SeerCES

AsSociation for
Improvements in the
Maternity

AIMS QUARTERLY JOURNAL

Autumn 1982

Maternity Defence Fund:

IN OUR OWN INTERESTS

Following the ballot of members in
the last Journal the Maternity Defence
fund was launched, with over 90% of
those who voted aporoving the nroposale.
From events occurring over the last
few months it would appear that the
launching of this fund has come not a
moment too soon.

In August, Brian Radley was pros-
ecuted for delivering his own baby,
only to be followed a few weeks later
by another father being convicted of
the same offence. Currently, there is
a dispute at Wexham Park Hospital
where psychiatric nurses have had the
temerity to refuse to carry out, on
the instructions of a doctor, com-
pulsory treatment of a woman who vig-
orously, and lucidly, refused it. The
argument from the medical profession is
that the nurses had no right to ques~-
tion the consultant's decision because
it was ordered in the
"best interests of the
patient". And so too is
much of the routine
treztment carried out in
maternity care.

Wolverhampton Area
Health Authority tried
intimidating MNichelle
Williams into accenting
hospital care because they
deemed, with no evidence
to support their claim,
that it was "in her best
interests" to have her
bzby in hospitale Thou~-
sands of women have been
matilated by routine
episiotomy because doc=
tors ond midwives deemed,
with no evidence to
support them, that an

fighting for.

An ancient ideal...and still worth

5th Century B.C., Cyprus Museum
Nicosia. Lent by Prunella Briance.

episiotomy was in the "best interests
of the patient". When the issue

of giving women pethidine against their
wishes is raised, doctors and midwives
often justify it by claiming that it is
done in the "best interests of the
patient".

Yet John Finch, Senior lecturer in
Law, writing in the 'Nursing Mirror!'
28.9.82) stated that "A 'routine’

unnecessary or objected to) episio-—
tomy is a serious assault (and battery)
agzinst a patient. It is no different

in law from a knife wound delivered in

a fight. Likewise the giving of drugs,
say pethidine, against a person's will
is an assault. Just like a security
guard being chloroformed in a bank
raid."

It is most ominous, therefore, that
a section of the Midwives Act (1951),
originally designed to regulate the
midwifery profession,
has been used to launch
a test case which the
AHA explained was
brought "to protect
others". The law did
not orotect lichelle
Williams (or the other
Wolverhampton women who
have since contacted
AIMS with similar com-
plaints) from being
forcibly injected with
pethidine against her
will during her first
birth in hospital. HNor,
apparently, did the law
offer her the protection
of home birth with a
supportive midwife, as
she defined her own best
interestis.
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If health authorities are now going to use the law
to force women into hospital, and doctors then have the
right to dictate, without question, their treatment;
then (in the words of Jean Robinson) we are going to have
to use the law to ensure that they are not assaulted when

they get there. —-Beverley Ann Beech.

Note: Although the Maternity Defence Fund has a numbexr
of cases awaiting a legal opinion, it is vitally impor—
tant that the momey is raised as soon as possible
(£60,000 if a case has to be taken to the European Court
of Human Rights). Perhaps those who have felt that they
would like to help AINS, but have been unsure about
taking the plunge, could now seriously consider actively
publicising the fund and encouraging others to join with
them to raise the money that is needed. An anonymous
donation to the Pund of §4,000 through an American bank
has launched us smartly on the waye. For further informa-
tion about the Haternity Defence Fund, contact: Beverley
Beech, 21 Iver Lane, Iver, Bucks, SLO 9LH.

Send donations to: The Maternity Defence Fund, 33 Castle
Close, Henley-in-Arden, Warwickshire.

Quotation Corner

Some obstetricians' comments on the launching
of the Maternity Defence Fund:

"I think it is a pity this fund was set up. When

I was younger, I brainwashed and pressurised patients
because I wanted them to have the best care".

Mr. Pinker (gynaecologist to the Princess of Wales)
'The Sun' 10.9.82

"I don't understand the word assault here,
dismissing these women. We ARE changing our style,
listening to their wishes. We have piped mueic,
pictures on the walls, grans in the labour wards'.
Mr. Robert Atlay - Hon Secretary, Royal College of
gb;t;;ricima and Gynaecologiets; 'Daily Mirror'

I'm not

GUILTY: The Crime of Giving Birth

The Wolverhampton courtroom was almost unbearably hot
and airless, and the magistrate was clearly not the sort
who would allow counsel to remove their pin striped
jackets. The nursing officer in the witness box said
that wher Brian Radley appeared in her secretary's office
with a letter asking for a home confinement, she had teken
him into her room because she thought "he must have come
about a complaint"--a remark which the defending counsel
surprisingly allowed to pass without comment.

When Radley took the stand he admitted that he had
hoped to deliver the baby, but had never intended to do
so without profeseional help. When his girl friend
Michelle Williams hed refused to enter hospital or call
the AHA midwife, the couple tried hard to find a G.P. or
private midwife who would attend the birth. (Both the
'Guardien' and legal correspondent of 'Hospital Doctor'
have suggested the REA should have taken out an injunction
against Radley, but this would have been impossible because
he did not intend to deliver the child on his own). Only
when they were unable to obtain acceptable help did he go
shead with the delivery, because the alternative would have
been Michelle's mother, or Michelle herself, delivering
the child.

Counsel for the RHA tried to imply that Radley was a
Svengali-like figure whose malign influence had prevented
a weak and helpless woman from getting expert care, thereby
putting her and her child at risk. When Michelle herself
gave evidence, it was clear that this paternalistic and
Victorian view of modern woman wouldn't wash. She was firm
and straightforward in her replies. She had vious ex-
perience of a miscarriage (with an IUD in situ), ante-
natal cere and a birth at New Cross Hospital and nothing
would induce her to go back. Having met the midwife sent
to their home by the AHA and seen her resction to their
request for a birth without drugs, without the mother
lying down, with the cord not being immediately cut, she
believed that any other official midwife would follow the
same party line. She decided she was not going to have
“those people” in the room while she was giving birth.
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The visiting midwife, seeing a young woman cohabiting
with an unemployed man, who had had no ante-natsl care, and
who slept on a mattress on the floor (they liked it that
way), immediately classified her as 'high-risk'--a classic
example of the way mothers are crudely allocated to pigeon
holes on superficial evidence. Dr. Peter Huntingford
said that a young, healthy woman expecting her second child
after a previous normal delivery, with normal blood pressure,
carrying a good sized baby head down, was in fact a low-risk
patient.

The birth was beautiful. You could have heard a pin
drop in court when it was described by both parents. There
was & 5 hour labour, which Michelle described as calm and
peaceful. (If I had a pound for every letter I've had from
a2 mother saying how intolerable she found the continual
interruptions during her hospital delivery, I could pay
Brian Radley's fine many times over). Michelle was stand-
ing, walking sbout, crouching or leaning forward resting on
Brian'e shoulders. He examined her once and found her
1cm dilated, so he went into the kitchen to make a cup of
tea., Almost immediately he was called back because the
baby was coming. The beby slithered out as Brian lifted
her in an upright position to the bed and he laid it across
her thigh. Their son was obviously lively and immediately
sucked when put to his mother's breast.

Although Miss Williams had committed no crime, it
seemed as if sghe, too, was on trial.

Counsel: "You say you did not enjoy your ante-natal care?"

MoWas "No*

Counsel: "You are not supposed to enjoy ante-natal care.
That is not what it is for."

When Michelle was guestioned about the risks of child-
birth, and was asked if she had any medical training, she
simply replied--with great dignity--'No. I am a mother."

Counsel would say: "You wanted &" (there would be a
slight psuse) 'Natural birth. Without drugs." He made it
sound both outlandish and distasteful. How odd, I thought.
Had Michelle Williams wanted artificial insemination, a test
tube baby, an artificially induced or speeded up labour,
to be wired to a machine, to lie flat on her back pushing
uphill or to be numbed by an epidural, her requests would
at least have been met with sympathy. She simply wanted
to avoid interference with nature and had to stay out of
hospital to do it: it was she, not her partner, who had
committed the real crime. If Health authorities can't
actually prosecute women for it yei, doubtless they soon
will., But when I compare Michelle and Brian's birth ex-
perience with that of many couples who write to AIMS, the
£100 fine seems cheap at the price.

~-Jean Robinson.

(A fund lsunched by AIMS to pay Brian Radley's fine has
raised £259 to date. After the fine is paid, the res-
idue will be used to pay any legal costs not covered by
legal aid. Any money finally remaining will be trans-
ferred to the Maternity Defence Fund, at the request of
many of those who contributed.)



SECRETARY’S NOTES

Improving the Maternity Services, Part III

Perhaps AIMS' most important achievement in the past
20 years has been to challenge the image of childbearing
women as being pathetically dependent, helpless, docile
infantile, desexualised, and--of-course--passive. AIMS
projects a positive, decisive, strong imesge of women in
pregnancy and birth. The same should be said of men,
since the role that partners are supposed to adopt is
scarcely less insulting to men than the one imposed on
women.

The myth of the helpless girl-child has been assidu-
ously promoted by doctors, and unfortunately many midwives
too, over the last 100 years. Recent research, as yet
unpublished, has demonstrated that in spite of claims to
favour open communication and information-giving, hogpital
labour-ward staff actually practice a highly developed
technique of evasion and forestalling womens' requests for
information sbout our own labours. More sinister, the
women who are most successful at soliciting this information
first denigrate themselves, ("I'm ugly”, "I'm stupid",
"I'm a coward" etc) and this is rewarded. Before we can
exorcise the helpless little girl, we must first have a
good self-image, high self-esteem, and appreciation of our
own self-worth. In other words, we must refuse to inter-
nalise the myth of the dependent girl-child. This applies
individually and collectively.

Christine Beels and Anne Taylor (former AIMS secretar-
jes) will be glad to know that the stream of desperately
depreseing letters from women who are the victims of mod-
ern childbirth is drying up at last. Leslie Batchelor,
Treasurer of AIMS for 6 years and first contact for many
women, agrees that fewer women now apologise for themselves,
feel guilty, make excuses for the sometimes outrageous
behaviour of obstetricians and midwives, or are modest and
timid in their demands. Now, many more women sutomatically
accept that we all have the right to high expectations in
pregnancy and childbirth. In September, the 'Daily Mirror'
published a full range featue on AIMS, and I am delighted
to report that the ample Mirror reader response confirms
this new mood of assertiveness.

The second big contribution of AIMS and our sister
organisation has been in changing the climate of opinion.
Ina May Gaskin (amongst others) has emphasised that community
support is very important for the childbirth movement. Pop-
ular magazines and newspapers reflect this change. Child-
birth used to be silly-season stuff, laced with items sbout
bonny bouncing babies and the latest obstetric 'breakthrough'.
Now childbirth is reported seriously and, best of all, women
are no longer expected to be passive.

Nevertheless, we still have a lot to do. There is
constant misinformation about childbirth in the media.
Here is a typical example:-

"For a home birth you need a letter from your doctor
saying that s/he agrees...When you have tle doctor's letter
you should get in touch with Community Midwifery Services,
and arrange for a midwife to visit you." (The Wandsworth
|Women's Health Book 1981 Wandswortly & East Merton CHC)
Correcting this sort of error is a full time job, which
distracts us from more creative work, but is important
nonetheless.

AIMS' success at firebrigading has confirmed that this
change in the climate of opinion is backed by active public
support. No Senior Nursing Officer (Midwifery) or obste-
tric consultant is safe from suddenly finding herself or
himself at the centre of a very public scandal like those
at Preston (Lancs), Royal Free, or New Cross (Wolverhampton).
This is a very effective agent of change.

Usually reliable sources report that the senior civil
servants at the DHSS are sick and tired of the obstetricians
and their empire-building and refusal to change. These
civil servants--who are mostly powerless themselves--have
accepted that improvements in the maternity services will
only come through public measure and media exposure prompted
by AIMS and our friends. It is therefore in our interest
to take advantage of this and press even harder than ever.

--Elizabeth Cockerell

Epidural Tape Banned

A complaint filed by AIMS against a caseette tape
'Understanding Epidural Ansesthesia', produced by a drug
company Duncan Flockhart Ltd., has resulted in the .
company being ordered not to issue any further copies of
the tape. The tape, distributed free to doctors but
designed to be played to pregnant women, was found to con-
travene three clauses of the Code of Practice of the
Association of the British Pharmaceutical Industry (ABPI).

