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ULTRASOUND

Ultrasound scanning of pregnant women, occasionally
from as early as 6-8 weeks of pregnancy and periodically
throughout pregnancy is now so routine it is difficult to
imagine that it was only introduced some 30 years ago and
only in the last decade has it become a widely accepted
diagnostic tool. Coming into medicine via its use in
sonar devices to detect submarines, one of its initial
uses was to visualise the fetus and assess structures and
acitivities previously unseen., It is now a highly devel-
oped technology, capable of measuring structures to within
an accuracy of 2mm, observing breathing movements of the
fetus and the action of the fetal heart valves. It has
many uses, ©.g. to detect ectopic pregnancy, multiple preg-
nancy, assess fetal life and function, diagnose abnormal-
ities, guide procedures such as amniocentesis and, most
recently, to guide the surgeoons as they begin to att-
empt treatment of the fetal patient—an avenue of medicine
that has only opened since ultrasound enabled direct
visualisation of the fetus. Most women come across ultra-
sound as a routine procedure for confirming the gestat-
ional age of their baby, {even though the measurementa
only give a date accurate to within + or = 5 to 7 days
in 95% of cases, if taken between 14 and 20 weeks). These
scanners, including emall, hand-held ones, are '
echo' imaging systems. Many women also come across ulfra-
sound, unknowingly,in the form of the Doptone or Sonicaid
instruments used to listen to the fetal heart antenatally
and in the Doppler external fetal monitor which is strapped
around the mother's sbdomen during labour; these are cont-
inuous wave devices.

One might assume from ite widespread use and rapid
development into a routine procedure, that ultrasound is,
without doubt, safe, effective and proven to be beneficial
in its contribution to pregnancy outcome. Is ultrasound
safe? The doctors say it is; the electronics companies
claim it is (and had their ikmuckles rapped for so doing
by the Advertising Standards Authority following a compl-
aint by AIMS). Indeed, almost every popular msgazine,
newspaper article and even family doctor publications
claim that ultrasound is absolutely safe, can do no ham
to eithar the mother or baby and, of course, should not
be confused with X-rays which can be harmful.

X-rays are 2 Torm of low level ionizing radiation and
are now mown to be cancer and disease inducing. But they
too were once claimed to be safe and were widely used in
pregnancy. Ultrasound is a form of non-ionizing radiation
and has been assumed to be non-damaging as long as heating
effects are not produced (which they are in the high inten-
sity levels used in therapeutic ultrasound). Obstetric
usage involves lower intensities——diagnositic ultrasound—
but the lack of risk has been assumed simply because no
immediate acute effects have been demonstrated, Studies
designed and conducted to detect less obvious and/or long
term effects have not been performed. ‘Likewise data to
assess the cumulative, additive or synergistic effects of
ultrasound are insufficient, although determination of
such effects is of vital importance in assessing the
gafety of ultrasound.

Some studies have attempted to delineate 'safe' levels
of diagnostic ultrasound, but as more and more sensitive
end points are studied and more eensitive means for measure
ing the end points are used, the 'thresholds' of safety
tend to decrease; a 'safe' level cannot be defined. Any
ultrasound effect that may represent a potential health
hazard, even if only to selected individuals, must be
thoroughly investigated and until such investigations are
complete and conclusive, ultrasound should be used with
extreme caution. It will take many years to obtain subs-
tantive evidence from human exposure-——at current rates of
use it may be too late; it is possible that almost every
child born after the early 1980's will have been exposed
to ultrasound,

In October 1981 AIMS raised the issue of ultrasound
safety and the lack of properly conducted studies to evalw-
uate its possible adverse effects with the Minister of
Health. He replied, quoting the views of the Medical Res
earch Council's Non-ionizing Radiation Committee that, in
the years since 1976 'the use of ultrasonic techmiques have
become so widespread that a controlled trial along the lin-
es originally proposed would no longer be ethically pose-
ible! However, in the same letter he stated, -'any inves-
tigation, examination or treatment should only be carried

out when it is mmm_n.mm:_m(. and then
only with the patient's informed consent,' (My emphasis).

This recommendation is hardily borme out by current cline
ical practice—to quote from a Senior House Officer's

'Obatetric Duties'-='An ultrasound scan must be arranged
for all patients......Scans beyond about 24 weeks are not
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an accurate means of assessing gestational age but pat-
ients booking after this time should still be scannedeseses
In September 198% Doris Haire, President of the Amer-
ican Foundation for Maternal and Child Health, showed &
CBS news film on diagnostic ultrasound at the Obstetric
Conference in Dublin, She presented the film to British
women, placing it in the hands of the NCT for asa wide a
distribtution as possible. The NCT declined to loan out the
film until they had had videocopies made, which took until
March 1984 and because 'We,.. do not want the press to gei
hold of it till we are ready.....There will be a press rel-

ease when we feel the time is right.' Beverley Beech showed

the film in Scotland immediately after the Dublin showing
and AIMS tried to persuade the preas to look at the issues.
Afternoon Plus showed the film in November '83, but the
programme was not takem up by the media generally., On May
10th this year the NCT organised a meeting for consultants
and intereated people to diascuss the issues involved and
plan how best to handle the story when it burst ——the
press were banned from attending. However, on the same
day, ITV screened a news programme drawing attention to the
wnknowns of ultrasound exposure and AIMS issued a press
release to co—incide with the programme and a letter to
the Minister of Health demanding immediate action, as
follows :

Dear Mr Clarke

In October 1981 this Association wrote %o your predecessor
(Dr. G. Vaughan) expressing our concern about the routine

use of ultrasound., We felt that while thia procedure was

still unevaluated it should not be used routinely in mat-

ernity care, The Minister replied stating:

"In 1976 the MRC's Cell Biology and Disorders Board
eonsidered the possibility of a trial to assesa the
potential benefits and hazards of the use of ultra-
sound in pregnancy. Since there was no reason to bele
ieve that the use of such techniques was likely to
lead to any increase in the incidence of gross anom-
alies in the offspring, a trial would have been un-
likely to have done more than to show whether these
techniques were responsible for any subtle snomalies
that might appear. However such anomalies are ext-
remely difficult to assess, and it would have been
virtually impoasible to distingwish between any which
might have been ¢ d by ult id and those due to
other environmental factors. In the light of these
Council decisions, the Board concluded that a trial
would not lead to any firm scientific conclusions,

In the four years since then the use of ultrasonic
techniques have become so widespread that a controll-

ed trial along the lines originally proposed would
no longer be ethically possible,"

He concluded that:

*In the face of this advice (from the Medical Res~
earch Council) it would be ethically difficult to
proceed with a controlled trial of obstetric ultra-
sound" "
Following the Consensus Development Conference in the USA
last year the United States Food and Drug Administration
(FDA) issued a statement warning physiciens that ultra-
sound should not be used routinely in maternity care.
Today, 8th May, the Danish Minister of Health has forbidd-
en the routine use of ultrasound and amniocentesis.

Ve are extremely concerned that whereas other countries
are restricitng the use of ultrasound, this country is
allowing doctors to extend the use of thiz unevaluated
procedure.

In October 1982 AIMS complained to the Advertising Author-
ity about & Toshiba advertisement in the Sunday Times Mag-
azine which claimed that ultrasound was "absolutely safe".
The ASA upheld the complaint and made the following
statement:

"Toshiba would have been better advised not to make
any olaims as to the safety of their equipment for
pre-natal scanning.”

This Association is most concerned that routine ultra-
sound examinations are being carried out on large numbers
of pregnant women; that no records are kept of the levels
and occasions of these exposures; and that no long-term
. studies of the possible effects of ultrasound are being
_carried out.

Unqualified Accep

Furthermore, we are most concerned that the UK does not
have an Office of Technological Assessment which would
scrutinise all such developments. Such an office would go
some way to prevent the proliferation of unevaluated tech-
nology before proper assessments have been carried out.
Drugs cannot be put onto the British market without an
evaluation by the Committee on Safety of Medicines. This
eriteria, however, is not applied to technological eg-
uipment; yet, in the case of ultrasound, a leading Amer-
ican geneticist, having seen the effects of ultrasound on
blood cell structure, commented that "If a chemical were
doing that, we would call that a mutagen,"

There is no evidence to support the claim that ultrasound
is safe and the evidence that it may cause ill effects is
atill inadequate. This Association, however, feels that
while there is still a question hanging over the safety of
ultrasound this procedure should be used with considerable
caution and, therefore, we appeal to you to take the
following action:

1. Caution physicians that ultrasound should only be
used in circumstances where the information cannot be
obtained by any other means,

2. Issue a statement that ultrasound is not to be used
routinely on pregnant and labouring women.

3. That records are to be kept of the length of time
and exposure levels of each ultrasound exposure,

4, That an Office of Technological Assessment be set
up to ensure that technological developments receive
the same standard of scrutiny as the introduction of
a new drug,

5. That NHS numbers, at least, are kept of those women
and children who have been exposed to ultrasound during
pregnancy and childbirth, so that it will be posaible
to carry out lomg-term follow-ups in the future.

6. The use of ultrasound by smasll private businesses
offering & service to pregnant women to be stopped.
Note: Your attention is drawn to the enclosed advert-
isement, It would seem that this unevaluated proc-
edure is now commercially available in a domestic
setting for thoae who wish to have & video film "for
the sake of interest, posterity and amusement with no
medical comnotations."

(Cambridge Evening News, February 10th 1984).

Yours sincerely

Beverley Ann Beech
Hon., Chairman

There is much documentation on what can be achieved
by the use of ultrasound-—disgnosis of anomalies, multiple
pregnancy, fetal growth retardation, estimation of gestat-
ional age etc. However, although the 'benefita'’ are rep—
orted, control groups for comparison are rarely included
in the studies, Thus the efficacy of its application,
even in areas where it is already routine, has not been
rigorously assessed; and as the technology improves the
uses of ultrasound proliferate, unevaluated. For each
use it must be asked, what is the evidence that ultrasound
will jmprove patient management and/or outcome of pregn-
ancy? The higher detection rates claimed for twins, con-
genital malformations ete, and more accurate gestational
dating must be balanced against the fact that there is no
significant evidence of improved perinatal outcome as a
result. There is no concensus that routine ultrasound for
all pregnancies improves perinatal outcome or decreases
morbidity or mortality.

Much of the evidence for possible harmful effects is
criticised because it concerns animal experiments and eff-
ects in vitro, the implications of which for humans, part-
iculartly fetuses, are not clear. However, it is kmown
that the mammalian (including humen) embryo and fetus are
especially sensitive to environment induced malformations
and more moderate impairment of their developing systems.
The Draft Report of the Nationsl Institutues of Health
Consensus Panel (Dec.'83%) reviewed around B0 studies on
the biological effects of ultrasound, In animals these
included increased rates of fetal death and atmormality,
fetal weight reduction, decreased fetal and placental
weight and respective DNA and RNA content, delayed neuro-
muscular development, depressed immune function, subtle
morphological alterations in ovaries and varying degrees
of tubule damage in testes, Yet the panel atill noted
that—'very little effort has gone into the assessment of
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of Safety

specific biological alterations.' (p.31). One only needs
to look at the history of ionizing radiation and other
chemical and physical agents, to realise that many effects,
even subtle ones, would not have been discovered without
comprehensive experimental studies using animals and cell
aystems in vitro. As Zory Glazer (FDA senior scientist)
has pointed out in reference to the study of non-ionizing
radiation, 'We're at the point today where the ionizing
field was 40 years 8go.....the effecta of low levels of
ionizing radiation are still being debated.'

Dr. Alice Stewart, who was largely responsible for
drawing attention to the effects of X-rays on fetuses,
has voiced concern over the use of Ultrasound. Head of
the Oxford Survey of Childhood Cancers, she has indicated
that, although nunhers so far are small and the results
could be by chance, children exposed to ultrasound in ut-
ero appear to be developing leukemia and other cancers
in higher numbers than unexposed children. In July 1980
the Carcinogen Information Bulletin warmed that low leve
els of non-ionizing radiation appeared to lower resistance
to disease in animals thus increasing the probability of
developing cancer in the future.

Dr. Doreen Liebeskind, a radiologist st the Albert
RBinstein College of Medicine, has stimulated much of the
concern about ultrasound with the results of studies in
which human cells in suspension were exposed to diagnost-
ic levels of ultrasound. (See Research belov.) In an int-
erview for the Cable News Network Programme, 1982, Dr.
Liebeskind explained that novmal cells grow apart from
each other in neat rows, After ulirasound exposure
they become ' a tangled mass growing wildly all over each
other, Normal cells in motion have smooth edges and
move in a clear directionm, after ultrasound '100%
of them become fremetic and distorted. Dr. Arthur
Bloom, & geneticist at Columbia University and an expert
on radiation commented on the cell changes: 'If a chemic-
al were doing that, we would call that a mutagen.' (i.e.
causes genetic mutations) and added—'a very high percent—
age of agents that are mutagenic are also carcinogenic,’
(cancer causing) Dr. Liebeskind has alsa shown that,
'There are some long-lived effects on the DNA of the cells,
on the behaviour of the cells and on the.cell growth that
perasiast in many generations after a single exposure.'
Women exposed to ultrasound &lso have all the remaining
eggs in their ovaries exposed; if there is an effect it
could, therefore, affect all future children. Likewiae,
the female fetus al term has all her eggs present in the -
ovaries, so if she is exposed near term all her children
may also be affected. Whilst many obstetricians have att-
empted to discredit the work of Liebeskind and others, the
National Centre for Devices and Radiologic Health has not.

Further important research indicating the potentisl
for harm in humans is summarised below and under 'Research'.
It is & good idea to obtain copies of the papers for your-
self and bear in mind David Stewart's waminga; (See
'Reading Research')some pepers are available from Sandar
Warshal.

1970 Macintosh apd Dgvey : eignificant increase in
number of chromosomal eberrations after in vitro irrad-
iation of cultured human lymphocytes with continuous-wave
ultrasound, (Results not reproduced).

1973 Thacker : published a review of the history of
ultrasound induced chromosome damage, The mutagenesis
date suggested that although the increase in mutation freg-
uencies was small compared with ionizing radiation, there
ia some evidence that ultrasound could induce mutagenesis.

1975 Galperin-lemgitre et al : degradation of puref-
ied DNA,possibly due to other physical factors.

1979a Lie & : increased immunore=
activity to antinucleotide antibodies in cultured cells.
Usually suggests unwinding of DNA helix or single strand
breaks, though these could not be identified. Also
reported unacheduled DNA synthesis.

19790 13 : increases in sister chrom-
atid exchange in human lymphocytes and lymphoblast line.
Sister chromatid exchange is a sensitive indicator of
chromosome damage but its biological significance is une
clear. However, there is an increased frequency of exche-
ange after cells are exposed to known mutagens and carce
inogens.

