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NEW ZEALAND COLLEGE OF MIDWIVES (INC)
806-908 Colombo Street P O Box 21-106 Christchurch Tel/Fax 03-377-2732
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906-908 Colombo Street
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90 Cannington Road
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48 Augusta Street
Newsletter Editor

81 Caledonian Road
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NEW ZEALAND COLLEGE OF MIDWIVES (INC)
MEMBERSHIP APPLICATION FORM

NATIONAL INFORMATION 01 May 1994 - 30 April 1995 REGION

Name

Address Area Code

Phone Home Work Extn
Workplace

Date of Birth ARE YOU A MEMBER OF NZNO? YES/NO
TYPE OF MEMBERSHIP FOR NATIONAL USE ONLY

[] Self Employed $225.00} Includes

O wWaged $155.00 } Indemnity | Date of Joining

(] Unwaged/Students $ 50.00} Insurance |Membership Number Allocated

[] Associate with Indemnity $155.00} Cover

{0 Associate / Affiliate $ 30.00

METHOD OF PAYMENT NEW

[] Subscription payable to College Treasuier (cheque enclosed) 2
[1 Subscription from Salary (please arrange with your pay office) RENEWAL —
O Automatic Payment (contact Treasurer) CHANGE
REGIONAL INFORMATION 01 May 1994 - 30 April 1995 REGION e
Name :

Addres's' Area Code

Phone — Home Work Extn
Workplace

Date of Birth ARE YOU A MEMBER OF NZNO? YES/NO
TYPE OF MEMBERSHIP FOR NATIONAL USE ONLY

[] Self Employed $225.00} Includes

[0 waged $155.00 } Indemnity | Date of Joining

[J Unwaged/Students $ 50.00} Insurance |Membership Number Allocated

[0 Associate with Indemnity $155.00 } Cover

[0 Associate / Affiliate $ 30.00

METHOD OF PAYMENT NEW

[J Subscription payable to College Treasurer (cheque enclosed) RENEWAL
[ Subscription from Salary (please arrange with your pay office)

O Automatic Payment (contact Treasurer) CHANGE

PLEASE RETURN COMPLETED FORM TOGETHER WITH MONEY (IF APPLICABLE)
TO YOUR LOCAL REGIONAL TREASURER




NATIONAL TREASURERS / MEMBERSHIP PERSONS

SOUTHLAND WAIKATO/BAY OF PLENTY OTAGO
Marion Ferguson Heather McFarlane Catherine Lynch
56 Glenalmond Crescent 3 Frederick Drive 7 Morton Street
Invercargill Hamilton NEV Dunedin
WELLINGTON NELSON AUCKLAND
Lynley Davidson Wendy Brookes The Treasurer
25 Freeling Street P O Box 672 P O Box 24-403
{sland Bay Nelson Royal Oak Auckland
WANGANUI/TARANAKI NORTHLAND CANTERBURY /WC
Sheryl Ross Betty Trenn Caroline Nye
Flat 1 Hawera Hospital ¢/~ Antenatal Clinic P O Box 21-106
Hawera Whangarei Hospital Christchurch
Whangarei
EASTERN / CENTRAL|
Mary Mather

27 Shamrock Street
Palmerston North

SITUATIONS VACANT

= WHANGAREI )

The Whangarei area needs
more Independent Midwives.

QO  Plentiful case load
QO  Home births
O  Hospital births

Supportive functioning group
of established Midwives.

Locum or permanent basis.
Phone:  Alison Cariin
(09) 436-2519
Feliz Dean
(09) 438-4793

Lynley McFarnand
(09) 437-6046

BURWOOD BIRTHING SERVICES
BURWOOD HOSPITAL

We are offering a temporary full
time position for 6 months from
Jan-Jul 1995. This position would
ideally suita new graduate. A full
orientation programme will be
provided.

Applications are invited from
Registered Midwives who are
members of the NZ College of
Midwives. Written application to:

Chris Hendry
Practice Manager
Burwood Birthing Services
‘ Burwood Hospital
Private Bag 4708 Christchurch
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NEXT
NATIONAL

COMMITTEE MEETING

Friday 03 March 1995
6.00pm

Saturday 04 March 1995
9.00am - 6.00pm

Midwifery Resource Centre

e
[ NATIONAL COMMITTEE )

MEETING CALENDAR
1995

3rd, 4th, 5th March 1995
- 19th and 20th May
25th and 26th August

~ (and AGM)
47th and 18th November

2

\

4 DEADLINE A
for the next Newsletter is
1st February 1995
Posted
20th February 1995

Any contributions to the National
Newsletter should be addressed to

Julie Richards
P O Box 21-106
Christchurch

PUBLISHING DETAILS

Editor - Julie Richards
Typesetting - Margaret Stacey
Printing & Collating by

k Applications close Friday 30 December Yy,

Christchurch MAS Business Services, Chch
OBSERVERS WELCOME
\. _J
7
‘&.4* Wishing you all a very Merry Christmas and a
. HHappy and Safe Holiday Season
\_ .
4 DISCLAIMER h
The articles and reports printed in this newsletter are the view of the authors
\_ and not necessarily those of the NZCOMI J




Editorial

Hello once again and welcome fto the last newsletter of 1994. How did it become
December so quickly and how do people ever find the time to send Christmas cards?

When I reflect on what has happened in Midwifery and the College 0595{994, frecall
that our professional life is never static and sometimes we £x.

forget how much energy this exciting but changing fime
takes.

Enjoy the summer and take some time out to recharge
because no doubt there will be plenty more excitement
next year!

Have a wonderful festive season.

Mutic Rechands Fy

g4

Every now and then go away

have a little relaxation

for when you come back

to your work
your judgement will be surer;
since to remain constantly at work
will cause you to lose power
of judgement . ..

Go some distance away

because the work appears smaller
and more of it
can be taken in at a glance,
and a lack of harmony
or proportion
is more readily seen.

LEONARDO DA YINCI
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USEFUL REFERENCES

ULTRASOUND SCANNING

These references are for the papers referred to in the WHO Statement
"Routine Ultrasound Scanning During Pregnancy” printed in the NZCOM|
September/October 1994 newsletter.

"Effect on Prenatal Ultrasound Screening on Perinatal Outcome”,
Ewigman, B et al. The New England Journal of Medicine, Volume
329, No. 12, September 16 1993 pp 821-827

"Effects of Frequent Ultrasound During Pregnancy : A Randomised
Controlled Trial"

Newnham, J P et al. The Lancet, Vol 342, October 9, 1993,
pp 887-891

WATER BIRTHS

"Is Water Birth Safe? The Facts Behind the Controversy"
Roser, J. MIDIRS Midwifery Digest, March 1994 4:1, pp 4-6

"Water Work" Reid, T. Nursing Times, March 16, Vol 90
No. 11, 1994

"Safety First". Harmsworth, G. Nursing Times, March 16, Vol 90
No. 11, 1994

& SOMETIMES, I LIE AWAKE AT |
L NIGHT AND T ASK *WHY ME?"

A -r_i;;"! : i ‘_-

n-CZPmY|

THEN A VOICE ANSWERS, NOTHING PERSONAL..
YOUR NAME JUST HAPPENED TO COME UP.."

National Co~ordinator's Forum

Another busy year comes to a close and midwifery continues to grow and flourish.
Increasingly employed midwives are taking up the challenge of independent practice
and setting up continuity of care schemes. Caseload management rather than team
midwifery is gaining support as a more manageable option with higher midwife and
women satisfaction. Hospital midwives are working hard at ironing out the inevitable
gliches that a new way of working brings and we look forward to the year 2000 where
every women birthing in New Zealand will know the midwife who attends her.

Self employed midwifery also continues to increase with approximately 800 (HBL 1994)
midwives out of New Zealand's 1707 (MOH 1993) practising midwives now identifying
as independent practitioners. Such a remarkable growth in independent practice has
of course carried a price for those enduring to provide a midwifery model of care.
Individual midwives in self employment and particularly if they provide mainly midwife
only care, continue to face hostility and resistance from both medical, midwife and
manager colleagues who struggle to accept midwifery autonomy. The health "reform"”
which requires a competitive model has further inflamed midwives working environ-
ments. Too often it is still the organisations needs which are paramount rather than
the development of a women centred accessible public health maternity service. We
must believe however that this environment is transitory and we must work to make
that so. Otherwise midwives (like GP's of years ago) will burn out in their effort to
provide continuity of care in a partnership model. For many midwives, this way of
working has produced changes within their environment. They provide a role model of
what is possible when working in partnership with women and have earned the respect
of their colleagues and the women they provide the service for.

The relationship between midwives and general practitioners has also started to settle
with some effective working arrangements established between both disciplines as
each acknowledges the other respective roles. Many midwives are gaining the confi-
dence to work with doctors rather than for doctors as they come to understand the
power and satisfaction independent practice brings. —

The student midwives have also added to the maternity systems understanding of the
midwifery model and our future is bright, as these students gain registration. The first
class of direct entry students have now graduated from Otago and Auckland Polytech-
nics and their commitment and unbridied enthusiasm for the partnership model will
change our world. Midwifery's congratulations and warm wishes go with them as they
start practising. The support of the profession for new practitioners is vital and we look
forward to sharing experiences.

Paramount to good practice is the ability to reflect and learn from experiences. The
Midwifery Standards Review process is designed to enable midwives to do just that.
The College recently had a workshop for the co-ordinators of the ten (and their sub-
branches) committees to confirm their direction and compare experiences. It was a

' fascinating day and the unanimous opinion was that the process is effective and

positive for both the midwives and the women they attend.

A summary of the day included recognition and affirmation of the following:-



1 The Reviews phllosophy is accountability and partnership between women
and midwives.

2 The actual process is primarily for the education and support of the
individual midwife and her practice. The indirect goal is to improve
maternity-midwifery services and empower women.

3 The committee has no power to discipline. This lack of authority is viewed
as necessary if the process is to remain user friendly and educative. The
MSRC will not initiate complaints to the Nursing Council of NZ.

4 The midwife's practice is examined against the NZCOM Standards and
Code of Ethics. These standards are to be broken down into principle
statements which make the process more explicit to the midwife. There is
to be an appeal/second opinion process available to the midwife if she

A disagrees with the Committee's viewpoint.

5 The committees need ongoing training and support. A manual for
committee members will be produced - its framework will include:-

- Mentoring

- Communication skills
- Group work

- Conflict resolution

6 Consumer input needs to be encouraged. More publicity and explanations
about the MSRC to be initiated.

7 Client evaluation forms are shared with the midwife when the client has
indicated permission. Consumer members collate client responses.

8 Complaints committee is separate from the review process and ideally has
different members. Each committee consists of two members preferably
one midwife and one consumer. The committee's primary function is to
provide a forum for the discussion of concerns and facilitate resolution.
Failing resolution the complainant must be given all the options available
which would allow them to progress the complaint further.

9 Committee members and midwives being reviewed must be members of
the NZCOMILI.

Another major decision by the College this year was to go ahead and set up
Independent Practice Organisations (IPOs) to contract for midwifery services. We
have applied for funding to help establish the structures as without financial
assistance we remain disadvantaged in the competitive world where other
maternity providers have enjoyed subsidies for a number of decades.

