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by Sally Blu_ndei_;

rom the day the . pregnancy lest

corzes back positive the birth of

your child becormes the main focal
point for the following months.

The when, where, how, and who with

are gong over again a.nd again but, as
more birth options become available,
decisions are harder to make.

Karen Guillitand, national co-ordinator

_of the New Zealand College of Midwives,
believes the very range of birth options
can make it complicated for yomen
trying {o mzke choices. .

- . “In Christchurch every possible choice
is available to suit your philosophy of life
and your health needs,” she says.

Beczuse birth has a huge social and
psychological component, as well as
physical, the importance of being in an
environment and with people you are
happy with and informed about cannot
‘e underestimated.

The ideal, says Karen Guilliland, is to
take away the fear of the mystery of
birth, to de-mystify tirth z=nd get
information free from fear and bias.

"You need to° know what Iis
incorporated in each option. Choice ic
only good if it's informed choice.”

Few of you reading this would have
been bora in an envirorument chosen by
your inothers — the options now are a far
cry from the simple see your dccior, book
into the local hospital instructions they
would have received.

_Tq begin with, you have & choice of
persons who will cure for you during
pregnancy, deliver your bzby
provide care for you and your baby after
the birth. :

You can choose:
© An independent midwife (also known
as 4 domino or domiciliary midwife) —
specialises in normal pregnancy and birth
and can provide care before, during and
after birth at your home, blrthmg centre
or hosgital.

& Family dector (GP} — will provide
care before, during and after birth at a
hospital, birthing centre and, by some
doctors, at home. Some GPs will not
artend tha birth or will attend for only
part of the labour and birth.

9 Hospital midwife — will provide care
before, during and aftar birth at 2
hospital. Some hospitals can provide
midwifery care where the midwife will
visit you at home befrre and after the
1 birth and attend the birch in the hospital
| withont being replaced when shifts
1. change.

@ Privste obstetrician — speclalises in
complications during pregnancy and
birth. Provides care before and during
birth and may provide some care after
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the birth. Like GPs, chey may attend only
part of the labour and birth and are
usually supported by thew-hospital
midwife on- duty. Care from an
obstetrician is available through the
clinie at Christchurch Women's Horpital
orfprlvar.eiy through their own rooms (at
a fee).

@ Shared care — you can choose a
combination of caregivers such ns: an
independent midwife and your own GP, &
hospital midwife and your own GP; a
midwife and an obstetrician; a GP and an
obstetrician.

Choosing 2 caregiver or lead profes-
sional to care for you takes time. Ideally,
the person you choose is ane who will
listen to what you want, who under-
stands and is in touch with whzt you
want, who shares your ideals and
provides all the infarmation you need to
make safe and satisfying choices.

Shop around. It is your right to be
treated with dignity and respect, to
choose your caregiver and change your
caregiver/s at any time if you are not
completely happy with your choice.

Once you have decided the who, you
should be given all the information to best
decide the where. Again, the advice is to
investigate each option:

© Home — where you can be nttended by
an indenendent midwife of your chaice or
your midwife and a homebirth docter.

© Small maternity hospital — Burwood,

‘Lincoln, Rangiora, St George's where you

can be under the care of an irdependent
midwife of your choice; in independent
midwife and your GP; aGP and a hospital
midwife; one or two hospital midwives
(except at St George’s Hospital), an
obstetrician and hospital midwife; chste-
trician’ and independent midwife (mo
abstetricians attend births at Rangiora
Hospital). .
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@ Large maternity hnspi_ml — Christ-
church Women's Hospital under the care
oithe same options as above, or by the
hospital team of midwives and doctors
wha happen to be on duty.

® Birthing ccntre — Avonlea Birthing
Centre attended by two Avonlea
midwives.

Birth at 2ny of these places is free as
long as you are 2 New Zealand citizen.
You will have to pay only if you choose
the care of a private ebstetrician. It is
advisable to ask smaller hospitals if there
is gny fee for staying longer than is
dsemed necessary by the health profes-
sionals or for transferring from another
hospital more than 24 hours after
delivery.

The advice from Karen Guilliland is to
shop around, talk to people, visit
maternity huspi':als or wards.

“There's plenty of research that shows
the caregiver of your choice plays a very
important part in the whole birth. You
need to find someone who will lead you
through every option and encourage and
promote the decicion-making.

"“You have nine months for planning,
learning and maxing changes, that's what
pregnancy is zll about.”

Every woman has the right to give
birth where she wants attended by who
she wants, including for her first buby.

@ To find out inore about birthing
options in Canterbury, the Midwifery
Resource Cenire at 906-908 Colombo
Street offers information by way of
books, leaflets and videus every week day

tween 9am and Spn. A midwile is
available to discuss options every week
day between noon and 2pm.

An informaticna night for women and

-their partners is held on the first Tuezday

of every month from 7.30pm to 9.30pm .
at the Midwifery Resource Centre. For
more details phone 363-2789.

4 CONTENTS w

National Committee Directory fic
Editorial 2
Letter to the Editor 3
Nationa! Co-ordinator's Forum 4
AGM & Remits 7
Events Calendar 9
Current Issues 14
Atticles of Interest 29
Hot Off The Press - Book Review 43
Media Watch 45
\Membership Application Form !D
(" ADVERTISING )

Advertising in the National
Newsletter is FREE to affiliated
non-profit making organisations
with matemity related issues, i.e.
MZCONil Regions, Home Birth
Association, etc. For advertising
rates and more information,
please contact:

Julie Richards
NZCOMI
P O Box 21-106
Christchurch

Phone/Fax (03) 377-2732
N )

NATIONAL COMMITTEE h

MEETING CALENDAR
1995

19th and 20th May
25th and 26th August
(and AGM)
17th and 18th November

\ J

d DEADLINE

for the next Newsletter is
1st June 1995
Posted
26th June 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 & Coliating by
Marau Enterprisés, Chch

Folding - IHC Shirley Rd, Chch
. _J

DECLANER )

The articles and reports nrinted in this newsletter are the views of
the authoss and not necsssas Hy those of the NZGOM!

i




EDITORIAL

Welcome to another newsletter, hot off the press;-' 1 am excited to print my
first Letter to the Editor - thanks Viv. It was great to get such a constructive
response.

Remember, this is your newsletter therefore | want to provide the informa-
tion and material that you want to read about. If you have an article that
you want to share - send it in. If it's long - you could write an abstract from
the article. An abstract also avoids the need to obtain permission to
reprint.

Thank you to the members who have sent in material, you may not see it
printed immediately but it will generally come through. Some of the news-
paper articles have been too large to print - again, a summary of the article
would be ideal in this situation.

Also if anyone would like to write a book review or a report from a work-
shop/seminar - I'd be delighted. Just send it in. How about the recent
Vaccination Sympossium and Chloe Fisher Workshop - Il be expecting
reports in the mail shortly. Enjoy!

utte Richards

POLITICS - NEWS

The Dominion 17/2/95

.

Birth weight linked -
o cholesterol levels

e cwPless 2clalaw
. Two research papers from the

"Quote cf the Mozuth"

| was recently in the not too unusual situation of needing to request test results from
a GP as the woman had moved towns and also changed to total midwife care. My
first request received a patronising response asking me to advise of a GP to whom
the results could be sent. '

| was somewhat shocked and stunned as it had been some years since I'd received
a response of that nature in Christchurch, but | reminded myself this wasn't
Christchurch.

| therefore politely responded making referencetothe Nurses Amendment Act 1980
and the Privacy Act.

The second response was prompt, the results were included and at the end of the
letter was a little gem that | thought should be shared:

"Helpful hint : Don't lecture to your betters"
Dr P R Sparks, MB, ChB, DCH, DRCOG

So do you think the women of Ashburton are givan their full range of choices?

Fewer unmarried women giving

"} FEWER 'babies were born in New'

Zealand Jast'year and the number
of unmarried women who gave

birth fell.for the first time in nearly’

15 years,' government statistician
Len Cook said yesterday.

- -The latest births and deaths sta-
tistics were presenting subtle

changes in the dynamics and struc-.

ture of the New Zealand family, he
said,

_ They showed that 57,439 babies
were born last year, 1427 (2.7 per
cent) fewer than 1993, the fourth
successive year births have declined

-since the peak of 60,153 in 1990.

The decrease occurred - despite
Continuous growth in the pool of
potential childbearers, and the totdl
fertility rate of 2.05 births per wo-
man fell below the level required
for the population to replace itself

e

Uni ity of S Britaln,

published-in the “British Medical
Journal”, report that high choles-

terol, and the risk of heart disease,
are associeted with irapsired growth
Guring the last months of pregnancy
and the first year of life.

The researchers believe this link,
found in both men and wornen, mMay

be caused by the effects of under-

nourishrent on liver growth in the

foetus during the -late stages of
pregnancy. [t seems this immpaired
liver growth may tly. alter

raised death rates® from- coronary
heart disasse. < ST TR

The implications of this r T
could have a major impact on public
health. Lowering the average choles-
terol level from 6.5 to 6.0mumol/1 has:
veduced the risk of heart disease by
around 30 per cent. .

The researchers conclude' by
referring Lo current public' health:
measures that emphasise the tmport-:
ance of reducing weight to lower.
cholesterot levels in adult life.- :

A second study from the same:

birth - statistics

in the Jong run without migration,
but was still well above the record
low of 1.92 in 1983. .
Unmasried women, many living
with partners, had 22,140 babies,
214 {1 per cent) fewer than 1993,
the first break in an uninterrupted
rise since the early 1980s. :
Statistics New Zealand' said’ it
was -loo carly to tcil whether the
decline in “ex-nuptial births was

short-term interruption to the trend
or cvidence of a definite change,
perhaps becausc of changing social
attitudes to childbearing outside
formal marriage.

Births to married couples fell by
1213 (3.3 per cent) to 35,299, but
first-time mothers, whose average
age was 29, were about three years
older than thosc of 1984,

Longevity continued to improve
and provisional figures. for 1992-
1994 showed the life expectancy of
men {73.4 years) and women (79.1)
was up about six months on 1990-
1992 values.

Deaths totalled 27,092. down
151 on 1993, but the excess of
bicths over deaths shrank from
31,623 to 30,347, a decline of 5.3
percent.

777777777

a4 person’s abilit;' to adequately-

control their cholesterol levels.

These findings, from the univer-
sity's Environmencal Epidemiology
Unit, are part of growing evidence
which shows- that the metabolic
abnormalities widch lead to heart
disease are pregrammed by nutrition
during gestation and infancy.

- Data on 235 tnfants born in Jessop

Maternity Hospital in Sheffield,
England, was obtained from hospital
records and the National Health

Service. register. The stuly found

that middle-aged men and v.omen
who had a small abdominal circum-

ferance at birth — a facioc reflecting:

the size of the liver — tended to have
raised cholesterol levels as adults.
These findings correspond with
previous research showing that aduit
men and women who had low growth
rates.in the womb, or in the first year
after birth, tend to have raised blood
pressure, impaired glucose iclerance,
sbnormal blood coaguiation, 2nd

and birth weight are similar in meni
and women. They also showed that!
heart disease in men is reiated o,
weight gain in infancy, although!
there was no connection found:
between weight in infancy and dm:h;
from-heart disease in wormen.

. This swudy screened the miedical
records of more than 5500 wyomen
bora between 1923 and 1930 and

provides the first evidence that early
growth may be linked to death from;
heart disease among women. B

Death rates from heart disease in
men and women fell progressively as.
=he birth weights ranged from lov tos
high. It also replicates ‘the re
searchers’ otiginal observations
among men. .

Given that the death rates from|
heart disease among women and men
fell progressively as birth weights|
increased, the researchers conclude
that reduced early Frowth is 2 cause
of heart disease. — =

I h group confirmed that they §'
correlations between heart disease:

BUCKLAND — Sharon, Ross
and Jamie are thrilled to
announce the arrival of Troy
Alexander, on Sunddy, March
5, 1995. Troy was born nat-
urally at home (following a
previous Caesarean). Baby
welghed 8lb 100z and both
mother and baby are doing
well. Special thanks to our
wonderful midwife Rose Gray
and Kate Salmons, the
Christchurch Home Birth As-
sociatlon, and our tremen-
dous helpers and supporters
Janelle, Annette, : Rayléne
and Brett. (Thanks also to
the ' R.H.A. .whose! policies
convinced us that home biith
wids the bést altérnative;)
Visitors are welcbme  but

2

Another example of the strength of consumers and the
need for a maternity service that meels consumer demand
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please phone first.
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PREGNANT women in rural Southland
will be among the first in the country to
trial conlroversial new maternity care
arrangements.

" The arca is one of only two chosen by
the Southern Regional Health Authority
to pilot the “lead professional” scheme.
The other area is metropolitan-Dunedin.

Midwives and doctors say their working
relationships could deterierate undar the
scheme and the administrative workload
could e exceseive.

. The authority s distributing model
contracts to potential previders next weel
and inviting comments belore drawing up
final contracts.

In the pilot, women wiil choose their
preferred health professional to provide
all ihe services they need before, during
and after the birth of their baby.

- The lead professional can be a midwife,
a doclor or a specialisl. The person chosen
will sub-contract any services they are
unwilling or-unable to provide.

The New Zealand College of Midwives
said it had some reservations ahout the
lead professional concept, hut was willing
te try amd make it worl,

National co-ordinator Karen Guilllland,
of Christchurch, said the college did
support one of the main phildsophies
behind the scheme — to give women con-
tinuity of care,

. But there were some concarns that
professional relationships between doc-
tors and nidwives could deleriorate.

Doctors might resent havingyto take
instruction from a midwile lﬂml'«pro-
fessional and vice-versa. .. w o

“Al the moment they generally work
well together hut with the new arrange-
ments the relationships might not be so
harmonious,” she gaid,

The college was also unhappy at the
implicalions of shifting the administrative
workload from the regional health auth-
arity to indepewdent providers.

Winton GP P’hil Jacobs said there were
concerits on  how the- sulicenlracling
aspecls ol using a lead professional would
work in practice,

—_— - - .

! Southanders to trial
pilot maternity scheme

‘Defore entering into any contract with

the authority, Winton doctors would want )

to be sure it was advantageous for women
and did not burden the GPs with an ad-
ministrative workload they would strug-
gle to cope with.

Tuatapere GP Clem LeLievre said any
contract would have to compensate for the
extra paperwork involved,

“Therc’ll be a lot more accounting to do.
The subcontracting will mean keeping
track of a Jot of ingnings and outgoings.

