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When all else j’a{(s. and you'rz _fee[ing down, treat
yourself to a f[augh - go on ......

CROWN HEALTH ENTERPRISES - CHEs
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Hospital Board ... CHEs Board
Chief EXOCULIVE  ............ocvveeevicreeneerenrnnesennsenes Big ChEs
Private WINg .ciinnvccisecieiinnnnns Blue Vein ChEs
Matemity ... New CHES
Surgical Services ... Sliced CHES
Operating Theatre ............cccceevrvvnnnnennen. reeneeanes Swiss CHEs
ABE ..ot CrunCHEs
Colposcope CHNIC ..........cocvmeecericeieiineniricetninae CHESs Wedges
Community Health Centres Cererereseeeesnesesnraenen Cottage CHEs
Walting Lists ..o Mouldy CHEs
Cafetornia  .......cccccceeeierieciere e ereeeas CHEs Bar
Houseman's Hostel ........ccceieieeiveccniinnnneas CHEs Singles:
Occupational Health  ..........ccceceiiiiiiniieen Kraft CHEs
Hospital Soclal Club  ................... rerssesnsanssas CHESs Balls
Homebirth Services TRenee\TeAn ST aREve RS aTsTs e Cottage CHEs
The Government .........ccccovvvevicrvrinceeernrerseenees LyCHEs
Crown Health Establishment Unit ... .............. CHESs Factory
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All Midwives interested in Computer Data Bases, please contact

CAREY VIRTUE

8 Durham Crescent

Brooklyn

Wellington

Telephone (04) 384-7261 - ‘
The updated TERRA NOVA Midwifery Database is now available.
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NEXT NATIONAL
COMMITTEE MEETING

Friday 04th March 1994
6.00pm
and
Saturday 05th March 1994
9.00am

NZ COLLEGE OF MIDWIVES |
National News!etter
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1st Floor
205 Manchester Street
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Any contributions to the National
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30th January 1994

Next Newsletter will be due out
mid February 1994
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The articles and reports printed in Editor - Karen Barnes
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EDITORIAL

Dear Members, i 1
[}

In my line of business, | haven' a ciue about the intricacies of the e~
Midwifery profession and have always left the editorial to the Editor v
(that's Karen Bames) but as she is away on matemity leave, | am

A

happy to be writing this, our final editorial for 1993. ﬁ

Our congratulations to Karen and Kevin on the birth of their third son, Nicholas, who
weighed in at 10ibs! Karen will be back on board for the next issue of our newsletter.

As we draw to the close of yet another year, we look back on what's happened in each
region and to the College as a whole - the College has been ever so busy. Our
membershiphas also increased substantially. Tum to the National Co-ordinator's Forum
page for all the updates. And remember the College Conference - August 1994!

We would like to thank those of you who have contributed to our newsletter over this last
year and to those of you who will be contributing in the new year.

May we take this opportunity of wishing each and every one a very Merry Christmas and
a Happy and Prosperous 1994!

Happy reading, o
Wargarnet Quotable Quotcs@
Margaret Stacey =
~ ~ Even if you're on the
us. right track, you'll get
Tuesday's childis commonplace run over if you just sit
, , there. - Anonymous -
More American babies are born on

Tuesday than any other day of the week,
accordingto the National Centrefor Health
Statistics. And babies are least likely to You'd better not

be born on the weekend because ;

caesareans are not planned for week- (fomP romise yourse{ﬁ
ends. Further statistics show that 1046 1t's all you've got.
boys are born for every 1000 giris and - Janice Joplin -
doctors attended 94.8% of birth,
midwives 4.4%.
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Outcomes

What were the outcomes for women and babies?
Were the outcomes expected or unexpected?
What changes need to be made?

interventions

What interventions were used? -

Is the use of intervention appropriate?
What changes need to be made?

Adequacy and Appropriateness of Information Provided
Is the information of high quality?

is it up to date?

Is it in an appropriate form?

What improvements are needed?

Advocacy

Does the practice include an advocacy role?
Is referral made to advocates?

Is advocacy occuring at all?

What improvements are needed?

Informed Consent
Does the practice reflect a commitment to informed consent?
What improvements are needed?

The Rights of the Birthing Woman

Does the practice reflect respect the rights of the woman?

Does the practice allow sufficient time for thbe woman's needs to be met?
What improvements are nedded?

Contacts and Support

Does the Midwife have good personal support?

Does the Midwife have good professional support? _
Is there an established system for obtaining a second opinion and receiving
backup?

Education

Has the midwife taken part in any education courses?

Were educational updates approprate and successful?

Has the midwife a projected plan for ongoing competency evaluation?

Evaluation

101 Was the review process satisfactory?

10.2 If not, why not and what needs to happen?
10.3 What response will be included in the letter to the midwife?
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MIDWIFERY STANDARDS REVIEW COMMITTEE

The development of these committees over the last three years has been challenging
and exciting as we work with consumers to have a women-centred approach to
professional review. Several formats and documentation have been piloted over this
time and we are now ready to combine all our experiences into a more standardised
approach. The work of the Auckland Home Birth Assoclation in developing our review
process has been invaluable. They have provided baiance and wisdom into ourquality
assurance programmes which makethe review process a valuable leaming experience
for midwives and a safety net for consumers.

Each midwife reviewed is required to give a report on her years practice supplying
statistical data and self evaluation. She is also required to provide evidence of client
satisfaction. The Review Committee provides the annual report form and the client
evaluation questionnaire.

For more information, please contact your Regional Chairperson/Secretary.

TERMS OF REFERENCE

1. To annually review and evaluate the practice of each independent midwife
against the NZCOMI Code of Ethics and Standards of Practice.

To act in partnership with consumers of midwifery services to ensure the
accountability of midwifery practitioners. :

To provide a forum in which to share knowledge, resources and information.
To review complaints relating to independent midwifery practice according tothe
prescribed procedure.

To provide an opportunity to review any difficulties arising.

To bring any matters to the attention of the appropriate bodies, with
recommendations.

CONFIDENTIALITY

on s N

(1)  Confidentiality shall be maintained within the committee for all aspects relating
to individual cases.

(2 If acommittee member is found to have breached confidentiality that member
shall be asked to resign from the committee.

(3)  Onbooking, all consumers shall be informed of the existence and procedures of
the Midwives Standards Review Committee. Consumers should know that
information regarding them will be used for review, education and statistical
pruposes.

CHECKLIST FOR REVIEW PROCESS
Midwifery Model

1.
1.1 Does the practice reflect the midwifery model?
1.2 What changes need to be made?
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NATIONAL CO-ORDINATOR'S
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As 1993 draws to & close | thought it may

be useful to outline the progress that Mid-
wifery has made over the year.

f
b

Team Midwifery within the hospital setting
has started to take off much to the excite-
ment ofthose of uswho have been waiting
fora long time to see independent practice
and continuity of care forwomen extended
to employed Midwives. The College has
been working with Steph Breen and Mary
Slater of the NZNO In developing pack-
ageswhich recognise midwives increased
responsibility and scope of practice.

The achievement of pay equity for mid-
wives claiming underthe Maternity Benefit
is an invaluable benchmark for hospital
midwives when negotiating their changes
in practice through the variance clause in
the Nurses national award system. The
College urges hospital midwives contem-
plating continuity of care within their hospi-
tals to talk with NZNO and the College
before approaching CHE management to
discuss wages and conditions. The hospi-
tal midwives who have been working in
"Know Your Midwife" schemes over the
past year have valuabie information to
share on the benefits and pitfalis of work-
ing in such a scheme. Consequently the
College and NZNO are in a good position
to negotiate some exciting and innovative
packageswhichnotonly provideincreased
job satisfaction but recognise the value of
ﬂdid:glitfery care and the midwives who pro-

it is important in this politically volatile
climate for all midwives to be united onthe
subject of their worth to ensure the recent

3

equity gains for our women-dominated pro-
fession are not lost in the competitive
games being presently played by CHE
management as they try to "secure” the
market. Midwives must remember the
point of the changes to the Midwifery pro-
fession was to highlight birth as a primary
health event and for women and their
families to be in charge of their own repro-
ductive lives. Continuity of care and know-
ing your own midwife should be women's
choice regardless of where the midwife
works or from which source her income is
derived. All midwives are funded by the
state and it is our vision that through the
change in service emphasis, society will
once again accept birth as a normal life
process.

The Matemnity Benefit Schedule negotia-
tions are underway yet again and the first
meeting between the College, the NZMA
and the combined RHAs has been and
gone without any problems. We meet
again on December 15th to discuss our
various positions. It was pleasing to note
the RHAs opening position was women
centred and ensuringwomen's choice. We
believe agreement on how matemity serv-
ices are paid for is possibie in this climate.

There remains questions however on the
longterm methods of payment once RHAs
start contracting for maternity services
regionally. The College urges caution on
the part of independent groups of midwives
when approaching RHAs for contracts.
Whilst the Matemity Benefit is operational
it offers standardisation and we may not
need consortiums orgroups of IPOs (Inde-
pendent Practitioners Organisations) par-
ticularly in the short term.



Please be aware that any "pilot” schemes
individuals/regional groups of midwives
negotiate will have an effect on the long
term viability of the Matemity Benefit
Schedule. Any separately negotiated con-
tract which involves midwives as a lesser
partner or in fragmented care (eg paid at
an hourly rate by a GP or Obstetrician)
seriously undemmines the profession. Re-
cently, the Physiotherapists Association
was reported as saying "Employment of
Physiotherapists by GPs is ethically unac-
ceptable .... it takes away professional
independence which is not good for the
operator or the patient ......"

it may be the College remains the national
"IPO" and in this way ensures a cohesive
method of payment for midwives.

In recent comespondence with the RHAs
involved in the Matemity Benefit Schedule
we are reassured "... All RHAs are commit-
ted to the negotiations for improved pur-
chasing of matemity services which are
equally available to all practitioners. We
are committed to open and frank discus-
sions on improving services to the benefit
of both women and practitioners..."”

The College believes we can accept these
assurances and slowly work together to-
wards a satisfactory outcome for all.

‘The granting of access agreements for
midwives use of hospital facilities is also
an increasing problem as CHESs settle into
competitive mode. CHEs all. over the
country are adopting discriminatory and
anti competitive practices specifically de-
signed to obstruct independent midwives,
Some examples include:-

E denying midwives access while

granting them to doctors.