-

Most of the studies that attempt to address the
question of the safety of ultrasound for the fetus or em-
bryo have serious problems of design concerning the popul-
ations used (e.g. groups compared, groups excluded, small
numbers) which cast serious doubt on their conclusions.
Retrospective analyses of a study in Denver of children
exposed to ultr d in utero during the late '60s and
early '70s indicate two areas for concern :

1. a significant association of ultrasound with low
birth weight (although this cannot be assumed to be causal).

2. the % of ayslexic children was higher in the ex-
posed group (although it is possible this was dus to
chance?.-o fSee Research, Stark et al, for detaila).

Although there have been no case reports of adverse
maternal effects, there have been no systematic atudies of
the physical safety of the use of ultrasound for exposed
women

(n addition to Denmark, Canads and Japan have both
taken steps to minimise exposurs via equipment standards
and guidelines for use.

The 1984 (draft) Concensus Statement of the National
Institutes of Health stated : ' The data on clinical eff-
icacy and safety do not allow a recommendation for routine
screening at this time.' (p.9).

Caution in the use of ultrasound has been recommenw
ded by various bodies in America since 1979, when the TDA,
in accordance with recommendations of the Obastetrical and
Gynecological Device Classification Panel, advised : 'to
use the lowest practical exposure levels, consistent with
oviaining needed diagnostic information, and to use disg-
nostic ultrasound only when there is a valid medical reas-
on'. This position was given support in 1981 by the Amer-
ican College of Obstetricians and Gynecologists. In 1982
the FDA resffirmed and strengthened their position : 'Ult-
rasound examinations should be used only when diagnostic
benefits to patienta are indicated.'

The National Institute of Child Health and Human Deve
elopment, the Office of Medical Applications of Research
and the Division of Research Resources (all NIH members)
and the FDA National Centre for Devices and Radiological
Heslth, jointly sponsored a' concensus development confer-
ence which was held on 6-8th February 19684, The previous
year was spent collectiong and analysing data on every as—
pect of ultrasound usage, research, equipment, training of
operators, costs and legal/ethical aspects. Their 141
page draft report is far more telling than their 10 page
statement, which was issued after the conference had
heard testimonies, comments and criticisms from medical
and acientific experts and from the public. However, as
the National Women's Health ¥etwork .pointed out, repres-
entation of consumer views was 'totally inadequate.'

They also, together with the, International Childbirth Ed-
ucation Association stressed the vital importance of inf-
ormed consent for all ultrasound exposures, scanning and
fetal heart monitoring.’ This was noted by the Concensus
Panel : 'Prior to an ultrasound examination, patients
should be informed of the clinical indication for ultra-
sound, specific benefit, potential risk and alternatives,
if any. In addition, the patient should be supplied with
information about the exposure time and intensity, if regq-
uested., A written form mey expedite this process in some
cases.' (My enphanis).

In the abaence of immediate action in Britain our
strengths lie in informing ourselves from the mass of
research and our right of refusal to submit to procedures
and trestment for which we cannot see valid indications.
In the event of valid indications, these should be recor-
ded in writing together with the results/diagnosis, alterw
ations required in clinical management and details of the
éxposure and the status of the operator, together with the
written informed cansent of the woman.

Immediate action in Britain seems remote : British
Ultrasound expert Stuart Campbell, of King's College Hosp-
ital, dismissed the American recommendations, saying that
routine scamning was of great benefit in determinging
dates and spotting unexpected defects. 'The Americans are
depriving themselves of an invaluable diagnostic tool,

If that was to have any influence on us it would be &
disaster,' (GP 17.2.'84)

It may well be that the Americans are actually dep-

riving themselves of a disaster.
~-=Johanna Squire
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We met again at the Thomas Coram Foundation in London.
April 28th was a glorious day and it was good to see memb-
ers such as Dee Neeson and Nadine Edwards who had come
from as far away as Dublin and Scotland. Two Dutch doct-
ors also attended and were able to give us an insight
into Dutch maternity services.

Beverley Beech took the Chair and there were apolog-
jes from Diane Packham and Dr Fox-Russell.

Sally Willington, founder and president, spoke first.
She regretted that it is still all too evident that the
pressure which AIMS brings to bear on attitudes to ma t—
ernity care is as badly needed as ever. She pointed out
that the article on pl3 of the Spring Journal, describ-
ing how a mother in Wordsley Hospital, near Stourbridge,
delivered her own baby as she was left alone, reminded
her of cases AIMS heard of 20 years ago, Sally said she
was pleased to see the publication in the Spring Journal
of Marjorie Tew's statistics comparing home and hosp-
ital deliveries——but as the data was available to doct—
ors why hadn't they done such a study? Sally suggested
that the tragic case of Rehana Sarwar, in a coma follow-
ing a caesarean section, should prompt a question in the
House of Commons to see if there are any other such cases.

Christine Rodgers reported on her first full year as
Secretary—-a busy one. Some 60 letters and a dogen phone
calls are answered each week. Christine said, "1've
been lucky to have Blizabeth Cockerell, and all the Comm—
ittee's dependable advice at hand. It's been noticeable
that wherever I go AIMS' excellent reputation precedes
me. It has been forged over the years by Sally with many
members I have never met, but it has certainly passed
through good hands and Beverley, especially, has certain-
ly done a great deal to publicise AIMS foday,.....the
response to Marjorie Tew's article in the Spring Journal
shows how influential we can be."

Christine also thanked Carol Morris and Elizabeth
Key for all their work, and Maureen Treadwell, who volun-—
teered to help with ideas to raise money. She spent a
great deal of time inveatigating the possibility of sett-
ing up a trust with charitable status and Tinslly app-
roaching the Charity Commissioners. The trust is now in
the final stages of formation.

Two groups have disbanded : Huddersfield and Bristol,
the latter happily due to the improvement of local mater-
nity services with the appointment of a new professor of
obstetrics., Lorna Davies, Vice~Chairman, (S. London)
also left to become more active in local opposition to
NHS cuts. Christine said she would like to hear more from
the Groups and she can always supply literature for
meetings etc.

Hundreds of requests for the Denial of Parents'
Rights booklet have been received and the Health Rights
Handbook is slso selling well., The Ipswich Group wers
congratulated on their production of the Directory of
Maternity and Postnatal Care Organisations, AIMS has also
printed 3 leaflets during the year—the Booklist and What
is AIMS? are free and Improving the Maternity Services—
What can I do? is 15p. (Bulk orders 10p). Aware that
there is much more we should be doing, Christine encourag-
ed members to volunteer to help out or offer skills,

Carol Morris presented her Treasurer's Report (copies
available on request from 163 Liverpool Road, London Ni=
large SAE please). 19683/4 has been a good year as we
broke even compared with last year's deficit, There have
been several generous donations——one of £100 and there
have been suggestions as to how we should use this money,
including using it to make & folding display panel to
take to conferences or funding a special leaflet/booklet.
Two granta were received——£500 to print the Directory and
£469 from the GLC Women's Committee, Christmas card sales
were poor.

Blizabeth Key, Subscriptions Secretary, said member—
ship renewals were up 20% and asked us to encourage new
members by circulating the Journal as widely as possible.

Johanna Squire, Journal Editor, outlined & very succ-
essful year. She mentioned two articles in particular
which had been a sidestep for AIMS Journal——on Depo Provera
and Endometrial Aspiration. The Journal is now being not-
iced by the medical press as well as providing excellent
information for members.

Beverley Beech, Chairman, described 1983/4 as a year
of consolidation with no particular campaigns undertaken.
The whole Committee had worked hard together and the organ-
isation was increasingly effective., Today almost every
single book on childbirth mentions AIMS and articles and
features in newspapers and magazines give AIMS as a cont—
act organisation. The publicity results in many enquiries,

the paseing on of a great deal of information and some new
mombers. Looking shead Beverley touched on the following
issues which we shall be looking at : Midwifery training,
the continuing closure of GP units, routine Vitamin K inje
ections, routine ultrasound examinations (this Jowrnal) and
ethical considerations. Beverley also hopes to find some-
one willing te look back over the Medical Ombudemen's rep—
orts on maternity cases over the last five years to see if
any conclusions can be drawn. 1934/5 is clearly going to
be another busy year!

Elections : Beverley Beech was re-elected Chairman

Sandar Warshal was elected Vice-Chairman
Sian Stacey was co—opted onto the committ-
ee,.

Anne Caroll Woods has kindly offered to collate inf-
ormation on films/video/slides about childbirth. Please
send any r at: 16 John Street, Kingston
Square, Hull, North Humberside.

Following the AGM we showed the slides 'Gentle Push-
ing' which Lizgie Mead sent over from Canada. These exc-
ellent pictures show how management of the second stage,
without forced pushing, can meke for a gentle birth and
an intact perineum. Nancy Stewart read the commentary
which accompanied the slides. The set of 45 slides is
available for hire for £5 from Jan Sloss, West Dorset
AIMS, 26 Fernhill Avenue, Weymouth, Dorset DT4 TQX.

Jan also has another set of slides called 'Alchemy of
Birth' for hire. (Also 45 slides and £5).

After lunch we aplit into two groups to discuss Nat-

ural Third Stage and Caesarean Sections and VBAC.

—Christine Rodgers.

WORKSHOP ON CAESARRAN SECTIONS AND VE,

We began our group session by watching a video of an
epidural Csesaresn Section, performed at the Middlesex
Hoapital, London in 1982, Some members of the group who
had had emergency Caesareans were interested to see exact-
1y what had taken place. However, it seemed strange that
although the mother in the film was fully comscious, 1litt=-
le opportunity was taken to see that mother and baby tou-
ched as soon a3 possible.

Davina Ramshaw led the discussion by pointing out
that, on the housing eatate in South London where she
lives, it seems that the majority of mothers are having
Caesareans. She felt that there could be parts of the
country where the Caesarean section rate was far above the
12% which is alreedy ceausing controversy. We talked of
the effecta of Caesereans, the loss of the feeling of
giving birth, missing the baby's first cry, being a pate
ient recovering from an operation rather than a mother,
the enormous extra costs involved to the NHS, the links
between areas with a low Caesarean rate and a low peri-
natsl mortality rate, the de-skilling of midwives and
doctors when breech position is considered reason enough
for a Caesar. One member mentioned the fact that when
the Caeserean section rate at her local hospital rose the
CHC made enquiries and it was found that because the lab-
our wards were short-staffed it was felt that Cassareans
were a safe and guick alternative. This issue would
clearly be one which we would expect local Maternity Ser—
vices Liaison Committees (with lay representatives) to
take up.

We discussed the effects of having a Caesarean for a
firat beby which means that for some women the whole of
their childbearing experience will be of operations, not
of giving birth. One member pointed out that she had had
a 'good' Caesarean—she had been satisfled at the time
that it was necessary, it had been carried out well and
staff had been helpful and unde standing. Yet after six
months she found herself going back over the experience
many times trying to determine whether it had really
been necessary. In the end, she thought probably not.

Christine Rodgers had heard the previous day from a
woman who had contacted her some weeks ago asking for ad-
vice on getting a VBAC delivery for her second child.

She had mansged it, but only after bar with a2 cons—
ultant about how long her 'trial of labour' (a muchedis-
liked phrase) would last. In the event she had gone into
hospital after four hours' labour, although she only adm-
jitted to two, and in hospital she was allowed to go over
her allotted time. She pointed out that once the medical
staff had agreed to a possible VBAC delivery, they even=—
tually became really keen on the idea, giving her terrific
encouragement at the end of first stage when she was geti-
ing tired and discouraged.



Davina mentioned Caesarean Support groups which can
be of great help to mothers who have had Caesareans, how=
ever, she felt they should not be too passive in just acc—
epting the present rate of Caesareans.

We ended with three main points:

l. Almost all maternal deaths are linked with

Caesareans.

2. Concern sbout loss of skills to deal with

complicated vaginal deliveries.

ced midwife had desoribed to Nancy how frightening it ie
to go against all one's training. Ome has to do ths her—
etical procedure—or rather not do anything—no syntomei-
rine, no cord traction etc.=— many times before one is
truly confident, We were delighted to welcome a Dutch
couple of G.P.s. They were horrified at the standard
British management of 3rd stage, which they assured us
would constitute actionable malpractise in Holland, The
Dutch doctors are used to a 3rd stage of 1 or 2 hours,

3, Concern about the number of first time mothers

having Caessareans.

~Christine Rodgers.

WORKSHOP ON NATURAL THIRD STAGE

Nancy Stewart led this workshop with a detailed intro—
duction. Part of the problem is that there are no, or few,
midwives and doctors in this country with experience of
natural third sisge. Bven before oxytocics were used,
the cord was clemped. Documents from the Cl7th describe
how the cord was tied to make an indication of separation

They described to us how they manage problems, e.g. PPH—

with no great panic,.

The consensus was that there is a rising demand for
natural third stage, which the midwives and doctors are

resisting. Although of course the fact that we have the
scientific evidence on our side won't make much difference,

and to save the bed linen from being soiled. An experien—

it is up to us to make this a live issue by pressing the
subject where we can, Personally, this reminds me of the
breastfeeding story all over again.

Copies of the excellent workshop handoute are avail-
able: please send 50p & sae to Sandar Warshal, (Address
on back page, officera,)

—Elizabeth Cockerell.

- From the Groups...

IRELAND : Have taken part in 5
national radio programmes and their
Secretary addressed the Women'a Sect-
ion of the Irish Medical Association
about AIMS' work. More doctors and
midwives are using the group as a val-
id resource reference. The group is
conducting a survey to update their
1979 dats and have a grant to produce
a handbook of legal rights in mater-
nity care. There is & new group in
Waterford and one starting in Limer-
ick : Irish ATMS would like to see more
local groups, They are affiliated to
the National Council for the Status of
Women and produce a very good Quarter—
ly newsletter. Contact : Dee Neeson,
48 Wyvern, Killiney Road, Killiney,
Co, Dublin,

N.E. LONDON : Have attended loc-
al fayres and held film/discussion
evenings which they hope to hold in
local authority clinics this year.

