterine deaths
during pregnancy and congenital abnormalities), no
babies permanently damaged by our way of childbirth,
and a cesarean rate of 1.4%. I lecture regularly at medical
schools and have recently begun to do Grand Rounds for
family practice physicians and obstetricians. I show
them videotapes of how birth should look. One of my
basic tenets is that laboring women should look beauti-
ful and powerful. If they don', they're probably not being
treated as well as they should be.

In the community where I live, we live with the
knowledge that birth works. If it works for us, it can
work for the rest of our species—provided that men
move over and let women make the decisions about how
we go about caring for women in childbirth. Obstetri-
cians ought to be taught about birth by midwives who
are independent of modern obstetrics, midwives who are
versed in the true motherwit. Motherwit, or mother wis-
dom, includes knowing that every woman has the
knowledge within her about how to give birth, and that
for her to have access to this knowledge, she must be
protected from fear, distraction, and abusive treatment.
Obstetricians are taught to fear childbirth; all through .
their training, what can go wrong with childbirth is con-
stantly before them. Obviously, since obstetricians nec-
essarily must deal with the problems of childbirth, they
must be trained in pathology, but before they are
exposed to what is frightening about birth, they need a
thorough grounding in what normal childbirth is and
how to keep it normal.

I know that if we can bring about this change in
how we treat women during pregnancy and birth, we can
make important and far-reaching changes in society and
how we relate with our environment. However, accord-
ing to my calculations, the U.S. is about 250,000 mid-
wives short of the number we truly need. We need to
respect different educational routes to midwifery. While
some midwives may enter the profession through nurs-
ing, we need to know that ultimately, nursing and mid-
wifery are distinct professions. In many states, the laws
permit only nurse-midwives to practice legally. The US,,
along with Canada, produces fewer (nursej midwives per
capita than the other industrialized countries, and this
rate of production will not significantly increase until
midwifery is viewed as its own self-regulating, indepen-
dent profession. Only in this way can we have enough
midwives with sufficient freedom of practice that all
women who need and want midwifery care during labor
and birth can enjoy this privilege. CO
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ARTICLES OF INTEREST

Midwifery and Women's Power

Ina May Gaskin is a midwife and founder and director
of the Farm Midwifery Center. She is the author of Spiritual
Midwifery, Revised Edition (1978} and Babies, Breastfeeding
and-Bonding (1988). She edits and publishes the quarterly
journal, The Birth Gazette. She also produces video pro-

o grams on childbirth
issues. Ina May is one of
the founding mothers of
the Midwives Alliance of
North America and lec-
tures frequently through-
out the world. She teach-
es English at the Farm
High School in the Farm
community. She can be
reached at 41, The Farm,
Summertown, TN,

38483.

am a midwife, storyteller, writer, teacher, and

pathfinder. Perhaps in another time I would have

learned my midwifery from one of my grandmothers,
but that chain was broken the generation before that of
my grandmothers, and I had to essentially re-discover
what a midwife does and why she is so necessary a part
of any society.

Because that chain of women's knowledge had
already been interrupted by the time I came of age, I had
to learn from bitter experience why pregnant and labor-
ing women need protection around the time of birth. I
don't mean the kind of protection symbolized by the
high technology so many of my sisters have come to
accept as necessary at birthing time, but rather the pro-
tection of other women, wise to the ways of birth, who
understand that birth is a time of transformation and
empowerment in women's lives. Birth is a rite of passage,
and we need compassionate and wise guides to help us
during this peak experience.

Candace Whitridge, 2 midwife friend of mine, tells
about an African myth that illustrates that no matter
what we do, we women are still essentially alone when
we give birth, In the myth, a woman is on a narrow log
in a shallow but very rapidly moving stream. Giving
birth means getting from one shore line to the other. Vil-
lagers and loved ones can be on both sides of the log and
accompany her downstream. They can pick her up if she
falls off the log. People can cheer her on, and they can
help her keep her balance and give her an idea of how
close the other shore is, but they can't get on the log
with her. Birth is like that.