- denying midwives employed by the
CHE (even part-time) access for
independent work. All these hospi-
tals empioy doctors who are aiso in
private practice and have access
requirements.

- only granting access to midwives if
they have worked in that CHE.

- charging midwife clients for antena-
tal classes (GP dlients are not
charged).

- denying postnatal facilities for Mid-
wife only clients.

All of these strategies are unacceptable
and legally indefensible. Despite CHEs
apparent zeal to privatise their services,
they are still publicly funded institutions
obliged to provide access for their
populations regardless of the care giver.
As midwives, we must recognise that to
submit to these tactics is to deny the pur-
pose of the re-establishment of the Mid-
wifery profession. We must promote birth
as a primary health event and the midwife
(wherever she practices) as an independ-
:g}m professional who practices in her own

As a profession, we have an obligation to
ensure a quality service and that midwives
are accountable for the service they pro-
vide. The Midwifery Standards Review
Committees established initially by the
Domiciliary Midwives and the Home Birth
Association have been promoted by the
College asthe vehicle for all self employed
midwives to be reviewed. This year has
seen remarkable development and com-
mitment to the process by midwives
throughout NZ.

Regionshave piloteddifferent mechanisms
and documentation and we have leamt a
variety of skills as a result. The College is
particularly keen to see this type of quality
assurance also extended to employed mid-
wives who provide total care and some
CHE managers have shown an interest in
developing reviews in this manner.

I

‘Women want

Half ante-natal class
‘had birth problems’
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rovider to co-ordinate their maternity
der might not

d provide women !

The report also calls for a national
rinatal data base to record information
on ante-natal, labour, birth, and post-

It could include options for meeting
raphical needs during pregnancy and

their medical, psycho-social, cultural, and

Women want more accountability and
continuity in maternity care, says a

The report, by Coopers and Lybrand,
says women would be better served by a

The system woul
with information to make decisions

give all the care, it would be accountable
natal services and the outcomes of these.

system that integrates all components of
for its standard and continuity.

report commissioned by the country’s
resulted in only one complaint. Then ~ maternity care.

four regional health authorities.
care. Altliough that provi

after birth. Women cou

pe

8
p

igh levels of

tion surveys had shown hi

satisfaction.

tly. Another

woman was sent home bottle-feeding
because staff did not have time to help

her establish breast-feeding.

been opened, but

“I would be very keen to

or willing to be discharged  the best care for them and their babies.
receive information directly from the

of the situations Mrs Fry
erd said customer satisfac-

h

n's health for Healthlink South,
said yesterday she would be concerned to
able us to investigate.”.

uests for the babies had not been able

A class of 12 from last December had
Mrs Shep!

Mrs Ed Shepherd, the manager of

ding wo

ings only for women expected to have

Christchurch Women's had taken book-
should be restricted again, Mrs Fry said.

sufficient breast-feeding. Their mothers’
to be answered promp
complications,

early. Bookings have

discover any

had described.

req

standards of
be-

by Robin Munro
** at Christchurch Women’s
and staff.
's comments follow midwives'
Mrs Fry said yesterday one mother
had a caesarian birth. She could not leave

Three babies of first-time mothers had
had bad jaundice because they had in-

Half the mothers in a recent Christ-
She said yesterday 12 mothers attend-
ed classes in September and October. One
woman gave birth at Burwood Hospital.

church Parents' Centre ante-natal class

Mrs Fry
criticism last week of overcrow

venous drip. Her call for attention took women to en

three hours to be answered.

causing unsatisfactory standards of care.
her bed because she was on an intra-

had problems when they gave birth at

.Christchurch Women’s Hospital, says the

class leader, Mrs Glenys Fry.
Six experienced “‘very bad
cause of a lack of time

nursing

Christchurch Press - December 1, 1993
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CHRISTINE FLETCHER

One of the strongest motivations in an overtly political sense was the birth of my
daughter Jean. | had no choice in where she was bom, and she was actually born
in a corridor because National Women's was full at the time. | became invoived with
agroup of midwivestryingtogetan alternative matemity centre offthe ground, where
wa lost the fight but won the war. | mean the developer that we wanted backed out
and different things happened, but the enormous sense of frustration at dealing with
bureaucracy and trying in terms to women's health to raise the status in terms of
providing choice.

It was back when Helen Clark was Minister of Health - she did a good job in terms
ofthe midwifery legislation that empowered midwives. But therewas noway inwhich
the area health boards were prepared to contract outto altemative community-based
non-high-tech-type care.

Andthatwas a major battie, that contributed quite significantly interms of me actually
seeking political representation. Because to me ifthere is one time in your life when
you are vulnerable, it's when you're lying with your legs apart trying to push a baby
out and you're in the middle of a corridor and 50 people are watching you and saying,
“How are you feeling, are you all right ?"

| had no cholce over my environment because with my first child
there had been some complications. |wasn't allowed a home birth
Boy, that peeved me off. But those midwives are wonderful.

| mean they have fought the battie against the male establish-
ment and they are winning.

. 1
—

Healfh risk for smokers' babies

WELLINGTON — Babies of mothers who months of life were caused by the mother -
smoke have a 50 per cent higher risk of smoking. The finding was after adjust-
being admitted to hospital in the year ments had been made for the mother’s
after birth than those of non-smoking ethnic group and education. .
mothers, according to astudy reported The authors conservatively estimated '
the latest “Medical Journal"”. ' the cost of the smoking related-
The authors looked at all 1187 babies admissions of all 874 children admitted
born in Canterbury in the first flve to Christchurch Hoepital in 1992 at
months of last year, finding those whose  $75,000. “The findings of the present
.mothers smoked (30 per cent) were 50 study provide yet more evidence of the
per cent more likely to be admitted to need for comprehensive smoke-free
hospital in the 10 months after birth. programmes for young women including

child admissions in the first six to 10

The study estimated 14 per cent of all teenagers, pregnant women, and young
mothers.” ) —NZPA |

Chch Press 16/11/93
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The College plans to hold a workshop in
Palmerston North in May to finalise the
Standards Review terms of reference and
documentation. The results of this work-
shop (which will also include the develop-
ment of competencies for education and
registration purposes) will be presented at
Conference in August.

Debate also continues on the develop-
ment of guidelines for obstetric practice
and in this issue of the newsletter, we have
offered some of the medical discussion for
your interest. The article on the law of
consent is interesting because in effect it
supports the Midwifery Model of choice

-and informed consent and reinforces mid-

wifery's belief that the woman, not the
provider, is the decision maker. This in
tum supports our premise that protocols
for referrals are not possibie or desirable
when consent is to be gained or given on
an individual basis.

The other debate whichthe College hopes
will be widespread is the Midwifery Scope
of Practice within continuity of care. Is-
sues such as when and how the primary
midwife transfers care when there is ob-
stetric need. Regions are planning to hold
discussions between employed and self
employed midwives to establish bounda-
ries of mutual respect.

The College and NZNO (Gaye Williams
and Steph Breen, organisersanddelegates)
will be meeting next week to discuss these
issues and ways to work together in sup-
porting midwives and the profession wher-
ever they work. -

Last weekend was the last National Com-
mittee Meeting of the year. It was exciting
and rewarding to listen to the progress, the
determination and the self responsibility
being taken by midwives in establishing
the profession. We all felt as if Midwifery

had "grown up” and that our future is bright.
We have our partnership with women to
thank for that. As we grow and “new”
midwives enter the profession without a
history of how we achieved recognition as
a profession, we must constantly check
and reinforce that our relationship with
women remains a true partnership or our
newly found professionalism will quickly
dissipate.
3
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WAIRARAPA
HEALTH

Ref No. PS 931108

STAFF MIDWIFE

Applications are invited from qualified

midwives soeking the opportunity towork & ®
in our Level [I Maternity Annex at Masterton

Hospital. Theunit is fully integrated and gives midwives the opportunity tocare for ante-
natal, post-natal and neo-natal paticnts as well as women during labour and delivery.

The nursing services at Masterton Hospital is committed to providing excellent nursing
care and does this through the team approach.

Wairarapa offers an attractive, happy working environment and lifestyle. For further
information contact Beryl McCormick, Maternity Unit Manager, on extension 4111.
Conditions of appointment, job description/person specification and application form
can be obtained from Personnel Services, Masterton Hospital, or by phoning (06) 378-
2099, extension 5201,

Wairarapa Health has a policy of equality of opportunity in employment.

ADVERTISEMENT
M- SO
G v EASTBAY HEALTHLTD
Y STEWART STREET
i
Eastbay Health TELEPHONE 0-7-307-8999
Te Whatumauri Hauora FACSIMILE 0-7-307-0451

VACANCIES - MIDWIVES

I write to youseeking your assistance. | have beenhaving somedifficulty recruiting
staff Midwives to work at Whakatane Hospital. Should your office receive any
:anquiﬁes from suitable applicants, | would be most grateful if you would refer them
0 me. -

The unit at Whakatane offers Level Il care, does approximately 1,000 deliveries
per annum of which 70% are performed by midwives. We have full specialistO&G
and Paediatrician cover, Midwives have the opportunity to practice continuity of
care as ante natal, intra partum and post natal services are all on the one level,
clients may then receive domiciliary care in their home by the same midwife if this
is required. The unit is very client focused, warm and friendly.

Please direct all enquiries to Karen Smith, Manager, Women, Child & Family
Health Services at the above address.

ADVERTISEMENT
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The following are extracts from the Listener’s feature on women in Parliament.

- NZ Listener November 1993

JENNY SHIPLEY

Women can say some things that men cant. | remember a caucus discussion about
sexually transmitted disease. | think | used some rather colourful language about the
realities of chiamydia and other sexually transmitted diseases. The men believed that
if you don't tell them, they wouldn't be screwing behind the bike sheds.

I said just forget it. The best you can hope to do is to give reasons why they shouldn't
be sexually active. | don't think we've ever had better reasons why we should have a
group of chaste young people, in terms of at least making the choice of being sexually
active. Iwant young peopleto havegood informationsothat youngwomen knowthey're
running the risk of cervical cancer and the wart virus by earty sexual activity. We now
know a whole lot of things we didn't know in my generation. 1think young women are

entitied to know about that. | also think young men are entities to know that they may

be carriers of the wart virus that causes cervical cancer.