HAMPSHIRE : Is there anyone in
Hampshire interested in forming a
branch of AIMS? If so, I would be
very interested in contacting them,
There has been a lot of controversy
about maternity care in thia county
lately, largely as a2 result of a sure
vey by the CHC. Contgct : Msureen
Treadwell, Sycamores, Chilbolton,
Stockbridge, Hanta,

HULL : Has held seversl stalls
and has a regular 'open day' at the
Women's Centre. The group are invol-
ved in re-drafting the maternity
hoapital's information booklet, pro-
ducing a leaflet, Where can your baby
be born?, and are fighting the closure
of the local G.P, unit. They are rep-
resented on the M.S.L.C. Contact :
Jchanna Squire, 57 Duesbery St., Prin-
ees Ave., Bull, HUS 3QE (0482 491982)

C RY BL 2
Have experienced disappointment and
frustration with staff discouraging
the use of the birthing room at the
Royal United Hospital, Bath and lack
of co=operation in trying to do a sur-
vey of mothers delivering at the hosp~
ital. However, an administrator has
offered financial help and provided
statistics for AIMS' national survey.
The biggest G.P., unit is redesigning
its labour and delivery rooms to
provide more family centred facilitiea,
The group have held various stalls and
done 2 radio spots with a follow-up
information packe-very good idea,
Please note change of address :
Contact : Rhoen Young, Tower House,
Pomeroy Lane, Wingfield, Nr. Trowbre
idge, Wilts. BAl4 9LJ. (Trowbridgs
69551)

CH : Have done & magnifice

They hope to publish a maternity choi-
ce leaflet jointly with the CHC when
Redbridge has restructured its serve
icea, The 2 CHC reps. apply pressure
to help preserve the service against
the cuts. They are investigating the
under use of Whipps Cross short stay
unit and the turning away of 30-40
women a month, Contact : Catherine
Pallet, 85 Harpenden Road, Wanstead,
London E12,

Water Babies

The 100th birth under water last June made it approp-
riate for Michel Odent and his team to summarise their
experience in this area. The pool (2m in diameter and 0.7m
deep) is large snough to make it easy for & woman to
change her poaition. The water is ordinary mains water at
37C. The pool is reserved particularly for women who are
experiencing especially painful contractions, or where
dilatation of the cervix is not progressing beyond Scm,

In most cases the cervix bcomes dilated within 1 to 2 hours
of immersion in the pool., The fetal heartbeat can still
be checked regularly with a small ultrasound stethoscope
or with a traditional obatetric stethoscope. Most women
choose to leave the pool at the second stage.

Odent considers that the pool helps labour because
of the reduction of the secretion of noradrenaline and
other catecholamines ; the reduction of the effects of
gravity; the reduction of sensory stimulation (when the
ears are under water) and the direct muscular stretching
action. Other factors are difficult to rationalise ; for
instance, the mere sight of water appears to have a ben-
eficial effect on some women. The process of delivery
can be facilitated to such an extent that birth under
water is not at all uncommon at Pithiviers.

ent job producing and now distributing
the Directory. They are represented
on their M.S,L.C. Contact : Gail
Richards, 70 Woodbridge Road, Rushmere,
Ipswich, Suffolk.

When birth occurs under water, the newborn infant is
brought gently to the surface and placed in the mother's
arms. Breathing is stimulated by contact with air and
the change in temperature. There is no risk of inhalation
of water. At the time of first contact, most mothers are
in a vertical position, kneeling in the water. They hold
the baby in their amms in such a way that skin-to-skin and
eye=to-eye contact are as perfect as possible. The cord
is cut and the mother is helped to leave the pool just
before the expulsion of the placenta, There is thought
to be a risk of water embolism if the mother stays in
the pool after this time.

The youngest woman to give birth under water was 19,
the eldest 43. Most of the women were primiparas and two
women were para 6 and 7. The lowest birthweight was 2,15
kg and the highest 4.40kg. There were no episiotomies and
all the tears (29) were firat degree. Thers were no inf-
ectious complications, even where the membranes were al-
ready ruptured. Over all Odent found no risk attached to
either labour or delivery in the pool. Compared with the
supported sguatting position in the birthing room, the end
of the second stage of labour was thought to be more diff-
icult in the pool, However, immersion during the second
half of the first stage was helpful.

Odent concludes that the use of a pool requires fur-
ther research, but hopes that such research will support
his experience that immersion in warm water is an efficient
eaay and economical way to reduce the use of drugs and the
rate of intervention in labour.

(Lancet 24/31.12.'83)




HOME BIRTH

Holland

Beverley Beech received a letter in April from Dr.
S.M.1. Damstra-Wijmenga, who, with a colleague, attended
AIMS' A.G.M. and gave some interesting information about
Dutch maternity care. He has written a paper which has
been submitted to the Journal of the RCGPs for publication
and also a leaflet about his own investigation into the dif-
ferences in the outcome of home and hospital births.

The study concerns 1692 mothers who gave birth during
1981 to 1709 living babies in Groningen, Holland, (one of
the largest municipalities of the country). In the case
of an expected 'normal' delivery a woman in Holland can
choose where to deliver--at home, in hospital with 24hr.
stay or in hospital with 7 day stay, (full hospitalisat-
ion.)

'The analysis shows that morbidity both in the wother,
irrespective of the number of previous parturitions and in
the nowborn child, was less among those who had opted for
delivery at home than among those who had chosen clinical
delivery with one day hospitalisation and that morbidity
was lower in the latter group than among those who had dec-
jded og clinical delivery with full hospitalisation.'

1280 figures for the Netherlands as a whole were also
enclosed showing a decreased percentage of home deliveries
but a S-fold lower perinatal mortality rate.

BIRTHS BY PLACE OF DELIVERY

Place of delivery number *
All 182499 100.0
Hospitals 117942 64.6
At home 64557 15.4

PERINATAL MORTALITY RATE BY PLACE OF DELIVERY

Place of delivery number Rate--(still-
All 82499 11.1 births and
deaths du-
i 7 1554
Hospitals 117942 5 o 11"
At home 64557 3.0 week of
1ife/1000

total births).

Australia

HUMEBIRTHS 1977--1082 by Maggie Lecky-Thompson.

(From New Parent, the Journal of the Parents Centres
Australia, Dec. '87/Jan. '84, Reviewed by Andres Robertson)
‘This publication, &n update of an earlier, smaller
summary, will stop most critics in their tracks. The fig-

ures prove that the safety of home birth is superior to
hospital birth for low risk women and that the outcomes for
the babies is also better than for those born in hospitals,
The mothers in this group of 571 home births were all low
risk, had had excellent antenatal care, were well nourish-
ed and vwell motivated., ........... Antenatal screening pro-
cedures were thorough and carried out on the basis of ind-
ividual assessment. This allowed many women with previous
poor obstetric histories, whose complications were thought
to be of iatrogenic origin (i.e. caused by the doctor) te
labour and deliver at home, with excellent results,

Of all those accepted for & home birth, 85.5% complet-
ed labour at home. The caesarian rate for the whole group
way 1.5% and the forceps rate 4.7%. Only 0.9% of women were
induced.' (The figures include women transferred to hospit-
al and are still better than figures available from hospit-
als.)

'The table on perinatal outcome for the babies clearly
demonstrates that the hazards so often forecast for home
birth did not occur at all. Babies that did need hospit-
alisation after birth had, in most cases, congenital ab-
normelities and of the tew nuwborns that did have problems
such as jaundice, the majority were treated quite satiasfac-
torily at home'. 'Also included is valuable information in
a number of areas that would do well to have such close
scrutiny in the hospital setting. Blood loss, delivery
postions chosen by the mother, lacerations and episiotom-
ies and babies' weiglht gain for the seven days after birth
are all summarised and offer interesting insights into the
differences between home and hospital birth.' 'Maggie
Lecky-Thompson has provided, in this set of figures, a
challenge to all who think that hospitals are the only
safe place to have a baby.' The paper costs $2.50 + 60c
postage from M. Lecky-Thompson, 22 Fiddens Wharf Road ,
Killara, NSW 2071, Australia.

Britain
AIMS has received several enquiries from doctors foll-
owing the publication of Marjorie Tew's research in the last
Journal. Medical News also printed her research results
but she has had no response from the BMJ to whom they were
submitted for publication.

‘Pulse’ carried the following news--March 10th 'B4 :
‘The leader of the Social Democratic Party, Dr. David Owen,
has joined the fight to save GP hospitals from closure. He
has sent a letter to Social Services Secretary, Norman
Fowler, criticising threatened closures and enclosing a
list of 31 GP hospitals which are either under threat of
closure or change of use,'

"I am very concerned about this kind of cut-back in
NHS funding and, as 1 understand it, all the closure
threats are being made on financial rather than on clinic-
al grounds and in no instance has it been suggested that an
improved service to patients will result. On the contrary,
the reverse will almost certainly be the outcome. It
seems to me that there is an urgent need for a serious in-
quiry on the administration of patient services to be inst-
ituted before imposing heavy-handed cuts of this kind",
said Dr. Owen.

Johanna Squire wrote to him oxpressing similar concern
and enclosed & copy of Marjorie Tew's research as further
defence, at least for GP maternity units. The following
reply has been received :

'Thank you for your letter of April 10th and the ext-
remely interesting enclosure. Statistics of this kind are
always difficult to interpret without knowing more about
the definitions involved and without knowing what other
factors have or have not been taken into account. But on
the face of it, the data that you present demands further
explanation and/or changes in policy. It is clearly a very
important question and I have today written to the Secret-
ary of State asking him to comment on the findings of the
study you quote.'

Perhaps it is time for AIMS members to lobby their
M.P.s to ensure that David Owen, and ourselves, receive a
positive reply and the initiation of some action.

Marjorie Tew has no reservations about the ways in
which AIMS might use her findings and if you can use them,
do so; if you can get them published anywhere, do so. GP
units and the domicillary midwifery service are irreplac-
eable; we must not, for the sakes of our children and their
children, let them pass into antiquity.

--Johanna Squire.

The National Birthday Trust Fund
whocarried out natfional surveys of
maternity services in the U.K. in 1946,
'68 and '70 is to carry out another
survey this year. It aims to examine
the facilities, manpower (sic) and
services available in hospitals and
at home. The survey is being run from
the Trust's uarters at 57 Lower
Belgrave Street, London SW1l, under the
direction of Proffessor Geoffrey Cham—
berlain and co-ordinated by midwife
Phillipa Gunn, Further information
may be obtained from the above add-
ress. (Pulse 19.5.'84)

CONSULTANTS GO HOME....

'I recently attended a home confinement (first, baby,
four hours start to finish) and when I discussed it later
with a consultant gynaecologist, he said he had never been
to a home confinement! Should that not be compulsory for
all budding consultants in obstetrics and gynaecology?'
(Pulse, 10.4.'84, Gut Feelings section, doctors letters
published anonymously.)
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OTHER ORGANISATIONS

The Ratio ouncil fo. ] t
Families have published a revised edit-
ion of their annual guide for women
bringing up children alone ; ‘Single and
Pregnant' details facts and figures in 5
sectiong—

Information for all single mothers:
maternity grant, child benefit, one-
parent benefit and maintenance.

Work : maternity allowance, matere
nity pay and other employment rightas.

Claiming supplementary benefit.

Other help ; free prescriptions,

dental treatment, milk and vitamins.
Useful addressea,

There is a record level of births
—1 in 7— and growing poverty among
single mothers, 72% of whom have aupp—
lementary benefit as their only or main
source of income. 'Single and Pregn-
ant' is available from : The National
Council for One Parent Families, 255
Kentish Town Road, London KW5 2LX,

Price 70p or free to single pregnant
women and new single mothera.

The next national meeting of the
Association of Radi Midwives is in
Nottingham on 8th and 9th September.
Contact Pippa MacKeith, 71 Forest Road
Bagt, Nottingham for more details.
Tel. 0602 T03396

The Women's Health Information

Centre are planning a national confer—
ence to be held in late Spring '85,'This
conference could be a space to share
experiences of setting up Well Woman
Centres, to look st the social causes
of women's 111 health, to talk about

the effects of racism on women's health
and what we can do sbout it, to discusa
our attitudes to private medicine and
holistic health care, to work out strat-
egies for campaigning for better serv-
ices from the NHS and much more'. It

is an enormous task and will need a lot
of commitied women. An initial plann-—
ing meeting was held at the end of Janw
uary, but if you're interested in cont-
ributing, helping out, fundraising etc.
contact : WHIC, 12 Ufton Road, London Nl.
The conferenée venue will probably be

in Manchester,

'The C Dj try Midwif-
ery Training' — a leaflet produced by
the Association of Redical Midwives in

response to the widespread lack of inf-
ormation about this training and in the
hope that it will stimulate midwifery
achoola to initiate Direct Entry cours—
es. There is an enormous demand——in
1982, 380 students applied to the Derby
course, 10 were accepted; 400 applied to
Edgeware, 8 were accepted, these are
the only two D.E. Courses in the count=—
ry. Students show a consistently high
pass rate, on average higher than SRN
students and are more committed to the
midwifery profession. Most Buropean
countries have a long history of Direct
Entry training, as does Britain, but
ours ia not being maintained. Direct
Entrants are also qualified to work in
any EEC country, SREN midwives must
firast complete a years practice in this
country. Further information and cop-
ies of the leaflet from : Direct Entry
Working , Association of Radical
Midwives, c¢/o Heather Belford, 56
Northumberland Street, Derby.

.

The Society for the Protection of
the Unborm Child (SPUC) is plamning to

picket the hospital centres taking part

in the MRC's vitamin/neural tube defects
trial once they are made public in June.

SPUC want to talk to women involved or
thinking of enrolling and hand out inf-
ormation leaflets urging women to go to
their GPs and ask for multivitamins and
folic acid, Mrs, Davia, SPUC Chairman,

also pickets branches of Boots, the com—

pany supplying vitamins for the trial.
28 MPs have signed a motion supporting
those doctors who have refused to take
p&!’to
M.P. that all pregnant women at risk of
having a spina bifida child be given

multivitamins during pregnancy was turne
ed down by the junior health miniaster on.

the MRC's advice that the value of give
ing extra vitamins can only be decided
by a large scale clinical tiral,

(cp 3.2.'84)

A new leaflet has been brought
out by Baby Milk Action Coaslition.

It outlines the main points of the WHO
code of practice for advertising of
breastmilk substitutes and gives
aimple guidelines for identifying
violations., It can be used in the

UK or abroad, so if you are on hol=
iday overseas and notice adverts that
break the rules, you can report them,
a8 well as keeping an eye on your loc—
ality. Confidentiality will be oba-
erved. For a copy of the leaflet,
send sae to BHMAC, 34 Blinco Grove,
Cambridge.

BMAC would also like to hear
from any readers who have personal ex-
periences of current hospital practe=
ices that affect breastfeeding.

LA LECFE LEAGUE CONFERENCE 'S4
AND A.G.M, 29-30 Sept. in York.

Speskera—iugh Jolly, Consultant
Paediatrician, Charing Cross Hospital:
"Hospital care of newborn babies and
children in 1984",

—Penny Stanway, temporarily
retired Senior Medical Officer, moth-
er, co-author: "How to establish succ—
esaful breastfeeding in your area."

~-Chloe Fisher, Nursing Officer,
Community Midwives, Oxfordshire will
speak about establishing dreastfeede
ing, with particular reference to
helping the mother to position the
beby &t the breast,

Discussion Group Leaders include:
Jean Ball, Zeph Ebrahim, Gay Palmer,
Barbara Pickard, Jean Rowe, Patti
Rundall, Margarset Wright and many La
Leche League leaders., Accommodation
and meetings in University halls of
residence-—comfortable and very reas-
onable, Saturday evening social.
Babies welcome. Playroom (not a
cyeche) parents are responsible for
their children at all times,

For full details, programme and
booking forms (for residential acc-
ommodation, or Saturday only option)
please send sae to : Amanda McCall,
27 Cotswold Close, Lambton, Washing=
ton, Tyne & Wear. All bookings must
be received before 17 August.