“But l'rom a clinical viewpnint, 1 don't
believe that patient care will be (ad-
versely) alfected under the system,” Dr
LeLievre sald.

IHealth authority women's health needs

manager Veronica Casey, of Dupedin, said.
.Jead professionals would have to meet

safety and quality criterjaz. -

n the pilots there would be no compul-
zion for women to choosc a lead pro-
fessional. . .

-Thasze that did would be involved in an
evaluation study o ensure the scheme
was resulting in safe outcomes for both
mother and baby, she said.

Fow T adbae_(WEALMGW) 1

PALVIERSTON NORTH — Cultural safety
courses for nurses do not mean knecwing
. how tn swing a poi, according Lo their
architect, Irihapeti Ramsden.

Ms Ramaden, a nursing educator,
was tesponsible for introducing the
controversial “cultural safety” com-
ponent into New Zealand nursing
raining. -

Speaking at Massey University's

weelend, she said cultural safety had
heen misunderstood by the publi¢, and
suffered a raw deal in the media.

It did not mean leaming traditional
Maori customs, nor did it relate solely to
Maoris, though the concept had come
from the Maori people,

Cultawal safety was about access to
services arid communication. It was
about nurses listéning to their patients,’
respecting their cultural and social
backgrounds, and not making stereo-
typical assumptions, so patients- from
all cultures felt safe. “Cultural safety in
health sevvices occurs when people feel
fully able (o use a service provided hy
people Trom another culture, without
risk to their own {culture).” )

Nurses had to understand thelr own
cullure and attitudes so they conld be

health care cthics coniference at the -
“poor
- young Maori women were

- smaoking rate.

. about colonisation, and
‘every nursing or medical

Cultural safety ‘misunderstood

flesible towarcdy pnticﬁts
coming  from different
cuitures to themselves.

An important aspect
was teaching students not
to blame the victims of
historical and social pro-
cesses for their current
plight. For example the
problems of Maori youth
were often blamed on
parenting  skills,

%
l
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|

blamed for their lhigh

“(These problems) m‘c

student
that.”
Ms Ramsden said cultural safety
training v-us still relaliviely new and she
admitled nol all pblytéchnics had

should know

- handled it. well. One polytachnic had -

heen teaching students the Lord's
Trayer in Maori, and how to use Maari
1o, bt Lhis was inappropriate. Nuesing
students wanted sumething hey -ganlkd
amply Lo their work, - :

The Nursing Conncil was working
fowards  standardising the culural

ahen h’&f"df, 2 ,‘ o ((,f-",'

safety componenl of all’
polytechnics,

. Ms Ramsden said New
Zealand led the world in
cultural safety training
and other countries were
now looking to introduce
similar components into
their nursing courses. She
hoped other New Zealand
health professionals, such
as doctors, would eventu-
ally inctude cultural safety
in their training too.

She realised the term
“safety” had put people
off, but said iL. harl been
chosen in consultation and
o would nof. be changed.

The idea of cultural safely evolved
after Maori groups said some Maoris
were nol. using health services hecause
they did not feel emntionally and
spirituatly safe.

Cultural safety plzo applied (o nurses
dealing with patients of a different age,
sexual orientation, or sociv-economic
level Lo themselves.

“The issue is to recognise that people
can differ in profound way: rom their
service providers.” —NzZPA
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LETTER TO THE EDITOR

Dear Ed,

I note your clipping included in the Na-
tional Newsletter Feb/March 1995 p34
on Postnatal Depression. It is great to
see this included but | felt no recognition
in reading this note (titled psychiatry) of
what postnatal depression means to me
as mcther, midwife and woman.

Specifically (1) | am not sure what a
‘vulnerable personality' consists of, and
wonder of psychiatry’s understanding of
the psychology of pregnant women and
new mothers.

(2) The medicalised description of the
three categories of postnatal mood dis-
orders disturbs me. The labelling of
three distinctentities as clinical disorders
does little to address the huge socio-
cultural issues surrounding this distress
and implies that hormones, pregnancy
and difficult births, difficuft babies and
tiredness are causes. Nothing is dis-
cussed re changing family dynamics,
partrer depression, or lack of social
awareness re the reality of childbirth and
mothering. I referyoutoa 1992 paperby
Cooper, Murray and Stein from Joumnal

of Psychosomatic Researchvol 37 No 2.

pp171-176, and note that these authors
found no correlation between difficult
births and postnatal depression. In fact
the correlation is between the amount of
information and control the woman was
given in her labour/difficult birth.

g e el

(3) Consequences of maternal depres-
sion are identified as cognitive impair-
ment of the child and increased risk of
child abuse. In fact, perhaps the cogni-
tive impairment for the child, and the
child abuse could be seen to stem from
the same dynamics that are causing the
depression. Of note, is that it seems to
be that in our society, feeling distressed
after having & baby is not seen as within
a normal response spectrum, and this
normalisation.andlegitimisation (oftenin
my experience very effective in decreas-
ing symptoms) does not occur.

Labelling is distressing itself in that it
leads to perhaps implying that families
and society have no part in triggering a
woman's distress and do not need ex-
amining. Often anti-depressants are
prescribed needlessly (not always) and
without a change in social dynamics are
not effective in dealing with the distress.
Perhaps we all need to look at our label-
ling processes and reflect on who this
label is befiiting.

Kind regards
Vivienne Axon, ilidwife
Auckland

INTERNATIONAL

Friday C5th May

What do you and your region have planned to celebrate this day?
Reports and photographs welcome for the next issue .....

MIDWIVES DAY




NATIONAL CO-ORDIANTOR'S FORUM

- Karen Guilliland

As independent midwifery practice grows so too does the understanding that
indepéndence is centred on how you practice not where. More and more CHES

are accepting and working towards empowering their employed midwives to
practice independently. Continuity of care is being recognised as the vehicle-

for midwifery practice which provides the matemity service women want and
to which they are entitled. Caseload management is increasingly understood
and being considered as the most effective and easier way to .employ
midwives. Women of course have been telling us this for some time.

Midwifery knowledge is increasingly respected as valid and the College is now
being asked for input into clinical consensus statements which guide practice.

We have worked hard as a profession to have our profession acknoviedged
as existing in its own right. We are finally moving some organisations and
some institutions towards understanding the difference between proscriptive
protocol setting for mindless judgements and consensus positions arrived at
through discussion and decision making which centreson the needs of women
and their families.

| feel cautiously excited by the now possible reality of providing a truly woman-
centred midwifery and matemity service in a collegial and user friendiy
environment. Forthose more cynical | know that we have a way to go before
this environment is universal. Many midwives still face hostility and obstruc-
. tionintheir day to day working lives. However, the signs of change are around
us and we should be heartened. Social change is never rapid yet we have
achieved some major concessions and acknowledgments in less than five
years. These changes have also occurred in trying circumstances where
medical hostility and media campaigners have all contributed to less than an
ideal start.

The changes for midwifery | have noticed include:

College and individual midwives being requested for input on heatth policy by
a variety of professional orgenisations, Government, RHAs and CHEs. -

The Governments acceptance of and neutral stance towards doctor and/or
midwife as lead maternity provider. The RHAs policy direction for women-
centred maternity services based on choice of provider and continuity of care.

o

FPHOTC: DOMIN.O!

Midwife Sandra Sinclair with Tania James-Hall and baby Kuini Rose, whose birth had unexpected complications in the form of police

Sinister. screams disguise a joyous event

ThE 2RZs 18 ias

WELLINGTON — Police got a surpri
when they entered a Lower Hutt house
after reports of prolonged yelling and
loud moaning. .

Inside the Richmond Grove home,
two officers found a man with blood on -
his hands, some very surprised women
— and a new-born baby.

No-one was more surprised at the
arrival of the police on Sunday than
Tania James-Hall who, only seconds

before the intrusion, had given birth to’

4.2kg Kuini Rose. .

Neighbours had misinterpreted Mrs
James-Hall’s yelling as some very active
love-maaking but, when the yells per-
sisted, thought something more sinister

might be happening. -

The blood-Covered man was father

Jonathon James-Hall.

“My mother answered the door and
when the police saw me coming down

the siairs covered in blood their face:
just dropped,” Mr James-Hall said.

Mrs James-Hall said the neighboun
wera probably not aware of her con
dition because the family had movet
into the house on Saturday.

“] guess it's a bit embarrassing
think that they thought we were mak
ing love, but it's nice to know neigh
bours are ready to act when they thinl
sorething is wrong.” —NZP:

[

"I regard it as an unbearable defect that doctors, social workers, nurses and psychologists -
have constantly to ensure that the various groups work together, but they do not give a
thought to the frictions resulting in their teamwork". Dr Peter Mehne, chief psychiatrist for
Merheim District (“The German Tribune* 21 February 1992). Exaggerated competition and
_protection of careers are negative forces. : ,

)
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Reactions to

1-898507-08-2

Followin'g the success of the first edition, this revised
and enlarged boak describes the reactions to
motherhoad of a group of 278 women from the last
month of pregnancy until six weeks after the birth of
the baby, The mothers' reactions are considered-within
the context of other research into postnatal depression
and the role of support systems.

Chapters include:

. Birth and change
. Factors involved in the coping process
. Emotional reactions to motherhood, maternal-

Holding

Motherhood .On?"
""" Jean - ‘Hazel
- - Ball McHaffie
£9.95 £9.95
144 pages T 224 pages

B

1-898507-21-X

Holding On? combines the gripping drama of a novel
with the serious exploration of the ethics of prolonging
the life of preterm or severly abnormzi infants born on
the edge of viability. Set in a busy, regional Neonatal
Unit, this novel traces the agony of staff and parents in
trying to decide Peter Flanaghan's fate. Should he, a
preterm baby, be kept alive on life support? Each cf the
individuals involved brings sometiiing of their own,
personal life experience 1o thel? altempt of answering
this question - expericrices with severely abnormal
children, with infertility, with incapacitaling iflness.
Personalitizs, religious convictions and childhood trauma
all influence the way.each of them feels and responds
to the issue. Can so divergent a group of individuals

child relationships and postnatal care reach a consensus? Resolving the dilemma is urgent.
. Undertaking the research A decision cannot be put off. The hours tick by inexorably.
. Some personal details about th> mothers, their The reader is held in suspense to the last page.

labour and delivery, and obzervations of postnatal .

care This book will touch the h2arts of parents and all those
. Factors sumounding the mothers' emotional well- who have experienced the tragedy that the birth of a

being six weeks after the birth *less than perfect’ baby can bring to a family. It will also
. ‘Loading the dice': interaction of personal needs apen the eyes of health professionals to the living

and support systems expezrience that can surround the care of premature or
. Developing a flexible support system severely abnormal infants and pose the ethical dilemmas

Published September 1994

that this novel illustrates so poignantly.

Published September 1994

BIRTH REGISTERS N
now available
These allow midwives to keep $18.00 each
comprehensive records of client's ‘
details and are tied into information Cash with order to
needed for Midwifery Standards _. P O Box 88 _
\Rewews Tauranga W,
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Acceptance of the equal pay for work of equal value for maternity services.
CHEs acceptance of continuity of care and recognising this responsibly with
increased remuneration packages equal to self employed midwives.
Medical organisations approaching the College for discussion on issues of
mutual interest and concern.

Direct entry midwiferys acceptance as the ideal way to educate independent
practitioners. The employment of new graduates by CHEs and the mentonng
by self employed midwives.

Individual midwives uptake of independent practice and their determinationto
be respected as professionals.

Individual midwives working out relationships with medical practitioners which
recognise their right to equal status and provide women with real choice.
Individual midwives who take annual standards review as an integral part of
their professional life.

Midwives ongoing commitment to a partnership relationship with consumers
in both organisational and clinical roles.

The continued success of independent practice will rest on the clinical
judgements and practices of individual midwives as they face the challenge of
autonomy.

itis imperative that all midwives practice from a research base and where that
is grey, from an informed choice basis.

There are many available resources for midwives. The College regions are all
steadily working towards a building to focus local midwifery resources but
chairpersons in your region are always available to refer you to the resources
you need. The National Midwifery Resource Centre is available to either
provide the information or point you in the appropriate direction. MIDIRS is a
publication subscribed to by midwives who find it invaluable. Midwifery
schools located in Auckland, Hamilton, Wellington, Christchurch and Dunedin
have excellent libraries and references if you are enrolled in any of their
continuing education courses. The local College region offers seminars,
workshops and updates sometimes jointly with the polytechnics and some-
times as separate courses. Write and ask your local polytechnic or College
region for the dates and places of any courses available. If there are none



scheduled create a demand! The Open Polytechnic offers long distance
modules on midwifery practice which many are finding valuable. The
Universities of Victoria and Massey offer post-graduate education opportuni-
ties forthe more academically inclined. More and more midwives are entering
into research projects jointly with medical and CHE organisations.

The College is currently developing a collection of consensus statements on
a variety of clinical situations, together with references to be available from
your local region.

The Handbook for Practice which describes the professions standards and
ethics provides the foundation for practice which protects both midwives and
women and promotes competence and confidence. The Midwifery Standards
Review Committees throughout NZ provide all midwives with the opportunity
to discuss, share and learn from their experiences. A competent practitioner
reflects, analyses, consults, questions, documents and acts on her assess-
ments. The Midwifery Standards Review is the measure against which a
midwife can confidently believe her own practice to have reached a standard
acceptable by both colleagues and clients.

The responsibility for the success of the professuon and a safe reliable and

wanted midwifery service rests on each individual midwifes shoulders. Itis not

a responsibility to be taken lightly.
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The reason for so many of the recommendations in the earlier pages really comnes together in the author’s
personal account (p93). I beligve that readers should very much.keep this in mind wher considering, the advice
throughout the book. On page 124 the author’s own advice “don’t expect a mother to choose the same pathaa
others in her situation”, makes very good sense,

Finally, despite the author stating that books and guldts on babycare mostly “consist of a.dv1ce and opinion
rather than fact” (p37) I consider this one also substantially lacks fact. In the context of this book I found
myself agreeing with one passage (p33) saldbyama.lespecmhstmoneofthepersonalsmn&sthaxnls
“unrealistic for women to use contraceptives, delay pregnancy, have children when it suited, go to work, and
then wonder why their bodies didn’t oblige”. This is not a book that I would recommend to my clients but the

fact that it has been written will I'm sure mean it will be of value to some people.