The argument was, if youdidn't teil them, would theydoit? And, thank goodness, atthe
end of theday, the majority ofthe caucus- and wewere inOppositionthen-came around
to the view that, given the reality that young peopie were sexually active, they needed
to have the data. Or at least It shouldn't be a criminal offence to talk to them about it.
so they could make choices.

Another instance that was relatively funny - again it wasin Opposition - where we had
to decide our position on the Midwives Bill. On this particular day Katherine
[O'Regan) and Ruth [Richardson] and | were in the caucus. Don MicKinnon was the
health spokesman and he started off saying this is a plece of legislation on which we
would have to decide a policy position.

And there were the most extraordinary speeches from a series of male colleagues.
Sir Robert Muldoon, who had just come out of hospital with heart surgery, said that
modern drugs were very technical and he didn't think that anyone other than GPs
should be able to administer anything. Hewas sure that women didn't know what was
good for them.

These speeches went on and one and on, and there was a point where the three of
us just burst out laughing. We thought it was the funniest thing we'd ever heard.
Katherine spoke first, then | spoke, and | said | was interested in how many of the men
in caucus had been present at a birth. | didn't actually ask them to put their hands
up, because | thought that was going a little far.
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are better equipped to giver her emotional
and physical support, which we believe will
lessen complications and the need for
intervention.”

Nicky Temperton, who gave birth at the
hospital, said she had found it distressing. “I
was surrounded by strangers, talking over
my head. There was no privacy and it was a
degrading experience.”

Many general practitioners fear the scheme
will undermine their role in antenatal care.
Bill Styles, chairman of the Royal College of
General Practitioners, thinks it will reduce
co-operation between GPs and obstetricians,
leaving midwives isolated. “Many GPs do
notwant to be involved in the delivery, butwe
do want to play a part in antenatal care
because we have known the woman before
pregnancy and will treat her and her baby
afterwards. | believe a lot will decide they
want their GP to be involved.”

Reaction has been mixed among Queen
Charlotte's obstetricians, but Keith Edmonds,
who has been on the steering committee,
supports the concept. “Whether women get
better care under this system is something
we will be evaluating over the next three
years. If it proves beneficial we will be
recommending itall overthecountry. Itis not
about creating independent midwifery onthe
NHS but about giving midwives more
responsibility and the right to do things in the
way they want to. | will see slightly fewer
women with problems rather than seeing
ladies who have normal pregnancies.”

Somecolleagues, however, leading members
of the Royal College, believe midwives are

unqualified to detect problems in pregnancy

at an early stage and fiercely resent
suggestions that birth et home is no more
risky than hospital deliveries. This point of
view, andthe system it justifies, was described
last week by Luke Zander, one of the few
general practitioners in the country who will
attend homebirths, as a“cemetery approach”
- pregnancy as a disaster waiting to happen.
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Home bicth for women has always heen foasible, but, oe Lady
Mancroft found, there is professional
obstruction. “St Thomas's hospital did not
give out information about home births and
when | asked for a domiciliary midwife | was
told that there were not enough to go round.”

When It was discovered that her baby was
breech, themedical profession could conceive
ofnothing but a caesarean. “One obstetrician
askedwhy | did not just let him take it out next
Thursday. | toid him it was a baby, not a
tumour. It became clear that the only way |
could try a normal delivery was to pay for an
independent midwife.”

Lady Mancroft went into labour at home,
attended by Val Taylor, an independent
midwife. After 27 hours she went to hospital
with her midwife and two hours later gave
birth to 6ib 140z Georgia. “! didn't need
drugs oran epidural, and there were no tears
and no stitches. It was wonderful. By 6am
we were back at home having breakfast.

“Ifsomething had gonewrong, then of course
{ would have had an operation, but at least |
would have been given the chancetotry. I'm
by no means a natural birth fanatic, but |
believe birth has become too mechanical,
too clinical.”

- Liz Lightfoot - Style & Travel, Sunday
Times London 17/10/93

The Medic Group of Companies
MEDIC CORPORATION : SUPPLIERS OF :
SCALES : Digital and Mechanical new Secadual purpose (Baby and Toddier).
Digital model available at attractive price.
Special offer on some modeis. Offer closes 31/1/94. Ring local office for details
ELECTRIC AND MANUAL BREAST PUMPS
NEW - AVENT Niplette - rectifies inverted or non-protractile nipples.
For further information, please contact your nearest Medic branch at:

AUCKLAND 623-3300 HAMILTON 847-2729

WELLINGTON 569-3539 CHRISTCHURCH 338-1936

DUNEDIN 4740722 ADVERTISEMENT
f )

INDEPENDENT MIDWIFE NEEDED

We desperately need an independent midwife for the Maniototo - an arca of Central
Otago. We average about two births a month, plus there would be work with an .
independent midwife in Alexandra (an hour’s drive away).

We have a pleasant 2-bedded maternity unit, but also have homebirths. We have a
wonderful GP! All equipment, including a homebirth kit, is available to use.

For more information, please contact:

Cathering Young
Gimmerbum
RD 1 Ranfurly
CENTRAL OTAGO
Telephone (03) 444-9085

((
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UPCOMING EVENTS

'NZCOM CONFERENCE 1994

"The Culture of Midwifery : Celebrating Women & Family”
13, 14 and 15 August 1994

Te Papaiouru, Ohinemutu, Rotorua

CALL FOR ABSTRACTS : Forward abstracts for papers to :
Nita Van Boven, c/- Post Office, Lake Okareka, Rotorua.

The 5th Midwifery, Neonatal and Paediatric Nursing Conference
March 18, 1994
Abstracts close December 10, 1993

Contact : Barbara Dromgool
Department of Nurse Education
Woden Valley Hospital
: POBox11
WODEN, ACT 2606 Australia Ph 06-244-2259 Fx 06-244-3112

MURRAY ENKIN & DORIS HAIRE TOUR OF NEW ZEALAND
May 1994

More details in February newsletter or from your local chairperson

Women's Studies Association Conference 1994
Friday 26 to Sunday 28 August
Victoria University of Wellington
CALL FOR PAPERS

Contact : Conference Papers 1994
WSA (Wellington) P O Box 5043 Wellington
by 31 March 1994 or talk to:
Annc Else, Phone/Fax (04) 475-9958, Tania Rei Phone/Fax (04) 495-5268
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The following articles are from the UK
and give an overview of the current
English culture In which Midwives work.

Home Delivery

"When Lady Mancroft's
private GP confirmed
her first pregnancy last
year, she did not, like
mostof herfriends and
relatives, immediately
telephonethe Portland
¥ walidogpital. Shechoseto
avond eonsultant-dommatod privatehospitals,
where induction and caesarean rates are
high, opting instead for a home delivery on
the National Health Service with help from a
domiciliary midwife.
“People thought | was slightly mad,” she
sald. "They couldn't understand why | didn't
want to spend $4,500 to have my baby
delivered privately by consultants who want
to go and play golf or who expect babies to
come to their timescale. | didn't want to be
induced or end up with a caesarean section
and have my husband coming in afterwards
with champagne and flowers. [t may suit
other women, but it wasn't right for me.”

Lady Mancroft does not see herself as a
feminist, but on the subject of childbirth her
views are distinctly women-oriented: she
believes thatthe predominantly male obstetric
profession is preventing women giving birth
naturally.

There are 908 senior male obstetricians in
England and 208 women. Just 34 senior
obstetric posts are held by womenin Scotland
and only one in Northern ireland. For the
past 30 years midwives, an almost exclusively
female profession, have been regarded highly
by women but seen by obstetrician largely as
their handmaidens.

Lady Mancroft, 31, believes that male

obstetricians have builtup such a complicated
clinical service that they have frightened

women about childbirth: “Our ability to have
babies without fuss has been taken away,
and midwives within the National Health
Service have been deprived of their true role,
which s to support 3 woman through
pregnancy and usetheirskills and experience
to help her give birth naturally.”

Next month, a scheme at Queen Charlotte's
and Chelsea Hospital in West London will
revolutionise the role of midwives. Usually,
they rotate between antenatat clinics, wards
and delivery suites, making it practically
impossible for a woman to be delivered by a
midwife she knows or has met before. One
pregnant woman at Queen Charlotte’s last
year saw 37 different people up to and
including the birth.

The new scheme, which will run alongside
thetraditional system, will take midwives out
of the hospital and into the community.
Working from home and on 24-hour call with
mobilephones, theywill visit pregnantwomen
in their homes, book them for scans and
accompany them to hospital for the delivery.

Twenty-four midwives, each with a caseload
of 40 pregnancies a year, will take over the
care of women who choose this system.
They will remain employees of the hospital
and work in pairs to provide back-up for each
other. The project will be limited to the
London postal districts W12 and W3 for the
next three years, after which it will be
evaluated before a decisionis madeto extend
it. Consultant obstetricians have agreed to
co-operate with the scheme and will become
involved where there are complications or at
the woman's request.

Barbara Jones, midwifery manager at Queen
Charlotte’s, believes the midwives will be
happier, even if they work longer hours,
because they will be fulfilling the role for
which they are trained. “The most difficult
part of our job is to walk into delivery rooms
and build a rapport with a woman we have
never met. If you know the woman, and her
attitudes to pain-relief and childbirth, you



GPs should ensure that all their asthmatic
and diabetic patients are transferred to the
care of hospital clinics. High strength steroid
aerosols should play no part in a GPs
pharmaceutical budget andthe responsibility
for prescribing these and dealingwith patients
who claim to have lost them should rest
squarely on the regional heaith authorities
and their hospital clinics.”

Ethnic and Maori medicine, GP says, are
simple matters easily deait with and could be
aided by the government arranging a brief
diploma course which would include
attendances on maraes, discussions with
tohungas and a “grasp of essential Maori
words and phrases”.

Where Maoris orwomenwant Maori or women
doctors, itwill bethe regional health authorities
and not GPs which will deal with the request,
including the provision of free transport for
patients in country areas to Maori or women
doctors in towns.

As a last bit of advice, GP says, doctors
should spruce up on their manners and their
computer keyboard skills.

“Grumpy doctors without keyboard skilis will
soon be sent down the road by the regional
health authorities.”