At least from the time of the birth of my first child
in 1966, I have been obsessed with the relation of
women'’s power to the act of giving birth. Having come to
that first birth with a faith that I was perfectly made to
flow with its biological necessities, I was surprised when
my obstetrician said there was a very real danger that my
baby’s brain could be damaged by pounding against my

by Ina May Gaskin

perineum,” as he put it, unless he intervened by giving
me a spinal anesthetic and pulling my baby out with for-
ceps. He advocated this approach for all first births.

Having spent much of my childhood around farm-
ers, I knew that the female of the species was supposed
to be protected from intrusions around the time of birth
in order for the process to work well. My aunt, who
raised animals all her life, kept me away from a mother
dog and her newborn puppies lest I obliterate the scent
cues on the pups that prompted her to know they were
hers and to give them expert care.

Besides not believing that all first bmhs had to be
by forceps, I was afraid of being anesthetized and help-
less among strangers. I could not believe that my own
body could injure my baby. Despite my arguments, gen-
eral stubbornness and my strategy of being unobtrusive
while in labor so that they would leave me alone, I was
surrounded by several nurses and the obstetrician when
1 was near full dilation, and they gave me the spinal.
Straps were placed around my wrists and ankles, and the
forceps were inserted. I felt as if I was in a medieval tor-
ture chamber, My daughter was carried away before I had
a chance to look at her (I think the doctor didn't want me
to see the forceps marks on her head). I was stitched up
and told that I shouldn't try to raise my head for at least
twelve hours if I didn't want a headache that might last
for a month. I didn't get to have a real look at her until
she was almost a day old. I wasn't sure she was mine.

Although by outward appearances I was an adequate
mother, inside I knew that something very important
was missing. [ was full of fears that I had not known
before; I didn't really fecl like a mother, and, most impor-
tantly, I didn’t know that my daughter was Somebody. It
took me the rest of her lifc to catch up, but we finally
did. She died of brain cancer at the age of twenty.

The story of how I became a midwife has been told
in my book, Spiritual Midwifery," excerpts of which are
reproduced with this article. Suffice it to say that most .
of what I learned, 1 learned from other women. There
were a few male doctors who provided me with instruc-
tion and reinforcement at critical times in my early mid-
wifery training,

My husband and I and twa hundred seventy other
people began a community in 1971. Virtually everyone
who was not a child was of chxldbeanng age, and babies
started happening fast, mcludmg my last three children.
1 trained midwives to help me, since none of the women
in my community opted for birth inside the hospital.
Some of the first babies to arrive were born to mothers
who had had hospital births much like mine; their
enthusiasm about a style of birth that put midwives at
their service was contagious. The women who were hav-
ing first babies also wanted to birth at home. The confi-
dence of the women grew with each birth, and fear of

*Spiritual Midwifery, rev. ed, by Ina May Gaskin [Summertown,
TN: The Book Publishing Co., 1977). © 1977 Ina May Gaskin.

woman of power
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Midwives teach MPs
the facts of life

% oval New Zealand College of

BY QUR WELLINGTON
CORRESPONDENY

MPs learned 2 few
mdimentary facts of 1ife when
they considered the f{irst
submissions on the Nurses
Amendment Bill which
restores the right of midwives
to deliver bables without a
doctor present.

Social Services select com-
mittee. members Judy Keall,
Jenny Kirk, (Labour) and
‘Don McKinnon and Kathy
J’Regan (National) were
obviously surprised when
jomiciliary midwives
expiained how they get acoiss
16 the drugs they need to carry
if anmything unexpected goes
wrong in a home birth,

And they were concerned to
learn that even in a hospital
situation the midwives have to
act as quickly as they can and
get authority for their actions
retrospectively if no doctor is
present.

Judy Keall, the committee
chairperson, took withesses
slowly through these parts of
their evidence, and is
gbviously keen o see that the
Jill, when it Is reported back to
Parliament, contains some
provisions giving midwives the
right to prescribe and be re-
sponsible for any drugs neces~
Jary during an unexpectedly
difficuit birth. .

Midwives from both domi-
cillary and hospital back-
round told the committee
they offered a low inter-
vention. low cost alternative
for maternity care,

When midwives are able to
Jractice attonomously, then
nly one payment f[or the birth
will be necessary, Jackie
Anderson from the New Zea-
land College of Midwives told
‘he MPs.