The AIMS complaint, filed in January 1982, contended
that the tape violated the ABPI Code by advertising pre-
scription drugs to the public; encouraging the public to
ask doctors to prescribe specific drugs; and stimulating
demand for a particular treatment while raising unfounded
hopes of success. The ABPI has agreed that the tape vio-
lates all three clauses of the Code, and has ordered
Duncan Flockhart to not issue further copies and to ensure
that all steps are teken to aveid a similar infringement
in the future.

While welcoming the ABPI decision, AIMS will press for
recall of existing tapes. It is unclear how many copies
have been issued in the 8 monthe since our complaint was
filed. (See AIMS Newsletter Winter 81/82 for original
report.)

¢«— The Court Press

'Spectator' - 'Imposing the Medical Will', Donald Gould

"Now that the case has been heard, few outside observers
will believe anything except that the law has been mis-
used (or, at best, ineptly used) in an attempt to force
unwilling customers to acknowledge the fact that 'doctor
knows best'...l am sure that we are treading on dangerous
ground whenever we impose the medical will on anybody...
In addition to the violation of human rights involved, it
should also be remembered that today's medical wisdom

is all too often tomorrow's medical folly."

'Born Out of Deadlock', Bronwen
Murison.
"Wolverhampton, they claim, is an obstetric blackspot.
As was highlighted at the trial, practices that are
common in many teaching hospitals are regarded as
positively impious...The Radleys have substantial
medical backing for their actionm...but by finding them
guilty the magistrate has made the NHS compulsory.
Could it be that the Radleys had to lose so that other
couples would be deterred from doing as they did?"

'World Medicine' -

'Bureaucrats versus free choice',
Peter Kellner

"Woe betide any future couple which behaves in the

'New Statesman'

same way, especislly in the West Midlands. Unless
the magistrate's decision is reversed on appeal, a
new line has been drawn, that is both medically
absurd and politically dangerous, between the rights
of the individusl and the power of the state...(The
Government should assert that parents have the unambi-
guous right to choose how and where their babies are
born, and that any future prosecution similar to that
launched by the West Midlands AHA would be an impro-
per and inadmiseible use of public funds."

'Nurging Mirror - Is the Law an Ass?' Editorial,
Tamara Ross.

"Those midwives who consider the court verdict onm
Radley a victory for the profession would do well to
think again. It does not say much for a service if
the majesty of the law has to be invoked to force
mothers to use it".

Note: Mrs. Andrews (the DNO involved in this case) is
currently the Vice-President of the Royal College of
Midwives, and was President last year. The RCM's
official position is that birth should take place in
an obstetric unit, though they "recognise that some
mothers will still wish to have their babies at home";
the RCM welcomed the Radley prosecution.

~



CONFERENCE REPORT

'NOURISHING THE NEXT GENERATION--FROM PRE-CONCEPTION TO
: THE UENCE OF NUTRITION'

The 12th Annual Conference of the McCarrison Society;
Oxford, July 1982

Many of the subjects raised-at this conference were
neatly put together in the President's summary--a wituy
but tragic presentation of just how dismal things might be
from pre-comception to weaning. The unfortunate cigarette-
smoking malnourished and lead-burdened mother-to-be was seen
battling her way through picket lines to the labour ward,
only to be attended by female staff who were themselves
suffering from migraine, irritability and allergies as a
result of taking oral contraceptives. The mother was
drugged, laid flat and harnessed to various pieces of
equipment. The fetal heart monitor stopped on several
occasions--the distress to the mother being ignored as the
fault proved to be in the machine. After entering a world
of overpowering bright lights and stressful noises, the
similarly drugged and lethargic infant was deprived of any
opportunity for bonding and was immediately condemned--
after 9 months of a dark, mobile and close-fitting neste--
to the flat bare confines of an incubator, with no move-
ment and no physical contact with its mother, besieged by
strong lights for 24 hours a day and deafened by unfamiliar
noises amplified by the walls of the incubator.

The pathos of this situation was not lost on the con-
ference delegates--all these points had been well des-
crived; how undernutrition, vitamin and mineral deficien-
cies, excesses of lead and emotional deprivation can con-
tribute towards a less than optimal outcome for the newborn.
The conference was, however, by no means pessimistic in its
outlook. Recognition of the causes of such disasters must
be seen as the first step towards prevention. Nourishing
the next generation adequately has to involve nourishing
the mother's nutritional and emotional needs prior to con-
ception, during pregnancy, and during and affer labour.

It also has to mean better protection from the adverse
effects of drugs and pollutants.

The relationship of pre-conceptional nutritional
status to the well-being of the embryo and fetus, which has
been so well documented by Margaret and Arthur Wynn, was
further developed by them to show how intimately the endo-
crine system and hormonal balance of both mother and fetus
may also be dependent upon nutrition. The detrimental
effects of lead (Prof. D. Bryce-Smith), of mineral deficien~
cies (Dr. P. Kingsley), and of previous oral contraceptive
use (Dr. E. Grat) on both mother ad baby were well described.
Detailed analytizal studies of the diets of women from 2
contrasting socio-economic groups in Londen, carried out by
Prof. M. Crawford and Wendy Doyle, suggested that a signifi-
cant degree of undernourishment was present in the lower

MEMBER’S VIEWPOINT

I'd like to make a plea for clearly differen~
tiating between pressure groups and support groups with-
in the birth movement. Both kinds of help are definitely
needed, but a lot of confusion and misunderstanding exists,
both within the birth movement and the public, because a
distinction between the two isn't made. Pressure groups
and support groups are each doing important and necessary
work: their objectives and approach are, however, of
necessity, different.

The primary role of a pressure group, such as AIMS, is
to bring about change which is vital to us all and the
future of society. This is done mainly through educating
the public, campaigning for changes in government policy,
putting pressure on decision-makers, testing the system
through individual cases, etc. The pressure group clearly
states ite objectives and then puts the 'pressure' on to
achieve them. (As I understand it, this was the topic of
the editorial of the last issue. AIMS must clarify what
it defines as the 'improvements' of the AIMS name).

The pressure group is in the vanguard pushing towards the
ideal.

Until this ideal is achieved, however, there is also
a great need for support groups. The role of the support

socio-economic group during pregnancy, and that this may
have a detrimental effect on birthweight.

That something can be done about such problems was
anply demonstrated by the Canadian examples described by
Prof. G. Bonham. These ranged from the early pioneering
work on food supplementation and nutritional education
during pregnancy to the new comprehensive programme, planned
to begin in 1983 in Calgary. This project is aimed at
encouraging health and nutritional fitness during one preg-
nancy and following through the post-natal period to weaning
and to the next pre-conception period.

The importance of breastfeeding as a foundation for
preventive medicine was the subject of Prof. W. Whittlestone's
paper. A detailed comparison of the biochemical properties
of human milk and of cow's milk left no doubt as to the
perfection of the former and the inadequacy of the latter as
a correct food for young babies. However, the paper pre-
sented by Dr. O. Brooke indicated that premature infants
(eg: 32 weeks gestational age) have special needs for certain
nutrients, and human breast milk, whilst well-designed for
a full-term baby, neverthless has its limitations as a food
for such tiny babies.

Michel Odent, well-known for his attentions to the
needs for more natural methods of childbirth, introduced
the concept of 'inhibition of action'--a submissive type
of behaviour induced when one cannot respond to aggression
either by struggling or by taking flight. Such behaviour
was seen to affect the newborn being after a typically
medically~controlled birth in a conventional hospital.

His presentation emphasised how important the emotional
environment of mother and baby can be--not only for
psychological but also for physiological development.

Other contributions were alsoc concerned with the
idea of nurturing, rather than just physical nourishment,
Prof. J.C. Pearce, whilst mccepting the profound importance
of nutrition for healthy development, emphasised that it
must be coupled with the stimulation and nurturing of in-
telligence. He described how Western societies have
increasingly failed to allow the natural sequence of events
to occur which foster the normal early growth of intelli-
gence. Dr. M. Richards described growing concern over how
the environment of the incubator to which preterm babies
are exposed has possible longterm detrimental effects on
the emotional and psychological development of such babies.
Sheila Kitzinger made a plea for greater recognition of
the emotional needs of the mother-to-be. She described
examples from other cultures and from history of how women
have received, and could again receive, the emotional
support they need in order to enjoy the nurturing role.

(The conference proceedings will be published in a forth-
coming issue of the 'Journal of Nutrition and Health',
AB Academic Publishers.)

~-=Dr. Barbara Pickard.

(Congratulations to Barbara Pickard and family on the happy
birth of their 4th well-nourished child, Ruth Mary, whe
arrived shortly after the above-reported conference.)

Pressure or Support Groups?

group is to help the individual woman where she is at that
moment, giving her the information and understanding to help
her deal with her own situation. In and around child-
birth, as we all know, a woman is often very vulnerable.

It is a time for reassurance. Right now she needs affirm-
ation that she "did a good job" and support to help her
assimilate her experience, however positive or negative.

She carmot just write off the pregnancy, birth and baby as
a mistake and hope for "better luck next time". The fact
is that, in all but exceptional cases, she has a beby,

and the most important thing at the moment is to make her
feel good about that. The "if only"'s and the "It's
going to be different next time"'s will come later. They
don't really matter to this individual right now, as they
are only practically relevant to her with regard to her next
birth experience, which is probably at least a year away.

Because of this vulnerability around childbirth, I
think it is very difficult to combine both pressure and
support within the same organisation. The clear objec-
tives of the pressure group, S0 necessary in the larger
sense, can be used as a measure of ‘'success' or 'failure'
by the individual in her own experience, even though this
jsn't the intention of the group. Thus, if a pressure
group is not involved in personal support, it is free to
speak out uncompromisingly without fear of causing personal



guilt,

can't measure up to.

volved with the pressure groups.

I think a lot of problems can occur because a support
group is expected to be a pressure group or vice versa.
For example in the last Journal the reviewer of the booklet
criticized it for omitting to speak out

'Caesarian Birth'

strongly against unnecessary caesarians.
because of its accepting attitude.

limit their objective to that.

I speak from the point-of-view of having been involved
in another support group, La Leche League, for 10 years.
Although it is the expressed aim of La Leche League to pro-
vide information and support to women who wish to breast-
feed their babies, it is often assumed that the aim is to
It is often suggested
that by its existence, LLL makes people feel guilty who
don't want to or can't breastfeed, which, I feel, is symp-
tomatic of this confusion between pressure group and support
LLL provides information to enable parents to make
their own decisions about their own children, and then we
Many mothers feel that,
for them, part of breastfeeding is having the baby with them

convert people to breastfeeding.

group.
support them in these decisions.

On the other hand, support groups should be neutral,
so that any woman can seek information and support

without fear that there will be a yardstick that she

Often women who receive this support
and information, feel strongly enough about their rights

in childbirth that they are in sympathy with or become in-

The authors of the
booklet-~Caesarian Support Group of Cambridge-~state clearly
that they are a support group and quite wisely, in my opinion,

set time.

most of the time, so that the baby can be put to the breast
for comfort or food any time s/he needs it.
grows, if mother and baby are enjoying this relationship,
some parents feel they don't want to wean the baby at a
As they are not conforming, these parents can
come under & lot of pressure from friends, relatives,

As the baby

health professionals, etc. about being self-indulgent,

spoiling the child, or ruining an
At times it's like walking into the Royal Free and asking
for an active birth every day!
these parents through its meetings, conferences, and
written information.
as a proselytising organisation whose goal is to '"make
women breastfeed for 2 years"

She felt angry

is not true.

we do.

quarter.)

because we don't care passionately.
need to remain free to help any woman without judgement.
With clearly defined roles, pressure groups and support
groups would be in a position to work together more effec-
tively to bring about these cha-:ﬁos.

'adults only' gathering.
LLL provides support to
In doing so it is often regarded

(as I've heard said). This

We involved on the support side sympathise and applaud
the work being done by the pressure groups (and even, when
we have a few minutes, try to do our bit to help).
out you there could never be the changes that we all so
want in maternity care.
If we aren't vocal in our opinions, it is not

With-

Please, though, recognize what

It is because we

ancy Turnbull

(Nancy Turnbull, a member of the National Council of
La Leche League, is the AIMS member who does her
'bit to help' by mailing out the AIMS Journal each

Incest: An Uncomfortable Subject

Various issues have been bronght
up in the Journal over the years, but
one issue which affects at least one
woman in ten hasn't even been given re-
cognition, much less intelligent dis-
cussion.