The College will employ a consultant to help with the contractual/business side of
IPOs and a study day on December 15th for a small contracts team wili plan the
process and the timeframe. We are confident and excited that we will enter the
competitive market on an equal footing. Your local chairpersons will keep you in
touch with progress.

A very warm and peaceful Xmas to you all and | look forward to a wonderful new
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BY CHARLES ESSEX

Two years alter a major
change in the neonatal vita-
min K protocol, New Zealand
neonatal units are stillunsure
what is sale.

A questionable study pub-
lished in 1992 by the British
Medical Journal, whichlinked
Vitamin K injections to child-
hood cancer, prompted many
countries to change their ad-
ministration regimes.

Last year the Plunket Soci-
ety found that vitamin K re-

 gimes varied widely.

Toeliminate the confusion,
the government may have to
rewrite the neonatal vitamin
Kprotocolit changed justtwo
years ago.

According to a new study
reported this year in the 8MJ,

the vitamin K preparation

currently used for intra mus-

' cular injection, Konakion, is

not licensed for oral use.
Many mothers in the UK

. study (which showed that
< lessthan40 per cent received

the third oral dose) reported
that the GP or community

. midwife was reluctant to pre-
- scribe and give Konakion
- orally because of the Jack of

manufacturer backing for its
use in this way.

Auckland Medical School
biostatistician John
Thompson believes “the
whole vitamin K saga high-
lights the danger of changing
policies and protocols on the
results of a single study”.

Mr Thompson told paedia-
tricians at the Starship Chil-
dren’s Hospital in Auckland
that subsequent papers from
the US and Sweden (the latter
containing data on virtually

Uncertainty lingers
‘ubout vitamin K use

all Swedish children born
over a 16 year period) do not
support an Iincrease in child-
hood cancer [ollowing
neonatal 1M vitamin K.
“Following the original pa-
per, ditferent countries
adopted different neonatal
vitamin K policles,” he sald.
+ Sweden and the US contin-

.ued to recommend a single

dose of IM vitamin K.
» Holland recommended daily
oral vitamin K for breastfed
babies.
« New Zealand, postnatal
unlts were shown last year to
be at odds with each other. A
Plunket Society survey found
some units give 3 doses of
oral vitamin K ranging from
0.5mg to 2mg per dose at
birth, five days and six weeks
of age. It Is uncertain how
many infants actually re-
ceived the third oral dose.
Mr Thompson said while

this three dose regimen |:

seems to prevent classic
haemorrhagic disease of the
newborn (HDN), there are
concerns about its effective-
ness [n preventing late HDN.

That the original study has
significant amounts of miss-
ing data, particularly on chil-
dren who developed cancer;
is cause for concern.

Dr Ralph Pinnock, clinical

director of acute paediatrics |.
at the Starship, said that the |

Paediatric Soclety should
have taken a more proactive
role and given more guidance
to both the profession and

the public over the neonatal |

vitamin K controversy.

While the manufacturer is |
close to licensing a mixed|:
micelle oral vitamin K prepa- |’

ration, this may not end the
problems.
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Family planning

women's status
- NZ Doctor '94

holds key to

Health and family planning

' are key determinants in the

improvement of the status of
women around the world,
according to United Nations
Population Fund spokesper-
son Charlotte Gardiner.
DrGardiner, speakingatthe
conference of the Interna-

! tional Federation of Gynae-

contraception.

ffundamental right of womeri

to be freely able to decide on

the number and spacing of
children that they have.

Within the past 20 years,
she said, the increased up-
take of family plahning has !
resulted in a fall in fertlhty
rates in developing countries
from 5.7 to 3.6 children.

Dr Gardiner said to main-
tain this trend planners must

ensure that adequate re- !

| cologyand Obstetrics (FIGO) |
inMontrealrecently, saiditis

1

H

sources are allocatéd to the |
provision of freely available :

IR E]



{\7—— Ooc;‘rov

Parents who feed their in-
fants water to supplement
formula may be putting their
babies’health at risk, accord-
ing to a report from Wiscon-
sin doctors.

Two babies who had been
given bottled water along
with formula were hospital-
ised for seizures, the doctors
reported in the Centers for
Disease Control and Preven-
tion's weekly health report.

awater

Rhe|ag

1w e a1 8 oo e

Toomuchwaterinababy’s
diet can cause water intoxi-
cation and hyponatremia
which leads to seizures, ac-
cording to the report.

Human milk and formula
provideinfants with sufficient
water for growth, and to re-
place normal bodily losses.
Parerts do not need to give
their infants extra water be-
fore the babies start to eat
solid f)ods, although formula-

causet seizures

fed infants may need some
water if the weather is excep-
tionally hot, they added.

The risk of water-related
seizures may be highest in
infants from poor families,
because the parents may be
tempted to supplement a
more expensive formula with
what they believe to be harm-
less water, according to the
researchers from the Medi-
cal College of Wisconsin.

Pre!'muni

"2 Dod® raa
Women who wait at least a
year after beginning sexual
relations with a partner be-
fore they become pregnant,
and who stick with the same
man to father all their babies,
are less likely to develop pre-
eclampsia, according to a
study reported imthe Lancel\

pause is healthy

about one in 10 pregnant
women onaverage butisrela-
tively rare among women
having their second or third
baby by the same man - only
about 5 per cent of such
women develop it. But nearly
25 per cent of women having
a second baby with another

. The comphcatmn affects' » man develop pre-eclampsxa

‘:-'m.'t.:_

e
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(;2, Ooc;\Ov Sholay
rents should not use cotton tipped swabs to clean
their children’s ears, according to a recent study.

Rather than cleaning the ears, the swabs are more hkely
to push the wax deeper into the ear, causing it to accumu-
late, said lead researcher,Dr Michael Macknin, an associ-
ate professor of paediatrics at Ohio State University.

“The cotton-tipped swab most likely acts like a battering
ram, jamming the wax in further,” said Dr Macknin.

Over 650 young people aged two weeks to 20 years were
studied. Of those, 62 per cent had used cotton-tipped

had used cotton swabs were significantly more likely to
have ears that were mostly or completely blocked.

swabs during the two months before the study. Thosewho |,

While women who have sex
with the same man for at least
one year before getting preg-
nant have only a 3 per cent
risk of the complication,
those who get pregnant after
less than four months have a
32 per cent risk.

‘The study did not rule out
psychological or social

“causes for the differences;
althoughit was controlledfor

the effects of age, race, mari-
talstatus and educationlevel.

Instead, the researchers
focused on the theory that
semen works on a woman's
immune system like a vac-
cine against the man'’s genes.
Given in doses for a long
enough period of time, the
woman builds up tolerance
so that when she conceives a
fetus, her body does not try

' to'reject it as foreign tissue.

“Upcoming Cuents

HEART POLITICS GATHERING
10th - 14th January 1995 Tauhara Centre, Taupo

Heart Politics Gatherings explore the ways that many people are slowly changing
the world with political, social and economic action. The gatherings focus on
potential for personal action within the majorissues confronting our society today.

Keynote Speakers : Philida Bunkle, Tony Simpson, Katrina Shields

Cost: $275.00 - $315.00

Contact: Lynn 09-815-3622
Rex 09-817-9067

Midwifery Today Pacific Rim International Conference
2nd - 5th February 1985
Pacific Beach Hotel
Waikiki
Honolulu, Hawaii
Theme: Weaving a Global Future
Includes:
- - Traditional Midwifery
- Cultural approaches to breastfeeding
- Natural remedies from around the worid
- Lessons to be learned from the developing world
- Midwifery education for a global future

Speakers Include:

Suzanne Arms, Elizabeth Davis, Nicky Leap, Marsden Wagner, Michel Odent,
Maggie Lecky-Thompson, Joan Donley

For Enquiries and Registration details, contact:
Midwifery Resource Centre

P O Box 21-106

Christchurch
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Key note speaker: Chloe Fisher [Midwife and Lactation clinical specialist]

Supporting Breastfeeding by Excellence in Practice
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International Conference on Water Births
Aim of the conference is to increase knowledge and understanding of water birth.

1st and 2nd April, 1995
Wembley Conference Centre

London, England
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Cost
Contact :

St Charles Hospital
Exmoor Street

London W10 6D2, England
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-care.option§
Pregnancy-careoptions,
\% would like to express our con-
cern at the negdtive nature of the
feature article on'Page 9 (November

22).

We are saddened that a three-year-old Wel--
lington case is again dragged t}}ro’ugh the .
media, which may affect that family’s ability -

to grieve, and carry on with their life.

Rather than indulge in slanging matches in
the media, we would encourage any woman
seeking options for care of pregnancy, to ask;

questions of any potential care giver.

These questions may include such issues as::
© Do you belong to your professional body

(eg. the College of Midwives)?
® Do you undergo regular peer and con-

i -
l such review?

system for complaint, do you use? ~
© What are your statistical outcomes? . .

. TRICIATHOMPSON

College of Midwives

(- : Taranaki/Wanganui region
' : “i " New Plymouth .

{ Wron'g"égg for

i =g s

. British woman

e ozl

i Test-tube fertility procedures have
..been tightened at a top British hosp_ltal
" after thé wrong egg was implanted in a
" woman, it was revealed yesterday.

. The error at St Bartholomew's in
| London was spotted and dealt with
1 immediately, the hospital said. The
1 Human Fertilisation and Embryology
| Authority insisted there was no
i‘evidence other errors had gone
. unnoticed, causing patients to have
. other wemen's babies. —PA

42

sumer review, and what is the outcome of
.. .®.What consumer feedback ';Jro'ceé.“é_!"fgnd'é

© What ongoing education and professional -

|i development have you undergone?.- .-« *e1
We believe that when caregivers adhere to

the standards set by their professional badies, - -

the care provided will be of a high standard. . .~

Chairperson

|

THE PRESS, Christchurch

HOW ABOUT A
LARGE PIZZA
WITH EVERWTHING ?,

SINCE YOU'RE TURNING
SIXTEEN IT SHOULP
BE SOMETHING
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Breastfeeding - Refresh, Renew, Revitalize
Melbourne :  1st and 2nd April 1995
Brisbane : 20th and 21st May 1995

PLUS

Breastfeeding Update & IBLCE Exam Preparation Seminar
Brisbane 22nd May 1995

Seminars conducted by : Mary Lantry, Angela Smith and Ruth Worgan
Cost : $175 if paid before 15th March 1995 or 1st May 1995.

Contact: CAPERS

P O Box 567

Nundah

Queensiand 4012

Phone 02 266 9573 Fax 07 260 5009

T TOOTY T~
Teaching Skills Courses

for Childbirth Educators and Other Health Professionals
Townsville 25th - 28th February 1995

Adelaide  6th - 9th May 1995

Sydney 2nd - 6th June 1995

Workshops conducted by Ronnie Pratt

Cost : A$350.00 if paid 21 days prior to starting date

Enquiries : CAPERS

P O Box 567 Nundah, Queensiand 4012
Phone 07 266 9573 Fax 07 260 5009

—_— T T OO T~
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Sheraton Hotel, Auckland

Perinatal Nutrition & Growth

Wyeth Clinical Meeting Service
P O Box 148

PERINATAL CONFERENCE

02-05 April 1995
Theme :
Contact :
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AUSTRALIAN COLLLGE OF MIDWIVL: INCORPOQRATED
CALL FOR ABSTRACTS

Parramatta NSW 2124 Australia

Scplcnﬁl)cr 12:15, 1995
by 30th June 1995

Australian College of Midwives Inc,

9TH BIENNIAL CONFERENCE
Abstrects due 28th February 1995
Completed papers will be required

Sydney Convention Centre, Dasrling Harbour
Abstracts must be submitted on official abstract forms.