Crosby Women's Action Group who
are campaigning for legislation to have
labelled all medicines known to be,or
that could possibly be, dangerous to
unborn babies would like to hear from
any women who have been advised to have
& pregnancy terminated because of poss—
ible drug effects on their baby. Con-
tact: c/o 16 Galloway Road, Waterloo,
Liverpool. L22 4QX.

7

A request from Sir Bernard Braine

The Te t has launched
its appeal to raise £100,000 for the
first stage in establishing a resident-
ial Centre for Health Cultivation in
Lincolnshire, Dr. Peter Mansfield has
run a successful Health Cultivation
club in Louth since 1979, particularly
for prospective or pregnant parents.
Originally conceived as a Family Birth
Centre the proposed aims of the Centre
have been widened to include a cancer
and arthritis help centre, stress over-
haul sessions, conferences and training
for those interested in setting up their
own Centres, a holiday venue with the
opportunity to learn about health cult-
ivation and a centre of recreation for
local residents. A further £100,000
will be needed to complete the scheme by
providing self-catering chalets and
further communal facilities, Dr., Mans-
field hopes that the full capital cost
will be raised by donations (already
totalling about £4,000) 'to avoid the
need for extensive charges to users.

If we can go on from there to double
that sum, we should be able to run it
free. This would certainly be our wish'.
Send donations or requests for further
information to Dr. P, Mansfield, Temple~
garth Trust, 82 Tinkle Street, Grimold-
by, Louth, Lincolnshire, LN1l 8TF.

B: C : natural
and home birth preparation classes, des-
igned to re-establish parental respons—
ibility and control over normal birth.
Open to couples, single mothers and
prospective parents, sessions will be
informal and highly participatory.

For further details contact : Phyl
Doneghan, c/o 18 MacKenzie Road, Mosel-
oy, Birmingham, Bll 3EL (sae please) or
tel., 021 449 3747--Phyl or 021 474
3393~Bath Briggs.

Volunteers for research project on
Identit E. i t 0

Paula Nicolson ia looking for volunteers
in the London area with no previous live
children, who are or hope to be pregn-
ent to take part in a psychological
study of changes in identity during and
after pregnancy. There will be % inter-
views : on confirmation of pregnancy; up
to 10 days after delivery; and between
3=T7 months after delivery. Anyone inte
erested in faking part please write to
Paula (who is a lecturer in psychology)
at the Department of Sociology, N.E.
London Polytechnic, Livingstone House,
Livingstone Road, Stratford, lLondon El15
or ¢fo 37 Seutholm Street, Battersea
Park, London SW1l SE2,

The Health Education Council has
launched a 'healthy pregnancy' campaign
costing £600,000, The ' L
compiled by Nancy Kohner (see Book
Reviewa) who discovered she was pregn-
ant 3 months after starting work on it)
is being sent to all GPs who are being
invited to order copies for their pat-
ients as required, free of charge. It
is aimed at all women who are expecting
a baby or just contmeplating it. ¢
million copies have been printed in the
hope that every pregnant woman in Brit-
ain will receive one through hospitals,
health visitors, GPs and regional Health
Education Councils., Copies can also be
obtained from : HEC, 78 New Oxford
Street, London WC1A 1AH. A follow-up
BBC-TV series is plarned for the near
future.



Authoritarianism ?

Consumber groups such as AIMS, NCT and Birth Centre
are authoritarian and obatruct the use of the scientific
method in protecting women, babies and families. Our
insistence on informed consent in medical trials and
treatment ia "mutocratic and potentially sadistic", and
is not "in the public interesi". These accusations are
made by Dr. lain Chalmers of the National Perinatal Ep-
idemiology Unit (NPEU) in a lengthy paper published in the
U.S. * but currently sending shock ripples through the
British movement,

Historically, doctors have decided and we have comp—
lied. Now that women have begun to say, 'No, you may ad-
vise, but I must decide'=—or, even more challenging, 'Your
acience does not tell the whole truth and I imow what T
know'==the proponents of medical science have begun to
strike back.

Chalmers admits that the label "authoritarian" can be
applied egually to many doctors who pursue their policiea
with little regard for any opposing scientific evidence.
But while his examples of the dangers of unevaluated prac-
tices——such as prescribing hormones during pregnancy=—
are drewn from the medical end of the spectrum his current
concern and criticism is aimed most directly at the alter-
native childbirth camp. We are dangerous, Chalmers main-
taina, because with our certainties about birth we are
obstructing science. In his view, we can never be certain
of any truth; he admonishes us to "Teach thy tongue to say
'I do not know' and thou shalt progress". In other words,
we must approach any issue in maternity and perinatal care
with uncertainty and the willingness to mount (and partic-
ipate in) a randomised controlled trial (RCT). Seience,
he elaims, is by ita pature impartial and anti-author-
itarian.

"Authoritarian" seems an odd choice of word with which
to attack us, After all, doctors have always acted in an
suthoritarian manner, backed (though not validly, as
Chalmers points out) by the prestige of medical science.
But today the alternative birth lobby is accused of "suth-
oritarian® views in maintaining that women should decide
for themselves where and how their babies are born, based
on available information together with their own feelings
and intuitions. Perhaps the criticism falls most heavily
on us because "authoritarian” doctors are gquite happy to
pay lip service to secience above all, since it serves
their public isage; while women are beginning to question
whether science necessarily does, or possibly can, provide
the best guide for our decisions. If your toddler falls,
scrapes his knee and cries, do you scoop him into your
arma for a kiss and comforting word? Or would you be will-
ing to say, "No, this has not been subjected to an RCT,
Since I comforted him last time, now I will ignore him to
determine whether either approach shows any benefit in
quicker healing." According to Chalmera, since we don't
gscientifically know all the risks and benefits of inter-
vening with a kiss (perhaps it makes the child paychol=-
ogically dependent on having an injury; perhaps a relax-
ation of the parasympathetic nerve system leads to ine—
reased bleeding), we would be minimising the risks of
causing inadvertent harm by cuddling the child only every
alternate time he falls. But in the absence of an RCT, do
we not trust our instincts in helping our child?

Chalmers is upsei because he feels the ideal of Scien-
ce is in tension, or opposition, with the idea that cert-
ainty can exist outside of the scientific method., A
clear light is thrown on his position by a paper Marsden
Wagner, of the World Health Organisation, presented to ihe
Royal College of Physicians. Wagner points out that we
have & long cultural tradition of splitting our world view
into two opposing sides:

ART SCIENCE
QUALITY QUANTITY
SUBJECTIVE OBJECTIVE
FEMININE MASCULINE
INTUITION LOGIC
MIND/EMOTION BODY

Descartes argued that the only true path to knowledge was
through the scientific, objective, logical and mechanistic;
and that we must ignore or control the art, quality, subj-
ective, intuitive, emotional side. Medicine attached it-
self to the scientific view, seeing the body as a predict-
able machine that was subject to the rules of acience,
just as an apple always falla to the ground at the same
rate of acceleration. But now, seys Wagner, physicas is
recognising that the apple's observer can't be left out of
the equation; that subjectivity cannot be separated from
objectivity; that in any case, the essence of science is
not logical but involves the intuitive leap of forming a
hypothesis, while the rest is-merely retrospectively

proving what we already guessed; and that acience is lim-
ited in saying nothing about the quality of life, or good
and bad. Medicine, however, is being slow to catch up
with these realisations in the rest of science. Perhaps
Chalmers is feeling the waves from the other side of the
dichotomy and is threatened by the need for the domin-
ance of the scientific world view to melt into a recogni-
tion of the legitimacy of other kinds of knowledge, other
ways of knowing.

Wagner points out that the scientific, mechanistic
view of medicine has had damaging consequences: it leads
to emphasis on curing disease rather than promoting health,
because disease fits the scientific model better; it emph-
asises hospital-based apecialist care to the detriment of
primary care, which cannot avoid dealing with people and
their subjective lives; it promotes technology by glorif=-
ying the mechanistic view of health; it emphasises the
"objective" physician's dominance and control of "subjec-
tive" patients.

In birth, the dominance of the "science" over the
"art" can be seen as the root of many of our current
troublea. Birthe-a healthy feminine, sexual process—
was transformed into a pathology, moved into the hoapital
under the control of male physicians, and "managed" as a
purely mechanical proceas, Wagner is optimistic that a
change is coming and that we will begin to focus on the
positive aspects of health, to accept and celebrate the
intuitive, feminine, sexual nature of birth. But, he
warns, we must "be very careful that modern medicine,
rooted in science which only recognises linear thinking
and so-called objectivity, does not take over and attempt
to 'objectify' these aspects of birthing." We must not be
afraid of kmowing things that the scientific method cannot
detect——of the "authoritarianism" of Chalmers' parlance.

This is not to say that we utterly reject the scien-
tific method, which would be just as unbalanced a view as
the one which has plagued us for so long. Carefully moun-
ted trials can indeed expand and clarify our understanding
of the interactions among our health and the practices
which affect it——medical or otherwise. From time to time
there emerge conflicting views of the most benmeficial
practices, where an RCT could usefully sort out the relat-
ive merits and risks., We in AIMS do attend to the emerg-
ing research and do cite its results in putting our case.
But lain Chalmers objects both to our lack of commitment
to testing every aspect of our views and to the way in
which we do use the studies that are published. Since rige-
orous scientific study is the only path to knowledge that
Chalmers will accept, he repeatedly claims that we have a
"duty" to promote further RCT's to test our position,

That we should, for example, ramdomly assign newborn bab-
ies to be either dangled by their ankles and slapped on
the bottom, or given the ritual Leboyer routine, to det-
ermine whether it makes any difference by age six weeks.
Or induce every other woman; or confine every other woman
to bed; or perform an episiotomy on every other woman.

Not only that, says Chelmers, but we shouldn't necessarily
in e_woman th she is subject L d
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that there are altematives. To insist on informed cons-

ent for medical trials discourages scientific study (both
because the doctors aren't willing to provide full inf-
ormation to every woman; and beceuse the subjects might
decline to teke part).

He first attempts to justify trials without informed cons-
ent on the basis that most of medical practice consists of
"informal trials" of untested prectices——doctors are
trying out treatments on us without knowing which posa-
ible alternative is really best. S8ince full information
is not divulged in every visit to the doctor, we have’no
right to insist upon a double standard, with full discle
osure for scientific trials. AIMS has contended, however,
that informed consent should be the principle of gll med-
ical practice and that the proper relationship of medical
provider to patient is one of informer, advisor and
helper with the person concermed making her own decisions
regarding treatment. AIMS chairmen, Beverley Beech, rep-
orts that at an NPBU Advisory Committee meeting at which
the issue of informed c t was disc d, opinion was
clearly divided between medical and consumer advisors.
This is not surprising, since the idea of fully informed
consent strikes at the heart of the role of the doctor

as "priest"™ in our society. Chalmers argues that inform—
ed consent may be itself an intervention: it may destroy
the patient's faith in the doctor's decisions; it may
frighten the patient; it may cause the placebo-treated
control group to develop symptoms through suggestion.

He cites a study in which women scheduled for gymaecol=-
ogical operations were given varying degrees of informe-
ation in a pre-operative visit from the ansesthetist,
Among those who were told all the potential risks and side-
effects of anmesthesia, some reported feeling frightened;
one felt angry because she "saw no point in it" and felt
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she had "no choice" asbout the treatment. The frightened
and angry women were quite justified—an ansgesthetic is
risky and their fear was probably aggravated by the sudd-
en withdrawal of the all-protecting omniscience of the
doctor. Had they been involved in the decision of whether
the operation was necessary in the first place and had a
real cheice concerning alternative treatments, non~treatm-
ent and anaesthetics, they would probably have faced any
necessary risks of ansesthesia with greater equanimity.
Chalmers argues that the effects of disturbing the rel-
ationship of trust in medical decisiona are "not in the
publie intereat"-—surely an unscientific value judgement!
Could it not be that in removing the guthority of the doc-
tor, people will come to realise that they are responsible
for their own lives and heslth and that by developing
their own inner resources (the same power that causes
placebo-dosed patients to beceme ili, can also be used to
cure) they can become more autonomous individuals—with
benefits to society both profound and far-reaching?

If it is accepted that women have a right to give inf-
ormed consent for medical trials, how is it decided what to
test? Chalmers is scathing in his objection to the arg-
ument that some trials are ethically unscceptable—for
instance, that it is unethical to deprive women at risk of
having & spina bifida baby of either nutrition counselling
or a vitamin supplement. Chalmers would have us "foster
uncertainty” and willingly test all our beliefs. We could,
however, draw the line for medical trials much more cons-—
ervatively. While we might agree that medical interven-
tions should be tested, Chalmers does not appear to rec—
ognise that pregnancy and birth are not medical conditions
and that the basic elements of good health are not inter—
ventions. Why, then, should we feel we must justify a
natural birth? Rather, the burden of proof should be on
medicine's side, fto demonstrate that when medical cond=-
itions arise, a particular intervention can be of benefit.
The primary rule of medicine is supposed to be “primum
non nocere”—"first, do no harn". In reality, intervent—-
ions are adopted Tirst and only sometimes are later (be-
cause scientific testing is retrospective by its nature)
eritieally analysed. It would seem reasonable to decline
respongibility for testing the superiority of the normal
standard of natural birth and require scientific justif-
ication for the deviations from that pattern.

DEPO-PROVERA...

The panel of experts appointed to hear the appeal by
Upjohn, the manufacturers of Depo~Provera, against the
refusal of a long term licence two years ago, have concl-
uded that the drug would be useful to women as a last res-
ort and has laid down precautions for iis use. Mr. Kemn-
eth Clarke, Health Minister, has, therefore, reversed his
original decision and granted Depo-Provera a long term
licence. Upjohn appesled against the ban for fear that
this would heve affected sales in the U.S. and 'Third
World' ; the Committee on Safety of Medicines had recomz—
ended granting of a licence.

In a written Commons answer Mr., Clarke said, 'We con-
sider that the penel's report and findings fully justify
our original reluctance to license the productl.... As
the panel's report points out, ' A considerable proportion
of those for whom the drug would be prescribed in the
United Kingdom are women who are least able, for reasons
of social background or personal characteristics, to under—
stand and decide upon the complex issues of risk and ben-
6fitessss it will be difficult for many potential
recipients to give informed consent.' But the panel dec-
ided that to refuse a licence because of this problem
would mean denying the drug to women who might benefit
from it and were able to give informed consent. (Or did
they decide that although Upjohn's sales will be limited in
this country, the licence should be granted so that the
much greater overseas sales would not be affected and the
drug can continue to be administered to women who don't
underatand its effects and where recommended precautions
are unenforcable?)

The panel laid down that :

~ Upjohn must produce a leaflet for patients explaining

\"- BIRTH, Vol, 10.3, Fall 1983, 151-166.