Incest is an uncomfortable subject.
Many even have only a vague idea of what
it is--so the Incest Survivors Campaign
have redefined the legal definition as :
"being the sexual abuse of a child by a
person in a position of authority and
trust." This doesn't just mean
*intercourse', it doesn't just mean
Daddy lingering over that goodnight
kiss. It does mean acute confusion,
fear, anxiety and mistrust. Especi-
ally of men. And in the experience of
those of us who have been victims and
those of us who work with the survivors-
you don't really ever get over it.

Its effects during parturition are
manifold and it is these I'm trying to
discuss here, and hopefully reach those
professionals who may find themselves
assisting a woman who is a survivor and
is pregnant, labouring or feeding.

That incest (however subtle),
affects a woman's sexuality is undoub-
ted. How a woman individually reacts
is impossible to assess as an out-
sider. A woman who becomes pregnant
will be repeatedly subject to wvarious
violations of mind, body and spirit, if
she is one of the 90 odd per cent of
those booked for hospital delivery.
Procedures even of a 'routine' nature
can (and do) evoke memories, and this
can (and does) affect how a woman re-
acts to her baby and partner, and
attendants.

Over 90% of incest victims are
young women and girls, over 95% of
perpetrators are male, and the majority
are blood relations, mainly fathers.
The average age at when incest begins
is 9 years. (Youngest 2 days,
oldest over 20 years)

Obstetricians generally adopt a

paternalistic role, and it is not
difficult to understand how a survivor
can react: "This doctor wanted to do
an internal and I just didn't like him.
I said, 'I was promised a woman
doctor' =and he said, 'Oh, she can't
come over for a routine examination
like this', and I realised I was
trapped...The doctor really cursed and
SWoTe, He said 'Oh bloody hell,

for Christ's sake can't you relax'...
The nurse said 'You're only trying

to get attention, we know all about
people like you'...That was the last
time it happened. I've just not

been examined by a male doctor since.

I always insist on seeing a woman now."
This woman suffers from vaginismus (an
involuntary tightening of the vagina)--
interestingly, only with male doctors.

In labour, & survivor is in a
doubly more vulnerable position. A
mechanised hospital birth can (and
does) seem like being raped again.

As one survivor put it: "I was lying
there, my feet in stirrups, one arm
wired up to an I.V. drip, the other
had a blood pressure cuff. It remind-
ed me so vividly of what happened I
started to scream. 'They' clapped a
mask over me to shut me up. I had a
nervous breakdown 36 hours later--I
knew why--but I hadn't as yet told
anybody 'about what had happened'".

One does need to recognise that
many women, even if they have talked
over their experiences, are not able
to discuss this with just anybody.
My own story is well known and I
willingly spoke on television about
it earlier this year. But I cannot
discuss it with anyone I feel is in
authority over me.

Even breastfeeding is seriously
affected: "I was doing everything I
ghould have been. I mean, I was
feeding him frequently, eating well,
had help in tle house so I could
rest, but I knew my let-down wasn't
working half the time because I
couldn't 'give myself'". This
woman did what she felt was the next
best thing and expressed her milk and
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bottle fed. Her mother, who also
had been an incest victim, was not
able to feed her sons but had plenty
of milk for her daughters.

So what can we do to help our-
selves? "My own answers to the mul-
tiple problems were to take the big
step of self responsibility, reclaim-
ing my body as my own, and choosing
where and how I had my babies. I got
treated as a 'special case' because
of what happened, but should my rights
be honoured just because of this? It
just makes me feel even more of a
freak."

During labour a woman is at her
most vulnerable; she needs to feel
relaxed and protected. Within the con-
text of a hospital birth few women feel
this way, and it is terribly threaten-
ing to a woman who has been through an
experience of incest.

Obviously this is also difficult
for attendants, but I know from experi-
ence (I've had &4 children--3 at home)
that just ordinary courtesy, good old-
fashioned compassion and a large dash
of respect do more to help than all the
'understanding' and 'sympathy' in the
worlde And it isn't only incest sur-
vivors who should be treated this way--
every woman should.

That woman who wanted a home birth
--the woman who refused a vaginal exam-
ination--the woman who chose not to
breastfeed--we are not necessarily
neurotic, not necessarily 'failures'.
They jut might be survivors--who can
tell? I'm one and I can, but those
who've never experienced it probably
can't. Remember those figures. One
in ten is an awful lot of women. You
might be one, or someone you know
might be, or one of the women in your
road--or on your case load, Ms. Midwife!

~<Anna Whitelock.

The Incest Survivors Campaign is
contactable by telephone: 01 898 8032,
or at A Womans Place, 48 Williem IV
Street, London WC1.



NUTRITION

AIMING FOR THE PRIME IMPROVEMENT

Years ago midwives' duties occasionally included
baking high protein egg custards and delivering them to
impoverished pregnant women in their care. This stands as
yet another example of how today's doctors and midwives
could learn valuable lessons from traditional midwifery
wisdom: The health of a newborn baby is inseparable from
the health of the mother--and nothing is more importamt in
protecting the health of both than the quality of the
mother's diet.

Yet our ante-natal services virtually ignore the impor-
tance of good foods, while continuing to pour enormous sums
of money and professional expertise into refining techno-
logical interventions. This booming technology--ultra-
sound, AFP blood screening, amniocentesis, fetal monitoring--
is intended to diagnose complications of pregnancy, under
the label of 'prevention'. But they don't prevent anything;
at best they may identify an existing problem, which is
then tackled by further technology in an attempt to patch
up the damage.

Policy-makers are becoming increasingly aware of the
'social factors' in the complications and mortality of
childbirth, and there is much discussion about how to make
ante-natal services attractive and accessible to those who
might most benefit from preventative care. But there is
no evidence that rounding up every pregnant woman for
routine medical care will prevent any problems in preg-
nancye

Good nutrition, however, would maks most obstetric
and neo-natal machinery redundant. After reviewing the
evidence linking nutrition and the outcome of pregnancy,
a U.S. Senate Committee concluded: 'Malnutrition appears
to be the common denominator in each of the problemsg--
low birthweight, infant mortality, mental retardation,
and intellectual malfunction. Any attempt to break the
cycle of poverty characterised by these phenomena must
include nutritional intervention, or this wastage of
human life will continue unabated."’

Where ante-natal care has stressed nutrition, the
results have been dramatice. As early as the 1930's in
Norway, low birthweight rates among unwed mothers plunged
to 2%, a tenth of the previous rates, when ante-natal
diets were improved. Ebbs in Canada showed that with
nutritional counselling and/or supplementation, the low
birthweight rate could be lowered from &% to 2.2%

CASE HISTORY OF 29 YEAR OLD MOTHER
BEFORE AND AFTER SUPPLEMENTATION PROGRAM
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Ali of this woman's first seven surviving children are

neurologically handicapped, and rehabilitation services

have cost more than $300,000. The last three children
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stillbirths from 3.4 to less than .5%, and miscarriages
from 6% to less than 1.2 Tompkins used nutritional
counselling and vitemin supplements for 750 clinic
patients to completely eliminate low birthweight; there
were no stillbirths and only 3 infant deaths, compared
with 61 peri-patal deaths among a control group.” In a
California public clinic, Brewer instituted a matrition
education programme among & 'high-risk' population--

the low birthweight rate among primigravidas was 2.8%,
compared with 13.7% among primigravidas attending the

same clinic who received standard obstetric care from
other clinic doctors. There was also,a more than 10-
fold reduction in high blood pressure. Brewer's appro-
ach did not include supplements, even to low-income
women. The only dietary intervention was an initial
informal group discussion involving pregnant women and the
doctor about good nutrition and the known dangers of mal-
nutrition, followed up individually at each clinic visit
with attention to the mother's diet. Stressing the value
of pregnant women learning how to help themselves by taking
responsibility for their own good nutrition, Brewer writes,
" 'High-risk' pre-natal patients are no longer high risks
when they learn the basic principles of scientific pre-
natal nutrition and put these principles into practice in
their daily lives."?

The attitude to nutrition most often met in our
maternity services is one of complacency, A pregnant
woman receives little or no dietary advice--perhaps some
vitamin/mineral pills and an injunction to eat a 'balanced
diet'. It is generally assumed that women in Britain are
sufficiently well-nourished for pregnancy. In other
countries that assumption is pot made. Government surveys
in Capads, where average consumption of animal protein and
fresh fruits and vegetables is much higher than in Britain,
found that substantial minorities (20-30%) of young women
suffered from nutritional deficiencies. Canadian clinics
offering nutrition counselling and, where necessary,
supplementation, found that while many of the women in
need of help were poor--on public welfare or receiving low
wages--large numbers were not. As Margaret and Arthur Wynn
have commented, "It is important to develop objective
methods of screening for poor nutrition and to destroy amy
illusion that nutrition assessment and counselling are only
needed by a small minority of poor women., While the pre-
valence of low birth-weight and of poor mutritional status
is highest at the lowest income levels there is no social
class, defined by education or income, nor is there any
ethnic group, that is spared according to the extensive
United States surveys." For some women burdened by poverty,
free food supplements may be necessary to ensure optimal
nutrition in pregnancy, while for many others mutrition
education may be all that is reguired.

Nutrition counselling, to be effective, must be on
an individual basis. Every pregnant woman has her own
eating habits, food likes and dislikes, and knowledge about
nutrition. Needs vary, toco, depending on activity levels,
general health, stress, etc. And eating habits are
deeply ingrained, and unlikely to change unless the woman
is personally motivated by understanding the importance of
good foods to the health of herself and her baby, and how
she can obtain those nutrients in her individual way. And
counselling must be persistent. There is widespread
evidence that the greatest benefit of nutrition counselling
occurs when it is started as early in pregnancy as poss-
ible-~ partly because there is often a delayed response,
as a woman gradually changes her eating habits, and also
because of the longer time the mother and baby will have
been well-fed. But this does not mean that there are



not benefits in improving nutrition even late in pregnancy.
Much of the current pre-conception emphasis implies that

any attention later in pregnancy is months too late. While
preconceptual health is undoubtedly important, such atten-
tion may serve primarily those who are already well informed,
diverting attention from pregnancy itself when most women
present themselves for care. There is evidence

that improving diets in the last trimester or even the

last mengh of pregnancy can significantly improve out-
comes.”* °

Nutrition education must become the centre-point of
ante-natal care if it is to have an impact. Many people
see the doctor as the ‘'expert'; if the 'expert' never
mentions what she's eating and is interested only in test
results, a pregnant woman's motivation to change basis
habits is weakened. One nutritionist described the
frustration of her work being peripheral in the ante-natal
service: '"Unless the physician has asked that they talk
with me, they usually pay little attention to me because it
has not come from the doctor...I have even left some hand-
out basic nutrition pamphlets in the clinic when I am not
there and hope to find them gone--but they remain."

And nutrition education remains firmly on the side-
lines in British ante-natsl care. A Cardiff hospital
professor of nutrition explained the lack of nutritien
counselling by saying, "It is quite a laborious process
counselling for diet," while a Health Education spokes-
woman stated that "Information on diet is widely available
and can be obtained from the Hospital Education Office."

Even if nutrition counselling does reach and motivate
pregnant women, obstetric habite of weight restriction,
salt restriction, and use of diuretic drugs can counteract
its effects. Thus all medical and midwifery professionals
must be educated in the central role and principles of
optimal nutrition in pregnancy. It is disappeinting that
in the recent joint paper from the Royal Colleges of
Obstetricians and Gynaecologists and G.P's on G.P. training
in obstetrics, not a single mention was made of training
in nutrition for G.P's offering either shared or full
ante-natal care.