- Graham Hunt

Home birth campaign

divides consultants

- by Our Health Services Correspondence
- London Times 13/10/83

A division is growing among senior
obstetricians over whether home births
aresafe. Acampaignlaunched yesterday
to improve the opportunities for women
to choose a home birth was backed for
the first time by consultant obstetricians.
They publicly criticised the Royal College
of Obstetricians for opposing the
movement. ‘

Dr Luke Zander, a GP obstetrician in
London who launched the campaign,
accused the college of adopting a
“cemetery approach” to childbirth which
was inappropriate for a natural, lowrisk
process.

Donald Gibb, consultant obstetrician at
King's College Hospital, London, and a
fellow of the royal college, said: “There
is a perception among senior
obstetricians that women and midwives
interested in home births are

mad, bad and marginal. They are not.

They are intelligent and sensitive and
wantto be involved in a choice about this
most important biological event in their
lives.”

Malcoim Pearce, consultant obstetrician
at St George's Hospital, Tooting said
that three quarters of women had normal
deliveries and did not see an obstetrician.
“ would like to suggest that half the
obstetricians in this country be made
redundant,” he said.

THE FIRST WORLD CONGRESS ON
LABOUR AND DELIVERY
Jerusalem, Israel, July 3-7, 1994

September 5, 1993

"World-wide renowned physicians will be invited to participate in this
Congress on the subject of Labour and Delivery. | have no doubt that such
a Congress cannot take place without the active participation of midwives
from all over the world. We have therefore set a very special price for them.

Iwould very much like to spread the information to as many midwives allover
the world as possible, and would be grateful for any assistance you could
offer in doing it in your country.”

Wite fo the Midwifery Resource Centre for more information or write directly to:
The Secretariat, Da'at Conventions, 25 Jabotinsky Street P O Bax 71047
Jerusalem 91710, israel. Tel 02-818518 Fax 02-810-492

NURSING EDUCATION & RESEARCH FOUNDATION

ADVANCE NOTICE

The 1994 National Nurses Forum to be held in Dunedin at
Knox College on 1, 2, 3 July 1994

Celebrating the UN/International Year of the Family

Indication of interest in presenting a Paper by 31 December 1993
Abstracts called for by 1 February 1994

Contact : Ann Chapman, Nursing Advisor Officer (Professional)
NZ Nurses Organisation
POBox 2128
Wellington
Phone (04) 3850847
Fax (04) 382-9993




ARTICLES OF INTEREST

Minimum scans only

Prenatal ultrasound scans should only be
carried out when there is clearclinical need,
acoording to medical director of ultrasound
and prenatal diagnosis at National Wom-
en's Hospital, Alastair Roberts.

Debate on the cost/benefit of ultrasound
scanning and its impact on the outcome of
pregnancy has been raging in the major
medical journals.

The latest is a Western Australian study
published recently in the Lancet, linking
growth retardation in fetuses with repeated
scanning.

Dr Roberts said while the study raises more
questions than it answers, it shows there are
still sufficient unknown factors to warrant
caution.

In a randomised study of 2834 women, half
received a single ultrasound examination at
18 woeks' gestation and had had ultrasound
imaging and continuous wave Doppler flow
studies at 18, 24, 28, 34 and 38 weeks.

The study reported signifcantly higher in-
trauterine growth restriction of the fetus in
women who received intensive ultrasound
testing.

"Repeated prenatal ultrasound imaging and
Doppler flow examinations should be re-
stricted to those women for whom the infor-
mation islikelytobeofclinical benefit,” said
rescarchers.

Dr Roberts said ultrasound should be offered
toall pregnant women at 18 weeks' gestation
because other studics and experience have
shown clear benefits of the tests.
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Calls to limit number of

scans paid by MBS
- NZ Doctor News 11/11/93 -

There should be a limit on the number of
scans the matemity benefit subsidy will
cover uniess there are proven clinical
reasons that more are necessary, said the
medical director of ultrasound and prenatal
diagnosis at National Women's Hospital
Alastair Roberts. ,

A Ministry of Health spokesperson said it
islikely that, inthe nearfuture, there willbe
a set number of scans paid for by the
matemity benefit.

She said the use of perinatal testing will be
considered along with everything else in
the RHAs' current review of matemity
services and benefits.

Dr Roberts does not agree with recent
statements from US researchers that
uitrasound should never be conducted in
low risk pregnancies.

“They report an abnommality detection rate
of around 16 per cent, and therefore the
possible risks outweigh the benefits.
However, in New Zealand and most
European countries, the detection rate is
usually around 50 per cent and we believe
the benefits of one scan are clear.”

However, US researchers sail inthe NEJM
and the American Journal of Obstetrics
and Gynaecology recently thatthe benefits
are confined to those at risk of complicated
pregnancies due to diabetes, high bicod
pressure or kidney disease.

MEDIA WATCH

Babies join in
celebrations

About 200 babies and toddiers tumed up
with their parents for a Suffrage Year
picnic at the Groynes yesterday.

The picnic was organised by the Domino
Midwifery Service to celebrate two years
of operation and renew contacts with
families.

The service provides free matemity care
to women and their families throughout
pregnancy, labour, and delivery in
hospital. it also provides post-natal care
at home. Demand still exceeded the
service's ability to cope, said a
spokeswomen, Mrs Dianne Clay.

Overtwo yearsthe service had expanded
from two staff to seven. Some 400
families had now used it and had been
the pioneers in experiencing a different
type of matemity service by getting to
know the midwife before the birth. -

%— Chch Press 15 Nov 1993

Sick folk waste of

time, say doctors
- National Business Review 16/4/02

Family doctors could soon be turning away
certain “expensive” patients in the interests
of eaming a living if the advice of their
professional association is anything to go

by.

The General Practitioner Society has
produced what it calls a disaster plan to
copewiththe demands - and restrictions - of
the new regional health authorities.

The plan, outlined in the latest issue of the
society's newsletter, GP, lists activities GPs
may "safely engage in” and those to avoid
if they want to earn a living.

Thedon'ts orthe doubtfuls include obstetrics,
chronic disorders, hypertension, Maori and
feminist issues, and neturopathy and
iridology. :

The growth areas recommended for GPs to
expand include physiotherapy, and
counselling.

GP predicts family doctors might lose their
obstetric business to “overpaid” midwives
as, it claims, this is where the government’s
sympathies lie.

“Advanced qualifications in obstetrics will
provide no use or benefit in many areas,”
says the newsletter. "Midwives will soon be
ableto dowhat they have aiways wanted to,
that is, to get rid of the GP and call in the
specialists themselves.”

GP warns the management of chronic
diseases such as asthma or diabetes could
“wreck the budgets” of GPs contracted to
regional health authorities.



The results of this research reinforce
clinical understandings of the difficulties
sexual abuse survivors may experience
in dealing with gynaecological issues
and problems. They also suggest that
sexual abuse survivors may have
increased birthing and breastfeeding
difficulties due to their sexual nature.

1 found this to be a very helpful, readable
piece of research. One | would wish to
use inmy practice when caring forsexual
abuse survivors, and would certainly
recommend that abuse survivors and
their partners read, as well as midwives
and other health professionals caring for
birthing women.

Available from : Inside-Out Books

P O Box 1908
Palmerston North
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VOLUNTEER
SERVICE ABROAD

(VSA)

POSITIONS in Vietnam, Laos and

Cambodia :

. setting up and/or developing
maternal - child health care
programmes

- organising and providing
training for village health care
workers and health educators

- assisting in implementing/

: developing immunisation
programmes.

Apply to: Luciana Tazzoni
Recruitment Officer VSA
P O Box 12-2468
Wellington

Telephone 04-472-5759
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I.C.E.A. MIDWIFERY COMMITTEE

| know much less of the work of this committee, except that they are
supporting the move to legalise midwifery in both the States and Canada.
With the enviable success of the College of Midwives here in introducing
the new legislation, New Zealand has much to offer other countries in
terms of experience and expertise. It would be good to have a New
Zealand representative on this ICEA committee too. If you are a midwife
and childbirth educator, interested in networking internationally through
the ICEA committee, pleasewrite to me (Jenny Drew) formore information
-ordirectto Pat Predmore, ChairICEA Midwifery Committee, 5335 Jaime
Lane, Flushing M148433 USA. I'm sure Patwould alsowelcome midwifery
articles from New Zealand, to give a broad perspective.

- Jenny Drew -
ICEA NEWS Oct 1993
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The Routine Antenatal Diagnostic
Imaging with Ultrasound (RADIUS) trial
studied the benefits of ultrasound
screening inmore than 15,000 women at
low risk of complications.

Author Michael LeFavre of the University
of Missouri School of Medicine said
routine ultrasound screening does not
result in healthier babies and simply
adds millions of dollars to the cost of
health care in the US.

He estimates that in the US routine
screening involves an average of 1.6
uitrasound scans per patient.

The RADIUS trial compared the benefits
of ultrasound screening in 15,151 women
at low risk for pregnancy complications.

Half were assigned to receive either two
routine ultrasounds, one at 15 to 22
weeks and the other at 31 to 35 weeks.
The others had scans only when a
potential problem arose or there was a
risk of complication.

Although the women who underwent
routine screening had significantly more
scans {an average of 2.2 per patient
versus 0.6 per patient in the problem-
only group), there were no differences
between the two groups in the rates of
fetal or neonatal deaths, preterm birth,
induced abortions, tests of fetal well
being, caesarean section, total hospital
days or bed rest. Scans dont alter
abortion rate ;

While more birth defects were detected
in the women who had routine
ultrasounds, this had no significant effect
on abortion rates, said Dr LeFavre.
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As well, no difference is shown between
the health of babies and mothers between
the two groups in significant cohorts,
such as women who gave birth past their
due date; had twins or triplets; or who
gave birth to small or low birth-weight
infants.

The only difference between the groups
is that fewer women in the routine
screening group require drugs to induce
labour than do women in the problem-
only group (3.4 per cent vs 4.2 per cent).

Dr LeFavre said he does not consider
this a significant health benefit since
some clinicians now question whether
labour-inducing drugs should be used at
all.

Dr LeFavre stressed that the study only
looks at lowrisk women and its results
may not apply more widely.

“We don't know whether ultrasound in
other women is beneficial or not.”

He will continue to recommend
ultrasound for many including those
pregnant women who don‘t know their
dates.

He also recommends them for women
who have irregular cycles, diabetes, high
blood pressure or renal disease, and if
twins are suspected.