Chalmers is unhappy about the way "authorities" use
medical evidence, claiming that we are selective, in acc=
¢pting that which supports our poaitions, while discounting
on various grounds that which does not. He is perfectly
correct in this; we may cite even imperfect studies whose
conclusions we agree with, while we are very picky about
the design and nature of studies which seem to refute our
views. Medical asuthorities, of course, do the same, And
this seema to me not necessarily an improper use of science,
Since we are complex individuals, existing in a society,
we can never be studied as perfectly as amoebas in a lab-
oratory. No study, however large and well-designed, can
ever provide absclutely certain anawers. And the answer
arrived at depends to some degree on what question was
asked and what factors were considered in locking for the
answer. In other words, all medical studies are suspect,
When a result contradicts what we believe to be true, it
is right that we should look closely at the study to see
what was asked and how it was asked--which often grows out
of who asked it, and why. Contrary to Chalmers' assertion,
medical trials are not impartial by their nature and we
should look for their biases, just as we recognise our own.
Sometimea we must bend cur views in the light of fairly
solid evidence and we hope medical authorities will do the
same. But we must not hesitate to see if there are loop-
holes first.

Chalmers ends his paper with an amazing twist, The
chief danger, apparently, of untested alternative birth
beliefa, as opposed to the life-and-death dangers of med-
icine, is that they can provoke guilt in childbearing
families through "blame the victim holistic mishmash",

In the very same paragraph, Chalmers proceeds to unash-
amedly blame the victim. In saying that we must leam to
use science more effectively, he writes: "Had women been
better able to evaluate the claims made on behalf of
diethylstilbestrol, for example, they would not have pro~
moted the use of this drug be demanding it from their
obstetricians":

The usefulness of scientific inquiry, Chalmers says,
is the only objective measure of how far it enlarges human
understanding. So far, its usefulness in perinatal care
has been rather limited, as Chalmers readily admita,
Rather than attribute to it virtues beyond its power, we
should instead accept what it can do;, while resisting its
diminution of all other paths to understanding,

—Nancy Stewart

the riske and benefits in languagc that everyone can
understand.

- Doctors must explain that the effects of each injection
are irreversible and s woman may be infertile for 2 or
more years after a course of injections.

-~ Women must be warned that side~effects may include pro-
longed bleeding, back pain, weight gain, depression and
fluid retention.

- The drug must not be given to women who are breast—
feeding until at least 6 weeka after birth and because
of the risks of heavy bleeding doctors must be cautious
about giving it shortly after childbirtn.

- Upjohn must monitor long-term effects of the drug and
all advertisements for Depo-Provera must be submitted
to the Department of Health for approval.

It would appear that what women are not being told is
that-—to quote the panel's weport-—'Depo~Provera has not
been subject to good quality research,' Also the panel's
other concerns :

- Breast Cancer—3 deaths have been reported from over-
seaa, the recent study by Professor Malcolm Pike impl=-
icating progestogen in contraceptives and breast cancer.
Depo~Provera is & progestogen—only contraceptive,

- Evidence on birth defects and tumours among daughters
of women who had been taking Depo-Provera is 'incomp-—
lete'.

Chief medical officers will be writing to all doctors
emphasising that the drug is only recommended for use when
no other contraceptive method ia suitable (in whose opin-
ion?), underlining the importance of patient counselling
(to mccept?) and advising that the drug should only be
prescribed to in-patients who are aware of and understand
the purpose of the treatment and its poasible side effects.

Dr, Peter Bromwich, Clinical lec—
turer at Oxford University's Nuffield
Department of Obstetrics and Gynaec-
ology told a meeting in London,—'if
you've got a woman in the 30-40 age
group, who does'nt want to be steril-
ised, who does'nt want to use a barr-
ier method, the rhythm method or an
IUD and who smokes, Depo~Provera may
well be suited ideally to her needs,’
Although it may have unwanted side-

effects, 'Depo-Provera never kills',
he said, He also compared Depo-Prove—
era favourably with IUDs : although DP
may cause infertility for up to two
years, with IUDs there was a risk of
permanent infertility., He considered
DP particularly suitable for 'older
women' (30-401) who smoke or are dia-
betic because it carries no cardio-
vascular risk and has no effect on
carbohydrate metabolism. (G.P. 4.5.84),
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Perhaps Dr, Bromwich hasn't yet
received or read the DHSS letter and
Kenneth Clarke's recommendations that
DP is only to be used as a last res—
ort. More likely, none of the restr-
ictions recommended will be enforced
or enforceable because the product
has been licensed and doctors will see
no new reason for changing their atte
itude towards use of the drug.




CONFERENCE REPORTS

g NE A HE A MDD LNIAN AR K
Leicester Medical Group Lecture on 16th Pebruary 1984,

The three speakers were Dr. Bissenden, consultant at
Dudley Road Hospital, Birmingham; Nuala Scarisbrick of the
organisation LIFE; and Prof. Dunstan, a Profeasor of Moral
and Social Theology from the University of London. Dr.
Bisaenden presented slides. He believes the very severely
handicapped baeby whom medical science could not help pres-
ents no dilemmas : the baby can be cared for and die comf-
ortably and naturally. The clinical decision is also
straightforward for the baby at the other extreme who only
needs a minor corrective operation to live e.g. an oper-
ation to remove minor intestinal blockage on a Down's baby.
It ia the intermediate grey area where clinical judgement
is more difficult to make. Dr. Bissenden mentioned the
difficult situation arising for very premature babies
given all life support systems in intensive care; if for
instance & baby develops severe brain haemorrhage, hydro—
cephalus and severe brain damage should the 1life support
systems be reduced or removed? He considers himself to
represent the interests of the baby, would usually take the
parents wishes into account and consult opinion on the
unit before making a decision.

Nuala Scarisbrick did not consider there are any dil-
emmas at all : the only babies that should not be treated
are those that have lethal malformations that make death
inevitable. They cen receive just care. Otherwise her
view was that all other judgements involved considerations
of quality of life which are judgemental and personal and
should not be made. If the future quality of life of a
handicapped baby is judged to be poor, then efforts should
be made to improve the guality of life in society, not to
allow the baby to die. Parents cannot deny the right to
life of their baby; as they may not be in a balanced, res—
ponsible state of mind to take a decision and should be
counselled to see the reality of their sitaation.

Professor Dunstan, the moral theclogian,upheld the
right of the consultant to make a decision within common
principles, balancing the duty to preserve life, with the
duty not to preserve life at any cost : and really to take
a decision that was in the baby's best interests.

The main malformations found today are spina bifida
and associated hydrocephalus and Down's syndrome. When the
techniques of operative procedures were first developed and
used whenever pussible, then some children were subjected
to continual operations which did not alleviate or improve
the condition, but caused great suffering. Perhaps they
prolonged dying rather than enhanced living, commented one
paediatrician in the audience. Another paediatrician noted

how vulnerable the handicapped are in our society, but won-

dered whether society has learnt to treat the ones it has

compassionately. He received very sympathetic applause.
The consultants' right to play god in making these

difficult decisions, when new technologies are developing

means to support frailer and frailer life and the low stat-

us of mothers and fathers came over strongly.
~—Fiona Randles

ROY MIDWIVES
Royal Free Hospital,

This interesting day, excellently organised by the
Camden and Islington branch of the Royal College of Mid-
wives, looked at the subject 'Midwifery, Reclaiming our
Past, Assessing our Present, Claiming our Puture'.

Jean Donnison, Senior Lecturer in Social Policy at
the NB London Polytechnic, spoke about the history of
pidwives and midwifery. ©She described the way in which
the midwife's role had gradually been usurped. Now, al-
though a practitioner in her own right, the increasing
hospitalisation and mechanisation of childbirth was fast
reducing them to the status of the North American mat—
ernity nurse—a minder of machines and hand-maiden to the
obstetrician., Although a midwife is still the senior
person present in approximately T6% of all deliveries,
the Association of Radical Midwives has found that many
younger midwives are not even gyare of their present
legal status as independent practitioners entitled to
deliver a woman on their own responsibility.

Kate Newsom, head of midwifery services at the Lon-
don Hospital, also spoke of the responsibility of mide
wives., She believed that the midwife's status would only
improve whén she showed herself willing to take on per-.
sonal responsibility for maternity care. Too often it
was easisr to take on the role of assistant to the med~-
ical staff, She felt that midwifery was only a profess—
ion if it involved seeing a‘woman right through pregnan-
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cy. Being responsible for antenatal care, seeing her own
patients through labour and delivery and postnatally,

She challenged whether recent changes in some midwives'
attitudes to their job had made a great deal of differ-
ence nationally—"We're all here today because we are
interested in our profession and what we can do to be
more caring and better midwives—but we're all here,
talking and listening. What I want to know is who's
back at the hospital minding the labour wards? And

what do they think being a midwife means?"”

A film of American domiciliary midwives was shown
and there was a talk by Suzanne Houd, a Danish midwife.

At the end of the day Lady Micklethwaite of the
National Childbirth Trust and Christine Rodgers of AIMS
spoke. Lady Micklethwaite apoke of how the NCT had tried
over the years to broaden the di ion of the role of
the midwife in maternity care,

Christine Rodgers drew attention to the need for
changes and now is a good time for change because women
have greater lmowledge and self-confidence, midwiveas a
new sense of their role and identity and because the 'new’
technology has been around long enough fto prove itself
fallible and many hospital routines have been shown to be
useless. She also drew attention to the numbers of qualw
ified midwivea who do not practice and how vital it is for
those who remain to question the standards of care be-
cause they can influence midwifery practice : technolog-
ical birth by-passes the skilled role of the midwife and,
although AIMS has long spoken out againat it, we are
wasting our breath unless individual midwives take full
responsibility for the women in their care. AIMS sees
the role of the midwife as crucial and fully endorses
the efforts of the ARM in re—establishing it. Our res-
ponses to various reports of recent years have contained
reservations but it is good to see some of the changes
AIMS haa been pressing for for years officially sanction=-
ed, e.g. that shaves, enemas and episiotomies should not
be routine.

Mothers and midwives gathered together on Hampatead
Heath in April 1981 and it is up to mothers and midwives
to cortinue to work together sharing our specialist lmnow=-
ledge of an experience which belongs to women alone.

True success will be when AIMS (along with a certain
French obstetrician) is redundant.

There were several hundred midwives at the Study Day
and AIMS' stand was busy most of the time. We had
brought copies of Silent Knife—the American book on
Caesarean sections and VBAC, which we imported direct—
and sold every one.

Many thanks to Beverley Beech, Elizabeth Cockerell
and Penny Wainwright who came to help.

— Christine Rodgers

The 102nd Annual General Meeting and exhibition of
the R.C.M, will be on 17th - 20th July et Cyncoed
Conference Centre, Cardiff,

C C T REPRODUCTIVE TECHNOLOGIES,
organised by the Women's Reproductive Righta Campaign,
Leeds, 24-25 March 1984.

The Women's Reproductive Rights Campaign was formed
last Autumn to consider some of the wider issuss of rep-
roductive rights and heslth, particularly the ‘'‘new tech-
nologies'. It is rumoured that the Warmock inguiry into
Human Fertilisation and Embryology is likely to give the
go-ahead to the 'new technologies' and this largely ins-—
pired the need for women to organise comment from the
woman's point of view, hence the conference.

After a short plenary introduction, we divided into
small groups for discussion (about 20 in each of 4 or 5
groups). The workshops reported at the end of the second
day, but one's impression of the conference is obvioualy
largely shaped by the discussions of one's own small
EToup.

The group I joined was led by Renate Duelli-Klein
who with Rita Arditti and Shelley Minden has edited a for-
theoming book ' 3
hood?' (RKP).

We began by looking at one of the many supporting
documents prepared for the conference which explained the
terms and techniques of in vitro fertilisation. Renate's
accounts of collection of egga, fertilisation in a dish,
implantation, artificial insemination by husband er doner,
womb-leasing, surrogate mothers and sc on were filled out
by contributions frem others, a young dector, a medical



journalist, a biologist member of the London group of the
Women's Reproductive Rights Campaign and so on, One's
hair begins to stand on end when one hears that powerful
cortico-ateroids are given prior to embryo transfer so the
women don't reject the fertilised egg (what does that do
to the pregnancy?) mnd that eggs can be collected from the
ovary (possibly from a healthy female donor who has not
yot had children of her own) by using a 'tom cat catheter'
up the fallopian tube, but the risks of damaging the tubes
are quite high, thereby reducing the chance of subsequent
natural conception ever taking place for the donor. The
use of hormones to stimulate super-ovulation (maturation of
more than one egg during a cycle) to allow several eggs

to be recovered from one operation to ensure there will be
at least one successfully fertilised for later tranafer,
can disorganise the normal hormonal cycle in the pros-
pective mother so that successful implantation and preg-
nancy is less likely. Bven the 25% 'success rate' claimed
by Bdwards and Steptoe may be an exaggeration.

These and many other worriea made us wonder whether it
is all being done for the welfars of women and their babe
ies, The glamour of a new field of medical research for
the scientists involved, the power of the interest groupa
funding it, who would all like to get their hands on
‘spare embryos'—(drug companies, Department of Defence,
Cancer Research and other medical research groups)—add
such impetus to thece developments, that one wonders whethe
er any ethical or human considerationa will carry any
weight,

What do we feel about the social implications for the
family? What about the more frivolous applications of
these technologies for sex selection, gemetic engineering,
and eugenica? What about mele control of reproduction?

(a tempting extension of obstetrical control of birth).
Who has access to these technologies? (What if are
black, disabled,poor or live in the Third World?). V¥hat
will all this tampering with our precious heritage, in the
form of human genetic material, do to it? Must we accept
as 'given' the scandalous figure of one in ten couples be-
ing infertile? Are there not many preventive measures
which society should explore for reducing infertility (it
is so likely that nutrition, environmental pollution, rad-
iation, certain contraceptive techniques and other medical
interventione are affecting women's and men's fertility).

One could go on, but perhaps, if you are interested
in pursuing these issues further, you could write for the
conference papers and reports and other information to
The Women'a Reproductive Rights Information Centre, 52-54
Featheratone Street, Londou E.C.1.

It is very clear that women should inform themselves

on these matters and make their views kmown. The potent-
ial for exploitation of women, social harm and biological
risks is surely just as great as any good that could come
from these developments.

~Cate Lewis

Films

POSITIONS OF POWER by Jacky Garstin and Delyse

Hawkins. (G.B. 1982) 3Omins.

-'a documentary film which attempts to show how and why
control of the birth process has changed hands throughout
history from a home-based activity integrated into everyday
life, to a highly mechanised medical event,'

The historical intreduction is very uscful, putting
the current debate into perspective snd showing that ours
are not new arguments but are rooted in the past and have
simply become obscured, over-ruled. The film points out
the relationship between the rise of obstetric instrum-
ents and male interventions and the demise of the midwife.
It attempts to show the relationships between steps in the
cascade of intervention--how the power/politics issues
have affected the physiological aspects of pregnancy and
birth and made it into a medical, medically controlled ev-
ent. A community midwife discusses her work and birth at
home and in hospital; an interesting piece of information
is an estimated cost of a midwife home delivery-about
£140,

This is not a forceful or antagonistic film, which is
probably an advantage : it docsn't cover new ground for
those involved in the birth movement but it is a thought-
provoking introduction to some of the main issues and its
matter-of-fact, gentlie approach will make it more accept-
able for those who probably most need to see it. A good
introductory film for mothers and midwives., Comment form a
recent mother--its much more interesting and informative
than anything we saw at the clinic,

== 2 AIMS members
2 midwives ( 1 ARM)
1 recent mother

Both these films available from Circles, 113 Roman
Road, London B2 OHU.
Hire fees are as follows:

POSITIONS OF POWER:

16mm prints hire fee £20.00 + poatage and insurance
of £2,80% + VAT,

U-matic video hire fee £15.00 + postage and insurance
of £1.80 + VAT.