While our services opt for expensive, unproven
technology, the proven benefits of nutrition counselling
cost a pittance in comparison. At the Montreal Diet
Dispensary, a long-standing ante-natal nutrition climnic,
the total cost nf nutrition counselling per pregnant
woman was £33, with another £22 when supplements were
provided (1975 figures). By contrast, the cost for one
infant in a special care unit was £1,500--and this figure
could be multiplied 100 times for severely handicapped
survivorse

A policy statement from the American College of
Obstetricians and Gynaecologists proposed nutrition
services for all pregnant women: '"Nutritional assess-
ment and advice are essential components of good ante-
natel care. The obstetrician-gynaecologist, as leader
of the obstetric-gynaecologic health team, is responsible
for including these in the care of all pregnant patients
under his supervision. He may do this personally or by
insuring that gualified members of his feam do s0.

Ideally nutritional assessment should be made before con-
ception., Failing that, it should be accomplished at the
first ante-natal visit. It should be repeated at regular
intervals during and following pregnancy."” This descrip-
tion is far from current reality in most U.S. ante-natal
care, while British doctors rarely bother even to pay it
lip-service.

AIMS must campsign for these services for every preg-
nant woman. Qur services need re-educating and re-direct-
ing away from an obsessive hunt for and aggressive manage-
ment of 'high-risk' pregnancies, to the promotion of
healthy pregnancies, mothers, and babies through excellent
nutrition.

1 U.8. Senate Select Committee, To Save the Children, 1974
2 Ebbs, Canad, Med. Ass. J. 46: 6-8, 'b2

3 Mompkins, J. Int.Coll.Surg. 4: 147=154, 'l

b Brewer, Gynaecologia 167: 1~8, '69

5 Brewer, J. App.Nut. 20:23-32, '68

6 Wynn, Nutrition Counselling in the Prevention of Low
Birth-Weight, '75

7 Cameron, Glasgow Med.J 24: 1-7, "&b
8 Iyengar, Ind. J.Med.Res. 55: 85-89, '67

-~ Nancy Stewart

(Copies of What Every Pre t Woman Should Enow: The
Truth About Diet and Drugs in Pre s by Gail and
Tom Brewer, available from AIMS Books, 1 Styche Hall,
Market Drsvton, Shrops. TF9 3RB. £3.00 incl. p&p.)

Drawings from 'Preventing Nutritional Complications of
Pregnancy", a manual for nutrition counsellors by the
Society for the Protection of the Unborn Through Nutritiom.

AIMS cautious
on male midwives

Baged on the outcome of two pilot studies train-
ing male midwives, the DHSS is currently considering
how & wider involvement of men in midwifery should be
implemented. In written comments to the DHSS dated
15th July, AIMS expressed reservations about the male
midwivee report that we would like the DHSS to teke
into consideration in extending opportunities for male
midwives.

The need for careful selection procedures wae
stressed in the AIMS comments, since the pilot pro-
grammes involved small numbers of men being very care-
fully scrutinized, while extended training opportunities
could mean "a much grester risk of men of unsuitable
character receiving training and practicing as midwives".
There was also concern about subtle pressure upon women
to agree to attendance by a male midwife; AIMS
suggested that rather than being asked & leading
question ("Would you object to having a male midwife?"),
women should be given an open choice to remove pressure
to opt any particular way ("Would you like to be cared
for by a female midwife or a male midwife?").

AIMS elso called for further pilot studies before
men were allowed to practice in the community, and
suggested that msle community midwifery must involve
careful and continucus assesspeni. It was felt to be
essential that male midwives in the community should be
chaperoned, while it was not necessary for chaperoning
to be continuocus in the hospital.

The AIMS comments expressed concern that male mid-
wives would soon occupy the higher professional ranks in
midwifery, out of proportion to their numbers, as has
happened with men in nursing. Noting the small sample
of the pilot studies, AIMS called for & wider canvassing
of women's views, particularly among ethnic minority
groups.

The ideal arrangement of midwifery services prov-
ides continuity of care, AIMS indicated, so that a re-
lationship is built ante-natally, and birth, and post-
natally. AIMS urged the DHSS to accept this principle
as universal in maternity care, commenting that when
a woman receives personal support from a familiar atten-
dant, "the midwife's sex is a less central concern".



An analysis of peri-natal rates
according to place of birth, 1975-794
indicates a wide variation within the
category of births at home. The
overall mortality rate for home births

IN BRIEF

surpassed that of consultant units in
1977, but since the number of births
at home has dwindled, it has been sug-
gested that the home birth group in-
cludes greater proportions of unplan-
ned, at-risk births. It was found
that among the home birth group, the
mortality among legitimate births to
women in their late 20s and early 30s
was lower than in consultant hospitals,
while there was a very high rate (201.8/
1000) among illegitimate births to
women under 20. Deaths in the illegi-
timate group formed an increasingly
high percentage of the home birth
deaths over the period (25-40%), com-
pared to 12-14% among consultant unit
birthe. Thus it does appear that the
home birth group contains a dispro-
portionate number of high risk births.
('Population Trends' 28, Summer '82)

e

The rate of induced births in
Scotland in 1979 was 38.1% of all
single births, but the rate varied con-
sidersbly among the Health Boards, from
a high of 76.5% in Dumfries and Gallo-
way, 59.9% in Fife, 58.9% in Ayrshire
% Arran, to a low of 18.1% in the
Roarders. The figures included in-
duction by artifical rupture of mem-
branes (ARM), oxytocics, or both, and
again the use of different methods
varied among the areas. In the Borders,
with the lowest induction rate, 87.9%
of the inductions were by ARM alone,
while oxytocics were used in 60.4% of
the Dumfries inductions, and 75.9%
in Ayrshire & Arran. (Information
Services Division, Form SMR2)

-

The dangers of water intoxica-
tion with o cin drips have been
pointed out again in a 'BMJ' leader
('BMJ' 24.7.82). The condition,
caused by excessive fluid and re-
sultant sodium depletion, lesds to
fits and loss of consciousness. The
BMJ suggests prevention by using
automatic infusion systems to deliver
emall guantities of fluid (never to
exceed three litres), and use of
prostaglandins to reduce the need for
prolonged oxytocin drip. An answer-
ing letter points out a less well-
recognised danger of water intoxi-
cation, among women given treatment
to suppress premature labour. The
writer describes s case of a woman
given 9 litres of intravenous fluid
over a S-day period, and notes that
in large units full records of fluid
infusion are often not reported from
one shift to the next. ('BMJ' 28.8.82)

Ruptured nterus followed the
administration of prostaglandin
pessaries, given in a low dosage to
induce labour in a woman with one
previous birth and no evidence of
previous damage to the uterus. This
is the first reported case of uterine
rupture following a low dose of prosta-
glandins without oxytocin. The woman
recovered, but the baby died from the
effects of anoxia. ('J.Obs.Gyn' 1982,
2,229)

A Guy's Hospital team studying the
effects of industrial chemicals on re-
production is answering increasing
numbers of individual gueries concern-
ing possible effects of exposure to
chemical products such as wood pre-
servative on home timbers, glue-
sniffing, agricultural chemicals, etc.
The team has just completed a review
of 2,000 papers written over the past
few years in this relatively new area
of study, and would like to see more
careful birth records kept to indicate
details of the parents' occupations.
As the public becomes increasingly
concerned about possible hazards,
G,P's are forwarding more queries to
the Guy's team which spends several
hours each week conducting informa-
tion searches. They point out that
malformations are not the only con-
cern; the danger extends through
the whole pregnancy, and such possi-
bilities as mental retardation,
behavourial problems, and childhood
cancers should be investigated in
children whose mothers have been
exposed to chemicals during preg-
nancy. ('World Medicine' 1.5.82)

The Trades Union Congress at
the 1982 Women's Conference has
called for publicity about identified
reproductive hazards and current dis-
crimination against women. Despite
evidence that hazards also affect
male reproduction, causing inferti-
lity and mutations in male sperm,
and that lead affects a fetus re-
gardless of which parent is exposed,
"women of reproductive capacity"
may be suepended from work when their
blood levels reach certain levels,
and may lose their jobs or not be
considered for work with some chemi-
cals. In the U.S., this sex dis-
crimination in lead exposure has
been avoided by setting a single
blood-lead limit for both men and
women. As & TUC spesker said,
"If a woman can't do the job there
is something wrong with the job and
not with the woman.”" ('Health &
Safety at Work', 5.82)

-

Midwives are concerned about the
new health authority management
arrangements, which in many cases have
eliminated midwifery as a functional
unit, have given responsibility for
midwifery to a non-midwife, or have
placed the midwife's voice in such a
low management position that it can-
not be effective. The Royal College
of Midwives indicates that of 122 pro-
posals known to them in England, in 37
midwifery is not a functional unit of
management. In Scotland, no clear
pattern is known, but RCM members are
concerned that present divisions are
being abolished. In Wales, most of
the proposals are 'worrying', while in
Northern Ireland at least previous
satisfactory arrangements will prob-
ably not be altered. Midwives in
many areas have been pressing for a
management voice for midwives and have
met with both success and harsh resie-
tance. ('Nursing Mirror' 21.7.82)

-

While the association of Down's
syndrome with maternal age might sugg-
est that the risk would be higher for
mothers in social class 1, who tend to
have their babies later, figures from
the Office of Population Censuses and
Surveys show that there is a high in-
cidence of Down's syndrome in social
class 5, independent of the mother's
age. At ages 20-24, the ratio for
social class 1 was 45, compared with
86 for social class 5. By age 35
and over, the ratios were 400 and
1,024 respectively. (QPSC Monitor,
MB3 82/3)

Infant blood screening to pre-
vent mental retardation from ke~
tonuria (PKU) has been so successful
over the past 22 years that a new
problem is emerging. PKU girls, who
in the past would probably have been
institutionalised and not had child-
ren, are now becoming healthy adults
who may wish to become mothers; but
the risk of serious abnormality in
the offspring has been estimated as
80%, including microcephaly and
congenital heart defects. Trent
Health Region is introducing measures
to identify PKU mothers, so that a
woman may follow a restrictive diet
similar to that used in her own
childhood for several months before
conception and throughout pregnancy,
to control the level of phenylalanine
in her blood. A register of PKU
girls has been kept since 1970, but
those born before that date may not
be identified and may be unaware of
the risks of normal diet in pregnancy.
The Trent Health Region suggests
blood screening of all pregnant women,
and publicity to alert the public and
health staff fo the risks of a PKU
pregnancy. (Health Visitor' 7.82)

o

Patients are more likely to be
infected in hospital now than they were
20 years ago, according to spot checks
on 18,000 patients in 43 hospitals--
and babies in spscial care units are
most at risk. The overall infection
rate was found to be 9%, compared with
7% in earlier surveys, while the rate
for special care units was 16.8%.
Despite widespread use of antibiotics,
the staphylococcal bacteria are still
the major culprits. ('BMJ' 25.6.82)

17-month-0ld Rebecca is one of a
growing number of babies who cannot
ery, since they breathe through a hole
in their throat made in a tracheostomy
operation. Rebecca, born by caesar-
jan section, had breathing difficulties
at birth which led to a life-support
system tube being placed in her wind-
pipe; apparently the tube damaged
her vocal chords, making it increas-
ingly difficult for her to breathe
normally, so the tracheostomy was per-
formed. Rebecca's parents must in-
sert a plastic tube through the hole
every 20 minutes during the day to
pump out mucus that accumulates. At
night her room must be kept damp
"like a tropical swamp" to keep the
mucus mobile and allow her parents
some sleep. Most babies with a
tracheostomy can have an operation to
close the windpipe when they are about
2, and can then speak normally, but
since Rebecca's vocal chords them-
selves are damaged, she is unlikely to
have a normal voice.

('The Times' 18.7.82)




The Health Visitors Association
and the Royal College of Midwives have
issued a joint statement about ante-
natal pre tion which states that
preparation for parenthood is "mainly
the task of health visitors with the
appropriate involvement of midwives",
and recommends that health visitors
teach sessions in schools and commu-
nity groups.

During pregnancy, the midwife will

midwife discussing pregnancy, labour
and delivery and both health visitors
and midwives discussing infant feed-
ing, diet, fetal development, care of
the infant, family relationships, and
family planning. Midwives and health
visitors would each have their own
professional head responsible for
liaison, and a joint committee would
plan the ante-natal course. Services
in individual homes are recommended
for those unlikely to attend clinic

The shared responsibility for
ante-natal teaching is challenged by
a Manchester Senior Nursing Officer,
who feels that health visitors are
competing with midwives in a 'take-
over' of parentcraft classes, in a
further erosion of the role of the
midwife., While acknowledging that
health visitors should participate
in the programme, she maintains that
only midwives are sufficiently know~
ledgable and experienced to talk

make a home visit and carry out
"regular monitoring of the woman's
physical, psychological and social
condition". The health visitor
should make at least one home visit.
Ante-natal classes would include a

classes.

posed system".