Dr David Grimes, an expert in prenatal
care at the University of California, San
Francisco, said routine ultrasound should
not even be an option for the healthy
woman.

“We can't waste time and money on
programmes that are of unproven value
or, in this case, of no value.



“We have to ask oursejves what benefits
could have been accrued if the same
amount of time and money had been
spent on programmes of proven benefit,
such as mammography, cholestero!
screening, prenatal care orPap smears,”
he said.

A meta-analysis of randomised control
trials published in the BMJ in July this
year concluded that routine uitrasound
scanning does not improve the outcome
of pregnancy in terms of live births and
Apgar score.”

it said scanning is effective in detecting
fetal growth retardation, multiple
pregnancies and severe malformations.
Perinatal mortality is reduced because
fetuses with severe malformation are
aborted in the early stages of pregnancy
rather than dying perinatally.

"Routine ultrasound scanning in
pregnancy is indicated only if explicitly
performed. to exclude congenital
malformations.

“For many women, routine ultrasound
scanning may be of considerable benefit
by offering the option of an early abortion
of a malformed baby and by reducing
concem of giving birth to a malformed
baby.

“This value must be weighed against the
risk of false positive diagnosis of
matformations.

“If awoman does not consentto screening
for malformations, however, routine
ultrasound is not indicated.”
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Epidurals may stop
in Northland

- Christchurch Press 18/11/93 -

WHANGAREI! - Whangarei anaesthetists
arethreateningto stopgiving epidural (spinal
anaesthetic injection) pain reliefto pregnant
women.

A specialist anaesthetist, Dr Rod Harpin,
says the ban could come as anaesthetists
become increasingly $cared they will end up
in jail if anything goes wrong.

Their fears arise from a combination of the
1961 New Zealand Crimes Act and recent
revisions of conductforepidural procedures.
The Crimes Act says medical practitioners
are criminally liable in the event of patient
death because of “human error”.

The revisions for epidural procedures deem
anaesthetists to be ultimately responsible
for the patient when an epidural is given.

An increasing number of investigations by
police into the deaths of patients elsewhere
in the country meant Whangarei
anaesthetists were becoming jittery and
would probably stop giving epidurals forpain
relief in the next few weeks, Dr Harpin said.
The epidural revisions say there must be
enough skilled staff available at all times to
handie any complications. In Whangarei
that was a problem because the hospital did
not have the staffto ensure sufficient on-site
medical assistants, Dr Harpin said.

No anaesthetists lived at the hospital and, if
complications arose, the patient could be
dead by the time the anaesthetist arrived.
Toavoid criminalliability anaesthetists would
simply stop giving epidurals, he said.

The situation produced huge ethical
dilemmas for anaesthetists who had been
trained to make the patient as comfortable
as possibie.

Circumstances such as the urgency of the

Betty acts as a midwifery consultant and
isinvolvedinthe Special Interest Section
of the College of Midwives. She is a
foundation member of the college.

Earlier this year she attended the
Intemational Confederation of Midwives
Triennial Congress in Canada - along
with 2600 midwives. She says the New
Zealand college is unique intemationally

in having consumers on its boards of -
management and it is this support from -
consumers that has allowed midwives'

to achieve autonomy. The intermational
College of Midwives has now accepted
in principle the idea of consumers being
involved.

Her most vivid memories ofthe congress
are of the sharing and networking and
some very good papers and she believes
New Zealand is ahead inlost of practices.

On her travels she visited a birth centre
in New York which was a demonstration
centre and also the Bronx Birth Centre.
The latter was very laid back and had
the same sort of atmosphere that is now
provided for birthing women at the
Papakura Marae Birthing Centre, also
with an ethnic mix on the staff.

Childbirth Choices, Dr Adrienne
Bennett, Wendi Etherington, Dr
Daphne Hewson, Viking Pacific
penguin Books (N2) Ltd, 1993.

- Parents Centre Magazine 1993
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CHILDHOOD SEXUAL
ABUSE, SEXUALITY,
PREGNANCY AND
BIRTHING

- By Patrica Smith
- Reviewed by Andrea Gilkison

This book, | believe, is essential reading
for all midwives. Patrica Smith, in
completing her master degree in
Guidance and Councelling, has
researched connections between
childhood sexual abuse and sexuality,
pregnancy and birthing in one woman's
life. She presents her findings in a way
that makes compelling reading.

As Kitzinger (1983) suggests; ‘The
relationship between natural childbirth
and sexual feelings is well established.’
Another author cited in this publication,
Newton (1979) suggests that women
have three interpersonal acts of
reproductive behaviour - intercourse,
birthing and breastfeeding - and wrote
that a woman's psychological and
physiological responses to all three are
similar.

This forms the basis of Smith's (1993)
research, as she follows through one
woman'’s life story of sexual abuse as a
child, sexual difflculties as an adult and
her birthing and breastfeeding
experiences - showing direct links in
coping strategies that thiswoman formed
in childhood and carried through to adult
life in dealing with sexuality and birth
experiences.



CHILDBIRTH CHOICES

Anna Saunders interviewed Betly Jenkins
about Childbirth Choices

Independent childbirth educator Betty
Jenkins believes Childbirth Choices really
gives women the chance to make
informed choices, helping them retain
control over their bodies during the birth
process.

Betty is an independent childbirth
educator based in Auckland and she
recently wrote the foreword to the new
Australian book on birth endorsing the
book for the NZ College of Midwives.

Women today have lost touch with their
bodies and doctors do nottrust womento
know their bodies, she says.

She believes women should plan for
birth but it is also important not to have
toofixed an attitude asthingscan change
andthe woman herself can changeduring
the birthing process. “There should be
no guilty feelings but the woman should
feel‘ pleased and proud at what she has
achieved"”.

New Zealand is way ahead of Australia,
according to Betty. There itis stili routine
to do enemas and pubic shaves, which
haven't been performed in this country
for some years. But she did concur with
the authors that there were as yet no
formalised standards for childbirth
education, through both New Zealand
and Australia are working towards this
eventual aim.

She is impressed with the amount of
research backing up material in the book
and says the authors, a senior lecturerin
psychology, social worker and childbirth
educator and anotherseniorlecturerwho
is also a childbirth educator, worked hard
to provide a balance betweenthe medical
of childbirth and the natural approach.
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“it is not a book about natural childbirth
nor a medical handbook, but provides a
good balance between the two and
supports this with research and
references”. She believes this approach
will allow women to make informed
choices.

One of the book’s strengths lies in its
challenging of myths which the authors
describe as practices orbeliefsthatignore
research findings. Myth headingsinclude
The safest place to have a baby is in
hospital; Birth shouldn't be painful; Birth
plans put people's backs up; It's easierto
take the medical package; Test results
are accurate; The safety of ultrasound
has been established; Episiotomy
prevents problems.

These and the chapter headings that
begin with questions - How will | know
when I'm in labour? Does anything help
the pain besides drugs? give the book a
consumer focus. Betty describes the
book as easy to read with a good format.
She says it is a very good reference
manual and all childbirth educators
should have it in their libraries.

Betty trained as a general nurse and
after having her family, trained in
midwifery in 1971. She worked at
National Women's Hospital for many
years, finally working on the
administration side.

She became an independent childbirth
educator after the health system was
restructured three times in 4 years. She
now teaches private classes in
preconception, antenatal and early
parenting for the first 8 weeks.

She also takes first ald courses and a
paediatric first aid course for young
mothers.

situation, the high risks involved, the
patient's state of health and the care the
patient had previously received were not
taken into account by peopie who did not
understand the situation, he said.
The Society of Anaesthetists’ president,
Dr Hugh Clarkson, said anaesthetists
feared manslaughterchargesit the patient
died. DrClarkson, from Waikato Hospital,
said anaesthetists worked under intense
police scrutiny because, underthe Crimes
Act, they could be held accountable inthe
criminal courts for even a small error.
NZPA

Breech delivery and

epidurai analgesia
- MIDIRS Midwifery Digest (Sept 1992) -

Objective: To examine the effect of epidural
analgesia on the progress and outcome of
spontaneous labour in women with a
singleton breech presentation at term
(>=37 weeks).

Design: A retrospective study.

Setting. Data Bank, Aberdeen Matemity
Hospital.

Subjects: 643 women (273 primiparae
and 370 multiparae)with a singleton breech
presentation and spontaneous onset of
labour term.

Quicome measures: duration of labour
augmentation of labour with oxytocin
infusion; caesarean section rates.
Resul(s: Epidural anaigesiawas associated
with a significantly increased need for
augmentation of labour with oxytocin
infusion (p < 0.001) and longer duration of
labour (p < 0,001), imespective of parity.
Comparing women who had epidural
analgesia with those who did not, there
was no significant difference in caesarean

section rates in the first stage of labour in
primiparae (odds ratio 1.79; 95% Cl 0.88-
3.63) or multiparae (odds ratio 0.97; 5%
Cl 0.48-1.06). Epidural analgesia was
assoclated with a significantly increased
likelihood of caesarean section in the
second stage oflabour, both in primiparae
(odds ratio 5.43; 95% Cl 2.46-11.95) and
multiparae (odds ratio 5.37; 95% Ci 2.07-
13.87). The increased likelihood of
caesarean section in the second stage in
primiparae with epiduralswas independent
of the extent of cervical dilatation (<3 cm
or >3cm) on admission. However, in
multiparae with epidurals, the difference
in second stage caesarean section rate
was significant only when initial cervical
dilatationwas <3cm (odds ratio 3.85; 95%
Cl 1.14-11.85).

Conclusion: Epidural analgesia was
associated with long duration of labour,
increased need for augmentation of labour
with oxytocin infusion and a significantly
higher caesarean sectionrateinthe second
stage of labour.

Chadha YC, Mahwmood TA, Dick MJ, and others.
British Journal of Obstetrics and Gynaecalogy, vol99, no
2 Febiusry 1992, pp 96-100
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MATERNITY MORTALITY
IN NEW ZEALAND

- The New Zealand Medical Joumna!
8 September 1993 Volume 106 No 963

DR Aickin, FRCOG, FRNZCOG, FRACS,
Professor of Obstetrics and Gynaecology,
Christchurch School of Medicine,
Christchurch.

Abstract

New Zealand's matemal mortality rate
in the triennium 1986-8 was reviewed in
comparison with the rates from Australia
and the United Kingdom during 1985-7.