VHS video hire fee £15.00 + postage (lst class letter)
and insurance of 80p + VAT,

EOME TRUTHS:

U-matic video hire fee £20.00 + postage and insurance
of £1,80 + VAT.

VHS video hire fee £20,00 + postage (lst class) and
insurance of 80p + VAT.

*(Current price for parcel post with compensation fee
to insure against loss or damage in transit.)

-
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HOME TRUTHS directed by Yvonne Baginsky. (Scotland
1987)  S50mins.

Home Truths presents a series of interviews covering a
midwife who wanted her first baby at home but gave in to
pressure to go into hospital; a woman wanting a home birth
whose first experience was an epidural caesarecan--the epi-
dural being described as the most painful injection she'd
ever had; interviews with Margaret Whyte of the Society to
Support Home Confinements and an obstetrician, wvho gives
all the classics e.g. if you're going t have your baby at
home you 'really have to accept that things go wrong.'

home you 'really have to accept that things go wrong.'

One midwife rightly describes hospital delivery as a ‘conf-
idence trick'. There is a fairly long interview with one
woman who describes her own learning experiences through
pregnancy and birth and the importance of educating yours-
elf to be able to make your own informed decisions and not
Just have to take the doctor's advice. She also descr-
ibes a lovely practice in Chile and Argentina of opening
everything in the house when a woman goes into labour--
she lets down her hair and all the windows and doors, even
cupboards are opened--(a pity about our inclement weather.)
This is followed by footage of her labour and birth which
showed very clearly how even a home birth could be inter-
fered with : she prevented the midwife from cutting the
cord as the baby was born and her partner intervened to
‘help her and the baby into a more comfortable position as
the midwife seemed anxious to take the baby away, suck it
out ete.

A good film for women/parents, prospective, pregnant
or interested, to open up queetionning of the hospitalis-
ation policy and show what 'normal' birth really is. It
presents home birth as a valid and important option
showing that, although in practical terms the issue is
about the place of birth, the underlying question is ab-
out the kind of control one has (or is denied) over the
experience. It also underlines the personal growth and
strengthening that can occur when one takes that control
and responsibility for oneself. An inspiration to those
teetering on the edge.

—Johanna Squire,

If you have difficulty in raising the money for the
hire fees of videos, Circles do offer discounts to educ~
ational type groups who genuinely can't afford them., The
production costs for both films were met by the makers
and the royslties they receive from bookings are the only

form of payment or recompense that they receive for their
work,




A Brutal Birth

In July 1979 Sally Kranj became pregnant and decided,
in view of the experiences she had had at the West Middles-
ex Hospital, that she would have private care the second
time around. She was referred to Mr James McGrath FRCS,
FRCOG, who suggested that she give birth at St, Teresa's
Hospital. Sally had an ultrasound scan in November and
discovered that she was carrying twins. A later scan show-
ed that one twin was lying vertex (head down) and the other
was transverse (crosswise).
the birth of the first twin he would expect to be able to
turn the transverse lie into a vertex or breech position.

On the 19th March, at 4.45pm Sally went into labour,
her waters had broken. She was admitted to St. Teresa's at
5.15pm and the midwife enquired whether or not she was
having an epidural. The babies' heartbeats were checked
and both were regular and atrong. Mr McGrath arrived at
about 7.30pm and examined her and ordered a drip to be set
up "to speed up labour”, When asked at what time the bab-
jes would be expected to be borm, he replied "around 11 or
12pm." He had also recommended that Sally have an epid-
ural, When asked what the 'pros and cons' were he said
"jt makes delivery less painful". Sally asked why she
could not have pethidine, he said "It might depreass the
babies™. He then suggested that they "think about it and
1'11 be back for your decision, later". They thought about

it and decided to leave it to the obstetrician's discretion.

At 9,15pm, Sally experienced a flooding of water and the
midwife decided that "the forewaters had gone", she went

to call McGrath., The cervix was 9cm dilated., McGrath arr-
jved at about 9.45pm and was joined by a paediatrician

and another doctor. At this stage Sally was using gas

and air, there had been no suggestion of epidurals, anal-
gesica or snaesthetics. At 10.00pm, Sally was told to
push and about 3 pushes later at 10.05pm Tom, the first
twin, was born.

Immediately after Tom's birth Sally's contractions
stopped but for no more than two minutes., After two pushes
nothing had happened. Sally asked "Is it a breecn?" Mr
McGrath looked up and nodded, He then inserted his hand
into her uterus, Sally shuddered and howled with pain.
The interuterine manipulation was unsuccesaful, McGrath
tried again and again. About 15 minutes after Tom's birth
a lot of shouting began: "Don't push Mrs Kranj", everyome
seemed to be saying. "This is important, don't move=
relex", said McGrath, while he persisted manipulating int—
eruterinely. Sally was in such excruciating pain she had
torn the drip from her left arm. She kept trying to grab
McGrath to stop him. Everytime he bent down to introduce
his hand once more she shuddered and tried to roll to her
left to get away from him. Dr, Sabih, her husband Peter,
and two midwives held her down. How long thia agony pers—
sited is unclear, but it was estimated that the manipulat-
ion lasted 40 minutes, McGrath then stood up, removed his
gloves and left the room. It is presumed that someone
went off to call an anaesthetist. The two midwives began
cleaning up without any apparent haste. Dr Sabih ran a
hand=held monitor over Sally's abdomen. There was a
1ot of interference, but no heartheat. Peter approached
the paediatrician—-"Why aren't they hurrying?" Dr Barrie
looked at his watch and said, "There's no point in hurry-
ing, we've got to wait for the ansesthetist". Eventusally
Sally was moved downstairs. The paediatrician commented
that "They should have been born within 5 - 10 minutes of
each other”,

At midnight the midwife emerged from the theatre and
asked Peter whether he had seen his son. He asked if he
was OK, "Yes", she said, reassuringly. He went down-
stairs and found his son lying and breathing in an incub-
ator, "Is he brain damaged?" "Well, I can't say." "He
was dead at birth but I'm told his heart was beating one
minute before the section, I didn't hear it myself, but
one of the midwives said she did", said Barrie defensively.
Be explained that he had managed to get the baby breathing
after about 20 minutes, Daniel was born at 10,55, a delay
of 50 minutes; he died a few weeka later,

Mr McGrath explained that after
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FOR WHOSE

Some time later Peter Kranj obtained copies of the
medical notes and discovered serious and deliberate ome
issions. The moast aignificant waa that page 3 of the lab-
our record had been changed and replaced so as to remove
references to oxytocin. The drug record also had no ev-
idence of oxytocin being administered, or authorised, des—
pite the fact that the saline drip which accompanies the
drug had been properly authorised and recorded by McGrath.
The partogram had several material discrepancies and, per-
haps not surprisingly, failed to mention the attempted
internal version. The medical notes constitute vital ev~
idence and if they had been properly written up there would
be no defence in this case. Peter Kranj considered the
alterations and material omissions to be an attempt to
pervert the course of justice; he informed the police.

CID investigated the matter in June 1981 and called
at St Teresa's and took copies, as they existed then, and
compared them with Peter Kranj's copies. It revealed
that someone, between FPebruary 1981 and June 1981, had
altered the partogram. These alterations had been made by
Sister Mary Eligabeth Henry; she was duly reported to the
Central Midwives Board. Page 3 of the labour record had
been re~written by Sister Henry and McGrath and the drug
record also altered to destroy all references to the use
of oxytocin, It seems likely that this was done in June
1980 at the same time as, and for the purposes of,
McGrath's medical report., They also changed the reported
position of the fetuses in order to assist their defence.
During her trial Sister Henry claimed that the alterations
had been done in June 1980, whereas it was clear that the
notes had also been altered after February '81,

Peter Kranj asked the CMB to inform him when Sister
Henry's hearing would take place, Some time elapsed and
hs rang the CMB to ask when the hearing was due. He was
informed that it had already been held. Sister Henry's
version of the one date of the mlterations was apparently
accepted by the Board, who admonished her, Had Peter Kranj
attended the hearing he would have been able to draw atte
ention to Sister Henry's partial admission,

Late in 1981 the Kranj's filed a High Court writ.
St. Teresa's and McGrath declined to file a defence.
Judgement wss entered against the defendants in the High
Court on 18th October 1983. Damages have yet to be awar-
ded.

Peter Kranj intends complaining to the General Med-
ical Counecil sbout McGrath's falsification of the eviden=-
ce. AIMS intends asking the UKCC to comment upon the
CMB's failure to inform Peter Kranj of the date of the
Disciplinary Committee's Hearing and also to the G.M.C.
about the brutality of the internal manipulation that
took place without any kind of ansesthetic being used.

~~Baverley Ann Beech.

Caesarean Economicsﬁ.

An article by David Stewart in NAPSAC News (Vol. 9,
No. 1, Spring '84) reviews four articles concerned with
Caesarean section; 3 support the idea of reducing the
caesarean rate, the fourth recommends an effective inc-
Tease.

1, EFFER BT AL, (Am. J. Ob. Gyn., 145(2):123,15.1.'83)

Between 1976 and 1980 in Canada the perinatal mortality
rate of very low birthweight infants (below 1,500g.) decr—
eased by 20%. There was a concurrent increase in the cass-
arean section rate from 11.9% to 49.1%. Physicians ase-
umed that the increased section rate was responsible for
the improved outcomes. The charts of all births of weigh-
ts between 500g and 1,499g over the years '73 to '80 at
McMaster University Medical Centre, Ontario, were review-
ed to test the assumption. 659 births were included in
the study but the authors did not find a causal relation-
ship. =='the increased caesarean section rate may be
incidental and in no way related to the d outcome,'
Unabdle to explain the decrease, the authors attributed it
to 'as yet unidentified perinatal care practices, other
than casearean section.' As Stewart points out, what
did not occur to the baffled authors was that 'the caus-
es of improvement might also include unidentified factors
outgide of perinatal care practice which have little or
nothing to do with hospitals, doctors or medical technol=-
0gY."



BENEFIT?

1 DRIS (discussed in AIMS Journal,
Summer '83, Ob. Gyn. 61(1), 1, Jan.'83.)

The study presents data from 1965 to 1980 for the
U.S.A. and the National Maternity Hospital, Dublin. In
the U.S. the perinatal mortality rate decreased by 50%
from 35/1000('65) to 17.6/1000('80) whilst the caesarean
section rate rose by from 5% to 15%. In Dublin
perinatal mortality fell steadily from 42.1/1000 ('65)
to 16.8/1000 ('30) but the caesarean rate remained virt-
ually constant at 4.2% in '65 and 4.8% in '80. The authors
concluded, 'These results do not support the contention
that the expansion in caesarean birth rates has contrib-
uted significantly to reduced perinatal mortality in
recent years.'

& (Am. J. Ob.Gyn., 144:671, '82)

In Jan. 1980, in Denver, a voluntary programme was
initiated encouraging a trial of labour for women with
previous low-transverse caesarean section. 207 women were
included over a two year period. B84,5% had successful
vaginal deliveries; there were no deaths and morbidity
was negligible, Repeat caesareans were reduced by 28%.
The suthors recommended that hospital policy should 'inc-
lude & mandatory trial of labour' for women with such
previous sections. The application of this philosophy
at the Kaiser Foundation Hospital, California, allowed
the Poundation to realise significant monetary savings
while improving the quality of care.

bw (Am. J. Ob.Gyn., 144:783,
Dec. '82).

The paper begins by pointing out that the accepted
method of breech delivery is by surgery, but that when the
second of twins is breech, it is often delivered vagine
ally, Their research set out to answer the question,

"if a first twin is born vertex and vaginally and the
second presents breech, should a caesarean section be
done quickly to deliver the second twin?' or put another
way, 'Would less agressive use of caesarean section for
the breech second twin be justified?' In their abstract
they state, 'The data did not justify a less frequent use
of caesarean section for breech second twins... caesarean
sections improved the outcome equally for breech first
and second twins,' Since most pairs of twins are half
breech, this conclusion condemna almost all twin pregn-
ancies to end in surgery.

However, the statistics presented in the body of
their paper do not support their conclusion. The appar-
ent result was obteined by mixing inappropriate populat-
ion of babies. In fact, their statement is true for very
low birth weight babies, 1,000 - 2,000g but not for bab-
ies weighing over 2,000g, who made up 75% of the babies
in the study,.

PER MORTALT
a) 1,000 = 2,000g,
Caesarean

lst breech twin 125 80
2nd breech twin 165 94
Average for both 154 88

b) 2001 - 4000g,

1st breech twin 10.3 14.1
2nd breech twin 1.7 Tel
Average for both 5.8 10,6

For very low birth weight infanta the perinatal mort-
ality rate for vaginal deliveries was 1.8 times higher
than for sectioned deliveries. (The figures exclude
stillbirths diagnosed prior to labour and congenital mal-
formations.)

In the heavier weight group the sectioned perinatal
mortality rate was 2,8 times worse than the rate for vag-
inally deliversd babies.

Considering the specific recommendation of the auth-
ors concerning the second breech twin, for the maiority
of bebies (i.e. those in the heavier weight group) the per-
inatal mortality rate was 4 times higher for those born
by caesarean. This fact was not mentioned or suggested
in the abetract, summary, discussion or conclusion,

.
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The most important and signiiicunt thing the statis-
tics show is not considered at all : whilst less than 25%
of the babies in the study were in the very low birthe
weight group, they accounted for over 90% of the deaths.
The majority of low birth weight babies and their high
mortality rates are preventable by proper nutrition dur=
ing pregnancy but this elementary and crucial point is
ignored, the authors choosing to focus on possible juste
ifications for increased use of technology and interven=
tions.

Another fact not mentioned in the text of the paper
is the outcomes of vertex twins delivered by Caesarean :
those in the heavier weight group had perinatal death
rates 3.7 to 5.5 times higher when delivered by Caesar-
ean compared to those delivered vaginally.