Marcia Annandale IBCLC
Christchurch, Febrﬁz_u‘y 1995

HOT OFF THE PRESS

A CGuide io Effective Care in Pregnancy
and Childkirth

Enkin, Ni., Keirse, M., Renfrew, M., Neilson, J.
Oxford University Press, New York, 1995

The second edition of this essential book is now available. COST:$50.09

Principles of Neonatal Resuscitation 4th edition
Northem, Neonatal Network, Northem RHA, England, 1994

This practical booklet will appeal to midwives and students. The physiology of
asphyxia is made easy to understand and the steps in resuscitation are clearly
explained and illustrated with colour photographs. A full equipment list and
referencing add to its value. Can be used in conjunction with the video The
delivery room care of the newbom child. Available through MIDIRS.

By
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Review: A Working Mother’s Handbook
A New Zealand Guide for Expectant and New Mothers

Francesca Holloway, Longacre Press Linited (1994), $24.95

As Francesca Holloway says there is little encouraging reading material for women who participate in the
workforce. Her 136 page book “for and about working mothers” sets about addressing issues such as sleeping,
feeding, childcare and balancing work and home commitments. The focus is on the first 12 months with baby.
The book also contains a lLittle about fathers as primary care-givers, solo and lesbian mothers, mothers of
twins, adoptive parents, volunteer workers and babics with special needs.

1 have many concerns about the content of this book not least of which is its lack of advocacy for the baby and
its somewhat super-mum theme. There may be a limited readership for those who do not view the needs of a
baby under 12 months old as secondary to the mother’s needs.

Chapter 1, “Pregnancy and Birth”, seems incorrectly pamed and contains jumbled ideas with the author
obvicusly keen to impart all her knowledge at once and as it comes to mind. For example, there is a giant leap
(p22) from the heading “The Absolute Necessities for Babies are:..” (in the antenatal context) to “teaching
baby to sleep at night will be a major challenge in the first 18 months.” Many working mothers find it quite
common for their breastfed babies to seem to make up for lost time by nursing well and frequently through the
night; a far cry from heavy handed “teaching” them to sleep right through the night.

The suggestion that the birth facility be checked out for access to a phone and fax (p28) because “with some
jobs things don’t stop just because you’ve had 2 baby!” is alarming and at odds with the information provided
pl4-16 regarding legislative protsction. Suggestions are made to go out without baby “at least once every
second day” yet, the following page the reader is told to “make the most” of this very special time with your
baby.

The quips throughout the text may be very unappealing for some readers. Examples inclnde, “the pregnant
worman is not an invalid nor does her mind shrink as her waistline expands”...“who’s looking after baby? After
you’ve been asked this for the hundredth time, you may be tempted to tell them that you have a very clever
cat!”.. “don’t run the risk of some bright spark using it (expressed milk) for their coffee!”

Information on pages 70-77 in relation to breastfeeding and milk expression and storage contains numerous
inaccuracies and clearly has not made use of research on the subject. Reference to breastfeeding on other
pages is usually surrounded by negativism such as “...difficulty especially if you are breastfeeding” and
breastfeeding being very tiring is mentioned several times. The reader is told that all three types of pumps
(manual, battery and electric) operate in a similar way and that most are portable and easily fit into a handbag;
simply not true! The suggestion to express at work only to maintain milk supply (not for collection and use) if
a refrigerator is not available is certainly not in the best interests of the baby cither. Breast pumps are not
necessarily fast and efficient (p71), as stated, by any means. They are, in fact, entirely dependent on the
mother’s ability to eject milk since neither pumps nor babies simply suck milk out. It would be difficult, in my
opinion, to choose breastfeeding and working based on the feeding information in this book. The barriers and
possible problems including a big focus on sleep and lack thereof would seem insurmountable.

It is interesting to read how a lactation consultant is considered such a valuable source of information. I agree
that some are however, the kind to which the author refers to as working privately number a mere handful in
New Zealand. This could be 2 frustration for womert trying to access one. Relying on the doctor, midwife, La
Leche League or matemity centre for information to access a lactation consultant, as snggested, may not be
fruitful either if experience is anything to go by.
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NZCOMI - ANNUAL GENERAL

MEETING

Friday 25th August 1995
Christchurch

CALL FOR NOMINATIONS

The NZCOMI National Committee wishes to call for nominations for the
following positions :

(1)

NATIONAL PRESIDENT
The National President shall be a Full Member and is elected for
a term of two years with right of renewal.

Regions shall submit nominations to the Board of Management
three months prior to the AGM.

The Board of Management shall forward nominations to each
region.

Voting shall be-at regional levels and results sent to the National
Committee 14 days prior to the AGM.

SALLY PAIRMAN iS AVAILABLE FOR RE-ELECTION

Nominations close end of May 1995.

()

CONSUMER REPRESENTATIVES

The National Committee shall have three Consumer
Representatives. Atleast one consumer representative shall be
from the same region as the current Board of Management.

Nominations for consumer membership shall be called from
affiliated consumer organisations, three months prior to the
AGM.

7



Nominations shall be sent to the Board of Management who will
then forward them to affiliated consumer groups for voting.

National Committee Members are elected for a period of two
years, with right of renewal.

Two of the current three consumer representative positions are
due for re-election. Glynette Gainfort representing the Home Birth
Association has just started her term. Sharron Cole's (Parenis
Centre) and Rea Daelienbach's (Matemity Action Alliance) terms
have expired. Sharronis standing down after many valuable years
contribution.. Rea is keen fo stand again and continue her
involverment. '

Nomination close end of Miay 1995.

REMIT FOR AGM

Change to Constitution 15.5.1

Delete *This amount to be sent from the regions at a date set by
the National Committee”
BY LAWS
2. A years membership shall be from the date of joining.
3. Delete
4, Delete
5.  Change to read "That the regional treasurer/membership rep check all

details on a computer printout of membership list on a regular basis as
determined from time to time by the National Treasurer.

NEW CLAUSE

That individual members or prospective members will be invoiced by the
National Treasurer or delegated representative as subscriptions are due.

Rationale: These changes are in line with the recent moves towards
centralising the subscription process.

8

BOOK REVIEEW

@ The following book was read andreviewed by two working

i \_NoX © mothers. Another example of our individuality.

7" A Working Mothers Handbook
A NZ Guide for Expectant and New NMothers

Francesca Holloway / Ngaire Gardner
. ISBN:09583405 IX Published by Longacre Press, 1894

In the introduction of this valuable book, Francesca Holloway states “Working
mothers, whetherthey are such through choice or necessity, want anddeserve
the best for their babies...”

And so begins a book which goes a long way towards assisting women with
achieving the vital balance between work and home committments, thus being
a timely supplement for New Zealand women amongst other available
literature. -

Clear, concise and helpful information is provided including current legistation
regarding workplace discrimination/addresses to the Human Rights Commis-
sion and also the Employment Protection Act, issues of income and Family
Support are discussed as well.

This is also an excellent referral guide for women whe wish to seek out other
helping agencies - Midwives are frequently mentioned, good to see the New
Zealand College of Midwives as a starter point for readers.

The darker highlighted boxes throughout the text are also excellent as.
reference guides - Practical boxed, helping tips, are great and each chapter
ends with personal stories by means of case studies which is another pleasing
touch.

Quick menus are included (haven't tried yet but look delicious). There is also
a Recommended Reading Guide which will hopefully include NZCOM
Breastfeeding Handbook in a later reprint.

All in all this is a very worthwhile and readable book - it should be highly
recommended to clients, especially those with relevant employment retemto
work issues. This is also a great tool for Antenatal teaching.

Read and Reviewed by Brigid Mieras
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Wanganui

VACANCIES - MIDWIVES

STAFF MIDWIVES
Wanganui Maternity Services

The Wanganui Maternity Services are seeking qualified midwivestowork
within their-area. We have a 17 bed antenatal/postnatal ward, Delivery
Suite and 4 cot Level 2 Neonatal Unit.

Opportunities for further education would be encouraged and if you are
returning to midwifery a re-orientation to this area could be arranged.
For further information please contact Julie Foley, phone 06 348 1234,
extension 8305.

Application and job description are available from
Recruitment Co-ordinator, phone 06 348 1234 extension 8337
- Good Heaith Wanagnui, Private Bag, Wanganui

BIRTH, BABIKS
& BRIDGES
in the 21st Century
21, 22, 23 October 1995 ,
(Ilabour Weeke!ld) ) M 'SI;C-EON L6E PROFESSOR
Centra Hotel Auckland .':;Eezm&g.&-ga‘g“v e
Aotearoa / New Zealand pREAM.. o €

CONFERENCE ISSUES INCLUDE
Birth Issue - Building Bridges
Sensitivity and awareness of the nowborn
Legal Issues in obstetrics and paediatrics
Conflict resolution
Maori and multi-cultural birth traditions
Sexuality and birth
Women and power in the birthplace
Holistic approach to childbirth

For further information:
Birth in the 21st Century
Box 52065 Kingsland Auckland 3 NZ
Ph 09-525-3437 Fax 09-846-1801
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EVENTS CALENDAR

Breastfeeding - Refresh, Renew, Revitalize
Brisbane - 20th and 21st May 1995

PLUS

Breastieeding Update & IBLC Exam Preparation Seminar
Brisbane - 22nd Miay 1995

Seminars conducted by : Mary Lantry, Angela Smith and Ruth Worgan

Cost: $175if paid before 15th March 1995 or 1stMay 1995

Contact: CAPERS
P O Box 567 Nundah
Queensland 4012
Phone 07 266 9573 Fax 07 260 5009

Teaching Skills Courses for Childbirtih Zducators
and Other Haalth *rofessionais

Adelaide 6th - 9th May 1995
Sydney 2nd - 6th June 1995

Workshops conducted by Ronnie Pratt
Cost : A$350 if paid 21 days prior to starting date

Enquiries: CAPERS
P O Box 567 Nundah Queensland 4012
Phone 07 266 9573 Fax 07 260 5009

MIDWIVES HOMEBIRTH WORKSHGCP
Aworkshop for all midwives about the philosophy of Homebirth Midwifery.
Hear Midwives Joan Donley, Maggie Banks, Jenny Johnston and others.

May 27th and 28th - Thamas

Organised by the Kauraki Homebirth Midwives.
Contact Jenny Johnston (Phone 07-868-2116)

or write ¢/- PDC Waiomu 2850.
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4th Anriual Midwifery Today West Coast Conference
15 - 18 June 1995
Keeping Midwifery Alive and Growing
Eugene, OR.
Speakers include Ina May Gaskin, Joan Donley, Elizabeth Davis,
Anne Frye.
Fax 503 344 1422

ing methods. “Anxiety may be the price
women pay for the benefits of new knowl-
edge,” says Nicholas Wald, professor of

“With adequate information and counsel-
ling, “inappropriate” anxiety can be avoided,
he argues.”(4. The Independent, op cit.)

WORLD BREASTFEEDING WEEK
1 -7 August 1995

3rd Aninuai Birth Gazette Conference
The Farm
Summertown TN
Speakers include Robbie Davis-Floyd and Anne Frye.
42 The Farm, Summertown TN 38483 USA
Tel 615 964 3798 (no fax available)

NATIONAL HOME BIRTH ASSOCIATIOM CONFERENCE
Home Birth - Your Choice
September 1st, 2nd and 3rd 1995
Paimerston North College of Education
Paimerston North

Paediatric Conferfence
27th to 29th September 1995 Sheraton Hotel, Auckland

Contact: Organising Committee
1995 Paediatric Conference
P O Box 12736
Penrose, Auckland

10

environmental and preventive medicine at
StBartholmew's Hospital, London. Hewas  You decide,
instrumental in developing the triple test. B.H.

L

Footnotes and References:

. Screening for Down’s Syndrome, Sanjay Vaas, BMJ, Vol.309. 24 September 1994

The New Pregnancy & Childbirth, Kitzinger, Doubleday Australia 1990

Background notes on the maternal serum screening programme, Webster, Auckland 1994.

! Diane Welb.s"ler background notes on the MSS programme supplied by North Heulthi_
2 The Independent II, 25 January 1994.

3 Childbirth Choices, Bennest, Etherington & Hewson,Viking Pacific 1993 page 110.

E£ASTAAY HEALTH LTD

§ STEWARI STREET
\:‘:g; &
% PG BOX 247 oy
b v WHAKATANE |
E b H 1th - TELSPHONE 0.7.307 3999
aSt a.y ea T FNCSIMILE 0.7.207 0381

Te Whatumauri Havora

: ) nka) T va'S
VACAMCIES - MIDWIVES
1 write to you seeking your assistance. I have becn having some difficuity recruiting
Staff Midwives to work at Whakatane' Hospital. Should your office receive any

enquiries from suitable applicants 1 would be most grateflul if you would refer them
to me.

The Obstetric Unit 4t Whakatane Hospital offers level I care, with approximately
1,000 deliveries annually of which 70% arc performed by Midwives. We have full
specialist O&G and Paediatric cover. Midwives have the opportunity to practice
continuity of care as ante natal, intra partum, and post natal services are all onc the
one level. Clients may Lhen receive domiciliary care in their home by the same
Midwife if this is required. The Obstetric is very client focused and frieadly.
Please dircct all enquiries lo: Lareen Cooper, Manager, Women Child and Family
Health Services at the above address.

-
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December 3: Gethome from work: message from hospital on the answerphone. Exact
words escape me. Test results normal. Feel hysterical with relief,dance around the
kitchen when Bernard gets home.

Now that this difficult time is over, maybe I can start enjoying this baby. Oh, and by
the way: it’s a boy. _

Reprinted from The Independent Il, 25 January 1995

*Nuchal Translucency Scan is an ultrasound scan which can be carried outas
early as 11 weeks gestation and is thought to be able to detect about 85% of
foetuses with Down’s syndrome and other chromosomal abnormalities.
During the scan, doctors measure the “black space” behind the neck of the
foetus. A large space - 3mm or more - may indicate the presence of a nuchal
membrane associated with abnormality. This scan may also indicate heart §

conditions and other foetal problems. The result of the scan is computed with
the woman's age to give her an individual risk factor. The nuchal scan is still
part of aresearch project so levels of accuracy have not yet been determined.

**Triple Plus: This test can be carried out at 13 weeks, although theideal time
for spina bifida detection is 16-18 weeks. The Triple plus measures levels of
AFP and uE3, as well a free beta HCG, a breakdown product which makes it
possible for the test to be carried outearlier than the triple test. Italsomeasures
a fourth biochemical marker for Down’s sydrome - neutrophil alkaline
phosphate (NAP). Reading levels of NAP is labour intensive, which is why
this test is not yet available in New Zealand.