GPs

The primary responsibility of caring for pregnant
women, attending them during their lasbours, and supervising
the post-natal period, AIMS has maintained, belongs to the
midwife. But when medical comsultation and supervision
is necessary, who will be involved--the obstetric specialist,
or the family doctor?

A recent joint report by obstetricians and G.B s calls
for a greater role for G.P.s in obstetric care, either
offering ante-natal and post-natal care only, or full care
including attendance at birth. Women express much higher
satisfaction with ante-natal care at the G.P. surgery than
at hospital clinics, and there are increasing demands that
maternity care be made available in the community rather
than centralised in one large hospital. And findings com-
paring low-risk births in integrated G.P. units and in
consultant units show that G.P. unit births involved fewer
interventions and anaesthesia, and fewer depressed newborns.

If there are advantages to G.P. care how are they to be
promoted? The report mentioned above calls for more G.P.
involvement, but propeses a type of cooperation between con-
sultants and G.P.s labelled 'functional integration',
whereby clinical judgements and routines will be standard-
ised throughout a district according to established proto-
colss Critics have suggested that this merely allows con-
sultants to colopise the community, ensuring G.P. care
is in line with consultant practices. As one Irish G.P.
has protested, "The combined ante-natal scheme is no more
than acomplete sham, a token gesture used by obstetricians
to delude themselves into believing that, in fact, they
have not achieved a total and absolute monopcly of the ob-
stetrical market in this country to the exclusion of every-
body else, including family doctors end midwives" ('Irish
Times', 25.6.82).

Illustrating the potential advantages of G.P. care,
and the consultant reaction, are the following excerpts from
an article by Teeside G.P., G.N. Marsh and a Teeside con-
sultant's response:

"Now that I have spent 22 years in practice, have deliv-
ered a thousand babies, and have recently delivered a baby
both of whose parents I had delivered, it seems an appropri-
ate moment to take stock of what is 'special' about
obstetrics practised by general practitioners (GP) as opposed
to that practised by specialists...In the well-ordered
practice the patient usually sees one doctor and she approa-
ches him as a familiar and friendly figure with whom mutual
confidence and trust has developed, probably over several
years...Continuity of care by the same doctor and midwife is
important, patients like it, and it is more likely to happen
in general practice than in hospital...In most cases the
midwife provides the routine ante-natal care during the
first two trimesters, but she should have immediate access to
the doctor for any abnormality, most of which will not
require referral to a specialist. In the last trimester the
woman is seen jointly by general practitioner and midwife,
partly as a double check, but principally to develop the all-
important rapport and confidence which should result in a
normal labour and delivery.

"Most 'high-risk' patients can be identified at
their first attendance. These will require occasional
vigits to a consultant and spécialist delivery. A few more
will be transferred at a later stage of pregnancy to consult-
ant care because of complications arising in pregnancy.
Betw~en a half and two-thirds of pregnant women are suitable

The RCM and HVA call for
services which are
the needs of all women as opposed
to expecting every woman to under-
stand and conform to a rigidly im-

vs. Imperial Obstetrics
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about pregnancy, labour, the puer-
perium and the neonate, and that a
midwife should be the programme co-
ordinator. ('Midwives Chronicle and
Nursing Notes', 9.82)

———

"adaptable to

candidates for ante-natal care entirely from their G.R s,
followed by a normal delivery in a G.P. unit...Nevertheless,
no matter where the delivery is to take place all pregnant
patients should receive the comprehensive G.P. ante-natal
care described above since so much of it is directed at
factors beyond the specialist's control.

YAt the first consultation and throughout pregnancy
the gemeral practitioner should emphasise that labour is a
physiological process. It should end with mother and child
well and be uncomplicated by induction, drip, monitor,
episiotomy, or other 'interferences'. ILabour is the cli-
max to 9 months' anticipation, and the patient particularly
should feel involved during it and enjoy a sense of personal
fulfilment after it. Ideally, the G.P's unit is adjacent
to, rather than within, a specialist unit; if it is within
a specialist unit the G.P. will have difficulty in develop-
ing his 'G.P. style', since it is difficult for nursing
staff to give 2 types of care within 1 unit.

" ..Much ‘'interference' occurs because women arrive
in hospital before labour is truly established. Then follows
enema, starvation, apprehension, tiredness, ketonuria, and
increasing anxiety in midwife and doctor. There is the
inevitable resort to rupturing of membranes, intravenous
drips, oxytocic drugs, continuous fetal monitoring, and
probably caesarian section. Patients in the first stage
should be encouraged to continue normal domestic activities
and eat regularly while they are still at home. In hospital,
even after rupture of the membranes, they should be given the
opportunity to walk about.

"The aim in the 2nd stage is a natural delivery by the
midwife in the presence of the general practitioner. The
duration of the second stage is of little importance if
progress is being made and the fetal heart is satisfactory...
At the end of the labour the G.P. will experience very great
job-satisfaction if he has watched uninterferingly a happy
mother deliver herself spontaneously of a healthy baby
through an intact perineum." ('Lancet' 20.3.82)

In response to Dr. Marsh's article, Teeside consultant
Stuart M. Walton wrote:

"The need to develop a 'style' should be tempered
by the demand for the greatest safety for mother and baby,
and totsl involvement in the ‘'normal' side of obstetrics
occasionally results in a dulled sense of awareness in the
potentially abnormal situation. This is clearly the case
stated by Marsh in his rejection of the correct application
of obstetric technology. Used properly, intervetions
such as induction, intravenous therapy, monitoring, and
episiotomy have reduced peri-natal and maternal mortality
and morbidity; to label them ‘'interferences' is to
exhibit a lack of appreciation of their use...On medical
grounds, confinement at home and indeed in geographically
isolated G.P. units, will always have a less than ideal
support service. Within the hospital, a labour will be
no less vulnerable, and such policies as feeding in labour,
non-monitoring, and tolerance of ketoacidosis relegate
obstetric practice to a domiciliary service with peri-natal
and maternal morbidity experienced by older obstetricians
in the early part of this century. G.P, s need to see
Mendelson's syndromeor ruptured uterus to appreciate fully
the standards being maintained in obstetrics today...The
involvement of G.P. s in obstetrics is welcome but this
should not be in the form of a separate service in direct
competition with hospiial colleagues."” ('Lancet' 1.5.82)



Randomised Risk: no help for control group

A randomised experiment on women at risk of having a baby with a neural tube defect has been criticised as being
unethical. Preventing neural tube defects such as spina bifida by the use of vitamin and folate supplements before
conception and in early pregnancy is the subject of a proposed trial by the Medical Research Council (MBC). The MRC
plans to involve at least 1500-2000-women, recruited from 19 hospitals in the U.K. and Australia. The women involved
would all have already had one baby with a neural tube defect (NTD), and so are at increased risk of having another,

According to the MRC proposal, the women would be randomly assigned to onme of four groups; multi-
vitamins and folate; multi-vitamins (no folate); folate only; and minerals only. The minerals-only
group is effectively a placebo group, since there is no evidence that mineral supplementation has
any effect on NTD. The women would not know to which treatment group they were assigned, in
case it influenced whether or not they took the pills.

Some doctors have criticised the planned study, believing that since there is al-
ready evidence that folate supplementation does prevent NTD, it is umethical to with-
hold the treatment from women at risk., For the trial to have a significant result,
there will have to be an excess of NTD in one or more groups; indeed, the MRC
protocol hypothetically assumes that the non-supplemented group will have twice as
many NTD's. Supporters of the trial maintain that the benefit of folate/ vitamin
supplements has not been conclusively proven, so further study is needed before
pills are issued on a large scale.

A working party of consumer groups, including representatives from NCT,
AIMS, and Maternity Alliance, has met to discuss the trial, and will continue
to meet to clarify concerns raised by the proposal., For instance, how is
'informed consent' to be obtained? There are currently no plans for any
written information to be available to the women, and the exact information
provided will be left to the discretion of each participating hospital. How
will the MRC ensure a random distribution through social classes fu criticism
of earlier work showing the benefit of folate supplements), since NTD is
concentrated in social classes 4 and 5, and social class 1 and 2 women are
more likely to refuse to participate in the trial, or buy their own
supplements? Will women who have ethical objections to abortion be ex-
cluded from the trial? Why is such a large dosage of folate proposed, many
times the normal nutritional requirements? Will there be monitoring of
possible nervous side effects of over-supplementation with folate? Will
women be tested first to determine whether they are deficient in folate?

There is no plan to provide nutritional assessment or advice to
the women at risk., From the research point of view this is understand-
able, since there is also existing evidence that good diet protects an
at-risk woman from having a NTD pregnancy, Providing dietary advice,
then, would add another factor that might obscure any effect of the
vitamin/folate supplements. From an ethical standpoint, however, it
would seem a further withholding of help from at-risk women. Unlike
large doses of vitamin supplements, good dietary advice is not an inter-
vention with possible harmful side effects. Supplementation with a pill is
unlikely to fully compensate for dietary deficiencies, which probably involve
a range of nutrients rather than just those isolated in a pill. Poor maternal diet
has been linked with infant handicap beyond NTD, so concentrating on improving diets could
prove more worthwhile than attempting to issue pills to every couple contemplating conception.

Margaret and Arthur Wynn have commented, "A doctor, if asked: 'Is this the best you can do for me, doctor?',
should always be able to answer with an unequivecal 'yes'. Does the MRC really suggest that any doctor can answer 'yes!
with a clear comscience when asked whether joining the MRC trial is the best that can be done for a woman who has had a
NTD baby and for whom individual examination and assessment could be available?" That is the question the ethical com=
mittees of the hospitals involved will be called upon to decide.

From a woman: "I really object to highly educated "It seems hardly credible that a mother could reject her
people telling me something (ultrasound) is com- baby, but it happens, due to chemical malfunction caus-
pletely safe when I know they don't know that it is." ing mental disturbance...or because the mother is merely
~-letter to AIMS, 15.8.82 cold-blooded, and thinks nothing of human life."-—K.Barry

Kapier, 'So You Want To Be An Angel--The Nurse's Survival
From a doctort "It is therefore both unfair and Guide', 1981

misleading to claim that ‘obatetricians worldwide'
heralded ultrasonic diagnostic techniques as being
"absolutely safe'. Any technigue that involves

irradiation of the body must be considered as in- Advantages of epidursl anaesthesia:

vasive and potential benefit has to be weighed

against potential harm...If obstetricians have "a) It is rewsrding for the anaesthetist to experi-
called ultrasonic techniques ‘'harmless' they may ence the gratitude many women express for what

be accused of imprecision of expression. In the the epidural hae done for them. An anaesthe-
context of a doctor/patient relationship, in which tist doesn't usually get patient feedback.

the patients are unlikely to have the expertise to

understand the implications of a more precise ex- b) A colleague sent us the messsege 'Tell them they
pression, this statement is not misleading." can be sitting up, manicured and reading Vogue'."
~Robert C. Chivers, radiologist, Doctor, 12.8.82 --from a talk by a consultant anaesthetist to Leeds NCT,

as reported by Cate Lewis.
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WHEN MOTHERS KNOW BEST

(This article by Ellen Goodman first appeared in the'Washington Post'.)

1 do not usually read the 'New England Journal of Medicine' for kicks. The graphics aren't sexy. The head-
lines aren't reader-grabbers. Frankly, I have trouble getting into pieces called 'Plasma-Cell Dyscrasia and Peri-
pheral Neuropathy with a Monoclonal Antibody to Peripheral Nerve Myelin'.

Furthermore the closest you get to humour is an ad, like one for Colace that features a locomotive steaming
out of a tunnel under the heading, 'The Great Laxative Escape'. Nevertheless the lead story in this
biweekly issue could be straight out of Punch, It is, in some ways, the perfect satire of
scientific expertise, a case study of how to belabour the obvious.

It seems that no less than 5 medical doctors, all specialists, working with grants from
two foundations and the public health service have startled the medical world with the
following information: It's better for women not to go through labour alone.

Stop the presses.