The New Zealand rate of 9.6 obstetric
deaths/100 000 total births was higher
than that for the United Kingdom (6.2)
and Australia (4.4). Six of 16 deaths in
New Zealand during the triennium were
caused by sepsis, including five cases of
puerperal infection with group A beta-
haemolytic streptococci. Careful analysis
of matemal deaths in New Zealand
remains an important priority to provide
audit of the performance of matemity
services,

Deaths associated with pregnancy and
the puerperium in New Zealand have
been assessed and reported since 1969
through the provisions of the Matemal
Mortality Research Act (1968) and its
amendments. The Matemal Deaths
Assessment Committee, a statutory
group established to carry out the
requirements of the Act, was recently
reconstituted. The first report produced
by the new committee records analysis
of deaths which occurred during the
triennium 1888-8. Although numbers of
deaths in a relatively small population
are too few to justify comment about
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trends over short periods of time, the
cumulative reports from successive
committees provide an important source
of audit of the performance of New
Zealand obstetric services. During 20
years (1960-88) there have been 429
deaths from a denominator :
population of 1 121 177 total
births, a rate of 39 deaths per
100 000 total births.
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Britain

Drugs popular
A survey of 25-year olds in London shows
that 97 per cent have tried marijuana. The
Time Out magazine research also found
that 40 per cent had used amphetamines, 38
per cent ecstacy, 33 per cent LSD, 32 per
cent cocaine, 3 per cent heroin and 2 per
cent crack.

NZ Doc World News 28/10/93

Britain
Govt backs midwives

A government report in the UK has recom-
mended that midwives should provide
maternity care rather than GPs or hospital
consultants, who should only be used in
complicated cases. Author of the report
Baroness Cumberlege said the report is not
a charter for midwives, obstetricians or
GPs, but rather a charter for women. The
Royal College of Obstetriciansand Gynae-
cologists has denounced the report saying
every pregnant women must be reviewed
by a medically qualified person, while
midwives said it offers nothing short of a
revolution in women's health care.

NZ Doc Werld News - Oct 1993

NOTABLE WOMEN IN NEW
ZEALAND HEALTH (Te Hauora Ki

Aotearoa: Ona Wahine Rongonui)

By Patricia Sargison, published by Longman
Paul in association with the Department of
Health, 86 pages, paperback, $14.95

Historian Patricia Sargison assembles
the stories of 21 women who have made
an Impact on attitudes and
developments in health in New Zealand.
The adaptation of traditional Maori
healing to treat European infectious
diseases opens the book with the story
of Hawkes Bay healer Te Hura.

The theme of cultural cross-pollination
and working for Maori health continues
with Akinihi Hei and the Maori Health
Nursing Scheme, Te Puea Herangi and

Erihapeti Murchie and the Maori

Women's Woelfare League.

French nun Mother Mary Joseph Aubert
cared for both Maori and European in
defiance of Church authorities and
society conservatives and raised money
through herbal remedies based on Maori
lore. Campaigners for the health of
women and children, Health Camps,
Plunket, Family Planning and public
health are included.

Christchurch’s much loved nursing
pioneer Sibylla Maude is featured along
with Grace Neill who introduced nursing
registration and Health Department
heavy-weight and nursing education
reformer Mary Lambie.

Rl

BOOKS & VIDEOS

The collection covers more modem
issues of research, career demands,
choice and informed consent through
the stories of Muriel Bell, Alice Bush,
Anne Hall, Joan Donley, Sandra Coney
and Phillida Bunkle.

UNFINISHED BUSINESS

edited by Sandra Coney

Five years after the release of the report
in August 1988, what has happened?
Following the Inquiry into the treatment
ofwomen at National Women's Hospital,
Judge Siivia Cartwright made sweeping
recommendations for change.

In this unique collection of writings,
women who have tried to see the
recommendations through tell of their
personal experiences of frustration and
obstruction, and of their determination
and success.

Contributors include Sandra Coney,
Helen Clark, Phillida Bunkle, Lynda
Williams, Pauline Kingi and others....

To order your copy, send $29.95 + $3
P&P to:
Women's Health Action
PO Box 4569
Auckland 1
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RMI opposes prescribing
guidelines for GPs

National guidelines for gen-

eral practice prescribing are

under fire from the Re-
searched Medicines Industry
Association (RMI).

In a discussion paper on
the Core Services Committee
consensus development con-
ferences, theRMIsays nation-
ally set standards appear to
have limited impact in prac-
tice.

“American studies suggest
that guidelines emanating
from consensus development
conferences are uniikely to
affect practice, unless other
factors promotingchangeare
present.”

The RMI suggests that at
the outset the effectiveness
of practice guidelines both in
changing behaviour and in
improving the quality of care
should be questioned.

“It is necessary to consider
thedemand from GPs for clint-
cal choice and the need for
innovation in treatment,”

on the use of minor tranquil-
lisers receives special con-
demnation.

The RMI says the process
by which panel members
reached consensus was not
openand thedegreetowhich
the guidelines are opinon or
based on scientific evidence

- NZ Doctor - 28/10/93

is not clear in the report.

If GPs are forced to work
within guidelines through
audit or contracts this “may
blocktheaccess of physicians
and patients to necessary
services wrongly labelled as
‘Inappropriate’™. ,

And the RMI questions the
motives behind the guide-
lines. .

“The guidelines appear to
have been aimed at cost con-
tainment within the Pharma-
ceutical Benefits Scheme
rather than improved patient
care,” says the paper's sum-
mary.

The RMI says in order to
achieve enhanced education
of the medical professionitis
better to support continuing
medical educationthantouse
resources In setting guide-
lines.

Its member companies pos-
sess a wealth of knowledge
on pharmaceutical products
andtheiruseintreatment that
currently assists GP's to make
appropriate prescribing de-
cisions.

“The RMl asks what further
roleitcould play in providing
a level of postgraduate edu-
cation to GPs. Guidelines
would then be unnecessary
except for use in the more
complex areas of medical
treatment.”
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Is the six-week postnatal

vaginal exam redundant?
- Medic Alert - 14 October 1993

A British Consultant, Dr Tony Noble,
while endorising the need for a six-week
postnatal visit, suggeststhe routine vagi-
nal examination is unwarranted and
should be limited to women with specific
indications.

Since studies have shown the vaginal
examination seldom paysdividends (and
even then treatment is rarely needed)
the emphasis of this visit should be on
general matemal concems such as back-
ache, depression and contraception, and
infant feeding and immunisation.

Obstetric texts recommend a six-week
postnatal vaginal examination but this
practice has been questioned because it
seems arbitrary and may mean more
important issues pertaining to mother
and child are overlooked.

In one series in which 150 women under-
went routine six-week postnatal vaginal
examination, only 25 were found to have
an indication and pathology was apparent
in only six (three each with bulky but
symptomless uterus or cervical ectopy).
None required treatment.

Some clinicians advise againstintercourse
soon after delivery but many women
resume sexual activity between two and
four weeks after childbirth. This may
cause discomfort but generally is not con-
sidered harmnful.

Most patients regard a vaginal examina-
tion at six weeks as a necessary
inconvenience, Resourcesandtime spent
may be better employed in councelling.
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A vaginal examination should be con-
ducted if symptoms indicate it is required
eg, discharge or painful intercourse, or
the patient requests an {UD be inserted.
Examination should also be undertaken
if a repeat cervical smear test is re-
Quired.

Those with stress incontinence can be
examined to determine whether pelvic
exercises are strengthening the cormrect

muscle groups.

Women who experience serious compli-
cations of pregnancy or delivery will be
required to visit the obstetrician around
this time.

Noble T. BMJ 307:606, 18 Sep 1993

us
Pregnancy stays up

A consistent US teenage pregnancy
rateoverthe pastdecade indicates an

increasing number of teenagers hav-
ing sex and uneven accessibility of
family planning and abortion sefv-
ices. Despite national goals to reduce
the rate, statistics signal that a larger
number of teenage pregnancies re-
sulted in live birth in the late 1880s

than during previous years.




——  Lawofconsent
- b still applies in
® emergencies

Doctors working in emergency medicine
can face a dilemma arising from
conflicting considerations: on the one
hand an ethical and possibly legal duty to
intervene to save a patient’s life, and on
the other a potential legal liability if proper
consent has not been given.

Basically, a doctor who camies out a
medical procedure on a patient without
gaining effective consent could be open
to action for dangers for the reason that
he or she has committed the tort (or civil
wrong) of battery.

This has beendefined as “the application
of force to the person of another without
lawful justification eventhough it neither
does nor is intended nor is likely or able
to do any manner of harm.”

The requirement of “lawful jusification”
referred to in this definition may be
satisfied in a number of ways, eg, where
the patient consents to whateveris being
done or when authority has been given
by application of statute.

It should, however, be bome in mind
that a bona fide belief that a procedure
is in accordance with accepted medical
practice and in a patient’s best interests
will not generally be a defence to an
action in battery.

ACC does not cover all events
It is well known that there is a general

immunity from civil action as regards
events giving rise to cover under the
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accident compensation legislation. In
context, this includes matters coming
within the conoept of a medical misad-
venture,

However, not every untoward event in
health care will give rise to a medical
misadventure. In this regard, the
relevant provisions of the legislation
effective since 1 July. 1992 have
narrowed the meaning of the term in
several important respects.

Apart from the limited situation in which
a medical misadventure is confined to
circumstances Involving a failure to
exercise reasonable care and skill, le,
negligence. Therefore, in general there
is not immunity to an action in

battery; this being something outside
the

current statutory definition of a medical
midadventure.

An additionat factor is that cover under
the accident compensation legistation
will only arise if a “personal injury” has
resulted. This will not necessarily bethe
consequence of urgent medical
treatment. Indeed the object of the
treatment is to save life and avoid harm.

implied authority

An authority to carry out a medical
procedure in an emergency situation
might arise in terms of a consent that
could be said to be “implied” in the
circumstances or by virtue of necessity.

In so far as the first of these principles is
concerned, one commentator has
observed that “consent may be given
expressly, as when a patient authorises
a surgeon to perform an operation,

Primary care spending
NZ Doctors News - 14/10/93 '

Spending related to primary medical care rose 6.1 per
cent a year between 1982 and 1991, according to the
analysis of Wellington community medicine professor
Laurence Malcolm.