Afterreading the information about MSS
and discussing it with other parents I am left
with many concerns. Do we need a routine
screening test that has the potential to cause
this level of anxiety? What effect does this
much maternal anxiety have on the devel-
oping foetus? Already many parents report
that they are unable to “bond” with their
baby until they’ve seen it during an ultra-
sound scan, Will parents for whom termi-
nation of pregnancy is an option, intention-
ally put off “bonding” with their unborn
baby until after the results of every avail-
able prenatal screening and diagnostic test
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have revealed that they have a “normal”
baby? What effect does this intentional
delay in bonding have on a developing
baby? How will the small percentage of
parents -who have a imperfect baby, even
though the tests said “normal”, cope? Cur-
rently available tests cannot diagnose all
types of genetic and congenital imperfec-
tion and accidents can occur later in preg-
nancy and during the birthing process which
can cause fetal damage.

“Supporters of the new screening meth-
ods pointout that some anxiety is incvitable
and even appropriate with the new screen-

HOMEBIRTH SPRING 94 7

CALL FOR ABSTRACTS
for
Australian College of Midwives Inc
9TH BIENNIAL CONFERENCE

Sydney Convention Centre, Darling Harbour
September 12-15, 1995

e Abstracts due 28th February 1995
KNOWLEDGE Completed papers will be required
AND WISDOM by 30th June 1995
Abstracts must be submitted on official abstracts forms.
The XEYS Forms available from:
' Conference Secreatria
MO'I';'(])IEliAg?) oD " ACMI Biennial Conference

P O Box 787, Potts Point NSW 2011 Australia
Telephone (02) 357-2600
Facsimile (02) 357-2950
1995 World "Women's Conferenee
- Beijing
September 1955

Poverty, violence and women's access to education, health services and
decision-making will be among the concerns of thousands of women meeting

at Beijing next September for the Fourth United Nations World Conference of
Women,

The conference will be attended by government delegations and non-govern-
mental organisations which have official status with the United Nations, such
as the International Federation of University Women. Parallel to the main

conference, a special forum for non-governmental organisations (NGOs),
Forum 95, will be held.

The Committee's address Is:
New Zealand Non-Governmental
Organisations Co-ordinating Committee: Beijing 1995
P O Box 12-117
Wellington
11




1ith Birth Conference
7 - 8 October 1995
Innovations in Perinatal Care : Assessing Benefits and Risks
Baltimore MD
Sponsored by the journal Birth & John Hopkins University
Speakers include Marc Keirse, Judith Lumley, Beverley Chaimers,
John Kennell, Ruth Lawrence, Mary Renfrew, Charles Mahan,
Bruce Flamm, Ellen Hodnett and Frank Oski.
Birth
43 QOak St, Genesoa
NY 14454 USA
Tel/Fax 716 243 0087

NEW ZEALAND O&G SOCIETY BIENNIAL COMFERENCE
October 27th, 28th, 29th 1995
Palmerston North Convention Centre

Contact:
Sue Peek
P O Box 474 Palmerston North
Phone (06) 351-4469 Fax (06) 356-9841

24th Triennial Congress of the internationai
Confederation of Midwivas

26th to 31st May 19¢3 Oslo, Norway
Theme: TheArt& Science of Midwiferygives Birth to a Better Future
CALL FOR ABSTRACTS
Deadline 31st March 1995. Completed papers due 4th June 1995
For more information, contact: MIDWIFERY RESOURCE CENTRE
P O Box 21-106

Christchurch Ph 03-377-2732
12

-§ antenatal helpline, get sympathetic female voice.

Explain worries. She says I.can:
i have a “Triple Test” (MSS) at 16 weeks, available through GP and local hospital. i
| the risk is high I’ll have an amnio.

November 14: Fourtezn weeks pregnant. Woman ata party tells me about the *“Triple
Plus™**. It's done privately by a hospital in Leeds and better than the Triple.

| November 15: Phone Leeds: yet another helpline, another reassuring voice. The
Triple Plus has a detection rate of 80%. They can post a test kit to'me immediately, - §
which I must take to my GP. Forget to ask about the cost. Hard to believe that Ican |
order by credit card a kit testing for foetal abnormality through the post. |
November 16: Thekitarrives: a white cardboard box with glass slides, testtubes, pre- |
paid bag for posting back and five formstofill in. There isa power cut. By candlelight
1 write a cheque for 88 pounds to “University of Leeds Innovations Ltd”. )
November 17; GP scems bemused by all the instructions but takes the blood samples. §
Ifeelapologetic: another pushy, neurotic, middle-class woman whoknowstoomuch §
for her own good..Pack up the glass slides and tubes and send them back, special §
delivery, cost 2 pounds. -

November 24; A phone call from Leeds: the friendly voice again. My risk fac tor is
1 in 240: positive but borderline. My biochemistry looks fairly normal. It's my age
that has pulled the risk factor up. Report is faxed over to my partner’s office. There
*§ itis, in black and white: screen positive for Down’s. One in 240. Had it been one in
1 251, 1 would have béen negative. “Further investigation” advised, even though the
0 riskisnow five times less than my agerisk alone. Could we cope, living withtherisk? §
What if it came to the worst? .

November 25; Call specialist unit where I had the first scan. They can do an amnio
| after the weekend, on Monday moming. _ ' =
| November 28; Sunday night and I lic in bed paralysed with indecision. Shall I go for §
the amnio tomorrow? _ :
i November29: Onour way to the hospital. Feel wobbly, undecided, wanttotumback; &
1 partner suggests we go for lunch instead. Keep driving in the same direction. '
| At the unit gel is spread on my stomach for preliminary scan before amniocentesis;
1 look at the screen and see my baby. The placenta is at the front, so a chorionic villus §
sampling would be technically easier than amniocentesis, the doctor says. I would
have the results in a week. He secs our indecision, our distress and leaves-us alone
for five minutes. Bernard says: Let’s leave it, let’s get out.” I say, finally: “let’s get §
it over with.” '
The test is painful, more fraumatic than I imagined. I can see and feel the needle |
digging into the placenta, the baby below it. It’s over in a few seconds; it feels like §
alifetime. The doctor says it went well: the heart didn’t stop and there was no blood.
1lie down ina side room and we cuddle. I cry and apologise tomy baby. That evening
I feei anxious, aching and tearful.

November 30: Siill feeling violated, still wondering if I have done the right thing.
December 1; Back at work; feeling delicate.
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“older” women. “Older” womenwhoscreen
negative are spared the risks associated
with routine amnio, It is considered a added
bonus that the screening test is can also
assess risk levels for other chromosome
abnormalities and neural tube defects.

In countries where MSS has been avail-
able forsome time, caregivers have noticed
increased levels of matermnal/parental anxi-
cly amongst women of all ages about the
risk of an"Imperfect” baby. This anxiety is
further exacerbated by the highrate of false
positivesand false negativesassociated with
this screcning test.and by the fact that in
most places screening programmes are be-
ing offered without an adequate counsel-
ling component. In some places women are
having blood samples screened without
being given any information nbout the
screening test at all.

Diary of a late pregnancy- by Cherrill Hicks I
Reprinted from The Independent II, 25 January 1994 B

r 8 e it* itive, Yippee! But a frisson of
anxiety; at 43 the risk of Down’s syndrome and other chromosomal abnormalities is
I in 45. Have heard there are tests that mean I might be able to avmd amniocentesis
and the accompanying risk of miscarriage.

October 18: Attend a “counselling” session at a hospital unit offenng an
ultrasound scan at 11 weeks, It’s called nuchal translucency scanning* and is said to
detect 85% of abnormalities.A long drive to get there, with my sick four year old.
Wait an hour in a stuffy corridor.Read leaflet. The midwife seems abrupt: do I have
any further questions? Perched on a very uncomfortable stool, my four year old
whining to go home. Feel lonely and exhausted and burst into tears. Mldw1fe
apologises. I make appointment to have scan.

Qctober 27: Return for scan, accompanied by partner, Bernard, and son Han'y
Another hour’s wait, but the doctor is friendly, the scan reassuring. It’s Iovely to see
the foetus bouncing around on the screen: to tell Harry that this is ababy. More tears,
this time of relief. Computer print-out is impressive, encouraging: I have the risk of
woman aged 34 rather than one of 43. At birth, this means a risk of 1:400. Feel able
to make first connection with the baby growing inside me. . .

N.QMELL Doubt sets in. Supposmg I’m one of the cases they 1 m:ss" Telephone
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"NEW ZEALAND COLLEGE OF MIDWIVE (INC) )

National Conference

August 1996
Lincoin Conference Centre, Canterbury, New Zealand

Theme : Midwifery : The Balance of Intuition & Research

Contact: Judy Henderson Phone (03) 377-2732

investigating whether there aggression, and women are
are sex Qiffe_rences in brain bi(_)log'cally disposed to talk
metabolism in the areas of things through. (. pw )

N\ Y
(*ﬁﬁkﬁ*ﬁ*ﬂﬁﬁﬁﬁﬁﬁwﬁwﬁ\

* | Women hoping to meeta the brain that control .

‘3¢ man who understands them emotions and cognition.

¢ may be searching for the _ Professor Ruben Gur says
impossible. the scanner revealed that the

W Forthe firsttime, - ‘brain region that is thought

s 'scientists have linked the to control more “action-
emotional differences oriented” emotional -

w between the sexes to responses was more active in

5 differences inthe brain. men, while the higher centre

Using a scanner, they of the brain thought to

W discovered that men have a control more “symbolic” .

Y% moreactivemetabolismthan  emotional responsgs was
women in the primitive brain  more active in womén.

W cenltres that control sex and The findings support the

¥¢ Violence. possibility that men are more

ve The scientists at the biologically inclined to

- ¥ University of Pennsylvania express themselves

3% Medical Centre were physically, such as through

*

\ <

Fetoscope Model 225 (KTK). An ultrasonic fetal heartbeat
detector, light, small and highly sensitive. Capable of detecting
fetal heartbeat at 10-12 weeks gestation.
$250.00 O.N.O
Contact Dawn Heyward
Bridge Valley Road, RD1 Wakefield Nelson
Phone (03) 541-8917
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CURRENT ISSVES

MEMBERSHIP DETAILS

Please remember to notify your Regional Treasurer and the
National Office of NZCOM!I if you :

- change your name

- change your address

- change your place of employment
- move from one region to another
- resign from NZCOMI

This will help us to ensure that our records are kept up to date and
that you continue to receive your newsletters, journals, etc.

INDEMNITY INSURANCE

The National Office of NZCOMI are receiving an increasing number
of requests for extra indemnity insurance cover.

The NZCOM! have arranged a level of insurance considered suit-
able for its members. As financial members of NZCOMI, you are
covered for up to $200,000 for each claim with 2 maximum of
$400,000 per year. This includes legal costs. The first $500 is
deductible on each claim. This does not apply to loss of
documents.

The current policy is that if you do require extra indemnity cover, it
is to be amranged directly with the insurance company ‘concemed:
MINET PROFESSIONAL SERVICES, P O Box 470, Auckland
Phone (09) 379-0929 - '

There is an information pamphlet about your professional indemnity
insurance cover and it is available from

New Zealand College of Midwives (Inc)
P O Box 21-106
Christchurch

4

ated with any screening test, counselling
and the provision of clear and accurate
information must be an integral part of the
process. The Auckland pilot involves an
information sheet which women must read
before they sign giving their “informed”
consent to participate in the pilot and a
genetic counsellorisamemberof the project
team. Thisis fine for the pilot but will these
services be available to the whole popula-
tion of birthing women if the test is rou-
tinely offered and where is the funding for
these services going to come from.?
Another potentially expensive spin-off

" of MSS is the increased uptake of

amniocentesis and Chorionic Villus Sam-
pling by women who screen positive. At
present these testsareonly offered to women

-over the age of 35, (as these women are

statistically at greater risk of camrying a
-genetically damaged baby)and women with
a family history of Down’s syndrome etc.

Why introduce MSS ?

Down'’s syndrome (trisomy) is the com-
monest cause of mental retardation. Atbirth
the incidence of the syndrome is 1.3 per
1000, with the risk rising with maternal age.
At present diagnostic tests like
amniocentesis and CVS are only routinely
offered to women over 35-37 Hpwever,
only 30% of babies with Down’s syndrome
are born to women over the age of 36. The
remaining 70% are born to younger women
who are not offered diagnostic testing for
Down’s and other fetal chromosome disor-
ders. MSS is considered a non-invasive
way of assessing every women’s risk of
carrying a baby with chromosome damage,
(in addition it can also assess risk for neural
tube defects). Younger women who screen
positive canchoose amniocentesis etc, tests
which were formerly only available to

4  HOMEBIRTH SPRING 94
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tives are picked up when women who have i —

a positive result go onto have an

amniocentesis, but they sufferterrible anxi~

ety and worry until the amniocentesis re-
sults come through. On the other hand, the
.women/parents who receive a false nega-
tive result expect a “perfect” baby and are
often more shocked and find it more diffi-
cult to come to terms with a genetically
damaged baby than they might have been
had they not had the test.

The Government and the Regional
Health Authorities have made it very clear
that they are going to cap the maternity
budget at the level of expenditure for the
cwrent financial year. This means any
additional services will be funded by either
improving the level of efficiency of deliv-
ery of current services, or by removing
funding from existing services thus reduc-
ing or eliminating the availabliity of these
services to pay for this new service, or a
combination of these two. Over a year ago
the Auckland Matemity Services Consumer
Council(MSCC) which is a consumer or-
ganisation whose membership comprises
over 80 groups or organisations whose fo-
cus is maternal and infant health-and wel-
fare, (including the Auckland Home Birth
Association), met with a group of health
professionals who were putting together
the proposal for Maternal Serum Screen-
ing. The MSCC’s view was, and is that
there are other types of services which
which' would benefit many more babies,
mothers and families than MSS eg postna-
tal ervices, and that the MSCC did not
support the introguction of another routine
antenatal test. - -

Information and Counselling
Because of the high rate of false posi-
tives and false negatives which are associ-

THE OFFICE OF THE

Minister of Health

4778 8

Ms Karen Guilliland

National Co-ordinator

New Zealand College of Midwives (Inc)
PO Box 21 106

Edgeware

CHRISTCHURCH

Dear Ms Guilliland

Thank you for your letter of 19 December 1994 regarding the article on maternal
deaths in the Sunday Star Times, 18 December 1994.