To arrive at this blockbuster of a notion, the men travelled far, to a hospital in
Guatemala. There they assigned an untrained lay woman to stay with each new
mother in the experimental group through labour, te hold her hand, rub her
back and chat,

The women with a constant companion got through labour and delivery more
easily than the women alone, who were only attended by medical people at
delivery. They also had a better attitude toward their babies.

So, in a truly risky conclusion the obstetrical-shop quintet said, "The
findings of this study SUGGEST the importance of human companionship during
labour and delivery."

Well, I don't doubt the sincerity of these doctors, but this is not
exactly fresh information. The study reminds me of the old Sean 0'Casey
story about the Irish woman who listened while two priests described
labour as the crowning glory of womanhood. When they were through the
woman replied, "I wish I knew as little about it as you do."

It seems to me these men could have gone out into the streets of Cleve-
land, whence they cometh, walked up to the first two dozen women they met
and asked them: Would you feel better going through labour alone or
with someone holding your hand? They could have published those

answers and used the rest of the grant money to fund a study om How To
Use Common Sense in Medical Practice.

We seem to belong to a culture that trusts its experts more than its
instincts. Somewhere along the scientific way, we gave up childbirth to
the doctors out of fear and trust. Doctors began 'delivering' babies as if
mothers were merely assembly-line workers strapped to tables in hospital fac~
tories until they produced.

Under 'medern' hospital policies, very few women had a relative or friend around. Now we have experts telling us
what our grandmothers knew in the first place: this 'civilised' childbirth was an abomination.

The new research is like the recent studies 'conclusively proving' that chicken soup is good for a cold.

In the medical establishment nothing is true unless it's 'proven'. It isn't enough that every woman 'knows' it's less
frightening, and more comforting to be surrounded by people—especially people who care—during labour. They need statistics
and charts, and double-blind crossover studies, and chi-square analyses.

In the past 10 years, pregnant women have formed one of the most effective 'consumer movements' in the health field. They've
helped create birthing centres, and resurrect midwifery; they've insisted on getting fathers into the delivery room and
indiscriminate anaesthesia out of it,

But in many ways, the scientists and not the mothers are still in charge of childbirth. We give them authority because
"THAT man is a DOCTOR."

There is certainly a need for science and expertise in childbirth, to sort out the use from the abuse of fetal monitors, to
curb the epidemic of caesarians and all the rest. But even in an overly 'experted' society like ours, doctors don't need
a report by their peers to believe that a lomely labour is a scary and unhealthy thing. All they have to do is listen,

"We, the obstetricians, will have to listen to the more important ones; and
ever louder voices of the public, and we must try to
learn three things from the lesson of history, that is: 3. to accept that the great and admirable improve-

ment in obstetric care is only important in the
1 to accept that childbirth is more than a study handling of pathology; in no way can we improve
object for obstetricians; it is every human being's a2 pnormsl pregnancy and labour in a healthy woman--
concernjg we can only change it, but not for the better."--
roman 1 l’eh»o“.
2+ to accept that thorough study of one aspect can g;:: ,E:::t;z. D il e

make us blind for other aspects, sometimes even




A QUESTION OF TRUST

Most parents who choose to give broader range of ‘'normal'? Or more in an emergency situation with parents
birth at home qualify their decision disturbing, might he or she be delib- who stubbornly refuse to accept advice
with, "as long as everything remains erately exaggerating the situation or to transfer to hospital. They do not
normal”. Sometimes there is a clear even inventing complications, in order trust parents to trust their pro-
distinction between normal and abnormal, to force the birth into the hospital? fessional guidance.
but more often the matter is not as If parents are pressured against home
simple as black and white. What de- birth from the beginning, when there This climate of mistrust is
fines ‘'mormal'? Is this a dangerous is no reason to assume abnormality, clearly the deplorable end result of
complication, or just a variation in it is understandable that they may the irrational pressure to discourage
the wide spectrum of normal births? suspect that later advice is not un- home birth. In that grey area were

biased. And parents may be aware of hospital transfer is not a clear nec-

Parents in this position should be cases where other parents have been essity, it can cause painful break-
able to turn to their professional misled, and felt later that their downs in communication between parents
attendants for information and advice, planned home birth had been unfairly and midwife. Parents may feel con-
trusting in their experience and sym- sabotaged. fused, even betrayed, unable to tell
pathy to point to a wise course. But whether or not the midwife's advice is
this is not so simple, either. Might All this, of course, leaves mid- a reliable guide. And for the mid-
the attendant be over-reacting to the wives in an unhappy situation. Honest, wife who is honestly concerned about
situation, being trained and experienced  supportive midwives may be tarred by the potential risks of remaining at
in modern labour management where nearly the same brush as their leass reliable home, the mistrust can become a
every lagbour is 'high-risk', rather colleagues. Some midwives become wary  distressing obstacle to fulfilling her
than domiciliary skills encompassing a about home births, fearing being left role of supportive advisor, as midwife

and AIMS member Mary Cronk relates:

THE OTHER SIDE OF THE COIN

"] work as a Community Midwifery Sister in a rural/ metrine only if she bled unduly. I know only a little of
tourist area of Southern England with a very good con- homeopathy but in the next week I attempted to find out as
sultant obstetric unit. At 13 weeks Mrs. H., a prima- much as I could. I was increasingly anxious about the case.
gravida, asked to be booked for & home birth. She was 26,
healthy and well-nourished, lived just 5 minutes drive from At term plus 6 days at 10 p.m. Mrs. H. phoned to say her
the consultant unit. Dr. L and I booked her provisionally membranes had ruptured and she was draining copious amounts
for home confinement after explaining problems which could of liguor. My heart sank; this indicated a poorly fitting
arise in pregnancy which might need hospital care, and that presenting part and a difficult 'lie'. On arrival at 10.30
since a primagravida has an untried system, failure to pem. I confirmed the position of the baby as LOP with a
progress normally in 1st and 2nd stages of labour could deflexed (bent back) head. There was little dilation and
meen a transfer to hospital in labour. Mr. and Mrs. H. no contractions but the fetal heart was good. I told Mr.
declined to be shown round the obstetric unit which I had and Mrs. H. that we might well reguire to transfer to hos-
wanted them to see so that it would not be an unfamiliar pital for acceleration if labour did not ensue. Mrs. H.
place should she reguire transfer in labour, and in the phoned her homepath who recommended caudophyllin which she
hopes that she would consider a 'Domino' booking, as it is said would cause contractions. This I knew from my resear-
friendly and informal. ches to be a mixture of coramine and aminophyllin but in

minute doses. I phoned Dr. L. who offered to come if I
I invited Mrs. H. to join my ante-natal psycho-prophy- needed him and asked me to keep him informed of progress.

laxis group. ©She attended twice and then dropped out The homeopath would be arriving in sbout 3 hours.

saying it was difficult to get to in the evening and she

did not like the "herd of pregnant women". I was rather Contractions commenced about 1 a.m. Mrs. H. walked
hurt but tried to understand her feelings--it was rather a 2bout as they increased in strength and duration. She
large class. During pregnancy Mrs. H. attended clinics seemed to be experiencing a lot of pain, particularly in
regularly and I visited her flat. The only minor problem her back. By 2.15 a.m. contractions were one every 3
was that she had 'rotten veins' and we always had diffi- minutes, very painful and strong and dilation was 2.4 cms.
culty obtaining blood specimens.  She also became mildly Mrs. H. seemed very distressed and I suggested Pethidine.
anaemic and Pregaday was prescribed. I told her husband privately I didn't like to see her in

such pain and hoped she would not feel she had to maintain
At %6 weeks Mrs. H. told us she was moving to a village her position re drugs and would ssk for Pethidine if she

9 miles away down narrow country roads which are often wanted it. Mr. H. said that his wife was a very deter-
blocked in summer by tractors or coaches. It was also out mined lady and that they had discussed this fully and she
of my district. Dr. L and I explained the problems to had told him that no matter what was said he was to
Mrs. H. and asked her to re-consider a hospital birth--she support her.  Mrs. H. took Pulsinilla, & homeopathic
refused. On examination the presentation was found to be remedy. I kept rubbing her back and suggesting different
cephalic and the position Left Occipital Posterior (L.O.P.). positions. 5She found most relief kneeling on the floor
It was agreed that I should continue to care for her as I resting her head and shoulders over the bed, rocking
had a relationship with her and her husband and I thought during contractions, a position which 1 thought would help
they trusted me. the head to rotate.

At 39 weeks still IOP, still not completely engaged. At 3.45 a.m. the homepath arrived and opened a case
Dr. and I made a determined effort to point out again the with a hundred little bottles of pills and several books.
problems, particulrly the time and distance involved in She questioned Mrs. H: Was she anxious? Was she tearful?
getting to hospital should the need for an assisted delivery Was she apprehensive? Where was the pain? Then she
arise. Mr. and Mrs. H. were polite but adamant--they administered a variety of pills which she called 'Rescue
wanted a home birth for their baby. As our misgivings Remedy'. The fetal heart remained clear and regular. I

about the position of the baby had coincided with the change ©ffered my pinard to the homepath. She put it upside down
of abode, I wonder in retrospect if they thought we had on the abdomen, listened intently and nodded--"Fine" she

invented the OP to reinforce our advice to transfer to said.

hospital.
At 4 a.m. the patient was pushing involuntarily though
The next thing was that Mrs. H. told me she did not not fully dilated. The vulva was swollen and there was an
want any drugs in labour and did not want the cord clamped anterior lip of cervix and a thick caput on the baby's
until pulsation ceased. I readily agreed, pointing out presenting part., I advised a small dose of Pethidine not

that should she change her mind in labour she should feel only as an analgesic but to help relax the cervix. The
free to ask for pethidine. . I was more concerned by her homepath enquired if this was inertia, as she had a

refusal of syntometrine and I explained why I used it. remedy for that. At 4.30 a.m. she was fully dilated;
She told me she would be having a homeopathic practitioner the doctor was informed and arrived 15 minutes later.

st at the birth but agreed reluctantly t
ta ansl X ronapte 5.30 a.m. and 1 hour in 2nd stage, contractions strong
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and frequent. Mrs. H. had been pushing well and haa been
assisted to squat and stand when she wanted to do so. There
had been little or no descent and the thick caput made asse-
sement of baby's position difficult, Dr. L. andI advised
transfer to hospital. At 6 a.m. the doctor called an ambu-
lance to save time should Mr. and Mrs. H. change their minds.
The fetal heart was steady.

After 2 hours in 2nd stage a little more of the pre-
senting part was visible but contractions were becoming
weaker and further apart. The fetal heart was slowing
after contractions and causing concern. I put pressure
on the clitoris; this gave 3 very strong expulsive con-
tractions and the presenting part descended. Ambulance
arrived. I made a large medio lateral episiotomy. With
my fingers I rotated the head; the episiotomy was bleeding
profusely. With 2 further contractions I was able to
deliver a live infant. The baby had extensive caput and
'sugar loaf' moulding. Dr. gave syntometrine with the
anterior shoulder. I clamped and cut the cord. The Apger
score was initially good and the mother was given her baby
but then the Apgar fell, breathing became noisy and the
baby blue. The baby was sucked out again and given oxygen
and responded well. After 10 minutes the placenta would
not separate and Mrs. H. had lost some 250 ml of blood.

Dr. L. made several attempts to put up a drip but this
proved difficult with Mrs. H's ’'rotten veird. The doctor
discussed the case with the hospital and accompanied the
patient, baby and husband by ambulance to the hospital.

Her condition was good, she was not shocked.

I packed my bags and followed. I found Mr. H.
distressed, saying "they are not going to let me stay or
go with her to theatre". I tried to explain that a doctor
doing a manual removal in theatre under general anaesthetic
would do a better job and more efficient if he or she were
not upset by the presence of an understandably distressed
husband. Mr. H. was too upset to listen and complained
bitterly about his exclusion. Later that day Mr. and Mrs.
H. left the hospital with the baby against medical advice,
refusing antibiotics and a blood transfusion. Mr. and
Mrs. H. still cannot understand the risks that they ran.
Despite all this I cannot help but like them; they love
each other very much.