But the GMS benefit rose 12.1 per cent, maternity
benefits by 11.8 per cent and ACC related physlotherapy
by 10.5 per cent over the same period.

From 1990 to 1992 there was an inflation-adjusted drop
In overall primary care related spending of 0.5 per cent -
far less than the budgeted decyease which took account
of major Increases in user part charges and prescription
charges.

Last year saw an overall increase In spending In the
area of 1.9 per cent with a 16.4 per cent rise in maternity
benelits and 10.1 per cent in laboratory benefits.

Over the 13-year period to 1991 GP workloads ap-
peared to diminish with GMS data showing a decline In
median/mean workloads by 480 per GP to 7044 consulta-
tions per year.

*The overall conclusion of this study Is that the in-

- crease in expenditure reported is largely related to the
decisions of GPs to Incur primary medical care expendi-
ture without budgetary limitations,” reports Professor

Malcolm. by Cecily McNeil

"Another reason for Midwives
to be united”

Whlstleblowers victimised

An Australian study of 35 people whoblew the whistle on
corrupt, wasteful or dangerous practices In thelr organisa-
tions found that eight had lost their jobs as a result of their
action, 10 had been demoted and 10 had resigned or
retired early due tofll health related to the stress of being
considered a “snitch”. "

The study reported in the BMI shows
* 29 had symptoms they attributed to stress ranging from
sleeping problems, anxiety, depression and hypertension
* 13 were forced by their employer to see a psychlatrist
* 15 felt they were the victims of lies, deceit or corruption
¢ five had been physically attacked or harassed.

NEW ZEALAND DOCTOR 14 OCTOBER 1993 59
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*Just

as a good tradesman never blames his tools, a good manager never biames his staff. That's what management is -

the selection, training, motivation and empowering of good people. Frankly, if you have lousy staff, you're a lousy

manager,” he said.

Perhaps you should look deeper. Stuart

Young, executive chairman of an innovative Wellington aluminium company, recently spoke on this subject ...

Do you sometimes lambaste your staff, angered at their lack of ability? ....

- The Main Report - 19/11/83




Although the grading system introduced in
1988 was expected to reward clinical practice
and eliminate the need to move into manage-
mentin ordertoadvance one's profession, the
effect has been quite different.

There are now many midwifery managers
with very limited clinical experience, who had
quickly realised that advancement could be
gained via mangement-related qualifications,
plus a constant readiness to apply for higher
posts. A year or so in a mangement position
looks good on the application for a job on a
higher rung, with the resultthat an impressive
CV is acquired.

How deeply do prospective employers in-
quire into the support given to colieagues
while in such posts? Do they ask what
innovatory changes the candidate intitiated
while in a position to do so?

The ever-increasing commercialisation of
the NHS has aiready affected the quality of
service, not always for the better. Clinical
management is now showing signs of strain,
especially in the matemity services, where far
too many midwives are working in an atmos-
phere of confrontation with their midwifery
managers, instead of mutual suport.

The tide will inevitably tum, and it will be
interesting to see how many innovatory mod-
els of matemity care reach the crest of the
wave, successfully riding the storm. It would
be sad if too many of them are sucked back
into the maeistrom for lack of strong, support-
ive and imaginative leadership.

Performance pay
'a failure'

LONDON - Performance-related pay failed
tomotivate workersand could even demor-
alise staff, according to a report yesterday.

A survey of 1000 employees found most
wereneutral ornegative about PRP, throw-
ing considerable doubt on the benefi
claimed by employers. o

Pay rises linked to performance were
said by bosses to motivate workers, help
retain highly regarded staff, and change
thecultureofanorganisation forthebetter.

But the experience of employees did not
matchtheexpectations, said the Institute of
Manpower Studies.

Its survey of workers ina county council,
afood retailer, andabuilding society found
PRP did not motivate workers and could
even demoralise staff.

} -PA
- Christchurch Press 24/11/93
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1 KNOW I'M NOT THE THERE MUST BE MILLIONS
ONLY PERSON WHO NEVER OF PEOPLE ALL QVER THE
GETS ANY LOVE LETTERS. || WORLD MO NEVER 6€ET

ANY LOVE LETTERS...

24

but it may just as well be implied: actions
often speak louder than words. Holding
up one's bare arm to a doctor at a
vaccination point is as clear assent as if
it were expressed in words."”

A possibly stronger (and arguably
broader) basis for the administration of
emergency medical treatment without
the patient's consent is that afforded by
the doctorine of necessity.

The scope of this principle is far from
certain but it may be invoked in the
following situations:

* |n circumstances of emergency,
particularly where the patient is
unconscious and therefore unable to
give an effective consemt. -

* Where procedures are carried out in
surgery (eg, removingtissue or an organ)
beyond those originally anticipated.
These steps might be legally justified if
the problem could not have been
reasonably forseen, orthe tissue of organ
removal is necessary to preserve the
patient’s life or heaith and the procedure
could not reasonably be postponed.
*{n certain extraordinary circumstances,
eg, to remove atoxic substance ingested
by a patient who has attempted suicide.

Express refusal poses problems

The position of a doctor faced with an
express refusal of treatment by a patient
is particularly difficult. A doctor will, in
emergencies, Inevitably feel a
professional duty to intervene to save a
patient, the doctor is at risk of a possible
liability fordamagesforthetortof battery.

One of the leading cases on point
(decided in Canada in 1990) involved a
Jehovah's Witnes who was severly
injured in a motor vehicle accident and
taken unconscious to hospital where

17

she was attended by the defendant

doctor. Acardwas foundinthe patient’s

purse which identified her religious
affiliations and expressly prohibited
blood transfusion ‘‘under any
circumstances”. The plaintiff's wishes
in this regard were confirmed by the
plaintiff's daughter who was in
attendance at the hospital.

The defendant attempted to maintain
the plaintiff's vital funciton with artifical
alternatives but eventually feit
compelled to administer a blood
transfusion. Although successful in
saving the patient’s life the defendant
was held liable to pay to the plaintiff a
substantial sum by way of damages.

The Court held that “a competent aduit
is generally entitied to reject a specific
treatment or all treatment ... evenifthe
decision may entail risks as serious as
death and may appear mistaken.
Regardless of the doctor’s opinion it is
the patient who has the final say on
whether to undergo the treatment.
While in an emergency the doctrine of
necessity may protect the physician
who acts without consent, the doctor is
notfree todisregard a patient's advance
instructions.”

A somewhat different approach was
followed in a 1992 English case. This
case concemed a 20-year-old pregnant
women admittted to hospital after a car
accident. The patient had been brought
up in a Jehovah's Witness family but
had subsequently rebelled against that
faith. While consclous at the hospital
she verbally (following discussions with
her mother who remalned a strict
adherent) refused a blood transfusion
on the basis some relative beliefs were
still maintained.



This was confirmed by the signing of a
refusal of consent form. Notwithstanding
this, the lawful administering of a blood
transfusion was authorised by the High
Court and affirmed on appeal.

The judgement of the Court of Appeal of
England was based on three factors.
Firstly, it was concluded thatthe patient's
physical and mental condition was such
as to reduce her capacity to make a
decision declining treatment essential to
save her life.

Secondly, (by contrast with the decision
at first instnace), it was held that the
overwhelming influence of the patient’s
mother meant that the refusal of consent
wouid not be consiiered to have been
real or genuine.

Thirdly, the reasoning of the High Court
was upheld to the effect that even if a
patient has the capacity to decide and
has exercisethat right, the question must
still be asked as to whether that decision
extends to all circumstances.

On this basis it shoukd be asked whether
a patient's decision can be taken as
extending to a new, perhaps
unforeseeable, circumstance which
might arise where, for example, he or
she becomes unconscious.

According to the Court, “what doctors
cannot doisto conclude that if the patient
still had the necessary capacity in the
changed situation he would have
reversed his decision. This would be
simply to deny his right of decision.
What they can do is to consider whether
at the time the decision was made it was
intended by the patient to apply in the

changed situation. It may well havel

been so intended.”

Foliowing the 1892 ACC legisiative
changes, there are few legal obstaclesto
a civil action for the tort of battery.

These issues have yet to be addressed
in New Zealand in anything like a
definitive manner. However, one of the
few New Zealand cases to address the
matter of consent at the higher levels
included an acknowledgement of the

““patient’s obvious right to make his own_

choice as to what is to happen to him".

On appeal, the point was also made that
“an individual patient must... always
retain the right to decline operative
investigation or treatment however
unreasonable andfoolish this may appear
in the eyes of his medical advisers”.

it should finally be noted that section 11
of the New Zealand Bill of Rights Act
1990 expressly provides that “everyone
hastherightto refuseto undergo medical
treatment”.

Graham Rossiter is & senior lecturer in health
care law at Massey University.

NZ Doctor Medical Law - Nov 1893

LOST LEADERS

Miawives need supportive and imaginative managers but sadly this is

not always forthcoming, says Isabel Kargar
- Nursing Times, vol 89, no 9, 3 Marach 1983, p26

The tide of change in mater-
nity care and midwifery prac-
ticeisrising rapidly, and where
there is strong, suppottive
and sensitive midwife man-
agement, opportunities are
being seized and innovatory
changes are made, introduc-
ing a more responsive, cli-
ent-led service.

Most of these changes in-
volve negotiation with hospi-
tal management and profes-
sional colleagues at all lev-
eis. Few 'grass-roots' mid-
wives feel confident about
tackling this and rely on sen-
jor midwives to act on their
behalf. This exposesthevital
element in the whole equa-
tion because, to be success-
ful, these midwife managers
must have a conviction that
the proposed changes will
benefit women and their at-
tendants, and that the new
systemwili also be economi-
cally acceptable.

Some clinical midwives,
having asked women in the
community about the kind of
service they want, have suc-~
cessfully persuaded their
midwife managers to facili-
tate the necessary changes.
These managers, although
not initiating the changes
themselves, have not been
obstructive, once convinced
of the value of the proposed
changes.

In some cases, the inspira-
tion has come from the mid-
wife managers themselves,
who have dealt sensitively

staffand eventually overcome
theobstacles, to berewarded
by colleagues’ support and
enthusiasm forthe new mod-
els of care.