KNOWLEDGE
AND WISDOM

Forms available from:
Conference Secretariat
ACMI Biennial Conference

PO Box 787, Pous Point NSW 2011 Australia
Telephone (02) 357 2600
Facsimile (02)357 2950

The KBYS
TO SAFE
MOTHERHOOD

PAEDIATRIC CONFERENCE

Sheraton Hotel, Auckland
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27 - 29 September 1995

Contact :
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Letter to the
. Editor

MIDWIVES & EPIDURALS

The questions raised by Mike Millar in your June 1994 Newsletter
are also of interest to the midwifery profession. The guidelines on
epidural anaesthesia in obstetrics may reflect the Australian
maternity service, however the New Zealand situation is different.
The 1990 Nurses Amendment Act enabled midwives' to take
responsibility for the care of a woman throughout the normal
physiological process of childbirth and post partum period.

This legislative change provides women with two choices of
caregiver, the midwife and the medical practitioner. GPs and
midwives are considered equivalent practitioners in normal birth,
requiring equivalent training and professional standards to pro-
vide a maternity service. Both professions attract the same level
of accountability.

Itis inappropriate therefore in the New Zealand context to require
a midwife to refer for epidural pain relief via a medical practi-
tioner. The referral criteria for epidural pain rélief must be the
same for general practitioners and midwives. The use of epidural
pain relicf docs not necessarily indicate that labour progress is
abnormal but is generally considered a valid choice of pain relief
for some women. If however an epidural is required for obstetric
reasons, eg, surgical intervention, both midwives and GPs would
transfer care to the obstetrician.

This does not remove the capacity for individual assessment and
clinical judgement and in practice a GP or midwife may choose to
transfer care for epidural analgesia regardless of the indication for
the procedure. This should be the health professional’s decision
based on the clinical indicators and their level of expertisc as is the

casc in any practice situation. To be required to do so is not
consistent tvith professional practice.

AKaren Guilliland
INATIONAL CO-ORDINATOR
NEW ZEALAND COLLEGE OF MIDWIVES

40

\ from the "Birthwise” Midwives Group )

FOURTH UNITED NATIONS WORLD CONFERENCE ON WOMEN
September 1995 Beijing, China |

Attendance by invitation only

The Conference will be attended by government delegations and by non-
governmental organisations which have official status within the United Nations.

The Conference will be approving a Platform of Action to remove obstacles to
women's full and equal participation in all spheres of life.

24th Triennial Congress of the International Confederation
of Midwives

May 26th - 31 st 1996 Oslo, Norway
Theme : The Art & Science of Midwifery gives Birth to a Better Future
CALL FOR ABSTRACTS

Deadline 31st March 1995
Completed papers due 40th June 1995

For more information, contact : MIDWIFERY RESOURCE CENTRE
P O Box 21-106

Christchurchl Ph 03-377-2732
e W 2
f JO HOYLE \\

Jo passed away from this world on 26th September 1994, but we would
like to share some of our memories of her indomitable spirit as a midwife
and colleague.

As a true pioneer, Jo fought for midwives to be recognised as the expert
in normal birthing, and the right for women to make informed decisions
about themselves. There are countless women who valued her loyal and
strong support during their labour and the endiess energy and humour
that she brought to these occasions. She said "Birth is a celebration!" Jo
was a champion for those who chose to give birth at home (the 'high risk
list was just too long to read!’); she proved she was a safe practitioner and
clearly defined the limits of her expertise.

For new graduate midwives, she was a teacher and an inspiration. For
her colleagues she was a helper and gave endless support as a listening
ear. She is sorely missed.

N\
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Current Clssues
POLYCOSE SCREENING & GESTATIONAL DIABETES
Do you recal!l Sharron Cole's letter to Lakeland Health CHE printed on page 20 of

the September/October 1994 newsletter?

-diabtetic

written by P J Dunn

somewhat lukewarm about testing for

The following are extracts from the response to that letter,
Question 5 : What is the incidence of macrosomic babies born to non

Endercinologist. He also states that he is

diabetes in pregnancy.”

thatis babies
greaterthan 4.1 kilograms, are thought to have gestational diabetic mothers. Other

factors such as size ofthe parents are much more important in determining the size

of the child."

mothers?
"...Within western countries only five percent of macrosomic babies

‘How can one

interpret a test?' All of our tests have built in variability and the glucose tolerance

tests are particularly bad in this regard. To answer it

, that is

I need to explain that if a

I, i.e. whatis its reproductibility ?

polycose as an effective screeningtoo

Question 10: What is the reliability and scientific validity supporting routine
"This Question is confused but the meaning is guite clear

the average

of which is the closest to what is probably the true value. The range of values
around the average is commonly expressed as standard deviations where

something like 97 percent of values fall between two standard deviations above

and below the average. Atest that is highly reproducible has a very tight scatter

of values and the standards deviation narrow. Inthe case of the glucose tolerance
test, the values vary quite considerably, of the order of 20 to 30 percent of the

sample is tested repeatedly then it is possible to get a range of values

ility the criteria for these tests are set

In recognition of that variab
somewhat high and an attempt is made then to validate the categorisationinterms

original value. This of course means that a woman who on one day may be
abnormal and vice versa. The formal oral glucose tolerance test has gotthe same
of clinical outcome.

categorised as normal couid on another subsequent test be categorised as

problems.

39
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Extracts from comments on the position statement from NZSSD and ADP,
November 1990.
The situation in New Zealand which favours a screening programme is the high

prevalence of undiagnosed NIDDM and IGT, particularly in Pacific Islanders and
the Maori. Ifthis is to be the justification for screening here then the blood glucose
level on the oral glucose challenge (OGC) which triggers a formal glucose
NIDDMand IGT, but not initiate an unnecessarily large number of GTTs. Similarly,

the GTT criteria for diagnosing gestational diabetes should not be so lowthat large
numbers of women in the upper end of the normal range for glucose tolerance,

whose pregnancies are not at any demonstrative risk, are subject to unnecessary

tolerance test (GTT) should be set at a level which is go
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limit for the fasting level of 5.5 mmol/L would not over diagnose gestational
diabetes, but the 1hr value of 9.5 mmol/L and the 2 hr value of 8.0 mmol/L would
diagnose 8% and 12% respectively of normal European women in the 2nd and 3rd
prevalence of undiagnosed NIDDM and IGT inthe 40-44 yerar age group is 4% and

6% respectively in the Maori and Pacific Island communities, and 1 and 1.5% in
gestational diabetes and subjected to unjustified intervention at considerable cost.

intervention. The one hour blood glucose of 8.0 mmol/L. on the 75g OGC, as
European communities.® The prevalence rates are lower in younger age groups.
glucose tolerance and low risk pregnancies are going to be diagnosed as having
The effects of changing the 1 and 2 hr criteria are shown in the table.

proposed, probably gives an acceptable balance between sensitivity and specificity.
However, the criteria for the 75g GTT are not satisfactory. The proposed upper
trimester as having this condition.® In the community at large (non-pregnant) the

These data suggest that a substantial number of women with essentially normal
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AT TRV OE.
“HEALTH

MANATU HAUORA

To Medical Practitioners and Midwives
GLUCOSE POWDER IN GLUCOSE TOLERANCE/CHALLENGE TESTING

You are recommended (o review any palient that has been tested for diabetes over the last two
years, where the result was based solely on a2 two-hour sample in an oral glucose tolerance test,
using glucose powder measured volumetrically.

Background

Because theré may be a wide variation in density between different batches of glucose _powd_ers and
several diagnostic laboratories have used volumetric measurement of the pawder, t}‘\ere is a risk t‘hat
too little or too much glucose has been used for the tests. This of course also app[aes w}:ere medical
practitioners and midwives have measured glucose velumetrically and given it to their patients.

Douglas Nutrition, which distributes one brand of food grade glucose po]ynfer powder, has al.read.y
written about this problem to some laboratories. The Ministry of Health considers that the warning is
relevant 1o all brands of glucose powders.

If users of Douglas Energy Plus have calibrated their own volumetric measures, there is a possibility
that the actual dose weight could be between 70% - 140% of what was expected. If a cup provided by
Douglas Nutrition has been used the dose range could be between 90% - 128% of the expec}ed
quantity. The figures are based on powders with densities ranging from 0.31 g/ml to 0.44 g/ml, which
have been sold to laboratories.

The Ministry became aware of this problem as a result of an investigation into the withdrawal fr?m
laboratories of Douglas Energy Plus, batch number 94077, which had a density over 0.50 g/ml, which
is the upper limit of the company's specification for the glucose powder.

Douglas Energy Plus contains 94 percent w/w glucose, according to Douglas Nutrition.

As there is limited information available on the density of other glucose products marketed as dietary
supplements but used by diagnostic laboratories, the Ministry of Health recommends that all glucose
powders should be weighed when used for diagnostic purposes.

Clinical effects

The New Zealand Society for the Study of Diabetes (NZSSD) has been cdnsu}ted and its rflain concern
is that: 1. Bordecline forms of diabetes may have gone undetected if the patient has received the low
density batches; 2. A small number of patients may have been over diagnosed.

G R Boyd Wellington 12 October 1994
Manager
Therapeutics Section
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Tougher penalties
for doctors in bill

Medical Goulilogil powers ‘inadequate’

“The Pvess | 25|
Wellington reporter

Doctors face tougher disciplinary

‘procedures and regular tests of their

competency under a revamp of the
Medical Practitioners’ Bill, introduced to
Parliament last night.

Moving the first reading, the Minister
of Health, Jenny Shipley, said clisciplin-
ary procedures imposed by the Medical
Council were inadequate. Consumers did

not have enough say in the process, and -

complaints took too long to be resolved.

The council itself had long cam-
paigned for tougher disciplinary rules,
but these .had had to wait until com-
panion complaint procedures under the
Health and Disability Commissioneir Act
were passed. Drafting instructions:. for
the bill were first issued in 1990, under
the former Labour Government.

In future, doctors would have to pass
annual competency tests to keep a
certificate to practise. “One of the
weaknesses of the existing act is that
there is no check on the ongoing
competence of a doctor,” she said.

“The bill provides that the council
may impose conditions on the certificate
or decline to issue an annual practising
certificate if it believes the practitioner
has failed to maintain a reasonable
standard of professional competence.
This will provide a valuable check on
doctors.”
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To ensure registered doctors were
competent to practise, the council would
be able to set or recognise recertification
programmes. Doctors who wished to
practise independently would have to be
vocationally registered.

“Doctors who hold general regis-
tration will be entitled to practise any
branch of medicine, but only while
subject to the general oversight of a
person who holds vocational registration
in that branch of medicine.”