I am sdvised that officials in the Ministrty of Health have spoken to Professor Aickin
about his comments quoted ‘i this article and are confident that the Maternal Deaths
Assessment Committee (MDAC) does not claim a direct association between

" independent midwifery and maternal deaths. Neither does Professor Aickin claim that

difficulties between doctors and midwives were responsible for any maternal deaths
which appear in published statistics. :

Professor Aickin's comments on the relationship between doctors and midwives were
apparently in response to a question on what general issues need to be resolved to
improve the quality of obstetric-care in this country. He also noted that a key issue
was the need for high risk groups to seek specialist care during pregnancy.

I am advised that a number of Professor Aickin's comments were not reported in the
Sunday Star Times article, for example, the difficulty in making comparisons o

maternal death rates from country to country, due to differing measures of maternal
mortality.

Thank you for writing with your concerns.

Yours sincerely

Hon Katherine O'Regan 1
Associate Minister of Health
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OPEN POLYTECHRNIC
OF NEW ZEALAND

Midwifery Programme

The Open Polytechnic of Mew
Zealand has requested the
College forward names of
midwives interested in
marking Midwifery papers for
the distance learning courses
currently offered.

If you are a member of the
NZCOMI, hold a current
practicing certificate and have
experience in continuing
education, please contactthe
NZ College of Midwives
P O Box 21-106
Christchurch

If you would like to discuss
the expectations, workload
and renumeration, you could
ring the Open Polytechnic
directly on

~ (04) 5c6-6189
and ask for
Trish French

ICM SPONSCR A
MIDWIFE PROGRAMM=

For the 23rd Triennial Congress of
the Intemational Confederation of
Midwives heldinVancouverin 1993,
the Midwives Association of British
Columbia inaugurated a most
successful 'Sponsor a
Midwife Programme’ that enabled
25 midwives from many
developing countries to attend and
participate in the Congress.

New Zealand sponsored a midwife
from Fiji at this conference largely
through the generous donation of a
self employed midwife.

Due to the programme's success,
the ICM is now calling for donations
to sponsor midwives to the next ICM
Congress in Oslo, May 1996.

“As the Pre-Congress Workshop

theme of 'Safe Motherhood' focuses
on developing countries, it is vital
midwives from these countries are

" involved. The estimated cost to

sponsora midwife is three and a half

thousand Pounds («23,500).

If you or yourorganisation would like
to support this programme, please
send your donations to

The National Treasurer - NZCOMI
P O Box 21-106

Christchurch.

Thanks!
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- Maternal S

A pilot programme f{or the introduction
of matermnal serum screening (also called
““The Triple Test")in pregnancy for Downs
syndrome, neural, lube defects eg spina
bifida, and abdominal wall defects, is about
to comimence at National Women's Hospi-
tal. -

" This screening test has been available
for some fime overseas and it is intended
that it will become a routine part of antena-
tal care here in New Zealand.

What is Maternal Serum Screening?

Maternal Serum Screening (MSS or The
Triple Test) was developed by doctors at St
Barthalomew's Hospital, London. A bleod
sample is taken from women, usually at
when' they are about 16 weeks pregnant.
The test involves measuring the levels of
three substances, or “markers”, in the moth-
er's Ublood: * these are alpha-
fetoprotein(AFP), uncenjugated oestriol
(uE3) and human chorionic gonadotrophin
(hCG). -

Lowerlevelsof AFP and uE3,and higher
levels'of hCG, can indicate-a higher risk of
thatawoman iscartying a baby withDown's
syndrome; high levels of AFP may indicate
an increased risk of open neural tube de-
fects, such as spina bifida:

The results from the blood tests are
combined with the mother's age to'give an
individual risk factor, Women who have a
risk of 1:250 or more are called “screen
positive” and affered amniocentesis to find
out if the baby is abnormal. Those whose
risk is less than 1:250 are “screen negative”.

Screen positive women may be offered
an ultraspund scan to check the gestational
age of hér baby before scheduling an
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erum Screening - -

o

amniocentesis, because the levels of the
different market in the blood vary as the
pregnancy advances.

The Auckland pilot will’use the same
technology as a programme which has been
offered in Adelaide, Australia for some
time. Theresults from this programme show -
that MSS has detected 95% of spina bifidd
(in conjunction with their concwrrent ultra”
sound programme) and 65 - 70% of chro-
mosome abnormalities’

Problems associsted with Maternal Se-
rum Screening

Most parents find it hard to distinguish
between screening and diagnosis. MSS is
NOT adiagnostic test, it is a screening lest
which puts a numerical value on your level
of risk. “Kypros Nicolaides, director of the
Harris Centre for Foetal Research at King’s
College Hopsital, London argues that Ja-
bels such as “positive” and “negative” can
be misleading, “If your risk comes back at
1:249 you are positive, yetif it’s 1:251 you
are ncgative,”he points out. “In reality there
is no natural break in risk, just a rising
curve.”* .Because risk is determined by
combining blood test results with maternal
age women who are older will almost al-
ways score higher.

Another problem with this test is the
level of “accuracy”. Although most neural
tube defects are diagnosed (95% in combi-
nation with ultrasound) approximately 35%
of chromosome abnormalities are not de-
tected - that means that there is a high false
negative rosult. There is also a 5-6% rate of
false positive results iz most women who
screen positive are, in fact carrying normal,
healthy babies. Most of these false posi-
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- We do not advise GPs that their client had been to
the clinic if the client so requezts. It is hoped that the
client will eventually agree to their GP being
informed but it is not compulsory.

- When we take cervical smears, we do nnt record the
client’s home address on the pathology form. The
laboratory has agreed to use the clinic address for
results.

)

Advertising
¥l We use posters, fliers and adverts in the local Trust
newspaper. However, most young people visit the clinic
having heard of its existence from a friznd or peer.

Further developments

The first clinic opened in May 1991. We now have 5
o sessions spread across the Trust, together with a
8 telephone help-line, a drop-in service in one clinic, and
a pager number for staff to ring in an emergency.

Two of the sessions are run by a doctor, two nurses and
two clerks. Three sessions are run by a nurse
practitioner, a nurse and a clerk, with access to a doctor
shoutd it bz necessary. The doctor comes to the session
once a month, with the nurse practitioner holding
prescribing protocols.

The help-line is covered by a school nurse, the sister-

in-charge of the genito-urinary medicine clinic, a health

visitor, and the nurse practitioner. All have a

qualification in family planning. The busy ‘drop-in’
il sérvice is also run by thase nurses from Monday to

Friday, 9.00am to 5.00pm. The pager i mainly carried

by theé nurse practitioner, so that emergencies from
across the Trust can be dealt with immediately.

; _We have developed a list of GPs who will prezcribe
| emergency contraception.

# successes

&4 We knew that we would need to evaluate the service if

i we wanted funding to continue and increave. The
% evaluation would take into account: the number of
2 aitender: and re-attenders, a client and staff satisfaction
sl questionmaire, an analysis of conception rutes.

4 At the end of the first year the conception rate among
B the under 19s in the Trust had been reduced by 1675

(85 fewer conceptions). This 1655 is much greater than
that in conception: in all women. It also compared
favourably with the under 19 conception rates in a
similar health authority.

Betwzen 1991 and the end of 1992, the ccaception rate
fell by 20%. Pregnancies were down by 16%.
Terminations were down by a very encouraging 27%.

“To reduce the rate of conception amongst the under
16s by at least 50% by the yzar 2,000." (Health of
the Nation,1992).*
Ongoing evaluation -
We are continually evaluating the clm1c~ We know that
some young people will not come and consult with us
50 we are investigating how wé can use peer-led work
to reach these young pecple, -x:= -

The young people in the surveys related how pleased
they are to have a service of their own. Many of the
Health of the Nation targets relate to this group or need
to be started at this age if they are to be effective.

This service is school nurse led but I hope there is food
for thought in this article to stimulate other professionals
to initiate similar work. The work is proactive and very
cost effective.
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This project was included in the Government's Health
of the nation document, as an example of good practice.
Valerie Dodd> is willing to discuss it with anyone
interested in starting a similar project and can be
contacted at the Foord Road Clinic, Folkestone, Kent.
Tel 0303 251504.

Dodds V. MIDIRS Midwifery Digest, vol 4, no 4, Dec 1994, pp
421-423.

Ouigival article written for \IIDIRS by Valerie Dodds, sciool nurse?
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_Reprinted with nermission (€0 MIDIRS 1994

7]

MIDIRS Midwifery Digest (Dec 1994) 4:4

fouvuloua

423

——

COUNTRY FOCUS — NEPAL

SAFE MOTHERHOOD NEWSLETTER

Issue 16 Nov 1994-Feb 1995

A race for survival: community-based
safe mmcthernhood

transport for

For too many women the deci-
sion to go to hospital is made too
late — after labour has begun and
when problems are already appar-
ent. Thisstory from Nepaldescribes
just such a case, and the race that
followed to save a woman's life.

The young woman was just 17
years old, expecting her first baby.
Her husband was 18. The couple
lived in a mountain village, accessi-
bleonly by steep and narrow paths.

As achild, the mother-to-be had
been burned and she had scars
around her genital area. Her preg-
nancy was normal but problems
started when she went into labour.
The scar tissue of the perineum just
would not stretch sufficiently to al-
low the baby to bz delivered.

After several hours of labour the
young womnan asked to be taken to
hospital. It was03.00-the middleof
the night. The husband woke the
neighbours to help him take his
wife to a health facility. People
agreed to help but persuaded him
to wait untl moming because “she
would probably deliver normally.”
At 08.00 they ret oif for the district
hospital 25 kilomet=rs away.

There was actually a health post
nearer than the hospital, but in the
other direction. The villagers de-
cided {correctly) thatthehealth post
wouldnotbeable togive thewoman
thehelpsheneeded. Inany case, the
hospital was downhill, the health
post was uphill and the woman
would have to be carried.

The woman was carried inadoli,
a reclining seat fixed to a pole, that
is used to tske a bride to her wed-
ding and then to her husband’s
home. This was her own doli in
which she had becn taken to her

wedding a year before. The doli is

carried betweentwomenbutin this
case, because of the distance, 12
men went with her. Six teams of
two men took turns to carry her,
running the 25 kilometers to the

The road to survival s not always easy: 25 kilometres in
this doii saved a mother’s life.

hospital in only four hours over
uneven mountain paths. The hus-
band’s mother followed Iater be-
cause she could not keep up.

Atthehospital theyoung woman

was delivered vaginally with an
episiotomy. Sadly it was too late to
save the baby which was stillbomn.
Thewoman’sgenital irrctwasbadly
damaged by the obstructed labour
but it was repaired, apparently sat-
isfactor:ly, by the physician in the
hospital.

After a week’s stay the woman
retumned to her village (on foof).
The physician advised her to go to
hospital before delivery the next
time she became pregnant.
Lessons learned

People will go to great lengths to
reach a hospital (or other health
facility} if they belicve they can be
helped. And communities will use

whatever transport they haveavail-~

able to take sick pacple for help. In
Wepal, wheeled vehiclesare of little
use where paths are narrow and
extremely steep.

Delay increases the likelihood of
poor outcome. The young mother
asked to be taken for help at 03.00.
Setting off down the mountain in
the dark was probably ill-advised,
but firzt light during the summer

- months is at05.00 and setting out at
daybreak rather than at 08.00 as
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they did might
have saved the
taby's life. -

This young
woman had no
prenatalcare.She
lived some dis-
tance from the
health post. In
any case, pelvic
examinations are
often not in-
cluded in prena-
tal care at this
level. :

District hospitals in Nepal (and
many other developing countries)
do not have obstetricians assigned
to them. In Nuwacot District Hos-
pital, where this young woman was
taken, there are three physicians.
The onc who dealt with this case is
actually a chest specialist although
hespenta year working in a mater-
nity hospital in Kathmandu. Hedid
a fairly complicated repair alonc,
thoughwith verbal encouragement
frem a visiting obstetrician-gynae-
cologist.

Aeuwoo AT

This is mostly a success story - a
mother’s life was saved. Neverthe-
less, the baby's life might also have
been saved and the mother might
have been spared much pain and
trauma if the difficulty had been
recognized earlier and acted on
more promptly. Bl
This article Is published with thanks
to: Vijaya Manandhsr, National
Operations Officer for Safe
Motherhood, Ministry of Health, His
Majesty's Government of Nepal;
fiajencra Pant, Trisull Hospital,
Nuwacot District, Nepal; Judith
Fortney, Family Health internationai,
North Caroling, USA; Friederike
Wittgenstein, Schoof of Public Heaith,
Harvard University, Cambridge MA,
USA (formerly witiy the Safe
Motherhood Programme of WHO's
Division of Family Health); Harl R.
Koirala, Nuirition Officer, Minisiry of
Health, His Mafesiy’s Government of
Nepal; Keshab Dhiungana, District
Health Officer, Ministry of Health, His
Majesty’s Government of Nepal.



Sex Disease clinic logs 16,000
visits a year

More babies :'nre>l'ming born in
Chiristchurch wi inful eve infecti

wi L4
treced directly to a parent with & sexvally
fransmitted discase. .
About 12 babies a year ate being diagnosed

by Anna Price

e
scxually transmitted diseasc but rocent years
had brought a reversal. :

“There is a gencral Fecling that women arc
more awarc of the itnplicaions than their

withopthalmia which sorccyes and
adischarge. Th havebeen lloa
parcnt with chlamydia or g hoca, Gordon
McKeana, medical di f Chrisichurch

and ratherthan trust the men they are

ol
Hospital’s sexval health clinic says.
'jc‘kl"ou'm only as safc as your partner,” hie

sai
The clinic is logging close on 10,000 visits
a year from paticnts aged from 14 to 70
king Wreatment ori igation of alltypes
of sexual diseases. .
Dr, McKenna said historically, more men
than women would scek health checks for

king help t Ives,” lic said.

Women were more jikels o take the brunt
of the long-lerm elfects, be said.

Any fy tc M imy "
both'ona woman'< ability to conceive and on
e developinent of the baby in the womb, he
said. It also affected the newbom, crupting in
conditions such as ophthalmia.

An cstimated 2000 mien and women in the
city have chlamydia, a bacterial infection of

the genilal tract which can impact onnewbomns
as pneumonia, Dr McKenna said.