David Stewart continues : 'The common denominator
here that explains all four of these various conclusions
is money. In Canada and in Ireland (1,2) where socialis-
tic medicine prevails, there is little financial incent-
ive among doctors or hospitals for high section rates
and, hence, researchers there can be more objective since
they are not subject to the intrinaic conflict of inter-
est under which doctors practice in the United States.
The astudy recommending mandatory trial labors and eno=-
ouraging VBAC's (3) pointed out a positive acceptance of
this idea (which reduced repeat cesareans by 28%) in a
Kaiser Foundation Hospital, a health maintainance organ-
izatidn and insurance company which owns its own hosp-
itals and which financially profits from limiting the use
of extreme interventions such as cesareans., The only
paper that encouraged higher rates of cesarean surgery was
by the New York doctors (4) who function within a system
wherein the more surgery performed, whether medically just=
ified or not, the higher the financial rewards received
by the medical establishment. This was also the only one
of the four articles that was clearly misleading in that
its conclusions were contradicted by the associated datg.
Hence, we find in these four recent papers, three votes
against increased cesareans and one for, the "for" vote
being scientifically unsubstantiated., You can draw your
own conclusions from this,




Planned

On Priday 13th January the Times carried the foll-

owing article:
"The position in the uterus of Sara Keays's baby meant
that a long labour was to be expected. Fifty years ago
it might have lasted for days, with a delivery finally
being achieved at the cost of an exhausted mother and a
baby, possibly alive, but battered by a difficult high
forceps delivery."

"The baby did not have her head bowed, so that rote
ation did not occur, the head did not go into the pelvis
and labour progressed very slowly. After 12 hours, the
surgeon assessed the situation and decided, with Sara's
full agreement, to do & caesarean section while both the
mother and the baby were still very fit.

It would have been disappointing for Sara Keays if,
having lived through the weeks of turmoil, she were fast
asleep when her child arrived but she was fortunate bec-
ause, at St, Toresa's, there is a 24 hour epidural serv-
ice, allowing a caesarean section to be performed under a
local apinal anaesthetic. Sara was, therefore, wide
awake throughout the operation, could chat to her two
asisters, hear Flora Elisabeth's first cry and hold her as
soon as the umbilical cord was cut., Twelve per cent of
deliveries are by caesarean section-—most could be done
under spinal ansesthetic, which has physical as well as
psychological advantages for those not frightened at the
prospect of being alert during the operation, Because
there is no general anaesthetic the baby is not sedated
and, if otherwise fit, will not need resuscitation—also,
the mother has leas chance of developing a post-operative
chest infection and has none of the side-effects that
follow even the best administered general anaesthetic,”

"The reward for all those concerndd in the delivery,
which took place two weeka early for medical reasons, must
have been the sight of a healthy and obviously happy Sara
Keays leaving hospital with a baby who, by &ll accounts,
is brown-haired, well-behaved, feeds well and seema very
healthy."

Also in January, many national papers carried artice-
les about another test tube baby birth. This time tripl-
ets. The article described how the mother was given four
embryos in the hope that one would survive., Two survived,
and one of them split to become identical twin boys. The
mother had been trying to have a baby for 11 yeara and,
thanks to the expertise of Professor Craft, finally mane
aged to conceive., The article went on to describe how
the mother's pregnancy progressed normally without probe
lems, Until, that is, it came to the birth, when it was
decided that the babies would be born by caesarean section,

Whilst one is delighted that this mother has finally
managed to have the children she so desperately wanted,
one can only feel sympathy for her that she was not
allowed to give birth normally. Indeed, very few, if any,
teat tube bgbles have been allowed to deliver normally,
One cannot help wondering whether or not all these caes—
areans have more to do with the glorification of modern
obatetrics than responding to the needs of individual
parents,

It is interesting that private maternity units have
the highest infant mortality and morbidity rates in the
country. A rather puzzling statistic, bearing in mind
that they are generally caring for the healthiest and
fittest group in the population. They also, however,
have the highest intervention rates in the country{lhPer-
haps that correlation is significant? It may also be
significant that BUPA does not cover normal deliveries,
The scale of payments start with interventions and inc-
rease to the maximum for a caesarean section., Which
leads to another question: what are the caesarean sect-
ion rates in private maternity units?

1, Richards, M., 'Perinatal Morbidity and Mortality in
Private Obstetric Units.' J. of Maternal & Child
Health, Sept. 1979.

The caeserean section rate in this country is inc=-
reasing at an rate. It ranges from 5.0% to 19%.
According to the obstetricians, the major factors are :
an attempt to improve perinatal mortality and morbidity,
fetal distress, low birthweight, defenaive obstetrics and
lack of experience amongst junior staff.' Dystocia is alsc
listed as one of the major reasons for carrying out a
caosarean section. It is a term that covers a multitude
of sins and is generally used to indicate lack of prog=
ress in labour, -

Caesareans
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No doubt Sara Keays' labour would have come under
that catch-all phrase, Indeed, she is a typical example
of a perfectly fit and healthy social class I mother, who
had every indication that she could have had a perfectly
healthy, normal labour, without problems, Instead, she
had an early induction and an epidural and, having got
onto the cascade of interventions, she joined the legion
of healthy women who come out of maternity units in a
worse condtion than they went in, The Times article,
in extolling the wonders of opidmla—(they made no ment-
ion of the high level of out-of-court settlements assoc-
iated with this procedure)=—failed to mention the prob-
lems of post-natal depression, breasfeeding difficulties
and the pain and discomfort that Ms. Keays is likely to
experience over the next few months. The article shows
quite clearly that Sara Keays had been convinced that, but
for the obstetricians, she would have had all sorts of
terrible problems,

In her book "Midwives and Medical Men", Jean Donnison
quotes Elizabeth Nihill, a practicing midwife, who made
this comment about the male practitioner: "They used ins—
truments unnecessarily to hasten the birth and save his
own time, as well as to impress the family with his dext=-
erity and justify charging a higher fee." Consequently,
more infants were lost than formerly. Worse atill com=
plained Mrs Nihill, the male practitioner, adding insult
to injury, was so adept at concealing hie errors with "a
cloud of hard words and acientific jargon" that the inj-
ured patient herself was convinced"that she could not
thank him enough for the mischief he had done".

Elizabeth Nihill wrote those words in 1760, They could
have been written today with equal validity.

Increasingly, AIMS is being approached by women who
have had caesarean sections that were carried out follow=
ing routine interventions in labour and who are determined
that, next time, they are going to.have a normal vaginal
delivery. Many of them do, but it is an outrage that they
have had to experience the "benefits™ of modern obstetric
care first, Heroic obstetric care may serve to enhance
the reputations of individuals who are convinced that they
are doing their best for their patients. It is, however,
costly, painful and largely avoidable. While obstetric-
ians pat themselves on the back, the mothera are having
to cope with the results of their misguided interventions,

I do not believe that this country can afford modern
obstetric care either economically, socially or emotion=
ally, In monetary terms the costs are far too high; in
emotional and social terms they are even higher, It is
time the Government inveatigated these costs and took
action based on evidence as opposed to over-astated obst-
etric opinion, which may have validity when applied to a
very small group of 'high-risk' women, but has no validity
when applied to the remainder of the population.

—Beverley Ann Beech

Note Any woman interested in having a natural birth after
a Caesarean section should read 'Silent Knife',
Copiea are available from the Secretary, Christine
Rodgers for £ A copy is available on loan for
those who cannot afford to buy it. (Reviewed AIMS
Journal, Summer '83.)

Cont t
ent fet i th respect Ci
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Caesarean section rates (per cent)

Study

Intermittent Continuous
Haverkamp (1976 6.6 16.5
Haverkamp (1980 €.0 18.0
Kelso 1978 4.0 9.0
Renou 1976 10.0 18.0
(From G.P. 16.12.'83)
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Motherless Children? LETTERS

Dr. Robert Edwards opened the world congress on in AIMS is in the forefront of a campaign for social
vitro fertilisation in Helsinki (14.5.'84) with a call change and social reform and I desperately want to see it
for more research on human embryos, He said that the doce succeed. I cannot help feeling frustrated because I can
tors and scientiste duty was to the children born by the see it doing things that are LOSING it support,
technique, to ensure that they are as normal as possible When I had my baby two yeara ago it was such a brutal
and the only way to do that was to atudy spare embryos. and ghastly experience that I felt ashamed to have brought
"There must be limitations, but we must do thia research, a female child into a society that treated women with such
To replace a human embryo without knowing that work has barbarity. I wanted an epidural and was denied one, A
been done to ensure that embryo is as normal as we can forceps delivery was carried out without proper anaesthes—
possibly make it is far more unethical than studying ia. Even two years on I have to take drugs to stop waking
embryos in the Tfirst place.” Dr. Edward's team is curr- up in the night screaming in the memory of the pain, I
ently under investigation by the Director of Public Pros-— believe it is every woman's right to have an epidural if
ecutions after allegations made by Life, that in growing they wish, just as much as it is their right to have their
an embryo for 13 days they might have contributed to the child at home. Instead of support for this view, I find
death of a human being. Scientiats in other countries AIMS apparently agreeing with autocratic obstetricians
have privately reported growing embryos for up to 18 like Barbara Morgan who want to see epidurals WITHDRAWN
days. 523 from the mothers choice.

The team are currently working with Edinburgh scien- I wrote to AIMS about this and received a couple of
tists on the development of & sex probe to identify male very interesting replies. One committee member said that
Y chromosomes in human embryoa, Ostensibly this is to most women who wrote to AIMS wanted natural childbirth.
enable those carrying genetic mutations such as haemo- I was a council candidate at the last election and in the
philia to be discarded : up to 14 embryos can be fertil- process of canvassing I was able to ask many women for
igsed at one go, 5 or so wnaffected ones could be selec- their opinion of the maternity services. I concluded
ted, one or two implanted and the rest stored in a deep there were as many who were unhappy with too much interw
freeze. Dr. Bdwards also ssid, “Thére's no doubt that vention as were, like me, unhappy because they received
an embryo could be divided to form identical twins, but too little help with pain relief. Unhappiness arose bec-
to the best of my kmowledge no one has done this work. ause the woman's wishes were not respected or she was

Also due to be given at the Helsinki conference are given too little information, If AIMS could 'latch onto'
the first details of an artificial womb——a 'heart-lung- this rather than pursuing this narrow line of 'WHAT WOMEN
kidney~like system' which has been developed by scien- WANT IS NATURAL CHILDBIRTH' they could geain universal
tists at the Catholic University, Louvain, Belgium. support,

Eggs from cows have been grown on it for 8 days. Dr. Ten years ago the women's movement'decided' that women
Sven Lindenberg from Copenhagen has grown husan embryos should have careers, families and exotic social lives. All
on the lining of a womb for 10 days. Embryss are gen- it did was grind many women into the ground with exhaustion
erally grown in a culture medium; development of an art- and alienate still more. Now the women's movement has
ificial womb would allow them to survive for much longer ‘come of age' and is at last saying 'let women decide’.,

and enable scientists to study how embryos persuade If you want a career, that's fine but so is staying at
their mothera to accept them and why so many are rejecte home looking after the kids. It is saying let people be
ed, (Cuardian, 15.5.'84). (Is the ultimate aim the des— themselves and let people choose. I believe this is what
ign of a "womb' that will accept and nurture the scient- AIMS should be saying too. It makea me very, very sad that
ists' selected embryos without the trouble of having to it isn't. T believe AIMS is the only organisation with
implant them in a woman and perform major surgery to the structure and enthusiasm to make an impact on matern-
remove them?) ity care, so my comments are not criticisms. I simply feel

The report of the RCOG Ethics Committee on in vitro that & just battle is being fought with half a battalion
Fertilisation and embryo Replacement or Transfer states when it could be fought with an army. What do other
that 'Stored semen (other than that produced for donor ~ readers feel?
purposes) remains the property of the man until he Yours sincerely,
requests its destruction.' (14.4, 3.) ‘'Frozen embryos Maureen Treadwell

remain the property of the parents,.....(14.4, 4.) But

there is no clear statement on the legal status of stored

ova, Further 'The Committee does not consider that the

question of research on or experimentation with early

human embryonic materizl is a matter for the law.'

(14.4, 6.) Donors of ova are su-gpoaed to give consent

aa to their subsegquent use, (4.3) but if a woman cons—

ents to them being stored for future 'research purposes’',

is it likely that her permission to 'unstore' them, fer-

tilise and grow them in an artificial womb would be Dear AINS,

sought? The BBC have recently started a "Mother to Be”™ slot on
Breakfast Time, screened on Wednesdays about 8.40. So far
we have had several male consultants pontificating on the
topics that arise in early pregnancy. This morning the
commentator said that a scan was one of the moat exciting
events in pregnancy. I do feel strongly that this series
is reinforcing the feeling of "pariophobia" mentioned in
the Spring editorial and encouraging women to accept the
male medical takeover of their pregnancies., I have writte
en to 'Breakfast Time' and would like to encourage other
members of AIMS to do the same and perhaps we could get
an alternative, healthy approach to pregnancy put forward
for at least one week of this series.

My son was born last October after a pregnancy
through which I was guided and advised by twe wonderful
Community Midwives, with monthly visits to my G.P, and a
delivery that started in a G.P. unit, transferred to a
consultant unit, where my son was delivered by a very
friendly team of women doctors, followed by a few days in
the G.P. ward. This ie surely preferable to the consult-
ant unit, managed, scanned, pregnancies being followed on
'Breakfast Time',

Perhaps we could together put this over to the view-
era, or failing that we could try to get a woman expert on
the programme for a change,

Yours sincereiy
Irene M, Stratton
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A new radiocimmunoassay test has
been developed that is not only capab-
le of detecting children who have con—

t ia (CAH) but
is also suitable for parents to use to
monitor the adequacy of their children's
steroid replacement therapy at home.

The blood spot test can be done using
the same blood sample that ia already
taken for the routine phenylketonuria
(PKU) test and is said to have 'consid-
erable potential' for the screening of
the newborn for CAH. In Western Burope
about one in 5,000 children suffera from
CAH; in Wales it is eatimated that one
in 55 people carries the abnormal gene.
(6P 6.4.'84)

Delays in setting up an effective
screening programme for sickle cell
angemig are leading to unnecessary dea-
ths of affected children in Britain,
10% of whom die before the age of two.
Growing concern has led to aome hospit—
als setting up their own programmes.
The disease affects one in 350 black
children and is statistically more
common than the two diseases for which
babies are routinely screened at birth
—PKU end hypothyroidism. A screening
programme would have to be coupled with
a counselling programme for parents of
children found to have the disease and
for those who are carriers. 'Diagnos-
ing a child at birth does not guarantee
that the child will not die of it, but
it greatly improves their chances' said
Dr. Adrian Stevens, a medical adviser to
the Sickle Cell Society, whose own
Jcreening programme in the City and
Hackney Health Authority is picking up
about one case a month.