Midwives are prepared to
weept responsibility for their
ictions, but they aiso made it
“lear if any problems arose
juring a pregnancy they
vould refer the patient onto
{he appropriate cxapert,

Professor Rickard
3eddown, president of the

Obstetricians and Gynaecolo-
gisty, prefaced his submission
with the comment that the
college was not there as an
adversary to the bill.

However, while the college
was in favour of the mather
having a choice of health
attendants avaiiable, it

emphasised the need for all -

choices to involve access to a
satisfactory minimum
standard of care

The college has four main

concurns about the bill as

introduced.

They are:
® provision for adequate
assessment to exclude
underlying matemal disense
® adequate and prompt

diagnosis and treatment of |
dizease

intercurrent with the
pregnancy and with
safeguards for the foetus
® provigion of adequate pain
relief in labour
® ready acoess o the technis
cal skills required to safely
manage compiications In la-

Professor Seddon agreed
that whoever accepted re-
sponsibility for the care of the
mother and child should algo
be accountable.

The college promoted the
development of an improved
team concept, including the
mother, fidwife and registe
red medical practitioner. Each
member of the team would
have responsibility appropri-
ate to the knowledge and skills
they contribute to the team
and the needs of each
individual situation,

Minister of Heaith Helen
Clark added her weight to the
argument last week at the
Taranaki Polytechnic nurses
graduation. She sald changes
in the heaith system gave op-
portunities for nurses to
increase their range of clients
and professional dutles,

“For many vears | have been
particularly interested in the
status of midwives. The pro-
lession is an ancient and
honourable one and it is
unfortunate that it ever lost its
autonomy.” she sald,
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‘Midwives support |
home births #«

Southland midwives
have expressed their dis-
appointment at comments
made by a Winton doctor
advising against home
births.

Dr Terry Wilson, of the
Winton Medical Centre,
said on Monday there had
been a marked increase in
the number of Southland
women inquiring about
home births  since the
closure of the maternity
hospital.

But he said he was un-
happy about home births
which he felt could put
the patient at risk.

Margaret McDonald,
Southland regional chair-

| man of the New Zealand

College of Midwives, said
yesterday she was disap-
pointed Winton doctors
were advising women
against home births.

There appeared to be a
general misconception re-
garding the safety of
planned home birth, she
said.

and her family are simi-
larly prepared as for a

. hospital birth,” she said.

“The choice of a home
birth is made by the fam-
ily being fully aware of
the commitment and re-
sponsibilities of them-
selves, the midwife and
the doctor involved.

“Domicillary midwives
carry equipment necess-
ary for a normal birth
and for emergencies that
may occur. They attend
the women before the
birth, at the birth and for

Mrs McDonald said a
woman was screened be-
fore being accepted for a
home birth.

Patients had to meet a
certain criterja.

" The midwives' first con-
cern was for the mother
and baby therefore not all
women would be sultahle
she said.

Women need to
‘know options’
in childbirth

By ASTRlD SMEELE

It is important for
women to be confident
and comfortable in preg-
nancy and childbirth and
have some of the deci-
sion- making in their own
control, a Christchurch

‘doctor told a public meet-

Ing on birthing options in
Christchurch recently.

Dr Jenny Kelghtley said
choosing a family doctor
or a doctor for the preg-
nancy and dellvery,
choosing a hospital or
midwifery system, and de-
ciding ‘on an early dis-
charge or maternity leave
were some of the deci-

:lons faced by parenls-to-
€.

Dr Keightley said 1t was
important to know the
options but to keep them
open as what lmppeneg

ing an.enalal classes quite
late in pregnancy without

‘knowing what the dil-

ferent choices were.
Ms Carol Bartle and Ms
Barbrn Pullar o;‘ lnle In-

amendment to the Nurse.
Act which will allow :
midwife to be responsibl
for a birth. At th
moment only a doctor ha.
that responsibility. Th
dment will give

during
birth was often unpredict-
able. -

About seventy women
and men attended the
meeting, organised by the
Christchurch Parents

-Centre, to hear the panel

discussion on  options
availabie in antenatal and
postnatal care, and in
where to give birth.

The centre had been
concerned for some time
that women were attend-

Pracllce, spoke about the
importance of continuity
of care which is the main
focus of their work. The
practice was started to fill
a need for postnatal home
support. The service en-
ables a mother to leave
the hospital as early as
six hours after the birth
and still receive support
and care [n the home.
Ms Pullar aiso dis-
cussed the proposed

women an  enormou:
choice In childbirth, sai.
Ms Pullar.