At present disciplinary. procedures
were ‘controlled by the council and the
medical practitioners’ disciplinary com-
mittee. Under the bill, responsibility for
investigating complaints would be given
to the health and disability commissioner
or a complaints assessment committee.

Complaints would be heard in front of ,
a new body, the medical practitioners' -
disciplinary tribunal. This would com-
prise five members, three of whom —
including the chairman — would be
doctors. Mrs Shipley said she was aware
that consumer groups thought the
chairman should not be a doctor.

The Government had an open mind
and would welcome submissions.

The tribunal would be able to impose
much tougher penalties than the council.
Maximum fines would go from $1000 to

.$10,000. Hearings — traditionally held .

in priVatq‘ — would be thrown open,
subject to conditions.




Islanders’
abortions
in isolation
‘worrying’

Tedvess Siunae

by Sarona losefa

Health workers are increasingly
concerned at the nurnber of Pacific Island
women having abortions in isolation
because of shame, and fear of their
families.

Health workers say they feel power-
less to help Pacific Island women who so
fear being discovered as having had a
termination that some beg to be let out the

I

)
i
i

back door when they see another Pacific :

Islander at the clinic.

The abortion rate among Pacific
Islanders is about double that of pakeha .
and Maori women, yet health workers

say they cannot address such statistics
when Pacific Island culture is so averse to
discussing sex openly.

An abortion clinic senior social

worker, who did not wish to be named, :
said her clinic could not even place two |

Pacific Island women on the same day’s
theatre list because they got so upset if
they saw each other.

“The thing that really scares and

worries me is the isolation of these

women.
“They are very stoic. They come in, get

it done, and then leave without any

further contact,” she said.

She suspected that reported cases of
new-born babies being abandoned in
Auckland were the product of such fear
and isolation. .

High abortion statistics meant it was
highly likely that Pacific Island women
were not being informed about contra-
ception. The majority indicated that the
use of contraception was an onitward sign
of their having sex, which was unaccept-
able in their culture before marriage, she
said.

National problem )

Assistant director- of nursing at
Manawatu Polytechnic Karl Pulotu-
Endemann, a Samoan writing a paper on
the issue for the first Pacific Rim
Conference of the International Associ-
ation of Adolescent Health in Auckland
this weekend, said the problem was a
national one needing to be addressed at
community level.

He is convinced that existing abortion
statistics are the tip of an iceberg because
many Pacific Island women lie about
ethnicity to remain anonymous.

Education needed to begin at com-
munity level’ among such groups, and
particularly at primary school and early
childhood level, he said.

“It involves a total deprogramming of
colonial attitudes from Pacific Island
culture so it will not happen overnight,”
he said. |

“It is ridiculous that usually the only
time a couple will be told about sex is in
preparation for marriage. :

“Unless Pacific Islanders can freely
discuss sex, and preventative education,
abortion statistics will continue to rise,”
Mr Pulotu-Endemann said.

Christchurch Family Planning Associ-
ation medical director Sue Bagshaw said
she was hopeful the Pacific Island plight
would change as the young received
health education at school.

Cervical screening had helped open
sex education for many Pacific Island
women, allowing health services to
answer other concerns, but it was still
topic that could not be openly discussed
in front of Pacific Island men, she said.
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NZCOMI NATIONAL DIRECTORY.OF INDEPENDENT MIDWIVES

The National Office receives a number of calls from midwives seeking information
regarding midwives in other areas of the country. Thisis often on behalf of a client
who's moving town or going on holiday.

The College is considering formulating a National Directory of self employed
midwives which could be available for sale to practitioners. It would not be sold
for commercial gain, e.g. Insurance Companies.

If you do not wish to have your name included in this directory, or you would like
further information added, please contact :

Judy Henderson, Secretary
NZ College of Midwives
P O Box 21-106 Christchurch

Booklet - Alcohol and Pregnancy: A Manual for
Health Professionals

This is a booklet designed specifically for health professionals. Itincludes
the background to the discovery of Foetal Alcohol Syndrome and Foetal
Alcohol Effects; details alcohol's effects on foetal development; lists
criteria diagnosis of the conditions; and emphasises the importance of the
health professional's role in prevention of alcohol-related birth defects.

Cost : $20 per copy

Please enclose fullscap/A4 stamped (80c) self-addressed envelope with
order. Make cheque payable to "Alcohol Healthwatch Trust”

Alcohol Healthwatch
P © Box 99 407
Newmarket
AUCKLAND

Please forward orders to:
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DIRECTORY OF WOMEN'S ORGANISATIONS
AND GROUPS IN NEW ZEALAND

TE RARANGI INGOA O NGA ROPU WAHINE
KEI AOTEAROA NEI

A completely revised and updated edition of this dlrectory has been produced by
the Ministry of Women's Affairs. Nearly 600 women's organisations and groups
are included, along with government agencies, women's bookshops and women's

?tudles courses. The Directory is avaiiable for $10 (payment with orders please)
rom:

Ministry of WOmen's Affairs
P O Box 10-049 Wellington

Ph (04) 473-4112 or Fax (04) 472-0961

W R

INTERNATIONAL LACTATION CONSULTANT ASSOCIATION

SUMMARY OF THE HAZARDS OF INFANT FORMULA

INFANT FORMULA IS ASSOCIATED WITH COGNITIVE (LEARNING)
DEFICIENCIES IN PRE-SCHOOL AND S CHOOL-AGED CHILDREN

Formula-fed preterm infants had lower Bayley Mental Development scores at 18 months,
even after adjusting for social and demographic influence.

MorleyR, Cole TJ, Powell R, et al. Mother's choice to provide breastmilk and developmental
outcome. Arch Dis Child 63;1382-1385, 1988

Scores on the Bayley Mental Development Index were lower in formula-fed children at 1-
2 years of age. Scores were directly correlated with duration of breastfeeding.
Morrow-Tlucak M, Haude RH, Emhart CB. Breastfeeding and cognitive

development in the first two years of life. Soc Sci Med 26:635-639, 1988

Scores onthe McCarthy Scales of Children ‘s Abilities were significantly lower at three years
of age as the duration of breastfeeding decreased.

Bauer G, E\!vald LS, Hoffman J, et al. Breastfeeding and cognitive development of three-
year-old children. Psychological Reports 68:1218. 1991

Bottlefed children showed reduced performance on developmental tests at age five years.
Taylor B, Wadsworth J. Breastfeeding and child development at five years.
Dev Med Child Neurol 26:73-80, 1984

Formula-fed preterm infants had lower IQ scores at age 7-8 years than breastfed preemies,
even after adjustment for mother's education and social class.
Lucas A, Morley R, Cole TJ, et al. Breastmilk and subsequent intelligence quotient in
children born preterm. Lancet 339:261-264, 1992,
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Media Watch

"Avoid the blame “”g‘ﬁfﬁé By
king resp0n81b1]1ty e

. What or who are you most fond of blammg" L0

Whatever your favourite blame may be, fault-
finding and ﬁnger-pomtmg is a way of protecting
yourself. ‘It!is a coping mechanism that is
designed to take the responsibility off you.

Blame isfused to turn attention away. It is
backward-looking, not forward-looking. It asks
or demands that others change; not you. People
who blame tend not to take responsibility for
causing or,contnbutmg r.o a problem or for
solving it.-

The flipiside of blame (“you are responsible
for creatmg the problem™) is guilt (“T'm
respon51b1e for the problem"). People may blame
their spouse for things that are not right in their
life: “If only you would work less and pay more
attention tp me, I'd feel loved and cared about.”

A third party may also be blamed: "I hate
your boss for making you work so much so that
you have! less energy

) IN'I‘IMAC_ -

by Nell Rosenthal '

participant, and you are riot, therefore', _;1 victim.

Personal growth and i hdppiness happens
when you let go of féeling like a victim and take
back your power. Ycu take back your power
when you take responsibility fer the outcome of
a situation. You can do this by knowing what
your needs are, and by holding yourself and
other people "“able” and accountable for
behaviour.

Learning to express what you need or want is
healthy, and gets you out of the blame-game

- cycle. Part of not being a victim is to realise that

nobody is doing it to ‘you. Usually, you are
responsible — or partly responsible — for the
posmon you are in, by not having taken a stance,
. made. your wishes

for me!" Finally,

people blame them- Be willing to become more of an

selves: “I'm not lovable

known, or by being too
patient or tolerant.
We are responsible

enough for you. That's  €xpert on yourself, and lessof an:.  for pur own behaviour

why you don t want to

spend mqre time-with expert on other people.

me.'

(or our lack of behav-
iour). We are not
responsible for other

Blarie} is often based
on reality. Our partner really may have done
something to hurt us, whether it was intentional
or not. But blamers see only the other person as
the culprit, and they hold other people

_responsible for their feelings, behaviours, or

moods.. They spend large amounts of time trying
to change other people, who may or may not
want to be changed. .

There are, make no mistake, rapes, accidents,
and genuine injustices where we-really are
victimised by someone else’s thoughtless,
hurtful, or insensitive behaviour. But most of the
time, and especially In our intimate relation-
ships, we are not victims.

Bothi people choose to enter and stay in a
relationship, and either is free to leave if they see
fit. If you do not leave, you are an equal
pamcipant even if you are only a passive

people’s reactions, just
as they are not responsxble for ours. Be’ w1llmg to
become more of an expert on yourself, and less of
an expert on other people. This is about taking
responsibility and owning up to your part. The

. position you are in is usually because of your

decisions, not because of what“he ot she has
done to you. °°

If you wish to be happy, you Wlll have to give
up finger-pointing and fault-] finding. Ask
yourself the question: “Do I want to be right, or
do I want to be happy?" “Righteous™ people are
seldom happy people. .

Neil Rosenthal s a licensed ramlt'); therapist. Readers

can write to him ¢/o Intimacy column, PO Box 1005,
Christchurch. He is unable to reply to Individual letters.

T~ [ o
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a dard of practice, irrespective
of external issues. In the particular context,
this nurse did not use skills that may

rcasonably be expected of a registered

register (nurse and midwife) resulted.
® A psychiatric nurse was nrdcred to
practise only under specified di

® Aflter conviction under sections 9(1)
and 9(3) of the Misuse of Drugs Act 1975

for 12 momhs after being found guilty of
isconduct on the grounds of

aurse. Insiead the patient was subjected to
physical abuse.

Regardlessof the behaviouranurse faces,
the council concluded there can be no
justification for aggression on the part of
the nurse and violence cannot be cond-
oned in any way.

@ An enrolled nurse in financial straits
took advantage of a position of tust. An
elderly, dependent woman with progressive
memory loss was taken to the bank. On
four occasions lacge sums of money were
withdrawn from the patieat’s bank account
for the nurse’s own use. The woman's
family became suspicisous when the

mnlpmcuce and negligence.

The charges involved an unprofessional
relationship with a parient, including
alcohol consumption, and failure to repor
an incident concerning the client.

Whenever a nurse abuses a privileged
position o oversteps the boundaries of
professianal relationships, no maiter what
the motivation, the situntion is a serious
one. Failure in a duty of care is equally
serious.