Theclinic reats more than 12%of aliknown
affected adults in Christchucch (or the diseasc
which is Jinked with “unsafe™ sex and multi-
ple partness. -

Close on 1000 adults werc tested for HIV by
the clinic last year — roughly 200 morc than
in 1993, but only onc man, without obvicus
signs when he wcd up at the clinic, tested
posilive,

One in five sexually active adulls in
Chrisichurch has the viral infection, geaital
herpes, Dr McKenni said.

And onc in 10 has genilal warts.

Confirmation of a sexually-transmitizd dis-
casc:is rarcly taken lightly by the paticnt, Dr
McKenna said. *»Turn fa page 3

PROTEIN TEST PICKS BIRTH

With 2 simple test, do¢tors
soon may be able to predict
whether a pregnant woman
will give birthwithin 48 hours.

The test screens for the
protein fetal fibronectin that
appears in the vagina of
women who are about to de-
liver, according to a study
published recently in the
American Journal of Obstet-
rics and Gynecofogy. )

Regine Ahner of the Uni-
versity of Vienna in Austria
suspectsthat fetal fibronectin
is released Into a.woman's
cervixand vagina after imper-
ceptiblenterinecontractions
begin Theweak contractions
maycause {etaltissuetosepa-
rate from the uterine tissue,
releasing the protein.

The researchers followed

thepregnancies of 100women  tests.

who had passed their due
dates and collected mucus
sampies {rom the women to
look for traces of fibronectin.

ithin 48 hours of the time
the samples were collected,
41 of the women gave birth.
Four of these women were
excluded from the study be-
cause they either had a Cae-’
sarean section or had labour
induced. Of the remaining 37
patients, 30 had positivetesis
for fibronectin. -

Atotal of 59 patients deliv-
ered later than 48 hours aiter
sampling and three of these
women were excluded from
the study because they re- |
quired Caesareans. Of the re-
matning 56 women, 51 had a
negative fibronectin test,
while five produced positive
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Before opening the service it was decided that if

| parents complained about the service, or callsd to

see if their child had been to the clinic, we would
invite them to come in to discuss the work and
purpose of the clinic and to explain to them how the
law relates to young people. :

Young people refrain from attending clinics because
they do not want to be examined, especially by 2 male
doctor. We discussed at the planning stage whether
all clients needed to see a doctor and if it was essential
for clients to have a vaginal examination at the first
visit. We decided that this was not necessary, since it
would deter clients from coming to see us.

Venue

Our Trust covers 400 square miles. The sessions are
held on Trust premises near to secondary schools.
The team did consider other options for the location
of the clinics, including youth centres, GP surgeries,
village halls, and a mobile unit. We decided against
these options due to lack of privacy, inadequate
facilities, or the cost.

s Time

The timing of the sessions needed careful consideration;
not alt schools allow fupils out at break times. Young
people said that they could not always attend evening
sessions, as they were not allowed out, or did not have
the fare br transport to attend a clinic. The sessions are
mainly held immedistely after schools close. We do
however hold one lunch time session in a clinic in &
rural area as the children are bused to school and could
not reach a clinic in the evening, nor reach home after
the buses leave. Most zessions run all year round, with

the exception of bank holidays.

Staff
School nurses with family planning training were

§ chozn to organicz the clinics. They have the skills and
| knowledge to work with young people arid the ability

to organi:< contraceptive clinis. The school nurses also
have the opportunity to follow up clients in school
should the need arise. Doctors, family planning nurses
and clerical support workiny, in the clinics have the
skills and desire to work with young people.

We ensured ihat-‘ql_l the staff vere conversant’ with
the law relating to-young people and issues of
sexuality. - =
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Appointments i

We have an appointment system but we also see anyone
who tums up to a session. The appointment system
enables us to judge if we ne=d extra staff. Attendance
at the initial sessions was just 3-4 but we now see as
many as 30 young people ata session.

Contraception .

The most requested contraceptives are condoms and
the pill. Most of our clients ask for the pill with
condoms: “Doublz Dutch”. This is something we
encourage. We also dispense emergency contraception,
mostly hormonal.

“

Very few intrauterine devices are fitted and we issue very
few diaphragms or Femidoms (female condoms). The
doctors make referrals to the hospital for the now
diminishing aumber of termpinations requested.

What’s on offer

+ We provid= a highly confidential service.

We offer a pregnancy testing scrvice. "

We offer counselling, advice, help. and contraception.

We find that young peonle often need lots of time. This

time is provided, especially at the first visit

+ We endeavour to wark closely with other agencies, but
always obtain clients' permission before passing on
informaticn.

In the clinic we have health promotion videos, music,
leaflets, and magazines, 1]l designed for young people.

Who comes?

We mainly see under 19s and encourage both boys and
girls to attend. If parents or guardians wish to bring a
young person or want help and advice about their child
we offer them appointments at the end of sessions.

Although most clients come about a sexual health issue,
some of these and others attend about a variety of health
problems from acne, to relationships, to abuse, from
problams about their own health to problerms about their
friends’ and parents’ health.

Communication
At the outset we discussed client confidentiality at the
steering group meetings and the outcome of these
discussions were:

1. Clients can choose where to have mail sent, ic not
fecessarily 1o their home. ’
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Unwantad teenage pregnancies: making a difference

An innevative project which offers advice,
counselling end practical help to young people is
having a dramatic impact on the rate of unwanted
teenage pregnancies. Velerie Dodds, school rurse
Jin South East Kent Community Healthcare Trust
(SEKCHT), describes how the project works.

The aim

To reduce the number of unwanted pregnancies in the
under 19 age group.

How and why

The sessions have been developed to complement the
health promotion work already undertaken by school
nurses.

The clinics were set up in response to:

¢ research into the perceived needs of the young people.

* concerus "of school
nurses that the sexual
needs of young people
were not being met.!

The problem

The SEKCHT school
nurses have been involved
with health/sex education
in the local schools for
many years. Throughout
this time young people
had been telling the school
nurses, and the nurses
thzmselves realised, that

A' 4

Whilst some of the young people were happy to attend
family planning clinics and general practitioner
surgeries, others were not. Reasons given included:
bumping into friends and relatives at the clinic or
surgery and their immediate locality, embarrassment at
consulting a male GP, and the reluctance by some staff
to see young people.

“In 1991 it was estimated that 52,000 13 year
old girls in England had sexual intercourse but
only 18,000 under 16 year olds visited family
planning clinics. Statistics for the attendance of
under 16 year olds at general practitioners are
not available. It is highly unlikely that 34,000
under 16s visited their GP for contraccptive
udvice. It is estimated that™#0% of 16 vear olds
have experienced sexual intercourse. 50% not
using contraception.”

The first clinic

After much cam-
paigning by the school
nurses and with support
from our line managers,
the Director of Public
'Health Medicine and
many other agencies

of £9,500 from the
AIDS budget was given
bv the Regional Health
Authority to run one
clinic for a year.

and authorities, funding |

the young people needed
their own services.

During the late 1980s

From left to right, Eveleen Feasley, school nurse; Rena
Davles, sister-in-charge; Vulerie Dodds, school nurse;
Jaret Featherstone, clinic secretary.

A working party was
formed, with a school
nurss as the

local, regional, and national statistics were revealing
an alarming rise in the number of conceptions in the
under 16 age group.

“In the. 1980s the total conception rate in women
under 16 vears, in England and Wales (Rate: per
1,000 women) increased from 7.2 10 10.1. and in
1990, 50%: of the conceptions to under 16s led 10
abortions.™

W

chairperson, to plan and implement the clinic. We took

time to do this and believe that this detailed planning
“has contributed to the success of the service. i

The planning

The factors we considered in planning the clinics |

included the following: venue. timing. stafr,
appointments, types of contraception, service otfersd,
communication, advertising and evaluation.

30
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Previous caesarean section and the rising incidence of placenta .
praevia and placenta accreta '

Out of a total of 25,551 deliveries, the diagnosis of

risk of having placenta accreta. With-previous cucsarean

placenta praevia requiring 2 caesarean section was made - section znd placenta praevia, the risk increased linearly

in 124 patients (0.487:). The risk of placenta praevia
with 2n unscarred uterus was 0.42%. The risk increased
with the number of previcus caesarean sections to 22.2%
in patients who had 4 or more sections. Patients who
iad placenta praavia and an unscarred uierus had a 3%

with the number of previous sections to 50% in patients
who had had 4 or more cczsarean sections.

Khauri JA, Suitan MG, Journal of Obstatrics and
Gynaecology, vol 14, na 1, January 1994, pp 14-16.

"uthor ahst=rct, © Journal of Chstetrics urd Graaveolugy, 1994

Active management of labou:

current knowledge

Objectives
To review evidence that the package of ‘active

management' of labour which' is comprised of strict -

diagnosis of labour, early amniotomy, early use ol
oxytocin znd continuous professional support reduces
rates of caesarean section and operative delivery. This
review studies data from 4 separate ovérviews of
relevant randomised controlled trials from the
Cochrane Collaboration pregnancy and childbirth
datubase.

Background
Since the 1970s the ure of amniotomy and oxy:ocin has
become widespread. This was part of the active
of labcur mo originating at the
National Maternity Hospital in Dublin. Other
components include rigid criteria for the diagnosis of
the onset of labour, restriction on the duration of labour
and the continuous presence of a supportive companion.
Proponents claimed it reduced the caesarean s¢<tion and
instrumental delivery ratc and was safer for mothers
and babies. Matemity units elsewhere have adopted
some or all of these cc of active o

1 2

Methods

The evidence forthis review is based on 2 meta analysis
of previously conducted randomised controlled trials
(RCT). There have been no randomised trials of the
tolal package of active managemant. The various
components were analysed separately and consisted of
amniotomy alone (6 RCTs), early oxytocin (4 RCTs),
amniotomy and oxytocin together (3 RCTs), and the
presence of a continuous companion (10 RCTS). The
final component, of correctly diagnosing the onset.of
labour, haz never been the subject of a randemised trial.

Findings

The evidence from these meta analyses is that
amutivtomy and oxytocin separately or as a comained
puckags has no statisticully signilicant cfiect on the
caesarean section rate or on the maternal or fetal
outcome. Amniotomy resutied i a slight reduction in
the duration of labour but this did not have an elleet on

and research issues

matemal or fetal outcomes. Swudiss investigating the
effect of acompanion in labour explore the psychological
component of active management. Meta analysis
supports the idea that psychological support reduces
analgesia requirements, reduces the incidence of
caesarean section and improves fetal outcome, Therefore:
the only component of active manzgemenit wiich has
been shown to have a beneficial effect on the outcome
for mothzr and fews is the coptinuous presence of a
supportive companion. The authors conciude that
“Delivery units'should endeavbutto provide conlinuous
professional support in labour. but routine use of
amniotomny and early oxytocin is not recommended .

[R—
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77 SUPPORY 1N LABOUR IS CHEAR, EFSEChvE
HAS NO HARMITUL SiDE EFFECTS

Abstract writer’s comments

This is a highly significant review for all midwives
and cbstetricians as it challenges the value of "active
management’, aspects of which have characterised
care in labour for the last 25 yearz. While this review
provides support for the theory that active
[ mient of labour red thz rate of operative
intérventions for delivery, the element which achieves
this is the presence of a companion in fabour rather
than the effect of amniotomy or oxytocin.

Thornton JG, Liiford RJ. British Medical Journal, vol 308, no
5951, 6 August 1594, pp 366-368.

Abstructwrivcen for MIDIRS by Liz Floyd, misdwylry lecnwer,
© MO, JEM.
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Lucld Breastfeedmg

~NE BY O'\'T,, A

host .of - breast-

feeding misper-

~ceprions are fall-
‘ing:by the wayside.. Reports
issued about a year and a half
ago indicated that mothers
who breastfeed nine months
or longer exhibit bone Joss ac
12 months postpartum. Re-
pots released more recently

- take a longer mnge view and
show that che bone lost dur-
_ing lactation is recavered
after weaning. Moreover, at
least three swdies carrelate
breastféeeding with ultimare-
Iy Aigher matemal bone masz.
Increased bone mass is
reported for breastfed chil-
dren as well. According to
ezrlier evidence, infants
absorb 67 percent of the cal-
cium in human milk, as
opposed to 25 percent of chat
in cow’s milk. A new study
shows that the average bone
mineral density of young
adultz who were hreastfed as
babies iz significantly higher
than that of young adults
raiszd on formula. (New
Beginnings, July/Aug 1994,
pp. 110-111)

A study publizhed in June
1992 cautioned mothers
against nursing after exer-
cising, ‘The researchers’
methodology has since been
questioned, and ar least one
subsequent study on the
impact of aerobic excreisc
on breastmilk volume and
composition shows that
exercise docs #of adversely
affect brezstfeeding, (Nez
England Jounrnal of Medicine
330,17 Feb 1994)

Murky lenses have also
been wiped ciean on the
question of relacration. Fivo
recent studies show that
women who have stopped
breastfeeding and adoptive
nachers who have lactaced in
the past can produce milk for
their children. Sucgessful
reliceation, according to one
rexearch team, is fostered by
regular counseling. (BF/T
News, Sept 1994, p.4)

The effecn\e initiation of

brezstieeding, meanwhile,
has been shown to hinge not
so much on intent, as is often’
believed, but on birth fac-
tors—namely, the absence
(or timing) of labor analge-
sia. A team of university
researchers has found that
hezlthy rerm infunts who
receive no labor medica-
tion prior ta an hour before
birth and who initiate brzast-
feeding within an hour of
birth demonstrate effective
rooting and suckling reflexes
significantly earlier (6.4
hours after birth) than
those who experience Jonger
durzrions of analgesia and
later initiation of breastfeed-
ing {62.5 hours after birth).
Journal of Nurse-Midaifery,
May/June_ 1994, pp. 150~
153)

On another fiont. opposi-
tion £ breastfeeding tosk a
dramatic about-face this past

]unc when New York State _
+ passed what has been coined-
“the country’s tuughcs: law™
m defense of nursing moth-
ers. It is now a civil rights
viglation to-prevent a wom-

an in New York from breast-
feeding in any public or pri-
vate place—whether or not’
her nipple is exposed. Viola-
tors are subject to fines of

$1,000 to 35,000 or prison ‘

sentences of one to five
Years. Florida’s veaker law,
insticuted in March 1992,
protects a woman's right to
nurse in public, yer imposes
no penalties. (The
Bergen Record, 19
MAlay 1994, p. A-12)