The home birth optiol
was discussed by Ms U:
sula Helem, of the Hom
Birth Association. Sh
estimated there had bee:
about 500 home births i:
Christchurch since 197¢
The service include
three antenatal visits an
visits for two weeks afte.
the birth.

Dochors should be account

cn -eWr PRESS

able’

up to two weeks after the
baby is born,” she said.
There was a national
trend with the closure of
smaller maternity units
that more women wanted
home births. )
*The New Zealand Coll-
ege of Midwives' South-
land region supports wo-
men who are making in-
formed choices for their
birthing options but feel
concerned that with the
closure of smaller units

Welllnglon
Calls for an lnjdependent body

had bein no cover-up.
Ms Claire Matheson, a former

to hold the,
accountable were made yester-

day in the wake of the Medical -

Council's decislon not to proceed

with. charges against Prolessor
Herbert Green.

The council sald on Thursday

lhnt charges of dlsgmcelul pro-
I mis

Professor Green would not g0
ahead because-;0of his medical
condition. . .

“By virtue of hls heart disease
and pathological, state of anxiety
he would be susceptible to men-
tal or physical breakdown I the
hearing .were (o proceed,” the
councii sald.

The Medical Councll’s chair-
man, Dr Stewart Alexander, yes-
terday gave an assurance there

of Professor Green, sald
it was I!smeth: Injustice” that he
had “s pped out” ‘lhrnugh [}

Ms Mntheson leatured in the

*“Metro” article which sparked
the 1988 Inquiry Imto.the treat-
ment of cervical cancer at Auck-
land’s National Womens Hos-
pital. -
“I don’t knnw how lll he Is. If
he is as'sick as they say I have
to accept it is the right deci-
sion.”

Ms Matheson said she under-
stood the only lay member on

medical people supported ll and
she was the only one against. 1
think ft shows the need for an
independent body to ensure that
we can have conflidence in such
decisions.”

Ms Philllda Bunkle, the co-
author of the “Metro” article
with Sandra Coney, backed Ms
Maiheson’s cail.

The council's decision was
“predictable.” The fate of Profes-
sor Green, however, was second-
ary to the real issue of the need
for medical Institutions to be
accountable o thelr patients.

Ms Bunkle sald the delays In
iormulzﬂng charges ‘and maklug

exiremely disappointed If lhere
was amy loss of public confid-
ence In the council as a result of
the deeision.

“Im quite sure there wlll be
those who regard this as a cover-
up or » whitewash but I can
assure you it is not™

Asked If he thought an inde-
pendent body should have made
the decislon, Dr Alexander sald
Professor Green's fitness to
stand trial was a medical issue
and the council was the appro-
priate body to deal with a medi-
Issue.

Dr Alexander sald charges of
professional misconduct against

the il, an A d Justice
of the Peace Ms Trish Judd, was
the only person to oppose the
declslon.

"li uemx slrlnge that ali the

“Before a planned these choices are being
home birth the woman limited,” she said. ‘
% *———-'——'—'—-. — :

Electronic
ctal
o .TOI"il to a sfudy published In
! i 19 the New England Joncnal
(" H.FC--. ed of hedicine yesterday.,

more effective than a Decae comron in (he delivery, wos assessed.
stethoscope in detecling Uniled Stales aftor stud- It was compared will
Lictal distress, .m.mdmg ies in {he 10s sugpesled a ] that gg 96 _shnilap chil-
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PA | Wellington thing they know about normal care offered in other countries,

Doctors and midwives are ar-
guing over who should attend
normal births as a parliamentary
select committee considers the
Nurses Amendment Bill which
gives midwives more autonomy,

Last Wednesday the Medical
Association told the committee
that midwilery training in New
Zealand offered “insufficent clin-
ical experience for safe inde-
pendent practice to be under-
taken,” and they were concerned
patient safety would be com-
promised.

The College of Midwives presi-
dent, Ms Karen Guilliland, re-
acted angrily to the claim, saying
midwives had more training in
dealing with normal births than
doctors.