The council set conditions requiring 2
contract with a mentor and subsequent
reports show this has had a positive and

woman could not lect withdrawing
the cash on the days she visited the day
cenire where the enrolled nurse warked.

Dependency through impaired healthcan
puta person in a precarious position, In this
sitaution the nurse had an easy oppontunity
for deliberate and repeated thefl. The

| risk is ded as a nurse
who is in debt may not be able to repay it,
even if there is an intention to do sa.

Taking patients’ money for personal use
is grossly unethical. The nurse wis removed
from the roll and the council expressed
“extreme concem” that a aurse should
betray trust in such a way.

@ Abuse of trust and deliberate actions
10 secure financial gain occurred in another
context. Over several momhs 2 nurse/mid-
wife in i J fraudulesitl
claimed matecnity beneﬁ(s from the
Department of Health. Routine audit
procedures showed an abnormally high

taiming rate, Subseq . igali

revealed excessive claims made by
overstating mileage and hours withclients,
false dates and claims for visits which did
not oceur.

Accepling an excessive workload and
adverse family events may have influenced
this practitioner’s dishonest acis.

The enquiry led to a court conviction
where the midwife pleaded guilty to 40
charges of fraud under section 229A of the
Crimes Act 1961 and was sentenced to
seven moaths’ periodic detention.

The crime for which the midwife wus
convicted carried a potenunl for seven
years” imprisonment.

Atits hearing the councit concluded that
the profession and the public had a right to
expect that o registered norse/midwife
would act with intcgrity. Removal of the
practitioner’s name from bath parts of the

d impact on the nurse’s peactice. -
Council censure

A censure is the most serious penally the
council can impose withautinterfering with
the right of a aurse 10 practise. A writien
statement expeessing the council’s
displeasure is delivered to the nusse.

THE RECENT cases reported In
the accompanying article show the
variety of issues which can ¢come
before the Nursing Council.
These cases are only a small
proportion of the plaints which

for growing prohibited pinats, a
h nurse reccived this
“The Nursing Council views with extreme
concern where a nurse is involved in ihe
misuse of drugs and is even more concerned
where there has been deliberate and
calculuted breaking of the law such as in
the cultivation of cannabis plants. Such
conduct by a registered nurse brings the
professioninto disrepute and erodes public
conf‘dencz in the profession. ll is
ible with lards of
expected of a registered nurse and the
council will not roleraie conductof the rype
which lead to this court conviction.”

There appeared to be no mitigating
circumstances surrounding the conviction.
However, the nurse indicated remorse and
had re-evatuated her lifestyle after the
conviction, The council was told of her
shame and embor from publicity,
having a criminal record, being fined and
having resigned.

A registered nurse/midwife practising ns
anindependent midwife was al
Negligence in failing 10 keep records of
meetings with a pregnant woman, to write
a plan of care for her labour or to inform
another midwife laking over responsibility
were the elements of professional
misconduct.

In makingits judgement the council noted
that preheasive record keeping is
integral io nursing and midwifery in order
10 provide optimal and safe care. Failure to
keep records and to write a care plan
compromised the client's expressed

p i of care nnd conmbuled o

bl dacd:

would be received by the il,
NZNO’s legal adviser Laura
Cronin said.
“It Is important that nurses who
believe they may be the subject ofa
plaint to the il to contact
their NZNO organiser as soon as
possible. Any nurse who appears

before the council, or its pre-
Y

On the transfer of clients from one
practitioner 1o another, the council
:onstdered the provision of clear, specific

fi aboutthei ded planofcare
and details of the client's obstetric history
essential 10 sound midwifery practice.

Punitive element
The primary purposes of the council’s

Y P ling;

isentitled lo-:lu jon. NZNO
will provide this represen-tation to
alt its members,” Cronin sald.

The disciplinary powers of the
council are Intended to address
serious professional or practice
problems fo pratect the public and
the dards of the profi

“It is extremely important that
all nurses practise ethically, sufely
and within theluw,” Croninsaid.£>

discipli powersnre:oprotecuhepubhc
and the reputition and imegrity of the
nursing and midwifery professions.
Punishment of the nurse or midwife is not
nm:xprﬂhpurpu:sc yetany pennllynmposcd

hasan puni

@ The pracesses of the Nursing Councll
ware outilned In “Discipline and disability,”
*(New Zesland Nursing Joumnal, February 1993)
and NZNO's colalnrepresenling nuraes before
the councll In“A nursa’s guida to the Nursing
Council,” (New Zealand Nursing Journal,
March 1993},
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: SIDS Tall:
{SSEel0 November 1994
“Your involvement brings us New National SIDS
closer to solutions” Contract
new national SIDS
his was the theme of the A glr:::;tl‘)::\?e:ﬁ?;\:;l??n

Third SIDS International
Conference held in August

this year in Stavanger, Norway. There

were 400 participants from 34
countries and a lotal of 249 papers or
posters presented. Five of the eight
New Zealanders who atiended
presented papers at the conference.

Sleep position
A feature of the conference was the

widespread acceplance of the strength
of sleeping on the tummy as a risk for

SIDS. On a world scale, the huge
impact of sleep position advice on
reducing deaths from SIDS was

celebrated as a major paediatric break

through.

1t was a conference of celebration for
all the children around the world who
have survived SIDS because they slept

on their back or side as a baby.

Co-slecping

Co-sleeping was the issue that took
centre stage at the conference.
Abstracts from two presenters at a
symposium on the pro’s and con’s of
co-sleeping, Dr James McKenna, an

anthropologist from the USA, and Dr
Ed Mitchell, epidemiologist from NZ,

are included on page four. Riripeti
Haretuky, also from NZ, shared the

Maori perspective on sharing beds with

babies and stimulated discussions of
cultural issues.

Smoking

- Smoking is internationally

acknowledged as a major SIDS risk,

Reducing maternal smoking levels was

put up as the next intemational
challenge for SIDS prevention.
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SIDS International is a network of 24 nations
warking for the global advincement of public
understanding, pareni support, medical
research and prevention in the area of SIDS.

Global Strategies

he Second SIDS Global Strategy
| meeting followed the Norway

conference. Four New

Zealanders participated. The Global
Strategy Task Force is an independent
group of SIDS researchers, clinicians
and educationalists working 10 combine
their efforts on an international level to
enhance SIDS research and education.
There are working groups in Pathology,
Epidemiology, Physiology and

- Education and Training.

Definition of SIDS
Re-defining SIDS has been a “hot”

issue with pathologists for some time.
Afier many discussions, meetings and
presentations the original 1969 Seattle
definition was endorsed. It defines
Sudden Infant Death Syndrome as:

“ The sudden death of an infant or

young child which is unexpected by

history and in which a thorough post-
morlzm examination fails to
ate an adequale canse of

death.”

Health Commission and Family
Education Servces of Christchurch.
The contract is worth $148 500 aver
3 years and will provide advisory,
information and training services to
health and education workers
involved in SIDS.

A major part of the contract for the
first year is to develop a training

programme. A major emphasis in this

training will be on protecting babies
from tobacco smoke, Trial workshops
will be held later in 1995 and then 10
per year in the next two vears 1o
introduce health workers 1o the
programme. 1deas and suggestions
are sought from health workers and
educators al this the planning stages
of the programmie.

Thank you SIDS Canterbury
The new contract is an opportunity to
develop further, and for the whole
country, work started in Canterbury
with the former Canterbury Cot
Death Society (now SIDS Canterbury
Inc). Funding support from this
group and the Canterbury community
has led 1o the development of
initiatives such as “SIDS Talk",
“ACT NOW?" - a smoke free child
project, and “KIDS AGAINST SIDS™
- a project to involve tcenagers in
SIDS prevention.

Thank you CDA

Funding and advisory support for the
production of SIDS information
leaflets and other work, has also been
appreciated in the past from the Cot
Death Association of New Zealand.

Stephanic Cowan
Family Education Services

Contact your local College of Midwives Chairperson for more detalls or write to Stephanie Cowan at

117 Clyde Road, Christchurch 4, Phone 03-351-6528
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Page 4

SIDS Talk

Research Focus - Co-sleeping and SID

Abstracts from the Third SIDS International Conference, August 1994, Stavanger, Norway

SIDS epidemiology, evolution
and infant-parent co-sleeping:
can they be reconciled?

J McKenna, Pomona College, USA

he diverse social and physical
T environmental factors that
" characterise and differentiate
forms of infant-parent co-sleeping, both
within and between populations, must
be recognised if scientifically valid
conclusions about the potential benefits
or risks of co-sleeping are ever ta be
drawn, SIDS epidemiological studies
should begin with a conceptualization of
the appropriateness of infant parent co-
sleeping, as well as an appreciation of
the complex cultural factors that must
be reflected in the wording of questions
and the types of questions asked if the
data are 10 be useful and/or interpreted
correctly. We note parallels in the
difficulties faced by epidemiologists and
laboratory workers in searching for
SIDS co-factors. For example,
psychobiological and evolutionary
studies suggest unequivocally that co-
sleeping should be inherently beneficial
{o human infants, and, as hypothesized
elsewhere, possibly protective against
some types of SIDS. However the types
of beds used, the cleanliness and
characieristics of bedding materials.
room and bed temperature, quality of
air, and the number and status of co-
sleepers (their size, weight, mental state
and sensitivity 10 safety issues) are all
factors that can affect these potential
benefils, making sweeping
generalisations about co-slecping
benefits difficult. One way to reconcile
the apparent conflicts between
advocates of co-sleeping and those who
warn against co-sleeping is to
appreciate that co-sleeping is not a
unitary behaviour, it takes diverse
forms, is underreported, and means
different things to different people.
Under most circumstances, increasing
rather than' decreasing, contact and
proximity between informed, loving,
caregivers and their infants has the best
chance of promoting the wellbeing of
both, *

E Mitchell, University of Auckland, NZ

in the same bed.

interval 2.0-3.6; adjusted OR=2.0).

studies.

New data from the NZCDS was pr

Co-sleeping increases the risk of SIDS

efinitions of co-slecping vary considerably and include sharing the same
bed, sleeping in close proximity and infants sleeping in the arms of an
awake parent. The behaviour of concern is both infant and parent sleeping

Eight case-control studies have shown an increased risk of SIDS when an infant

sleeps in the same bed as the parent. The New Zealand Col Death Study (NZCDS)
found that 24% of SIDS cascs died in bed with another person compared with only
10.5% of infants co-sleeping in the control group (odds ratio=2.7; 95% confidence

In some communities (eg, Hong Kong, Bangladeshi infants in Wales) co-sleeping
-is common and SIDS deaths are rare, which appears to conflict with case-control

Further analysis of the NZCDS found that bed sharing was a very strong risk

factor for SIDS where the mother smoked (adj OR=3.9), but only slightly increased
where the mother was a non-smoker (adj OR=1.7). Furthermore the risk increased
with duration of bedsharing. For infants sharing a bed for more than five hours the
adjusted relative risk was 5.7 for infants of mothers who smoked and 2.5 for
infants of mother who werc non-smokers. These new findings explain the data

from countries with high prevalence of co-slecping and low SIDS rates, as in these
communities, maternal smoking is uncommoi.

d at the conf

e which shows infants

sleeping in the sarne room as the parent are at lower risk of SIDS.