Unfortunately, there are still
fartoomany units where mid-
wifery managers not only do
not initiate improvements in
the service but actually block
the efforts of any midwives
suggesting changes in prac-
tice for the benefit of the
women they care for.

Where did these managers
come from? How did they
climb the ladder from clinical
midwifery into management
without becoming aware of
the deleterious effects of rigid
protocois and practices?
Where were they when the
clamour for 8 midwifery-led
service was finally acknowl-
edge as being justified?

Career pattemns in the Na-
tional Health Service have
undergone tremendous
changesinthe pastfewyears.
Untiltheearly 1980s, on quali-
fying a midwife could expect
almost automatic promtoion
to ward sgister level after a
year orso as a staffmidwifein
her training hospital. Other
promotion opportunities lay
in the many similar posts
available elsewhere in the
country, or into community
midwifery. Several years'
practice at this leve! gave the
midwife a good clinical back-
ground as well as an appre-
clation of the pleasures and
pressures of responsibility.
Later, as nurszlgg officers and

Officers and directors of mid-
wifery services, this axperi-
ence was usually acknowl-
edged and respected by the
rest of the staff.

There was a confidence on
the part of most medical and
midwifery practitioners that
although somewomen might
indicate a preference for an
alternative model of care, they
could be easily reconciled to
theorthodox model, using the
age-old adage of ‘we know
best. Most modifications of
practice were made atthe in-
stigation of the consultant,
and midwives usually adapted
their practice to conform to
the new policies.

The picture today is vastly
different. Tremendous
changes have taken place in
both camps, with many
women no longer accepting
the paternalistic attitudes of
theirattendants and midwives
thamselves having been
forced to recognise that their
practice must become
woman-centred. These two
movements might have
united to forman ideal mater-
nity service, giving satisfac-
tion to both parties, but for a
third element, equally
monentous, which took place
at the sarme time.

The several waves of
reorganisatio within the NHS
management structures,
which took place in the mid-
1980s and later, scattered the
recognised pattemns ofthe four
winds.



The guidelines were adopted by the:
insurers with the agreement of GPs and
midwives, and despite obstetricians’
objections.

When a pregnantwoman first approaches
a GP or midwife, the professional uses a
flow chart (see box) to decide whetherhe
or she should care for her or whether a
specialist is needed.

Other criteria show whether a hospital
birth Is indicated, or a women can be left
to choose where she gives birth.

There are four criteria, against which
every medical indication the women
presents with, are measured.

They show clearly where the birth should
take place and who should be the
responsible caregiver.

Where primary obstetric care (A) is
indicated, a woman remains under the
care of the midwife or GP and it is
considered safe for her and her baby to
give birth at home.

Where consuitation is required (B) a
specialist is asked to examine the
pregnant woman and give advice. Then
the GP or midwife makes a decision on
further obstetric policy and is held
responsible for this decision.

Where secondary obstetric care (C) Is
indicated, the woman is referred to the
secondary caregiver for any further
prenatal care and delivery. The delivery
has to take place in hospital.

In a number of situations the obstetric
risk for either mother or baby may be
suchthat a hospital delivery is necessary
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but the care is within the competence of
the GP of midwife.

This “medium risk” situation always
involves consultation with the specialist
but the primary caregiver is fully
responsible for the birth in hospital.

Using the system about 18 per cent of
pregnant women are referred to an
obstetrician during pregnancy and a
further 13-15 percent are referred during
labour.

Dutch obstetric system
Assessment of the obstetric risk Obstetric polioy

1 Nature of the risk :
1.1 Whiloh compiloation(s) oan ooour? |

| 2 Prevention :
p.1mmmmomamum1]-vu—mm“
I No Lm—-:::"‘.,"""

22 By the secondary obetetric care provider?] —Yes —Spery cheietie
| 3 Timely dotection :

[3.1 By the primary obstetric care peoviders?|

No Yeu -
3.2 By the secondary obetwtric No ... Primery obetetrie
care provider? - oare (A)

Yeos

4 Adequete intervention :
IM Byﬂnmyml_y. e Pimary chetalrio
care provider? owre (A)

l ~—— indefinite —— quired (8)

Ia.zz”mmml_b__ Susondasy cheteio care (A)

No ——— Primary cbeleiric eare {(A)

Premature rupture to be

studied worldwide
- NZ Doctor - 1983

Canadian researchers are spear-heading
an international study of how best to
manage premature rupture of
membranes (PROM) at term.

The study will include 5000 women at
centre in Canada, New Zealand,
Scotland, Sweden and Norway.

It is expected to settle “once and for all”
whether active or expectant
management of PROM at term is the
best strategy for the baby, according to
Dr Mary Hannah, assoclate professor of
obstetrics and gynaecology at the
University of Toronto, and principal
investigator of the study.

The study will also determine the risk of
caesarean section associated with each
management approach, and will assess
material outcomes and how women feel
about their management.

The question is important in obstetrics
because PROM at term is estimated to
occur in 10 per cent of otherwise low risk

pregnancies.

Management across Canada is variable.

Historically, women with premature
rupture at term have been induced
because of fears of infection.

But more recently, a strategy of waiting
for labour to begin on its own has been
found to result in a lower C-section rate
with no increase in material, fetal or
neonatal infections.

There are cumently 25 to 30 centres
participating, with an additional 20 to 25
centres including National Women's
Hospital in Auckland expected to join
over the next several months.
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Canada's Medical Research Council has
provided $Can1.3 million in funding for
the first three years of the study (from
July 1991 to June 1994).

Enrolment is expected to be completed
by mid-1995, with the results available
by early 1898, said Dr Hannah.

Women in the study will be randomised
to one of four groups: induction with IV
oxytocin, induction with vaginal
prostaglandin E2 gei, or expectant
management over four days.

If women in the expectant group need to
be induced, they will be further
randomised to receive oxytocin or

prostaglandin.

The natural history of PROM at term is
that 70-80 per cent of women Qo into
labour within 24 hours of membrane
rupture, and 90 per cent within 48 hours,
she said.

Although a large number of trials have
examined the issue, “most of the trials
haven't been very well done”.

The results tend to suggest that active
management carries a high C-section

risk, but a lower risk of neonatal infection
- but there is now much less confidence
about that resuit.

“Because of those concems and others,
we’'re very uncomfortable with drawing a
specific conclusion that IV oxytocin early
on is better for the baby.

“And in the face of this faily strong
evidence that it increases the C-section
rate, we felt that we should find out once
and for all what was best as far as the
baby was concemed,” said Dr Hannah.




The O&G Society recently published and widely distributed their referral guidelines
which some CHEs have adopted without question. While there are certainly areas of
agreement, midwives have criticised the guidelines as too restrictive with many of the
indicators identified as non research based. The College argues strongly for a more
consensual approach to guidelines which can then be owned and adhered 1o by

obstetricians, GPs and Midwives.
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GPs question obstetric
referral guidelines

Referral guidelines developed by the
Royal New Zealand College of
Obstetricians and Gynaecologists extend
the role of specialists too far, according
to North Shore GP/obstetrician Phillip
Railton.

He said in other countries such as Holiand
(see story below) it is considered to be a
waste of resources to tie up specialists
with normal births. '

Dr Railton said the guidelines are pitched
at the lowest level of GP obstetric ability
and do not take a team approach.

They have been developed without
discussion with other interested groups
and do not take individual practitioner’s
level of skill into account.

“What is needed in New Zealand is a
discussion on guidelines involving all the
interested parties.

“Primary caregivers should be consulted
in the development of referral lists when
these could be used as evidence in
disciplinary proceedings against them,”
said Dr Railton.
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The RNZCOG Council has compiled a
list of indications for consultation with a
specialist obstetrician.

Copies of these guidelines have been
sent to Government, CHE and RHA
managers, and colleges and societies
representing other practitioners.

The guidelines state: A general
practitioner is trainedto manage medical
conditions but must recognise the
additional potential problem caused by
pregnancy and the need for specialist
consultation.

“A midwife s trained to provide midwifery
care for women in pregnancy, labour
and the puerperium but she is not
qualified to manage medical conditions.”

They stress the importance of

differentiating between a consultation

with, and referral to, a specialist.

Accordingly, once any contact has been
made, the specialist must: *provide a
clear management plan .

*decide who provides subsequent care
“state clearly the indications for further
specialist consultation for those women
who are retumed to a primary care giver.

The College has listed medical
conditions, which in its view necessitate
aconsultation with an obstetric specialist
either before pregnancy or before 12
weeks of pregnancy have elapsed.

These include neopiasia and psychiatric
conditions. GP/obstetrician say pregnant
women presenting with these conditions
may benefit more from a consultation
with an oncologist or psychiatrist,
respectively, than with an obstetrician.

Early consultation with an obstetric
specialist is also suggested for women
with a history of more than two
terminations of pregnancy because of
the risk of preterm labour.

“This is something a caregiver should be
aware of, but cannot do anything about
until labour,” said Dr Rallton.

There are many conditions in the list of
indications for specialist referral which
GPs say are well within their scope to
monitor or refer on if necessary.

Theseinclude the presence of meconium,
high head at term, matemal anaemia,
low matemal weight or short stature, and
uncertain dates in the last trimester.

According to Dr Railton, the Dutch
system, in contrast, takes into account
each doctor's ability and scope of
pmctice. T LT ey ST RS

The system was outlined at the 1993
WONCA Conference inthe Hague which
Dr Railton attended.
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Dutch obstetric
scheme offers clear
direction
In 1992 only one in 50 New Zealand

births took place at home, while in
Holland that figure was close to one in

- three.

At the same time Holland has one of the
lowest caesarean birth rates intheworlid.

The Dutch obstetric system has been
operating since 1987 under a set of
national guidelines for determining the
obstetric caregiver and the site of the
birth.

Primary obstetric care is given by
midwives (42 percentin 1991) orby GPs
(12 percent) andis primarily home based
(31 per cent of total births).

Secondary obstetric care is given by
obstetricians (44 percent) and is hospital
based (26 per cent).

GPs and midwives can aiso be the
responsible caregivers in hospital and
43 per cent of births occur on a short
hospital stay basis.

in order to have secondary care covered
onhermedical insurance plan, a pregnant
woman in Holland must have a “medical
indication” for speclalist involvement.

The guide to indications for secondary
care was drawn up by a health insurers’
medical advisory board in consultation
with obstetricians, GPs and midwives.