I have been a midwife for 25 years and have attended
many hundreds of births at home and in hospital. I have
never felt so distressed and frustrated as I did in this
case. I have always been ready to attend women who wanted
home births, and pre d that th women would trust me and
be guided by me if I advised transfer to hospital. I hope
that this one incident will not colour my judgement when the
next woman aske for a home birth any more than women reading
of poor care and insensitive midwives will believe we are all
like that--there is another side of the coin.”

--Mary Cronk
Isle of Wight

Birth in posterior_ _
position, when /¢
baby's head was
well flexed
(chin on chest)
to allow it to
pass under the
pubic bone

‘Experts’ muddy the waters

:::“H;ic::pihl Persistent LOP
(where baby's
(Lop)
iti head has
g descended into
pelvis, still
facing mother's
front)
Dear Editor,
Re: the item on Marjorie Tew's latest research in this

summer's newsletter:

I'd be grateful for some further clarification of the
data. Recently a public meeting was held at Bath Royal
United Hospital, between a panel of hospital staff, community
doctors and midwives, and parents who had attended Odent's
lecture in Bath in April. I raised the results from Dr.
Tew's research, in connection with the safety or otherwise
of home births. I was answered by a community G.P., herself
in favour of home births, who had participated in an invest-
igation of Dr. Tew's data, under the direction of Dr. Jean
Golding, from Bristol. Her point was that Dr. Tew had
excluded from the category of home births all births planned
at home which were transferred to hospital once labour had
commenced and problems were seen to occur, thus biasing the
data in favour of home over hospital.

If this is so, I think it seriously undermines the
validity of this part of Dr. Tew's study--and weakens our
case for the retention of home birth. Can you offer some
further information?

Nicola Grove, AIMS--West Country Childbirth Group.

It is entirely untrue that Dr. Tew's analysis is biased
toward safety at home by excluding from the home birth
statistics those cases transferred in labour. On the con-
trary, Dr. Tew made every effort to exclude from the
hospital statistics any cases which might bias the results
against hospital care, to the extent that she has probably
underestimated the degree to which mortality was greater
in hospital.

In Dr. Tew's analysis, deaths are deducted from the
hospital statistics to account for the greater number of
*high-risk' cases (and are added on to the home/G.P. group
to balance the risk factors). All cases with no booking or
ante-natal care were also excluded from the hospital figures,
as were all cases transferred because an abnormality had
developed, either in Ege%cé or during Jabour. In addi-

on, Dr. Tew deducted a r large number of deaths in

the hospital group on the assumption that abnormalities,
with a high mortality rate, must slco have developed during
pregrancy or labour among the hospital-booked cases. what
she ende up with, then, ies a peri-natal mortality rate
emong normsl, booked hospital births of 17.2/10C0, compared
with €.0/4000 for Birthe cutesde hoepital.

Dr. Tew points out that this analysis may be biased
toward the hospitals, because she has not excluded from
the home statistics the unbooked cases with no ante-natal
care, nor the cases where abnormality developed but trans-
fer was not made. Thus the figures for the home birth
group do not include only the truly normal births, as do
the hospital figures.

Information about whether abnormal transfers occurred
during labour or earlier during pregnancy was not available,
but it is likely that many of the transfers had their ori-
ginal booking changed and had both later pregnancy and labour
under full hospital care. Dr. Tew argues that analyzing
the data by place of booking--attributing transferred cases
to the place of orginal booking--is not sensible when what
one wants to measure is the effect of the actual place of
delivery. But she also reports, "for what it is worth",
the results calculated in that manner; the peri-natal
mortality rate for hospital-booked births was 22.9/1000,
and for births outside including transfers was 13.2/1000--
a highly significant difference. ('Health and Social
Service Journal', 30.5.80)

It is easy for ‘'experts' to dismiss a lay person who
quotes statistics by saying, "Statistics can be made to
say anything." But though there are often ambiguities in
statistics, they can convey valuable truths when they are
analyzed both competently and honestly, just as they cam
confuse or distort the truth when they are used incompetent-
ly or dishonestly. At a public forum, where no one is
likely to have the actual papers at their fingertips, it is
not uncommon for professionals to dismiss or misrepresent
valid statistical argumens (though they do not take kindly
to a lay criticism of their datal). Dr. Tew is a highly
competent statistician. Why has Dr. Jean Golding, who has
access to the more detailed statistics Dr. Tew has unsucc-
essfully requested--or any of the many doctors who casually
dismiss her fndings--never ventured to dispute her methods
in print?

-~Editor
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POSTSCR.” PA'I‘IENCE: the third stage of labour

At the birth of my second child, I had explained to the
midwife beforehand that I did not intend to take any drugs
and persistently refused her offers of medication during the
labour. It was with shock, then, that I felt a jab in my
right thigh just as the baby's head was born. '"Just some-
thing to help the uterus contract and stop any bleeding,"
she said placatingly.

It certainly made short work of the third stage. With-
in 5 minutes, the midwife had pulled on the cord and removed
the placenta and membranes--some of them, at least. For
the next six days I felt unwéll, passing large clots of blood
until the uterus finally rid itself of the remaining strands
of tissue. It was in great contrast to my first birth (not
in this country) when the third stage had been a 30-minute
period of resting and watching the baby, followed by an en-
ormous uterine contraction as soon as the baby latched onto
the breast, expelling the placenta effortlessly and leaving
me feeling fit and strong. My third birth without synto-
metrine was a repeat of the first,

In discussions with others of the few women who have
managed to avoid a syntometrine injection, I have discovered
that this pattern is not unusual. Postpartum troubles seem
to follow the injection that is meant to forestall them.

The third stage cf labour is probably the most neglec-
ted in parents' concerns. After sgll, the baby is born, so
it is easy to stop our attention there and leave it to the
experts to tidy up the mess. But ought we to be so com-
placent?  Consider just the routine injection of syntomet-
rine, given without explanation to mothers and held by most
attendants to be compulsory: its knowneffects om the mother
include nausea and vomiting; headache; cyanosis; a danger-~
ous rise in blood pressure which has resulted in pulmonary
oedema, cerebral haemorrhage, and detached retinas; cardiac
arrest; and lowering of the prolactin levels which may
interfere with breastfeeding: Ergometrine has also been
associnted "iﬂlf three-fold increased incidence of re-
tained placeptsa;”and an increase in secondary postpartum
haemorrhage.

Events in the third stage have an effect on management
of ‘future births. An AIMS member who had a retained pla-
centa which was manually removed &t her first birth was ad-
vised that all future births must take place in hospital,

Bs she was now a high-risk case., The placenta was manually
removed-~even in the absence of bleeding--after 20 minutes,
and she has now been told that the third stage must not

last longer than 5 minutes because the cervix will close

and not allow the placenta to pass. If the placenta has
separated from the uterine wall but cannct be expelled,

the uterus cannot contract effectively to stop the bleeding
from the implantation site. But this dangerous constriction
of the cervix is a feature of syntometrine injection,
creating an unnatural contraction.

Once there was more wisdom in management of the third
stage. A mideifery text published in 1337 advises that
the cord be cut only after it has stopped pulsating, to
allow-the child to obtain its own blood., "A resting period
of about 20 minutes usually follows the birth of the child.
Avoid manipulation of the fundus, as stimulation during the
resting stage interferes with its normal processos....'The
third stage should be one of masterly inactivity on the part
of the midwife,” the text continues.

This traditional midwifery wisdom was superceded in
the 1950's and 60'e by a new approach using ergometrine at
the end of the second stage, and ensuring a rapid third
stage by the Brandt-Andrews technigue--controlled traction
on the cord while applying pressure on the uterine fundus.
This is the method in almost universal use in Britain today,
and it is widely believed to be responsible for preventing
many cases of postpartum haemorrhage. As with most current
practices in obstetrics, it is worth looking into the evi-
dence on which its popularity rests.

The first sort of evidence, that which greets most
pregnant women who question its use in their case, is anec-
dotal. Doctors are often quick to harken back to the bad
old days in which terrifying haemorrhage was not uncommon,
and to tell us that changes in third stage management have
been responsible for the improvement. But there have been
many other changes operating since that time that may
instead have lessened the haemorrhage rates. A 1957 study
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on recurrent third stage problems cites a case history in
which the mother had normal third stages in her first five
births, but had haemorrhaged in births six through 10.2
Such high parity haes been increasingly rare over the past
decades, and improved nutritional and general health status
of the childbearing population has contributed to much
better outcomes at birth.

There is other evidence quantified in the medical lit-
erature. Use of ergometrine and syntometrine has been
reported many times to have lessened the blood loss at
birth. But a closer look puts the validity of these con-
clusions in doubt. Most of the studies suffer from a
common flaw in obstetric research; there is no valid
control group. The large majority of the controlled ran-
dom studies are comparing one intervention with another
(syntometrine vs. oxytocin; oxytocin with or without
sedatives; intramuscular vs. intravenous ergometrine).

One early study was described in later literature as having
"shown dramatically" that ergometrine reduces postpartum
haemorrhage. Yet the control group in that study was
managed by early cord cutting, fundal pressure to assist
delivery of the placenta after separation; intramuscular
injection of ergometrine after délivery of the placenga;
and fundal stimulation to keep the uterus contracted.

How studies such as this can be used to infer that a third
stege of "masterly inactivity" is unsafe is beyond

logical understanding.

If blood loss jig less with routine injection of
oxytocic compounds, could it be because nearly every
birth involves mismanagement that interferes with the
normal processes of labour, creating complications that
the injection then helps to resclve?

A South African obstetrician, Betha, was intrigued
by the births he witnessed among the Bantu people. The
Bantus believe it is wrong to touch the cord until after
the placenta is delivered. The woman sguats for the
second stage, and remains in that position until the
placenta is delivered by gravity, without any effort on
her part. She then lifts herself on her haunches and
the membranes fall out. In working among the Bantu for
10 years, Botha cbserved that retained placenta was an
extreme rarity, and postpartum haemorrhage requiring
transfusion never occurred. Botha concluded that the
decisive factor was in not clamping the umbilical cord.
In a trial on his white patients where half of the cords
were clamped and half unclamped, the unclamped cases had
significantly shorter third stages, and blood loss was
bighlyssisnificantly less among deliveries with unclamped
cords.

Not cutting the cord also provides the baby with
considerable benefit: it has been shown that the extra
blood preveats shock, prevents respiratory distress in
prematures,” prevents anaemia and reduces the fetal-
maternal transfusion that causes difficulties in cases
of blood incompatibility, such as Rhesus.” It also
provides good levels of oxygen while the baby's blood
supply is redirected to the newly expanded lungs.

We should not be surprised that what is good for the
mother is good for the baby. Mother and baby at birth
are part of one system, a system that has evolved through
eons as the most effective and beneficial process of per~
petuating the species. Evolution did not foresee a
syringe full of syntometrine available at every birth,
s0 the process of birth could hardly depend on it.
Breastfeeding, of course, is part of the system. And the
infant's sucking at the mother's breast releases her own
oxytocin hormone that makes an artificial injection
unnecessary., Vertical position also may lessen the
risk of haemorrhage by reducing the venous Blood pressure.

Oxytocic drugs, like many obstetric innovations, may
have life-saving benefits in cases of abnormality but may
induce abnormality where none had existed. With a man-
agement that respects the natural processes of birth, there
is evidence that such treatment is rarely needed. Drugs
are not used in third stage at Pithiviers, and there has
never been a third stage haemorrhage, while the manual
removal rate is less than 1%.

We need less hurry in attempts to direct the course



of birth, and more trust in the natural process in a
healthy woman. In 1759 Dr. John Harvie instructed his
students not to intervene in the delivery of the placenta.
"In general it comes away soon; but if, after waiting an
hour, there is no unusual discharge, then order the woman
to be carefully put to bed and then leave her. In such
cases I have not known of any placenta that has remained
longer than 19 hours; and &ll the women thus treated have
recovered to great advantage."

Lpumoulin, J. Obs. & Gyn. (1981) 1, 176-181.
2Dewhurst, Lancet, Octe 19, 1957.
3Kart1n and Dumoulin, BWJ, March 21, 19
g’nwes, dbook for Midwives Ma Nurses, 1937.
Botha, S, Afr, J. Obs. 1968, Vol. 6, part 2, 30-33.
dmond, A., L , 1: 283-285, 1965.
Lapido, BMJ 4: 139-144, 1968.
~—Nancy Stewart

Thank you to BRISTOL GROUP for publishing the
July Groups & Contacts Digest, and to
HUDDERSFIELD GROUP for the September one.