Commentary

There scemed to be no disagreement amongst those present at the Norway
symposium, that maternal smoking is likely to be one of thosc circumstances
that decrease the benefits of parent-infant closeness during sleep. Regarding
the message t& non-smoking women about bed sharing with babies, it was
my understarcling that the feeling of the meeting was summarised by Dr
Peter Fleming from Bristol, UK, when he said that we are in no position to
advise non-smioking women either for or against bed sharing, in our current
state of knowledge and as it relates to SIDS. This is consistent with the PHC
Board’s policy on bed sharing. More research is needed to clarify the issues.

Stephanie Cowan

The purpose of “SIDS Talk™ is 1o stimulate talk
aboul SIDS prevention amengst health and
education workers - Lo share ideas and
information, 1t began as a S{DS Canterbury
publication with a readership of mainly
Canterbury health workers. It is now a Family
Educalion Services publication and this is the first
national issue, Please help to distribute it 10
inlerested colleagues - thank you,

Thank you

We are most grateful to Peter Heron,
Shane Colman and Thomas Allely for
contributing articles, and to all of you
for your efforts to reduce SIDS.

Family Education Services, 117 Clyde Rd, Christchurch 4.
Tel: (03) 351 6775 Fax: (03) 351 6528
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nursing council

PROTECTING THE PUBLIC

agrs

By Allison Chapell

NYONE CAN complain to the
Nursing Council about the
conduct of a nurse or midwife,

The Nurses Act 977 requires
that the complaints be in writing add d
to the registrar, All such plaints are

referred to the preliminary proceedings
committee of Ihree council members two
of whom must be nursesor nurse/midwives.
Only council members can serve on this
committee.

When the committee decides that the
council should inquire into a complaint. it
formulates one'or more pasticular charges
of professional misconduct aguinst a nurse
or midwife. Each charge specifies the date,
Jocation, a named patient where appro-
priate, and the particulars of the alleged
behaviour in a certain situation.

During the 1993-1994 year. the council

Allison Chappell, RGON, RM. Diplomaol Nursing
(SANS), BA (Nursing). Diploma ol Health

The Nursing Councll, which has been appainted far the next three years, Is from left: Ci

Christine Smith, Wayne McLean, Elaine Papps {chairperson), Michael MacPherson, (deputy chalrperson, Gilllan Grew, Karen Paimer,
Lyndsay Rendall, Frances Russell and Isabelle Sherrard,

The Nursing Council’s role is to
protect the public and the
reputation of the nursing and
midwifery professions. What
happens to nurses whose actions
may jeopardise that protection or
reputation?

heard such charges laid against four nurses
and one nurse/midwife. One other nursz
and a nurse/midwife appeared before the
council as a consequence of court
convictions. Disciplinary orders were made
ineachcase. Onehas lodged anappeal with
the High Court.

. Similar to previous .years, the aurses
whose conduct was the subject of council

Gunn, Bridget Parle,

hearings were as a result of an inquiry by
the preliminary proceedings ¢ !

following complaints received from one
consumer and four employers.

Disciplinary powers
The council exercised its disciplinary
powers against six regisiered and one
nurse. P imp
removal of names from the register or roll
in three cuses, supervised praclice for a
psychiatric nurse and one comprehensive
nurse who also received a censure as did
another comprehensive nurse and anoth:r
registered s a general and obstetric nurse
and midwile.

Those whose names were removed from
the register or roll hud to return all badges
and certificales issued by the council.

Mad Tes, At nnluded

hearingsin 1993/1994 rep 1dilferent
categories of registration and enrolment,
worked in different practice settings and
came from urban and ryral New Zealand.
The women and men. aged from 26 1o 55,
were all experienced in their fields.
Marriage breukdown, linancial dilfi-
culties and family stress were personal

fuctors sut d as refevaint in some cases.

Administration, is projecls for tha
lhe Nursing Council and lormer council
chairperson (May 1987-October 1980).

Other than the two matiers referred to
cauncil after court convictions, five

Publication of names and decisions and
award of costs were ordered in each case.
Assault, theft. fruud, unprofessional
relationship/failure to reporl. cannabis
cultivation and deficient documentation/
hand ise the fuct which
led to disciplinary action in six cases.
@ A forceful punch in the face used
aguinst a patiet meant deregistration fora
psychopoedic nurse.

Any putient in a vulneruble state requires

5
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multiple problem behaviour as a teenager. In contrast, over a fifth of the children
whose families were members of the most disadvantaged 5% of the sample
developed multiple problem behaviours as teenagers. These results imply the
presence of a very strong gradient of risk across the social spectrum suggesting
that the nature of childhood and childhood family circumstances acts as a strong
determination of vulnerabilities to teenager multiple problem behaviours.

Detailed examination of the outcomes of children reared in seriously disadvan-
taged home environments suggested that by the age of 15 years, 87% of these
children had developed at least one behavioural or mental health problem and that
only 13% were problem free teenagers. In contrast, of the children reared in the
most advantaged 50% of the sample, 80% were problem free teenagers.

The results of this study do not show overwhelmingly strong relationships between
parental behaviours such as criminality, substance abuse and mental health
problems and risks of multiple problem behaviours in adolescence. Given this
evidence it seems reasonable to conclude that, whilst genetic factors may play
some role in predisposing young people to multiple problem behaviours, the
effects of a disadvantaged, disorganised and dysfunctional childhood probably
make a far greater contribution to the development of such behaviours.

There is widespread concern in many Western societies to devise methods,
structures and mechanisms to address what is seen as a rising wave of antisocial
behaviour, lawlessness and drug abuse in adolscent and young adult populations.

However, on reviewing the childhood of the group of multiple problem children
examined in this research it becomes apparent that while external controls may
inhibit or reduce the expression of antisocial behaviours (and this may be debated,
see for example Currie & Wilson 1991) these controls are unlikely to address the
root causes of antisocial behaviour and disturbances.

Ingeneral, the findings of this study tend to support the conclusion that, if solutions
to the problems of increasing antisocial behaviours among young people exist,
these solutions are likely to lie with macrosociological changes and processes of
social reconstruction which attempt to minimise the number of seriously disadvan-
taged, dysfunction and disorganised families within the community.

Table 2 Rates (%) of disadvantageous family background features, antenatal practices and
perinatal outcomes amongst multiple problem and other teenagers

Measures Multiple
Problem Other Odds
Teenagers
Antenalal Practices and Perinatal Outcome
Pregnancy unplanned 66.7 36.7 35
Birth ex-nuptial 55.6 14.3 75
Mother did not attend antenatal classes 778 60.2 23
Mother failed to seek antenatal care before
the fifth month of pregnancy 222 42 6.5
Mother smoked during pregnancy 55.6 322 26
Child required intensive care at birth 333 16.2 26
Child was not breastfed 55.6 283 32
32

Century Child Restraint Extension Strap Recall
- Consumer Affairs, Nov 1994 No. 1

Foldaway Industries has announced a recall of a faulty batch of child
restraint extension straps. The straps are used in some cars to tether
the child restraint to distant seat anchorage points. The faulty batch
carries the marking "No:957" on a white tag attached to the extension
strap. If you have one of these straps you should phone Foldaway
Industries on free-phone 0508-222-437 for a free replacement. Straps
carrying other batch numbers are safe to use.

Women campaign for i~ Safe Motherhood - Issue 15, 6ctober 1994
safe motherhood

For every woman who dies from
the complications of pregnancy and
childbirth in a developed country,
there are 99 maternal deaths in the
developing world. Yet in the last
century maternal mortality was as

The document, Women’s groups,
NGOsand safemotherhood*,describes
what women's groups and other
nongovermnmentalorganizationsare
doing to prevent and reduce mater-
nalmortality and morbidity incoun-

high in Europe as it is in parts of I tries throughout the world.

Africa today. | The efforts described include in-
What caused the change in Eu- ' formation, media campaigns, com-

rope? Earlier this century, “wom- ' munity education, health services,

local and national events, meetings
and workshops, and lobbying for
better laws and policies. A range of
issues is addressed — such as preg-
nancy and childbirth, unwanted
pregnancy, abortion, adolescent
sexuality and pregnancy, quality of
care,counselling, reproductive tract
infections, women's rights, and
HIV/AIDS.

The intention of the document is
to share experiences with people
ofthese organiza- e S who are looking for ideas and ex-
tionsin Europeat ™" st amplesthat they can follow oradapt
the turn of the Friemsmiesemmmeriu®s| to their own situation. M

-century are “no different from the ’
" activities needed and being under-
‘taken in developing countries to- |

day,” the document says.
y e 17

en’s organizations and medical
professionals de- .

cided to take an
activeroleinchal-
lenging fatalistic §#
concepts and ¥
sought ways to §
reduce maternal §
deaths,” accord-
ing to a new
WHODocument.

The activities




FEDERATION OF WOMEN'S HEALTH COUNCILS
AND NATIONAL WOMEN'S HEALTH CONFERENCE

29-30 October 1994
Some of the resolutions from the Conference:

Health Commissioner to Oversee Ethical Issues

Women strongly recommend that all health and disability ethical review commit-
tees be placed under the umbrella of the Office of the Health Commissioner. As
the Commissioner will be dealing with therrights of health and disability consumers
it is essential that ethical matters also come under her jurisdiction at the earliest
possible opportunity. .

Putting Women's Health Back on the Agenda

We demand that the Minister of Health designates women's health as a priority
area within the health system and instructs Regional Health Authorities accord-
ingly.

This will involve:

the reinstatement of a women's health section and a women's health
manager appeinted at a senior level within the Ministry of Health;

a specific women's health focus as a priority area within the Public Health
Commission;

a senior manager responsible for the development of women's health
within all Regional health Authorities;

a comprehensive national women's health policy, developed through
extensive consuitation with women's advocacy groups;

meaningful consultation with wo men's health organisations in establishing
priorities for women's health;

o] adequate funding for community-based women's health organisations.

O ¢ 0 0 0O

Hui on Maori Women's Health

There is strong support for the call by Maori women for government organisations
to set up and resource a national huito focus on and explore health and well-being
for Maori women.

Pacific Islands Advisors

The Minister of Health is urged to provide directives to the Ministry of Health, the
Public Health Commission and the Regional Health Authorities to urgently employ
Pacific Island advisors. :
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Articles of CInterest

Antenatal self care
- NZ Med Jnl, 28/7/93 pg 318-319

Over the last few years there has been a
move fowards increasing patients’
involvement in their medical care. In the St .
Helens and National Womens Hoespital
antenatal clinic, women have been testing
their urine for protein using dipsticks. They
are taught at their first visit and théh may
ask for help at subsequent visits if they have
difficulty.

We carried out a survey to assess the
accuracy of dipstick testing during May
1893. One hundred antenatal patients on
return visits were asked to dipstick their
urine and record their result without
assistance from the stafl. The specimens
were retested by a midwile with their
knowledge and the results recorded
separately. The two sets of results were then
compared.

Fifty four results (54%) showed no
difference between midwife and patient.
Twenty four showed minor differences, for
example between a trace of protein and
negative. Nineteen results -showed
differences which. would have significant
implications for clinical management. In
twelve instances there was no resemblance
between the results. In seven instances the
patient recorded a trace of protein and the
midwile one + protein. Three patients stated
that they did nol know how to do the test
and others were reluctant to test the urine
for themselves and wanted the staff to
interpret the results for them.