. As of September,
1994, the medical
community’s support
of breastfeeding took
a_positive turn. More
than 3,000 physi-
cians had signed and
returned UNICEF
Execurive Director
Jam:s Grant’s Physi-
cian’s Pledge w Pro-
tect, Promote and
Support Breastfeed-
ing. Pledges will be
collected from physi-
cians worldwide. For
copies ro distribute
docally. write to James P.
Grant, Physician’s Pledze,’3

* Tnited Nations Flaza, New
York. NY 10017; or fax 212
303-7911.

homeopaths

The Revival of Homeopalhy

IN 1900, ABOUT 15 PERCENT OF PRACTICING PHYSICIANS IN THE US WERE
. Homeopathic hospitals numbered well over 100 and medical schools,
22—most of which, in rezponse to pressure from the American Medic:! Associaticn and drug
companies, were closed by 1922. -

In the 1970s, there vvere less than 200 homeopathic practitizners in the US. Presently,
thare are st least 2,500. Based on 1990 estimates, about 2.5 million Americins a year nbw
use homeopathy and about 4.8 million visits are made each year to homeopathic practition-
ers. In addition, homec pathic remedie are currently available in most of the 43 national
drugstore chains, including Kmart, Payless, Thrifty, and Walgreen's. (Fastsheet on Homaopa-
thy, from the National Center for Homeopathy}

This past May, an American peer-reviewed journal published research for the fiist time ever on
homeopathic medicine. The double-blind, placebo-controlled study, conducted by Jennifer
Jacobs, MD, MPH, and researchers at the -University of Washington and Universit; of Guadala-
jara, evaluated 81 Nicaraguan children with acute diarrhea, the leading cause of pediatric mor-
bidity and mortality. The children were between six months and five yeare of age. Thase given 1
of 18 different homeopathic medicines were found to recover 15 to Z5 percent more quickly
than those trezted with a placebo. (Pediatrics, M.y 1994, pp. 719-725)

Studies published in European journals document the effectiveness of homeopcthy in the
treatment of Influenza, asthma, migraines, fibrositis, and hayfever. A research grant has just
teen awarded for a stucly on the homeopathic treatment of mild traumatic b=in injury. {Nevs
Relea=e from the National Center for Homeogathy, 9 May 1991)

One more milestone tor this lov.-.cost 200year-old branch of natural medicine: Blue Cross
covarage. On Moy 11, 1994, Blue Cross of Washington and Ataska announced a pilot pragram
1o insure the services of a select group of homeopathic ph;sicians in the Seattle area. The
AlternaPath Nontvaditional Health Care Program, although available to all residents of Washang-
ton State. will be limited to about 1,000 subzcribers for the first yeer. If successfut, the pro-
gram will expand, encom passing a larger protider base and more enrollees. For details, conLct
the National Center for Homeopathy at 703-548-7790.

.

... Folic Acid Prophylaxis of Congenital D;-,fects_

be offered antenatal screening with
detailed ultrasound by an experienced
team at 18 to 20 weeks. Amniotic
fluid alphafetoprotein (AFP) measure-
ments could also be used.

Other Women

The recommendation, however, that
zll women planning a pregnancy
should take daily folic acid supple-
ments is one which, while easily made,
is not easily implemented. Women
who come to their general practitioner
or to another health professional for
general advice on planning for a preg-
nancy should now be advised to take
folic acid daily on a regular basis.
Neural tube defects occur some three
to four weeks after conception, and
will therefore occur before the preg-
nancy is diagnosed, so the prophylaxis
needs to be in anticipation of a possible
pregnancy. Indeed it can be stopped at
about six to 12 weeks from the estimat-
ed date of conception.

Diet

Although it is logical that a diet
with a high content of folate should
also be protective, there is little direct
scientific evidence of a benefit of
dietury improvement, and to introduce
a diet which would be equivalent to
even the 0.8mg daily supplement
would require the consumption of
very large amounts of folate-contain-
ing foods such as green vegetables.
This is partially because the bioavail-
ability of patural folates in foodstuffs
is considerably less than that of the
pharmacological supplement.

Public Education

Many women do not seck profes-
sional advice in advance of pregnancy,
and to achieve implementation of
these recommendations for such

women will require a much higher
level of publicity and education than
has been considered so far in New
Zealand. In some other places, such as
Western Australiz, major publicity
drives concerning prepregnancy care
are underway.

Toxicity

Folic acid supplementation is cheap,
about 10 cents per tablet (that is,
$35.00 a year for regular use), and
appears to be safe. The vitamin is
wazser soluble and has ro acute toxic
effects. Potential toxicity includes the
risk of making undiagnosed Blz defi-
ciency anaemia worse, but this is a
very ‘rare problem in women of child
bearing age. It may interfere with anti-
epileptic drugs which act through an
antifolate mechanism; this is not a con-
traindication to use as the frequency of
neural tube defects is increased in
women taking anti-epileptic drugs. The
folate supplementation is important,
but the dosage of anticonvulsants may
require an adjustment in the pregnancy.

The current recommendation is for

“folic acid used alone. A case can be

made for the use of multivitamin
preparations containing the same
quantity of folic acid, as long as they
do not have vitamin A, which can be

teratogenic (for the same reason, eat-

ing liver is not recommended as it is
high is both folic acid and vitamin A).
Several multivitamin preparations on
the New Zealand market have little or
no folic acid, and have considerable
vitamin A, so the use of folic acid
alope is presently the safest strategy.

Conclusion

The chances of benefit for women
in the general population are admitted-
ly small, as the frequency of these
defects is probably around 1 o 1.5 per
thousand births; and of these, pirhaps

509 would be picked up on routine
ultrasound scicening. Thus the num-
ber of women beneﬁtting from ucing
folic acid prophylaxis is probably
about one in 2000 or less. .

On the other hand, successful pre-
vention prevents either a catastrophic
futal abnormality, or perhaps a life-
long disability which might be missed
by antenatal screening.

Prevention is not complete; the large
trial on high-riSk women shdwed a
70% protection, so it is important that
antenatal diagnosis and counselling is
still*offered to high-risk women who
regeive folate supplementation. .

This is still an area of active re-
search, and there is as yet little definite-
ly known about the mechanism by
which the folic acid supplement works.

There are also suggestions that
some other defects, perhaps other
defects of midline closure, like cleft
lip and palate, might have a similar
mechanism and might also be reduced
by folic acid supplementation. On the
public health iront, the possibility of
fortifying bread or other basic food-
stuffs with folic acid is being consid-
ered in several countries, including
Australia, as it is perhaps the only
method of achiewing high compliance.
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Folic Acid Prophylaxis
of Congenital Detects

In 1991, the resuits of the Medical
Research Council (UK) randoinised
triz! of folic acid supplementation to
prevent recurrence of neural tuke
defects were published.[!] This showed
a 70% reduction in recurrence rate in
pregnancies in women who had already
had an affected birth, following a 4
mg/day supplement. The supplement
wa given from the time pregnancy was
planned to the 12th week. Since then, it
has become accepted practice to recom-
mend similar supplementation for
women at high risk of bearing a child
with a neural tube defect. A Smg folic
acid tablet is available, without pra-
scription from pharmacies, and i also
fully subsidised on the pharmaceutical
schedule.

A further randomised trial, and se-
veral observational studies, have shown
beneficial effects in the much more
common situation of a neural tube
defect occurring without any previous
history.[2] Accordingly, in September
1993, the New Zealand Public Health
Commission issu2d a recommenditicn

that all women planning a pregnancy
should take a daily folic acid supple-
ment of Smg per day. As the studies
suggest that lower doscs would be
effective, a 0.8mg folic acid preparation
is to be launched as a pharmacy sup-
plied non-prescription- medication. This
dose is regarded as sufficient for pro-

phylaxis in women in the general popu-

"lation.

These recommendations are based
on excellent scientific evidence that
folic acid prophylagis will prevent a
high proportion of neural tube defects

(spina . bifida, anencephalus and

encephalocele). The studies were
reviewed in the New Zealand Medical
Journal in December 1993131 and a
full review is zlso available,i4]

Recommendations

High-Risk Women

The challenge now is in the imple-
mentation of this advice.

High-risk mothers, {most common-
ly. those who have had a previously
affected child), should receive special-
ist advice and genetic counselling, and
should be aware of their risk of recur-
rence in future pregnancies, vhich iz
around 2 to 3%. They should be
advised to take folic acid supplemen-
tation (5mg daily) as soon as they plan
a further pregaancy, and should also

NEW ETHICALS MARCH 1995.. .
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Home Birth and Hospital Birth - Locum and Permanent -
West Coast South Island :

‘Contact : Bev Olson
20 Kaniere Tram, Hokitika
Telephone (03) 755-7545
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International Day of Action for Women's Health, May 28th, 1995.
Stop Terminisation of Poverty, Proniote Women's Health.

'CALL FOR ACTION

This year the CALL FOR ACTION is linked to the "180 days: 180 ways Women's
Action Campaign *95", coordinated by the YWomen's Environment and Development |
Organisation.2 180 days between March 8, International YWomen's Day and Septem-
ber 6, International Day of Action for Women's Equality during the fourth Women's
World Conference in Beijing. 180 ways to link this United Nations conference to
the realities of women’s lives and to all women's actions and campaigns to change
and improve our conditions and our lives. May 28, International Day of Action for
Women’s Health is one of the 180 and more ways that women use for that purpose.
Despite the worsening conditions for women all over the world, weare in no mood
to give up, on the contrary! Everywhere women are active in their communities, at
a national level, at an international level to push for changes which will benefit
especially poor women and men. We put our trust in our combined strength and
creativity in all different places at all different levéls.

What you can do:

*+ Distribute copies of this leaflet in your country. Translate it into your local
language;

s+ Use the International Day of Action for Women's Health to demand attention
for the feminization of poverty and its devastating effects on women's health;

» Make the International Day of Action and the 180 days: 180 ways campaign knwon
to the media;

+ Denounce the poverty and ill health of people, caused by the global market
economy and inequity;

« Demand an end to coercive birth control practices and population control
policies which target and discriminate against women; :

+ Join focal groups and join with all the women's groups around the world fighting
poverty and sexism, which limit and deny women the power to self-determina-
tion.

During earlier Days of Action, women’s groups organized radio programmes;
forums with members of Parliament; discussions with health personnel; workshops;
information stalls in public places; demonstrations; picket lines; street theatre.

Please send newspaper clippings, leaflets, information sheets, posters,.reports,
photographs, letters and all other relevant information about your activities on May -
28 to WGNRR or the Latin American and Caribbean Health Network. Please do
50 as soon as possible so we can use your material for an exhibition in Beijing.

2 WEDO, 845 Third Avenue, [5th Floor, New York, USA. Fax: +1-212-7598647
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| Midwifery
on the Rise

% N ESTIMATED 50
. péreent of babies
i, born in the US
Ziain 1910 came

into the hunds of midwives.
In 1948, midwives num-
bered about 20,000; by
1976, about 1,800, (Lirthing,
no. 66. p. 7) At that point,
midwifery's role in the pro-
vision of maternity care—
having dwindled as the or-
ganized power of physi-
‘cians increased—began
a slow, steady comeback. In
. 1980, midwives attended
'1.7 percent of all births,
climbing o 3.9 pereent in
1990 and 4.4 percent in
Y991 (Dwiciening, Nay{Junc
1994, p. 28)
The results are glowing. &
12-yecar study of 30,311
nursc-midwife-attended
births ar the Normal Birth
Center at Los Angeles Coun-
ty, University of Southern
California Women's Hospi-
‘tal, reveals o matcrnal or
fetal deaths and fouwr rates of
intervention and operative
delivery (cesarcan, forceps,
and vacuum extraction).
- From 1985 to 1992, the op-
erative birch rare was 4 per-
cent, including a firct-time
cesase:n rate of 1.8 percent.
For pain rclicf, the mid-
 wives bypassed anesthesia
in favor of showering, ambu-
| larion, pasitional changes,
and emotional support from
friecnds and family. For Tabor
induction, they replaced
oxyrocia with breast stimu-
»lmon (Jour al of Nevse-Mid-
“wifery, July/Aug ]‘)‘)4 pp-
185-1935)

24

Perinawal outcomes, how-
ever, are not the sole criteria
for cvaluating the effective-
ness of midwifery care, note
homebirth practitioner Syl-
via Borton and colleagues.
\idwifery itsclf, they point
out, cmphasizes not only
safecy but “satisfaction,
respect for human digniry,
sclf-determination, cultural
and ethnic diversity, family
centercdness as defined by
the woman, and healch pro-
motion”—factors chat, al-
though less studied, impact
profoundly on the birth
experience. Calling for a
more inclusive view that
cembraces such qualitative
measures as the influence
of the birth event on rela-
tionships, the -womin’s
sense of empowerment, and
the iniriution and continua-
tion of breastfecding, the
auchors invite rescarehers to
examine childbirth in the
home — the “center of fam-

Mome S wiwce EEG

ily culture.” (Journal of
Nurse-Midwifery, Max{June
1994, pp. 142-149)

Family-based maternity
care will soon proliferate in
homes, birth centers, and
hospitals throughout Flori-
da, where health officials
have called for midwifery
steendance at 50 pereent of
the stace’s births by the
vear 2000. To realize this
objective, Florida will need
930 midwives, three times
the number currendly in
practice. (Senta Crus Sen-
rined, 11 Jan 1994)

In Califomia, a bill signed

.in October 1993 zrants

dircct-entry midwives the
right to obtain licenzing,
Those who pass the licenz-
ing exam are required to
work under the supervision
of a physician. The legisla-
tion, altiivugh a gicne step
forward for the birthing
community, falls short of
providing access w care for

all childbearing women
and full freedom of practice
for midwives, says Maggic
Bennctr, chair of the Cali-
fornia Association of Mid-
wives. A collegial or con-
sulting relationship wich
physicizns, she points out,
is more firring chan a super-
visory one, and morc in
Keeping with the interna-
tional definition of mid-
wifery, which stares that 2
midwife must be able “to
conduct deliveries on her
own responsibility.” (Sprial
Delicery, Fall 1993, p. 11)

In keceping with this
resurgence of the tradicion-
al maternal care providers,
the US Postal Service is
proposing a stamp to com-
memornate the practice of
midwifery. All in favor may
send letters of encourage-
ment o James Tolbert, US
Postal Service, 475 L'En-
fant Plaza SW, Washingron.
DC 202¢9-3122.
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ARTICLES OF INTEREST

LOCUM ON THE WEST COAST

.- Helen Jones (Midwife, Hamilton) -

Stunning West Coast beauty and hospitality plus the enriching experience of
working as a locum in a smoothly run Midwifery practice, made up the bulk of
my Christmas holidays.