(Observer, 18.3.'84)

GPs in Rossendale, Lancashire are
hoping to save the consultant-run mat-
ernity unit in the General hospital by
taking it over themselves and running it
as a peripheral GP unit. The consulta-
ants, from Bury DHA, are withdrawing
their services because the unit does not
satisfy the recommendations of the Short
Report regarding ansesthetic cover.,
Conaultants from Burnley, Pendle and
Rosgendale HA which administers the hoa-
pital wouldn't take over and it was
proposed to send women to Burnley Hosp=
ital 10 miles away., The group of. 14
GPs who want to tske it over have sent
their proposals to the DHA and have the
backing of the CHC, midwives, voluntary
organisations, health service union
branches and a local MP,

(eP 17.2.'84)

Dr. Leonard Taitz, who has spent 18
months investigating the use of goats
milk, on behalf of the British Paediat-
ric Association, has issued a strong
warning against its use for young bab-
ieas., Goats milk is not covered by gov-
ernment milk hygiene regulations and
goats from which it comes are not nec-
essarily tested for tuberculosis or
brucellosis., Dr. Taitz said there was
no evidence to prove the widespread
assumption that goats milk is less all-
ergenic than cows milk; it may not
cause allergy in the same children who
are allergic to cows milk but can cause
as much allergy as any foreign protein.
The composition of goats milk is also
unsuitable for young babies : the con-
centrations of sodium, potassium and
other electrolytes ia similar to cows
wilk, as is protein content, but it is
deficient in folic acid, vitamin Bl12
and probably vitamins C and D.

(cP 17.2.'84) .

e

The U.S, Fational Institute of
Health is to fund studies on & new meth-
od of artificial ventilation which hau
been cautiously teated at the Hospital
for Sick Children in Toronto and is now
used on some of the 200 babies treated
annually for respiratory distress ayn-
drome, common amongst premature infants,
as it proved more effective than the
standard method of ventilation. A
pump pulses a small volume of air (less
than ¥ normal lung capacity) in and out
of the lungs 900 times a minute, comp-
ared with standard pumpa, which attempt
to mimic the natural breathing rate and
volume but which tend to 'bash' the
lung open and can cause the alveoli to
collapse, Dr, Charles Bryan, senior
scientiat at the hospital's research
institute, says the researchers tried
the technique out on themselves - 'Be=-
ing oscillated at 900 times a minute
is really a pleasant experience. Its
like an internal body rub'.

(Childbirth Bducation Association,
Toronto, Newsletter, Jan/Feb '84)

'Whose Choice?' - £ women have
to out contracepti ' An illuse
trated booklet by the Oxford Women's
Health Action Group, based on questionn-
aires and discussions with women, the
booklet gives their experiences and
points of view of using and choosing
contraception. Covers all the well
known metheds, also natural family plan-
ning, the 'morning after' pill, Depo-
provera, sterilisation and abortion.
Available from the Women's Health Inf-
ormation Centre, 12 Ufton Road, London,
N1 5BY. Cheques/P0's payable to Oxford
Women's Health Action Group, 50p + 17p

p &p for 1 copy (escalating postage
rates for more§.

Research in Jerusalem has shown
that the daily birth rate doubles the
day after Yom Kippur, the day on which
the strict Jews fast for 24 hours. A
report in the Journal of the American
Medical Association suggests that this
total abastention from food and water
may present substantial risks for wom=—
en with a tendency towards premature
labour. (WHIC Newsletter 2, Spring '84)

Obstetrician J.G. Peeney (Hudders-
field Royal Infirmary) has shown that gd-

mission to hospital with bed rest does

not improve the fetal prognosis in prog.
t i engi By inst-

ituting a policy of supervision of hyp-
ertensive women with diastolic pressures
below 100mmEg at home by community mid—
wives, mdmissions to hospital after the
20th week for hypertension, fell from
18.5% of all admissions to 11%. The
nidwives tended to obtain more accurate
hlood pressure readings——about 10mmHg
syatolic lower than those noted in hosp-
ital; they were also empowered to refer
women to a doctor or directly to hosp=-
ital at any time. No babies died or
suffered morbidity from the home care
policy. 112 in-patient bed days were
saved over 6 months and although the
supervision added to the community
midwives workload, they welcomed the
closer ‘contact with the women and the
reaponsible, rewarding nature of the
work. Mr, Feeney concludes : 'Uncompl-
icated hypertension in pregnancy is more
suitably managed by careful domestic sup=
ervision by community midwives than by
admission to hospital.'

(BMT, 7.4.'84, 288, 1046)
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IN BRIEF

t _mort ty in
England and Wales have fallen over the
last five years whilst there has been a
slight increase in birthrate from 12,1/
1000 of the population ('78) to 12.7 in
198%. Infant mortality dropped from
13,2 to 10,0/1000 live births and peri=
natal deaths from 15.5 to 10.3/1000.
The stillbirth rate has also fallen
from 8.5/1000 live and stillbirths to
5.7. However, the figures are still
well above those for countries like
Japan and Sweden,
(Pulse, 24.3.'84)

Susan Townend has compiled a book—
let entitled 'Breastfe elc )
which lists facilities for mothers who
wish to breastfeed in private provided
at motorway service greas, airports,
shops, reataursnts, zoos and museums.
The information was collectad from
readers' reaponses to her letter prin-
ted in the September '83 issue of C.H.C.
News and costs £1,00 + 20p postage from
143 Bywell Rosd, Dewabury, West York-
srms-e. WF12 TIN. (C.H.C. News, March
L]

84

Have you suffered from hypertension
when pregnant? Or from ia?
If you would like to take part in &
survey on how women feel about them-
selves and their treatment when they
suffer from hypertension or pre-
eclampsi&, please write for a copy of
& questionnaire to : Diane Packham,

9 Moorfield, Newcastle upon Tyne,

NEZ 3NL.

Health Minister, Kenneth Clarke,
is considering whether guidance to
G.P.a on safeguards for prescribing
drugs for pregnant women should be re-
inforced. The Committee on Safety of
Medicines has already advised doctors
on the risks attached to particular
drugs in pregnancy in ita publication
'Current Problems'. However, in 1981,
277 abortions were performed on women
in England and Wales where the princ-
ipal medical condition was reported as
suspected damage to the foetus from
drugs, prescribed and non-prescribed,
but not including cases of drug depen=-

dency. (Pulse 17.3.'84)
'Boy or %irl? - Choecaing your
Child Diet' is the title

of & book by Francnise Labro and Fran-
coise Papa, which claime an 80% success
rate in trials involvinug 400 women, in
‘choosing' the sex of your baby through
your food, Dr, Papa, & consultant st a
Paris Maternity Hospital, believes that
fooda rich in potassium and sodium fave
our beys, while those rich in calcium
and magnesium favour girla., The diet
muat be started under satrict medical
supervision at least 24 montha befors
conception and continued until the
pregnancy is confirmed. British gyn-
secologist Mr. Robert Winaton, of
Hammersmith Hospital, London, comment-
ed, 'It is very unlikely that anything
as simple as diet can determine sex'
(Hull Daily Mail, March 'B4). Maybe
80, but when will they realise that
something'as simple as diet' can det-
ermine life and health?

R .



Professor Charles Douglas who
holds the chair in Obs. & Gyn. at
Cambridge University has said mothers
who want to have their babies at home
should be told they are putting other
mothers at risk, because in the aver—
age UK, hospital unit there may be
fewer than 10 staff—half of whom
might have to go out with the flying
squad. Further justification for
hospital confinement was that even in
well run community programmes 17% of
screenad patients still needed trans—
fer to hospital, He also said that
statiastics from the RCOG suggested
that squads were not available for up
to one third of the country.

(Pulse 21.4.'84).

Only a small proportion of calls
on flying squads are, in fact, to home
births which develop complications,.
It would be more correct to tell moth-
ers that by having their babies in
hospital they are risking their own
and their babies' health and safety
and contributing to the demise of our
once renowned domiciliary service.

Nye Bevan's claim that he'stuffed
the consultants mouths with gold' to
get them to accept the NHS, isn't mer-
ely & piece of history., QOver £42
million is ammually distributed to
consultants (full and part time) in
the NHS in the form of 'merit awarda'
for more than average effort or cont—
ribution, good service to patients,
clinical excellence, the development
of new treatment or methods and apec-
ial contributions to training or
medical administration.

Introduced in 1948, awards range
from £4,280 to £20,825 per consultant
and are given on the basis of recomm-
endations of the Advisory Committee
on Distinction Awards which has 20
members—all men. In 1982 only 15%
of women consultants were given an
award compared to 37.9% of male cona-
ultants, Only 1 woman received a top
award——this year 2 will. Recipients
of awards are only known to the
profession. (Guardian, 23.5.'84).

Peraonal headphones are being used
to enable women to listen to gusic of
their choice whilst their babies are
being delivered by caesarean section
under epidural block. The music appar-
ently acts as a highly effective tran-
quilliser; ¥ of women having caesarean
sections at Queen Charlotte's hospital
have musically accompanied epidurals.
Dr. Barbara Morgan points out that moth~
era undergoing Caesarean section ine-
reasingly ask for local rather than
general anaesthetics; but the sights and
sounds of an operating theatre can be
terrifying. Broadcast music was ineffw
ective as it only made the attendantes
talk louder; the use of personal hesd-
phones 'creates a sense of privacy and
a feeling of being cut off from the un~
pleasant surroundings' said Dr. Morgan.
Fathers are welcome at the operation and
can also listen in——their job is to
change the tape., The music is swiiched
off in time for the mother to hear her
baby's first cry but may be started ag-
ain whilst she is being stitched.

Barry Manilow and Viveldi have proved
pular and effective.

The Prxctitiomr. 3+4.'84; Guardian

4.4,'84

.

Sweet 'n Low (in sugar), a booklet
by Priends of the Barth (Birmingham)
Ltd,, 54=57 Allison Street, Birmingham
5, for those who like sweet~tasting
foods but want to keep intake of sugar
low and fun fooda nutritious.

The government has rejected a nat-
ional policy of generic substitution in
the prescription of drugs by GPs. But
£65 million ia to be saved on the NHS
drug bill in '84-'85 and a further £100
millfon in subsequent years : this will
acerue from reduction of drug companies
profits (from the NHS) from 25% to 21%
and curtailment of their sales and pro-
motions budgets., However, Mr. Clarke
has pledged to initiate a new campaign
to encourage generic prescribing among-
ot GPs themselves. Michael Meacher
{Labour shadow health miniater) claimed
£25 million could be saved by generic
substitution. An average GP could save
£1,000 per year by prescribing generic
equivalents for just & commonly used
drugs. A 2 year project by the depart-
ment of general practice at St. Mary's,
London, showed that randomly selected
GPs provided with information about
their prescribing habits and costs,
prescribed fewer drugs, more of the
cheaper druga and fewer new, expensive
drugs than a control group. 'Prescr—
ibing—a suitablé case for treatment’,
occasional peper 24, £3.75 inc. p & p
from : RCGP Publications Ssles Departe
ment, 8 Queen Jtreet, Edinburgh EH2
1JE. (CHC News, No. 93, Jan/Feb '84)

Dr. Allan McNeilly and colleagues
at the Medical Research Council's rep-
roductive biclogy unit in Edinburgh have
been investigating an old wives' talee
that a mother canmot become pregnant
whilst breastfeeding. They followed 12
mothers who were breastfeeding but wanted
to become pregnant; all had stopped men—
struating over the time when frequency
and duration of suckling wes greatest.
Two began ovulating when the number of
feeds fell to 4 a day but none became
pregnant until feeds fell to 3 & day.
Being some time behind the old wives,
they concluded that the crucial factor is
how often a mother suckles her baby—

5 feeds & day, each lasting at least 10
minutes should guarantee safety they
found, The decline in breastfeeding in
the 'Third World' has been associated”
with a rising dbirthrate——the scientiats'
findings, published in New Scientist,
have now established why, so we can all
relax.

The case in the Ipswich area of in-
formation about women who were pregnant
being given by the DHSS to the police,
has been taken as evidence adding
weight to the Britis. Medical Associat-
ion's campaign to safeguard patients'
medical information. The police, inv-
estigating the murder of & newborn baby
boy, approached the DHSS and were given
details relating to maternity benefit
claims. They called at the home of a
preg t (wh baby is not due
until May) and asked if she had given
birth. The woman,worried about where
the police had obtained their infor-
mation, complained to the DHSS and rec-
eived an apology.

(Guardian, 22.7.'84)

The th AR
Hospital in London, run by women for
women has had a male registrar app-
ointed. It was apparently impossible
to debar him from the post because of
the sex discrimination act.
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Dr. Dermot Kelly, consultant an-
aesthetist at Portiuncula Hospital
Ballinasloe, who set up the first epid-
ural service in Ireland in 1969 reported
on his 14 years and 8,000 epidurals ex-
perience at a workshop on epidurals and
spinals in Dublin. He concluded that
the most important reason for setting up
an obstetric epidural service was to
reduce the use of general anaesthesia
and its attendant risks. In the Port-
iuncula it has been reduced from 20% to
0.8% over 20 years. However, although
an increasing number of Caesareans are
being performed under epidural, Dr. Kelly
reported that during 1982, 44.5% of all
mothers were delivered under epidural.
Dr. Hewitt, consultant obstetrician/gyn-
aecologist at the Portiuncula, alsc str-
essed the hazards of genersal anaesthesia
using the maternal mortality reports as
evidence (but omitting to mention that
of the 40 deaths associated with anaes-
thesia in '76-'78, 4, i.e. 1/10th were
from epidurals.) He went on to discuss
women with idealistic attitudes towards
pregnancy and labour; others who were
prepared to suffer pain in order to ach-
ieve their goal, like marathon runners,
and a few who might continue to hold the
Victorian attitude that sox was a pleas-
ure to be paid for in labour. He thought
primigravidae should be given as much
pain relief as possible in order to get
over their first labour with minimpum
discomfort. But his most telling comm-
ent was 'After all, most of us (Male
and Female) nowadays get a local anaes-
thetic for a dental filling and just as
a pain freec non-squirming, relaxed, pat-
iont chabled dentists to perform their
tasks smoothily, so did an epidural give
rise to a relaxed, manageable and
accessible mother,'

{Irish Medical Times, 70th March '84)

Nine years of amateur research have
led & horticulturist in New Zealand to
suspect poisoning by ammonia gas to be
& cause of cot death. Ammonia gas is
released when urea in the child's ur-
ine is broken down by bacteria in its
faeces. Ammonia is a deadly poison
with a wide range of effects on the
respiratory and nervous systems. A
mild dose irritates the tissues and
would cause a child to cry, but in
larger doses it causes an accumulation
of fluid in the lungs and narrowing of
the stomach and intestine. In mice
muscular contractions are observed
with rapid breathing and gasping lead-
ing, with continued exposure, to coma
and death. Mr. Tyler first suspected
ammonia when checking his own sony he
was astounded at the strength of ammon-
in gas he smelled coming from the cot,
yot his son was in a deep sleep.

Babies that are changed from breast
to bottle excrete large amounts of urea
and the changeover also encourages the
growth of bacteria in the child's stom-
ach, both of which could lead to an inc-
reased breakdown of urea to ammonia.
This idea is supported by the epidemiol-
ogy of cot deatha, most cases of which
occur between the ages of 3 weeks and
one year with a concentration between
2 and 3 months, a common age for weaning.
Professor Emery, a cot death expert,
said the idea was interesting and could
ecasily be proven or disproven by testing

blood-ammonia levels in cot death
victims.
(New Scientist, 5.1,'84)