Antenatal urinalysis is important in the
diagnosis of pre-eclampsia and is an aid to
the diagnosis of asymptomatic renal disease
and infection. One plus of protein measured
on a dipstick is approximately equivalent to
0.3 g protein. Its significance needs to be
determined by a 24 hour urine collection or
a midstream urine sample depending on the
clinical picture. False positives can arise
from contamination from vaginal secretions
and from certain drugs and antiseptics. In
our survey only 54% of the results correlated
with the midwives measurement which is
cause for concern. Either better education
for patients on how to perform this test is
required or alternatively it should continue
to be the responsibility of the clinic staff,

J Smalldridge

L Mc Cowan
N King
National Women' s Hospital, AuckluN{ Tolley

The Childhoods of Multiple
Problem Adolescents:

- A 15-Year Longitudinal Study

David M Fergusson, L John Horwood and
Michael Lynskey

Summary of this article. Printed in
Journal of Child Psychology &
Psychiatry. Vol 35, No 6 pp 1123-1140.
1994, Great Britain

This paper examines the life history
of a small group of adolescents (3%)
who were identified during the course
of a longitudinal study of a birth co-
hort of New Zealand children as dis-
playing multiple problem behaviours
at the age .of 15 years. This group
was characterised by conduct disor-
der, police contact, substance abuse
behaviours, early onset sexual activ-
ity, suicidal ideation, mood disorders
and lowered self esteem. Statistical
biographies of this group of young
people showed that many were the
offspring of seriously disadvantaged,
dysfunctional and disorganised home
environments.

What, however, was of interest was
the strength of this association and,
particularly, the apparent effects of a
generally advantaged home environ-
ment in protecting children from de-
veloping multipleé problem behaviours.
In particular, of the children whose
family and childhood circumstances
placed them in the most advantaged
50% of the cohort only one child

1(0.2%) was observed to develop



In order to finance the publications and
to provide for an effective
distribution, manufacturers who have an
interest in the pregnancy and new
mother market are asked to advertise
and sample their
products. All such advertising and pro-
motion is carefully monitored by Bounty
to ensure WHO, UNICEF and other
requirements are strictly observed.

Bounty Services would like to involve the services of Midwives,
Practice Nurses and other Caregivers in the distribution of the
Pregnancy Information Pack and the New Mother Pack. The

benefits for Caregivers and hospitals could be in Bounty providing,
for example, assistance with the purchase of specialised equipment,
training courses, seminars or other mutually agreed resources.
Bounty Services is committed to continual product improvement
and encourages Caregivers to be involved with future editorial
material and input with the Bounty products.

We look forward to your comments and feel confident you will find
Bounty a valuable resource.

For more information and to obtain the Preghancy Guide for your
clients, please contact
Anne Barnett (03-355-4983/025-3320393)
or
Helen O'Flynn (09-4436921 /025-764-174).
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Restructuring of Primary Health Care

There is a strong call from women for an immediate halt to any further implementation of
the health restructuring programme and for the Government to urgently undertake
meaningful consultation over the future of primary health care.

The Conference also recognised the urgent need for a critical reveiw of the health changes
to ascertain the actual and likely social consequences and effects on public health of the
present and any future changes.

Medicalisation of Childbirth

TheConference directs concerns tothe Minister of Health abouttheincreasing medicalisation
of childbirth and the high incidence of operative births such as caesarean sections and
forceps deliveries.

Rationale
With 24% operative births for 1993, the New Zealand childbirth statistics exposes us as well
above the World Health Organisation recommended level for assisted operative deliveries.

gm}uwfe z}uea?
AN INITIAL INVESTIGATION OF PRIVACY AND DISABILITY ISSUES

QUESTION : What is my legal position as a health practitioner regarding release
of information about a patient? Forexample who can | release informationto, what
type of information, under what circumstances, with or without permission, in what
form, written or verbal?

RESPONSE : A health practitioner should as a general rule maintain strict and
absolute confidentiality except where it is necessary to use or disclosure the
information for the purpose of dealing effectively with the current health care
circumstances of the individual. In general, it would be wise for any other releases
to occur on the basis of specific notice or informed consent.

As to federal health services and practitioners, the federal Privacy Act governs
disclosures. Under the Information Privacy Principles disclosures are restricted
to the following circumstances:

*where the individual is reasonably likely to be aware of the disclosures or
has consented to the disclosure,

* where the disclosure is necessary to prevent or lessen a serious and
imminent threat to the life or health of the individual concerned of another
person,

19



* where the disclosure is specifically authorised or required by law,

* where the disclosure is reasonably necessary for the enforcement of the
criminal law or of a law imposing a pecuniary penalty.

As a general principle, any information released should be with the consent of the
individual, limited to the minimum amount required for the purposes for which it
is released and, if sufficient to meet the request, information should be provided

in a de-identified form. ,,E

PICTORIAL MIDWIFERY
An Atlas of Midwifery for Pupil Midwives
BY
SIR COMYNS BERKELEY
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Bounty

Bounty Services Ltd will be introducing the Bounty
concept to New Zealand as an extension of the highly
professional and internationally recognised service already

established in the UK, Europe, North America, Middie East
and Australia.

= Priancy
Byfrnition Fack:

Bounty will be publishing two books, the Pregnancy Guide
and the Baby Care Guide, in February 1995. These will be
accompanied by three packs:- Pregnancy Information Pack,
Mother to be Pack and New Mother Pack containing pro-
ducers information and samples.
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Summary of recommendations re six week Check Diploma of Obstetrics. NWH 1993
SIX WEEK CHECK
MOTHER-INFANT BOND

MOTHER BABY

Functional Enquiry
Coping / tiredness Specific concerns
Feeding method Sleeping / crying
Social supports Feeding
Breasts Development
Lochia Physical examination
Perineum (Record in Plunket Book)
Micturition NB - hips, testes, femoral pulses,
Backache heart sounds, skin, weight gain
Sexual activity . immunisation
Mood -HepB
' - Hib / DPT
Examine - Set recall date for next immunisation
wit
BP
Breasts
Perineum
Pelvic examination (for specificidentification)
Cervical smear due? - Recall
Edinburgh rating scale? PND
FBC / Fe study?

Review neonatal history

Discuss

Coping with motherhood
Contraception / sexual functioning

Cot death concerns

Labour debriefing / review obstetric history
Support breast-feeding

Follow-up
Next immunisation (also a mother check!)

28

Special “Feature

THE SIX WEEK CHECK e

- The Completion of Midwifery Care

The six week post partum check of the woman and her baby has always been within
the scope of practice of a midwife, yet most midwives are not providing this
service.

Due to this fact and a strong lobby from some of the medical profession, the RHAs
proposed that funding for maternity care should finish at two weeks after the birth
rather than six weeks. This was announced at the recent Matemity Benefit
Schedule negotiations and although strongly rejected by both the NZCOMI and
NZMA, we are under real threat of having both our scope of practice reduced and
the service we provide women and their babies.

What can you do to prevent this happening?

Offerthe sixweek check forthe woman and her baby, if you do not already do this.
If you have the skills and expertise to provide the other aspects of care, you can
also provide this service.

Attend a workshop if you need to update your skills. All chairpersons have been
requested to organise a Six Week Check Workshop early in the new year.

Misunderstandings about the 6-week check

- Women must have a cervical smear.
Assuming she is breast-feeding this is an inappropriate time for awoman to
have a cervical smear as a lack of oestrogen at this time makes it difficult
to obtain an adequate specimen. If a woman requires early follow up due
to recent abnormal results she should see a specialist.

- A baby must have its first vaccination at the six week check.
If parents wish their baby to commence the immunisation schedule at six
weeks, the midwife has two options:
- provide this vaccination; or
- refer on to the GP for this service.
The provision of immunisations is funded under a different schedule.
Therefore if you have provided the six week check forababy and do notgive
the vaccination, the parents can still obtain this service from their GP, free
of charge.
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- It is a good opportunity for the GP to recommence care for the family.

But it is an even better time for the midwife to complete her care.
Undoubtedly the benefits of continuity of care apply to this stage as they do
to any other. With the knowledge obtained from the preceding care the
midwife is the most appropriate practitionerto carry out this wellwoman and
baby assessment.

The following correspondence is part of the organised lobby against midwives
providing the six week check with the NZCOMI reply. The Medical Schools check
list for obstetric diploma students outlines basic midwifery skills and further
reinforces the role of the midwife in providing this service.

: ﬁeﬁanrﬁéni ol

Mancnal Viomen's Hespilai

5 : _— Obsletrics & Gynaecslogy Clauce Road
] -v.in » W_N_N Sl\ Epsom .
——— 9 £ucklard. New Z=aland
L : == \,\ 3 OC" \

School of Medicine

Fax 649630 9858
Tel. 64.9-636 9919

Trl UNIVERSITY QF AUCKLAND

7 October 1994
Dear Ms Denny

We are extremely concerned by the recent change in intent of the RHA to lund six week post-natal
checks by Independent Midwives, This concern is for & small but very significant percentage of
mothers or their babies [or whom the six week check is a vilal diagnostic opportunily that may have
prolound consequences il important conditions are missed. In addition lo this, recent surveys in the
medical literature have drawn atlention to the high level of diverse morbidity experienced by women
post-natally. For example, a survey of 11,701 women who delivered in a Birmingham hospital
revealed that 47 per cent reported at least onc of a list of” 25 dilferent symptoms, starling within three
months of birth and lasting for at lcast six weeks!. We are concerned because midwives have not
previously been trained and are not currently trained (o perform Lhis task that at times spans many
medical specialties.

The six week check is one of the most challenging ol atl GP consultations. It has been said that for
the midwile or the specialist obstetrician, matemity care progresses loward an ending, whereas for the
family practitioner (and in particular the general practitioner obstetrician) it leads to a beginning. The
six week check is the “initiation” of a new family mem ber into a system of continuing primary health
care provided by that family’s chosen medical practitioner and his or her practice nurse. It is indeed
the only opportunity offered by current funding arrangements for the GP and practice nurse icam to
offer a prolonged consuliation at no cost to the patient. Within this consuliation a number of
important activities occur that require multifaceted medical skills. Briefly, they arc:

A medical and psychosocial assessment of the rnother.

A review of infant [eeding and maternal bonding. -

The medical examination and developmental assessment of the infant.

The insligation of immunisation programme and appropriate recall mechanisms.

A review of cervical screening and recall status.

The provision of [amily planning optioas.

A review of pregnancy, labour and dclivery to cnable “debriefing™, if necessary, to occur,

NG AN

Examples of important conditions that may be diagnosed in the mother include: post-natal depression,
failure of maternal jnfant bonding, persisting perineal pain and associated sexual dysfunction and
urinary incontinence. Examples of important conditiors to bé diagnosed in the infant includc: feeding
problems, failure lo thrive, neurological or developmental disorders, congenital hip dysplasia,
congenital heart disease, risk factors [or cot death and a variety of skin conditions.
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No other profession has the same depth of knowledge about normal childbirth. It is this
knowledge which defines our profession just as medicine accountancy, law, physiotherapy etc
has their specialty body of knowledge..