Readers who would like a copy, please send s.a.e.
to Christine Rodgers, 33 Batchelor Street,

London N.1. The next Digest will be produced by
S. LONDON GROUP. Please send copy before 30th
October to Lorna Davies, 305 Lee High Road, Lee
Green, London SE12 8RU

BELFAST GROUP: A warm welcome to our newest group.
BELFAST GROUP grew from a women's group, which was
inspired to join AIMS by the Open University

course (and their own experiences). They will be
starting with a survey, to find out exsctly what
local feelings and needs are. (Contact:

Georgie McCormick, 53 Fitzroy Ave., Belfast BT7 1HX)

DUBLIN GROUP: with the Dublin Childbirth Trust, are
hosting & meeting in November at which Dr. Michel

Odent will show his slides &nd speak; =&lso Dr. Andrew
Rynne (& G.P. from Co Kildare) will speak on 'Irish
Maternity Services'. A maternity care conference has
been arranged by the Farentcraft Educstion Team, Dublin,
on '"Bahy's Birthplace...Who Chooses?', in September.
Speakers include a Dutch midwife ('The Orgsnisation and
operation of a Domiciliary Bervice') and Prof. A.
Browne (of The Rotunda) on 'Baby's Birthplace in
Ireland...Who Chooses?' Irish AIMS publishes a lovely
Newsletter. 1f any other members would like to see

a copy, plesse send s.a.e. to Elizabeth Cockerell.
(Contact: Dee Neeson, 49 Wyvern, Killiney Rd, Killiney,
Co. Dublin)

WEST COUNTRY AIMS: Discussion with midwives about de-
T
veloping a 'birthing room' in the Princess Anne Mater-

NEWS FROM THE GROUPS

nity Wing in Bath sre proceeding, following the Odent
vieit in April. Our entry in the Directory of Commu-
nity Health Initiatives compiled by the National
Council for Voluntary Orgsnisations was published in
April, and we have received several enquiries for our
'"Choices in Childbirth' leaflet as a result of this.
We are also working on an abbreviated version of our
'Choices in Childbirth' leaflet, making it smaller and
more concise sc that hopefully it will be put in per-
menent positions on noticeboards in surgeries etc.

A new newspaper called 'Just Press', a co-operative in
Warminster, Wilts, has done an article submitted by
the Secretary about AIMS.

At our last meeting in June we heard of a birth in
Bath Maternity Hospital, & primip breech. Apparently
she had a list of things she didn't want done (AIMS
perhaps?) attached to her notes and refused the offers
of drugs and an epidural. She insisted on walking
about in first stage and geve birth easily without an
episiotomy. She refused ergometrine and had only a
50ml blood loss. We hope it encourages the midwives
there to guestion some of the routine procedures which
go often go unchsllenged. (Contact: Theresa Welker,
4 Long Hollow, Edington, Westbury, Wilts; 038-083-0471)

WEST DORSET GROUP: Currently evaluating their gquestion-
nsire on local women's concerns, the Doreet group is
also working on & booklet explaining procedures, tests,
equipment, drugs, etc. that will discuss advantages and
disadvantages. They hope to get & birthing room organ-
ised, through donations from local cherities. Lizzie
Mead, the new group's founder, is off to Canada for 2
years, but will be keeping in touch. (New Contact:

Jan Sloss, 26 Fernhill Avenue, Weymouth, Dorchester;
Tel: Weymouth 785211)

womb as the ultimate improvement in reproduction.

As test-tube fertilisation manages to keep embryos alive outside the womb for increasing periods,
and neonatal technology supports ever younger premature babies, is it possible that the two will one day

meet in the middle and allow e baby to develop entirely outside the natural womb? Some see an artificial
But an AIMS member has sketched a competing ideal:

"We can no longer abide by the complete
adaption of the foetus to its prenatal
haven but must control that environ-
ment by every biological means at our
¢linical command, Mankind has the

REAL WOMB
LJith these specially designed features:

latent power deliberately to adjust
its intrauterine environment in the
interest of optimal growth and devel-
opment for the womb's passenger since
we are no longer the helpless creature
of blind forces forever beyond our
control,"--Kugelmass, in Prenatal
Environment by A. Ferreira, 1969

"If the artificial placenta ever becomes
a reality, we may look back in revulsion
at the way babies have been born until
today, with all the blood and inconven-
ience. Then pregnancy may involve drop-
ping off at the baby factory from time
to time to check progress, perhaps or-
dering a few changes while you are
there,"-—Judith Hann, "The Perfect Baby"

"He went on to explain that motherhood
would no longer be more important than
fatherhood, and that once the womb was
replaced by a machine, the awe of preg-
nancy would be removed. This, he thought,
would make the relationship between men
and women more equal and harmonious,"
—Edward Grossman, reported in The Per-
fect Baby, by Judith Hann, 1982
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Induction of labour in 'post-term'

cies was the subject of two
recent papers, reaching opposite con-
clusions about the need to prevent
‘postmaturity’'. In a Winchester hos-
pital, labour was induced in all women
whose pregnancies reached 41 weeks.
(Though the author states that he was

d in a study to determine whether
benefits of routine induction outweighed
disadvantages, there is no mention of
having sought informed consent from
the women who were to be the experimen-
tal subjects). Thus 350 women were
administered prostaglandin pessaries
at 41 weeks gestation, followed by
artificial rupture of membranes in 40%.
Oxytocin was not used for induction,
but was used for acceleration "where
progress was &low", and membranes were
ruptured in early labour for all pat-
ients. There were no peri-natal
deaths, caesarian section rate was
5.7% (none for failed induction),
and neo-natal jaundice rate was 5.7%.
The author considers these "excellent
results", and argues that routine use
of early ultrasound (at 18 weeks in
this study) is important to allow accu-
rate dating of gestation.
('J.0bs.Gyn' 81, 1, 88-89)

Contrasting conclusions were
drawn by workers at Dulwich Hospital,
London, who randomly allocated women
at 42 weeks gestation to either routine
induction, or ante-natal tests until
labour began spontaneously before 44
weeks in all patients. The women were
regarded as '"certain postmature" (81
women), or'uncertain postmature" (61
women. In the certain postmature
group, caesarian rates among induced
labours were 26.7% compared with 9.8%
among spontaneous labours. Only 53
of induced labours had spontaneous
vaginal births, compared with 82% of
the non-induced labours. There were
no peri-natal deaths, but the induced
birth babies had significantly more
low initial Apgar scores. Among the
uncertain postmatures the differences
were even greater: induced women had
longer first stages, and caesarian
rates were 31% compared with 2.2% for
non-induced. The authors conclude
that induction of labour does not im-
prove neo-natal outcome beyond 42
weeks gestation, and this is no longer
an indication for induction. ('B.J.Obs.

Gyn.' 4.82, 89, 292-295)

Calculations on the efficiency
of electronic fetal heart monitors
seribusly question the usefulness of
a monitor in detecting abnormalities in
practice. When monitors are used,
occasional tragedies result when staff
disregard an ominous tracing, assuming
the machine is not working properly.
An operational research ecientist
writing in the 'Lancet' calculated
that this situation is the expected
result of the rate of false alarms.
Even if a machine detects 95% of all
abnormalities, and has a low probabil-
ity of raising the alarm when there is
no abnormality, the fact that there are
80 many more normal than abnormal
labours means that 67% of all alarms
will be false. The staff reaction,
of course, depends on the rate of
false alarms: they will always take

RESEARCH

action if there are no false alarms,
never take action if there are only
false alarms, and sometimes take action
if there are sometimes false alarms.
Thus the probablity of detecting an
abnormality in practice depends both
on the machine's raising an alarm (95%
chance) and on staff reacting (maybe
as low as 3%% chance), so the over-
all detection rate in practice would
be only 31%. Of course, staff re-
acting more readily would mean re-
acting to a high proportion of false
alarms, and would explain the high
caesarian rates associated with elec-
tronic fetal monitoring. ('Lancet',
vol 1, '82, 861)

A review of 1015 consecutive
births in a Liverpool hospital pur-
ports to analyze the rate of compli-
cations in women who, at booking,
would have been considered 'low-risk'
and suitable for home birth. Only
278 women (27%) were considered low-
risk. Out of these, 41 (14%) devel-
oped complications during pregnancy
that might have indicated transfer to
hospital care before the onset of
labour (including 12% ‘postmaturity’
--10 daye past term). Of the re-
meining 237, 14% had complications in
labour or the first 5 days postpartum;
almost half of these were third stage
problems, and a further 30% were
forceps deliveries performed for
second stage delay or fetal dis-
tress indicated by fetal heart moni-
tors. There were no peri-natal
deaths, but 16 babies received spe-
cial paediatric care, including 13
intubations. The author concludes
that this review shows a high num-
ber of unexpected complications in
a 'low-risk' group, "confirming
that pregnancy, labour and puerperium
can only be judged as normal affer it
has taken place'. ('BMJ' 284,
12.6.82. 1753-56)

An answering letter considers
the complications cited, and con-
cludes that only 7 women would have
required hospital transfer, though 5
of these might have been managed at
home by the flying squad. Serious
potential differences in outcome were
attributed in only % cases: 2 babies
with second stage distress which the
writer feels might have benefitted
from fetal heart monitors, and 1 case
of prolapsed cord, which he acknowled-
ges might have occurred at home wher-
ever the women was booked. These 3
cases give a complication rate of
only 1.28%. It is also worth noting
that it is impossible to look at hos-
pital births as if they were home
births--standard hospital management
was involved, including fetal heart
monitors and subsequent immobility in
labour, and drug use was not described.
The complications that occur in a hos-
pital cannot be assumed to occur with
the same frequency at home.

Phototherapy to treat physiological
jaundice in full-term babies may be
over-used, causing unnecessary physio-
logical stress to the babies, lack of
sensory stimulation, and separation from
mothers. Rather than starting photo-
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therapy in all babies at the customary
serum bilirubin level of 250 umol/1,
half the babies with jaundice at
that level were left with their mothers
and not treated unless bilirubin levels
reached 320 umol/1l (levels below 340
ymol/1 are believed to be safe). Only
% out of 20 babies in the late treat-
ment group did eventually reach the
higher level and require phototherapy.
While the jaundice took longer to sub-
side in the late treatment group than
in the early treatment group, peak
bilirubin levels were not significant-
1y different between the 2 groups,
leading the authors to conclude that
treatment can be safely withheld until
serum bilirubin exceeds 320 nmol/1.
('Lancet' 21.8.82 408-410)

A study on ‘'Area Variations in
Infant Mortality 1 attempts to
take into account the 'social factors
in infant mortality', and re-ranks
the health authorities according to
whether their outcomes are better or
worse than would be expected, based
on social factors. They suggest
those health authorities at the bottom
of the list should take notes from
those at the top--though they had
already pointed out that an earlier
study found that birthweight and
social factors accounted for a great
deal of mortality variation, while
health service characteristics had
little impact. The two indicators
of social factors they came up with
(proportions of large families and
gingle-parent families; unemployment
and overcrowding were insignificant)
accounted for only 36.9% of the
variance, so clearly the new ranking
is not authoritative, and the real
factors in mortality must be found
elsevhere. Babies don't die be-
cause their mothers are unmarried, or
because they have lots of brothers
end sisters. Those are only weak
indicators, associated with the
causes of mortality that are unlikely

found in such large population
studiea., When will such analyses
start considering the nutritional
status of the mothers? ('J.Epid. &
Comm.Health' '82, 36, 11-16)

Two studies of lead exposure smong
mothers and infants in gow found
that blood lead concentrations correl-
ated significantly with lead levels in
the domestic water supply. There were
no correlations between lead levels and
mother's age, baby's sex, place of
birth, or feeding methods. Blood lead
levels were significantly correlated
with social class, which could be ex-
plained by the correlation of social
class with water lead levels. Inter-
estingly, higher blood levels were
found in newborns of low gestational
age and in mothers and their babies of
high parity, though neither of these
were linked with higher water levels.
The authors note that lead absorption
is affected by nutrition, being higher
with iron and vitamin D deficiencies;
could it be that high parity is asso-
ciated with poor nutritional status,
end that poor mutrition causes pre-
term babies--hence the higher level
absorption in these groups? It was