“In the public health system

[midwives teach doctors every-

The sludy also says

pEW voRK the lechmigue may in-
A WIDELY used elec-
tronie {echnique that
monitors the fetal heart
during delivery is no

crease lhe risk of cere-
bral palsy m prewnature
Labics.

Elecironic moniloring

birth

“Midwives spend the entire
labour with a woman as well as
being there for delivery — doc-
tors could not’ manage without
them.”

Although acknowledging the
bill's sis on preg

link hetween fetal heart
rate and signs of oxygen
Ceprivatlon during deliv-
ery that' could Jead to
brain daniage.

Early development of
93 prematire bahies, who
had been monitored wilh
wire eleclredes during

¢ren who had been mioni-
tored by stelhc*"ope.

‘The study recorded a
2.9-fuld increase in cere-
bral palsy among babics
veighing vp to 1.8 Lilo-
grems who were clec-
tronically mobitored, —
HZPA-Reuler

the councils wllh
charges against
their own profession.

Dr Alexander snld he would be

denllng

members of -

Dr would go-
ahead. The council would meet
on May 22 to decide on the
{ormnt end llmlng of the hear-
ng.

MEDIA

WATCH

Midwives .

Sir,—Baving jest returned
from a tour of the Netherlands
Sweden and Denmark to stud:
their systems of childbirth, I arr
interested in the debate ove.

for mi In his

. Midwives -
Sir,—With regard to the com-
meats of Dr Lewis King, chair-

submission on the Nurses
Amendment Bill, Dr King men-
tioned the impoﬂance of comnsid-
of care. ]

man of the Medical tation
(April 2),.in the case of compli-

such as the “flying squads”
which  backed up  British
midwives,

He suggested evaluation of the

support systems that - existed,
tralnmg. the ,need for peer re-
view and quality assurance be-
fore greater autonomy was

being a state of well rather
than illness, the chairman of the
Medical Assoclation, Dr Lew:
King, said the safety of the

. patient was the paramount con-

sideration.

Even in low-risk births, compli-
cations such as haemorrhages o
babies being born with the um-
bilical cord around the neck
could arise, demanding expert
care by a doctor/nurse team, he
said.

Dr King said it was important
to_consider complete systems of

1o midwives.

- The National Council of
Women also expressed some con-
cerns aboul the bill in ils submis-
sion to the committee, suggesting
the  proposed change was
motivated by a desire to cut
costs, rather than a concern for
the safety of mothers and babies.

The council said women should
be able to choose the care they
preferred, provided they knew
all the possible consequences and
could stifl have the service of a
doctor at no_cost.

-{ ceps delivery. — Yours, etc.,

occurring during birth,
the doctor/nurse team he refers
to is actuaily a doclor/mldwite
team. There is a

ering systems
sgree with him.. Each of the
countries I visited has better
statistics than ours, and all o
them bave midwives as the
primary professionals caring for

difference between the two. In
most cases where the "cord is
around the baby’s neck it can be
slipped over the baby's head or
shoulder: If this is not possible it
is a simple matter to clamp and
cut the cord. This does not
require the presence of a doctor,
but s a minor disorder that
midwives deal with on a regular
basis. In a significant proportion
of births the doctor does not
arrive until - after the birth.
Midwives are qualified to deal.
with complications such as hae-:|
morthage and often have done
so prior to the doctor's arrival.
Haemorrhage is uncommon un-
less there has been some form of
medical intervention, suchk as
induction, augmentation or for-:

G E. WARWICK,
Midwife.
April 4, 1990.

during pregrn y, child
birth and the post-natal period.
None of these countries has 2
"flying squad,” evem in the
Netherlands, where 37 per cent
of women give birth at home. In
these countrls, ‘GPs play a
minimal’ role. in childbirth. If
there . are complications, a
specialists is called. G.Ps have
very limited training in obstet-
rics and even less in the field of
normal childbirth. This raises
questions about the motives of
the Medical Association in ob-
jecting to midwives' autonomy.
The specialists and heaith ad-
ministrators I spoke with in each
country 1 visited- were happy
with the midwife’s role. There
was o question that safety was
being compromised in any way.
The statistics confirm this. !
believe midwife autonomy will
provide a real choice for New

Zealand women.—Yours, etc.,
CELIA GRIGG SOWMAN.

April 2, 1990.