Midwifery draws from many disciplines but has a strong science-base with the added specialty
dimension of psycho-social knowledge and skills which when combined make up the inherent
nature of a midwife’s skills. The tasks of resuscitation and other emergency measures,
physical examination of women and newbom are expected competencies from any midwife
wherever or whenever she is educated.

Examples of papers from current curricula are enclosed. These curricula are freely available
from any midwifery school. Texts, assignments, references and workbooks are also available
but are too extensive to include here.

Midwives who were trained in previous curricula reflected the knowledge and expectations of
the day. Itis not acceptable to say all these midwives are not competent in today’s world. To
do so is to deny individual experience, skills and ongoing education. It is ro different to any
other profession. Look back on the medical curriculum of twenty years ago and many of
today’s knowledge and skills are missing yet there is no organised campaign by midwives to
deny these doctors the right to practice. Indeed midwives are involved in their re-education.
Medicine must regain its perspective about midwives and midwifery and examine its motives
behind this inability to accept colleagues expertise. Doctors in obstetrics rely on midwives to
teach, guide and support them as do midwives rely on doctors - without this complementary
system women, their babies and their families are denied a functioning and reliable maternity
service.

Instead of working against each other both professions must find ways to heal this rift - all
midwives are expecting is acceptance of the right to practice their profession in peace. It is
disappointing that National Women’s and the Auckland School of Medicine staff have not
taken the opportunity to inform themselves about the education of midwives before slandering
the profession in the manner chosen.

Yours sincerely

Karen Guilliland
National Co-ordinator

c¢c:  Sam Denny
John Marwick, MOH
GP Association
RNZCOG
Perinatal Society
Paediatric Society
Gillian Bishop
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The art and science of midwifery is well established and internationally recognised. The
World Health Organisation definition adopted by the International Confederation of Midwives
and the International Federation of Gynaecologists and Obsfetricians says, “the midwifé must
be able o give the necessary supervision, care and advice to women prior o, and during
pregnancy, labour and the postpartum period, to conduct deliveries on her own responsibility
and to care for the new born and the infant. _This care includes preventative measures,
detecting complications in mother and child, accessing medical assistance when necessary
and carrying out emergency measures. She has an important task in health counselling and
education, not only for women, but also within the family and the community. The work
should involve preconceptual and antenatal education and preparation for parenthood, and
extends to certain areas of women's health, family planning and child care. She may practice
in any setting, including the home, hospital and community”.

The midwives expertise then is on the normal aspects of pregnancy, childbirth and the
newborn. It is this expertise which enables the midwife to assess, recognise and refer
deviations from the norm. Medicines expertise is pathology with emphasis on diagnosis and
treatment. There will be different levels of expertise however in both professions depending
on an individuals experience.

Medicine therefore does not exist in isolation. It almost always relies on others bringing the
problem to it! Without parents knowledge of their child as a normal functioning being, doctors
would be without referral agents. Without the added (but different) knowledge and skill-base
of Plunket nurses, Public Health nurses and GPs, specialists would be without a referral-base.
Similarly without midwives, medical obstetrics would not only be without its referral-base but
medical practitioners would be unable to practice obstetrics in its present form. Obstetrics,
without exception has always relied on women and midwives working together in the normal
birth process to recognise when the process has, or is likely to, deviate from normal and
requiring medical input. Indeed some medical practitioners are unable to recognise normal,
often medicalising what is essentially a deviation within normal limits. Midwives are the
check and balance on that process as obstetricians are on the midwives diagnosis and
observations. It must be a co-operative system to work. It relies on medicine trusting the
professional right of midwives to exist and practice within standards set by their own
profession. Internationally these standards are consistent and reliable. For as long as
obstetrics has been a discipline it has in the main trusted midwives to call them in as
necessary. Why is it that medicine is no longer apparently able to do that? The only change
has been midwives statutory recognition lost in 1971 and regained in 1990. Consequently
midwives now expect acknowledgment and respect for their professional judgment which has
been previously taken for granted, often not even viewed as a skill at all, with midwifery care
and assessments invisible until the medical ‘expert arrives.

Midwives today are taught from a comprehensive integrated curriculum specifically dedicated
to childbirth from pre-conception to six weeks postpartum. Because their education focuses
intensively on the “normal” progress of a woman and baby through pregnancy, birth and the
postnatal period, as well as on the ability of midwives to make individual assessments enabling
identification of each woman’s individual range of “normal”, their assessment skills are of a
very high standard and incorporate evidence from all aspects of woman’s life and environment.

906-908 Colombo Street P O Box 21-106 Edgeware Christchurch Phone/Fax: (03)377-2732
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Up uatil the present lime midwives have not had the apportunity to acquire the full range of knowledge
or skills necessary for a complete six week check. We are not aware of any sullicient component of
their current training that would enable the six week cheek to-be sale for mothers or infants with

important but obscure diagnostic problems. We expect, thercfore, that a considerable Jearnig curve
would have to oceur at the expense of the current generation of New Zealand women and children.

We would expect North Health to have given due regard 1o the sufety implications of its innovalive
decision on this maller and suggest the [ollowing as minimum requirements in cstablishing sucha
position, .

1. To have made available evidence of existing successful riodels for this change in family health
care, with the emphasts upon proven safety.

[

To have consulted with a bedy of primary health care providers who have extensive experience
and expertise in performing six week checks.

3. To have sought independent specialist advice concerning the specially relevant areas of
diagnostic concem. This should include not only paediatricians and obstetricians, but also
practice nurses, a psychiatrist, a pacdiatric orthopaedic surgeon, a paediatric infectious diseases
specialist (re implications for New Zealand's immunisation programme), a paediatric
cardiologist as well as Plunket and Family Planning advisers. -

4. North Health should ensure that midwives who perform six week checks are prepared to
inform women of the scope of their previous training and practice and the absence of any
formal medical training.

In conclusion, we believe that in regard to this issue, by increasing options we have simply produced
fragmentation and that continuity of care, in its wider context, has reverted to discontinuity of care.
Most New Zealand women see the general practitioner of their choice [or a six week check. They see
value for themseltves and their families in establishing 2 long-term and continuing relationship witha
general practitioner and practice nurse team. We believe it remains one of the few aspects of our
sorely strained health care system that people continue to value and respect. We do not believe that
attempting to dismantle it serves the public health of New Zealund in any way.

Y ours sincerely
ron— | fos Mo
William Ferguson ) Ross Howie

Clinical Teacher in General Practice
Kumeu Village Medical Centre

Associate Professor in Paediatrics
Department of Paedialrics

KUMEU SCHOOL OF MEDICINE
Y/ ;o /\/_/ ey . Jj
. Knlall, (/L e BA
JoHn Richards Gillian Turner
Associate Professor and Head of Depariment Postgraduate Prolessor and Head ol Department
Department of General Practice Department of Obstelrics and Gynaecology
SCHOOL OF MEDICINE SCHOOL OF MEDICINE
cc Gillian Bishop Lynlcy Smith-Pilling ~The President
Project Manager for Contracts Matemity Services Commiltee N.Z. College of
Ceatral RHA GP Association . Midwives
The President The President The President &
R.N.Z.C.OG. Pacdiatric Socicty . Pernaal Society

Mr C. Geddes
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National Women’s Natr VerrersHog
o Auckland
' ~ 4 ¥ New Zealand
~ T agy 1994 Telephane: 0-9-638 9909

Service: Newborn Services

Phone: 6389 - 909
Ext: 3263
28 October 1994 Fax: 6309 - 368

Sam Denny

Matemnity Services Manager
North Health, Private Bag 92 - 522
Welleslev Street

Dear Ms Denny
Re : Six Week Postnatal Checks by Independent Midwives

The paediatricians at National Women's Hospital are opposed to the intention of the RHA to fund six week
postnatal checks by independent midwives.

We are concerned that midwives are not trained in the diagnosis of conditions in the irffams such as conge.mtal
heart disease, congenital hip dysplasia, neurological and developmenta! disorders, feeding px_’oblems and failure
to thrive. If the diagnosis of the important conditions is missed at an e:nrly stage \_vhen the signs may be subtle,
long term consequences can be very serious for the claild and their family. The mde_pendent midwives do not
have this training in paediatric examination and differential diagnoses rior the ongoing care and treatment of
the infant. This is a time that a course of immunisation should be discussed and commenced, The medical
examination performed at 6 weeks is important for the future health of the baby _a.nd should be. done b_v: a
medical practitioner who has both the appropriate tra tning and ongoing care of the infant and family. Babies
deserve the best quality of care possible.

Yours sincerely

Db ™ T e

Dr D B Knight Dr Tania Gurn Dr Simon Rowley
NEONATOLOGIST PAERIATRICTAN PAEDIATRICIAN

Dr Pat Clarkson
PAEDIATRICIAN
illi i ; Smith- Pilli The President
cc Gillian Bishop Lynley Smith- Pilling ) o
Project Manager for Contracts Matenity Serwices Committee NZ College of Midwives
Central RHA GP Association
Thé President The President Perinatal Socicty r C Geddes
RN.Z.C.O0.G Perinatal Socicly North Health
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NEW ZEALAND COLLEGE OF MIDWIVES (INC)

15 November 1994

William Ferguson/Professor Gillian Tumer/Jane Harding
School of Medicine '

Department of Obstetrics & Gynecology @@
National Women’s Hospital @
Claude Road %
Epsom .
AUCKLAND

To: Teaching Staff School of Medicine

It was with amazement and increasing concern the College of Midwives read your letter to
North Heéalth regarding midwifery involvement in the six week postnatal ¢check. Amazement
that there is so little knowledge or understanding by educators of the medical worlkforce about
the midwife's scope of practice or the education which governs that practice and concern at the
prejudicial assumptions made by a university department staff which have little basis in fact.

Midwives have always been taught to perform the six week postnatal check on mothers and
their babies. Independent midwives in New Zealand have been undertaking this examination
on their own responsibility for the last four years. It is not a néw service as implied by your
letter.

The sheet enclosed from the Diploma of Obstetrics could have come from any midwifery
curriculum in New Zealand, indeed many of those factors are basic competencies required in a
general nursing programme. There is nothing exclusively medical about any of the topics
identified. The difference in the midwifery curiculum is that the topic is much more
extensively covered than in either medicine or nursing, :

With the current move to continuity of care many midwives are very closely involved with
their clients from early pregnancy to at least six week postnatally. They are able to develop
close and trusting relationships through this very important time of transition for a2 woman and
her family, and are often privy to information which is relevant to the health and well-being of
the woman, her baby and the rest of the family. At the time of discharge the midwife refers
the woman onto the health care provider of her choice, usually the GP and the Plunket nurse.
Midwives strongly dispute that this leads to discontinuity of care. Returning to the GP for the
six week examination is always an option offered to women by midwives, and one which some
women choose. Some women opt to see the practice nurse for the six week immunisation as
she will be the person most likely to continue with the follow-up vaccinations, indeed many
midwives recommend this. When women do not have GPs (increasingly common), midwives
will assist a woman to find a GP who best suits their needs.
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