] stepped in to a superbly organised independent practice based in Hokitika,
covering a huge &rc of the coast North and South as well as the inland areas.

| had read Bev Olson's advertisement in the NZCOM National Newsletter, in
August, requiring midwifery cover overthe Christmas holidays. This provided
me with a chanceto escape Hamilton's muggy summerand gain valuable work
experience on the coast.

Bev made me feel very welcome and we maintained regular contact before |
came down. Bev's practice consists of home births and hospital births.

Oncethere, ourweeks were well organised sothat | could meet all Bev's clients
and familiarise myself with the local terrain. This naturally included sightsee-
ing and locating the best cafes, picnic sites and local swimming holes, all
imperative to a good midwifery practice.

Iwas introduced to hospital staff and orientated to the hospital and all the other
related medical services. | was even privileged to be at the inaugural meeting
of the Homebirth Association covering the Coast. It was a pleasure to meet
such dedicated and enthusiastic women. Bev gave me plenty of opportunity
to familiarise myself with her practice and was always available to me if | had
a problem,

| thoroughly enjoyed my seven weeks on the coast, the warmth and the
hospitality was almost equal tothe stunning scenery that surrounds Hokitika.

There are so many outdoor activities to choose from like canoeing on the lakes,

cycling, bush walks and of course long beach walks.

The West Coast women need more midwives and Bev would dearly love
support from fellow colleagues. If anyone is considering a job move, consider
the West Coast. There are so many opportunities to be had. Itwould definitely

be enjoyable.
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Objective: Tlie purpose was to compare auscultatory
and oscillometric 1gchnigues in the determination of
maternal blood pressure in normotensive nrimigravid
pitients and primigra:ia patents. with prateinuric
prezclampsia (blood pressure > 140/90 on two occasions
and groizinuria 50,3 "m/L)_ )

Study design: A prospective comparison of systolic and
diastolic blood precsure was made with an automated
device using oscillometric principles and two observers
using a double-headed stethoscope to determine
auscultatory observations (phase [ and phas: IV of the

-Automated blood pressure measurement devices:
a potential source of morhidity in preeclampsia?

vaseular sounds) in normotensive primigrasid patients
(N¥=40) and primigravid patients with proteinuric
hypertension (N=17).

Results: [n patients *~ith proteinuric preeclampsm the

‘mean differences between auscultacory (phase i and

phase IV} and oscillometric; observatiois were. 3. =
Hg (SEM 1.4 mm. pz0.05) and 14.8mm Hg /SE)

and osciilometric observations were 2.4mm Hg {SEM
0.9mm, p not significant) and 7.5mm Hg (SEM 1.9mm.
p<0.01) for sysiolic and diasiolic observations.
raspectively.

Conclusion: Automaed devices using oscillometric
principles “underrecord™ systolic and diastolic kluod
pressure compared with ausculiatory observations
(phase [ and phase IV) in patients with proteinuric
preeclampsin. In some cases the difference between
observations exceeds 30mm Hg.

Quinn M, American Journal of Obstetriss and Gynecolagy,
val 170, ne 5. pt 1, May 1994, pp 1303-1507.

Author afisiract, © Ames‘con Journal of Obste vivs amd Guizenls wen
19e:

() Grandmultiparity — not to be feared? An analysis of
grandmultiparous women receiving modern antenatal care

Objective: To document the reproductive
performance of grandmultiparous women receiving
modern antenatal care.
Methods: A cross-
sectional study of 2784
multiparous (882
grandmultiparous)
mothers delivered in a
base hospital obstetric unit
taffed by westem-traincd
midwives and consultant
obstemrical staff.
Results: There were
minimal- differences in
major antenatal,. peri-
partum and .nennatal
outcome events, with the
exception of a high rate
of gestational end pre-
existing diabetes.

MoW THAT You've

ARE AT HGH RISK . .

HAD Six BREZS You

maternal anemia this requires further investigation
and probable inlervcn(iong particularly in the light:

You'Re AT HieH gisk
OF BEING LABELLEDS
HIGH RisK{

Witlow

Conclusions: This data
supports the opinion that grandmultiparity per se is
not necessarily a major risk factor for either mother
or fetus. Similarly, the mature grandmultigravida in
this population vvas not a¢ significantly incréased risk
of the alleged associations of increase d parity and
advancmg maternal age, with the exception of
diabetes. Together with the combined prevalence of
b
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Hughes PF, Morrison J
and Obstetrics, vol 44, na 3, Mar 1994, pp 211-217.

of recent speculation concerning the fztal and infant
origins of adult disease.

Jaurnal ] G: gy

Authar abstrael. © Interna:ional Journal of Gynecalogy and
Obsterizs, 1994,

MIDIRS Midwifery Digest (Sep 1994) £:3 303

129,
mim. p<0.001) for sy<toli¢ and diastolic obs;n':'!ionn._'
respectively. In normotensive patients the mean
differences between woscultatery (phase I and phasa V).

N2 Dec .
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: Gl‘s are being advised to

.steer clear of a' “maverick™
_maternity contract drafted by

Southern RHA. N

The NZMA has lodgcgd a
protest with the RHA over
the contract, though South-
ern iscloseto callingtenders
from providers interested in
piloting lead professional
maternity carearrangements.

Earlier this month it dis-
tributed 241 page model con-
tract to patentlal providers.
“The lead profescionals
would be liablc for the acts or
omissions of other profes-

sionals they subcontract,” .

said Southern GPA executive
member Branko Sijnja, -

“I’s hazardous and some-

thing that should be looked
at very carefully.”
He said the RHA is planining

to set “benchmark” prices, "

and that ‘ead professionals
could end up in trouble be-
cause of ensuing capped
budgets.

“There will be a capped
budget but the lead profes-
slonal will have little control
over what services, such as

c existing systent women may not find out

Maternity pilot flies
into o prowder storm

their vptions till late in the pregnancy

specialist referral, laboratory
tests, home help, domicillary
nuclwwvs. or after delivery

" care, will bé needed.”

. Heis also cepcerned at the
onerous administrative re-
quirements. of the contract,
and the fact that the RHA
‘would have access to a prac-
tice for audit purposes with
24 hour notice,

Both GPs and midwives see
the cantract as an attempt to
push providers towards iudi-
vidual, rather than a national
contracl, and say Lhat its sole

purpose is to cut costs.

New Zealand College of
Midwives national coordina-
Llor Karen Guilliland and Dr
Sijnja both say the pilot is ill
timed given the fact Lhat many
of Lhe issues il encompasses
are currently being negoti-
ated by the jolit RHA mater-
nity project, which SRHA is
also party to.

Mrs Guilliland said the

scheme, as proposed, will
also increase conflicts be-
tween doclors and midwives
because il fails to recognise
or compensate for the inten-
sive, time-consuming nature

ol midwilery practice.

“It is nonsensical for the
conlracts ta allow for the
doctortohold the budget and
direct postnatal care, when
historically, it has always
heen the midwife who pro-
vides this care.

“In effect it means the mid-
wife now works for the doc-
tor, where in 1he past she
worked for the woman.”

But the Southern RHAwom-
en's healtlimanager for Otago
ancd Southland Veronica
Casey said Lhe authority is
obliged to start the pilots
given the “significant pro-
vider interest”,

Feedback on the effective-
ness ol the arrangements will
bezought from both consum-
ers and providers.

The SRHA is convinced the
changes are in the best inter-
est of women,

“Under the existing system
womensometimes donot find
out untll well into the preg-
nancy what options ore avail-
able to them for the delivery
of their baby.

“Ofien women don't know
where to contact a person
whaocan carefor them during

"1 DONT ENTI IRELY
EN«JO‘r‘ YOUR COMPANY
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thelr pregnancy.”

'BEWARE 0F -
THE WILLING-
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Drinks, contraception
increase risk of UTls

About half of all women
experience a UTI by the time
they are in their late 20s,
usually because of serual
activity.

But anew study shows that
other factors, suchasthetype
of contraception <he uscs,
her ethnicity oreven whether
she drinks soft drinks also
can alfect her risk of the
painful infection.

Michiganresearcherslook-

ed at 374 college students, 86
of whom had a UTL. They
found that women whose
partners used condoms were
almos! twice as likely to get a
UT1, compared to women who
used oral contraceptives.

Diaphragm use tripled a
woman’s risk 6f the infection.
Using deodorant, sanitary
napkins or tampons also in-
creased the risk of infection,
as did drinking carbonated
beverages. And blackwomen
were more than five times as
likely aswhitewomentogeta
UTI, according to the study
whichanpeared inthe March
issue of Epidemiology.

The researchers specu-
lated that condom use, espe-
cially without lubrication,
could increase the trauma
associatcd with vaginalinter-
course, which could causethe
symptoms of a UTI. And or-
ganicms that cause such in-

fections may be more viru-
lent in black women, they
suggested.

The link between the infec-
tions and soft drink intake,
however, remains a mystery.
The researchers thought the
calfelne in the drinks might
be the culprit, but women
who drank other cafleine-
containing beverages, such
as coflee or tea, did not have
anincreasedriskofinfection,
says study author Dr Betsy
Foxman.

“Some say soda consump-
tion is protective, Others say
it is a risk factor,” said Dr
Foxman, an assistant profes-
sor ol epidcmiology at the

NZ. Docro
3.03:95

University ol Michigan School
of Public Health, Ann Arbor.

“If's a suggestive finding,
but it is hard to know how
soft drinks may be aflecting
women," she said.

“However, if a woman
drinkz 1¢ cans of soda in a
day, as some women in the
study did, and she has Ints of
urinary tract infectfions, it's
not unr=azonable to stop
drinking it."

Women in the study who
drank cranberry juice or took
vitamin C regularly were less
likely to get infections. Cran-
berry juice ie a well known
folk remedy for these infec-
tions, and several studies

""In our society a woman needs the support of infor-
mation to be able to resist, with confidence, the power
of the big business that human reproduction has
become and which many have vested interests in
keeping that way. She must be able to recognise the
ubiquitous misinformation for what it is: she must -
having had her:innate self-assurance destroyed - be
re-assured that indeed she can give birth, by herself.

Medicalised delivery, a cultural norm in our soci-
ety, is both physically and psychologically abnormal,
an altered event altogether. The WHO acknowledges
- but most people do not - that ‘it is no longer known
what normal (ie non-medicalised) delivery is’ ().”

Ref: (1) WHO, "Truly normal birth has virtuaily been exlinguished".

Extract from The Diszppearance of Homebirth; The Disappearance of Birth.
Language versus reality in moderm childbirth and matemily care.

AIMS Quartenly Jowwnak Vol 1 No 4/5

Avaitable in full from
AIMS Publications.

Maire Reid
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Bed sharing and cot death

Based onresearchfindings from the New Zealand.

and other cot death studies 742 health profession-
als in recent years have advocated that all babies
sleep separately from their parents. We are not

calling into question the accuracy of the findings _

from these studies in refation to bed sharing, but

suggest that the consequent recommendations
may need to be reconsidered in the light of re-

search in the area of mental health.

With reference to babies sleeping alone " |

or conversely, with their parents, a recent asticle
reports research on the consequences for longer
term personality development of infant and child-
hood sleeping location. Beginning with the ob-
servation that "parent-child co-sleeping has been
so prevalent throughout the history of humankind
that it is more economical toidentify the exception
than the rule of children sleeping with parents”
(p43/44), the researcher goes on to consider a
number of personality correlates of such practice.

Based onan indepthstudyof 219women
using multiple data collection methods, Crawford
draws attention to positive relationships between
infants sleeping with their parents and conse-
quences for positive long term mental health.
Study in this field is not new but we suggest that
it is an area which has largely been ignored by
heaith professionals when giving advice on
parenting practices.

Marion Pybus, Valerie Fleming
Department of Nursing and Midwifery, Massey University,
Palmerston North.

1. Mitchell EA, Taylor BJ, Ford RPI et al. Four mocdifiable and other
meor tisk factors for cot deat: the New Zealand study. J Paediatric
Chiltd Health 199228 (Suppl 1) §3-58

2, Michel EA, Scragg L, Clements M. Factors related to infints bed
sharing, NZ Med J 1904; 107:468

2. Scagg R, Michel EA, Taylor Bl etal Bed sharing, smoling and
aleohol inthe sudden infart death syndrome. BMJ 1983; 307:1312:8

4. Crawford CJ. Parenfing practices inthe Basaue countryimplications of

in7ant and childhood sleeping location for personality developmert. Ethos
1004; 22:42-82 £ X '

| investigators studied 210 infertile women 35 t0 39

Smoking reduces the chances ofbecoming preg-
nant, according to the findings of a study sup-
ported by the National Institute of Child Health
and Human Development (Feriil Steril
1994;62(2):257-262). Women who smoke are
three times more likely than non smokers to have
high levels of a hormone that indicates that they
have fewer eggs available for conception. The

years, 65 of whom smoked and 145 hadnot. The
infertile women had a "significantly increased risk
of diminished ovarian reserva", an indirect meas-
urement of the number of eggs remaining in the
ovary. The evidence that smoking impairs fertility
corresponds with other known risks of smoking to
women, including irregular menstrual cycles and
earlier than average onset of menopause.

BIRTH 22:1.395

FEELING IS
BELIEVING |
-éj— arﬁ.d.isapbomted that women have to sse their

baby on a television sereen to know thatitis true
. their baby lives! Itis a sad state of affairs when

1 it all comes back to seeing is believing - what about

feeling is believing - the feeling of a living thing inside
your body, turning, kicking, hincupping has got to be
more memorable, more joyful and more secure than
lying flat on your back, with a bladder full of liquid,
having someone putslime all aver your naked abdomen
and then press your bladder as hard s possible so you

} cansee fuzzy black and white picture with images quite

like those you see when the antetinae has come loose...

We as educators have a role in helping women
become more as-are of their body, to get to know it
without the aid of technology, touch their unborn baby
through theirbelly, concentrateon ir'smovements and
watch their belly move like the alien. ‘Weneed to dllow
women the chance to daydream zbout thair baby -
imagine it's body, hands and face. Pregnancy is 2
chance to really feel and 18arn of the body's capabilities
- let's help women do tis without TV.

Dianne bMcKenzie, Nat Assac of Childbirth Educators

-1 Newsletter, NSW, 1/94. As QALY I8 v°\4‘. ;l"




