From the Editor’s Desk
LEADERSHIP AND
MEDICAL TRIBALISM
The recent Royal College of Physicians
(RCP) report examining professionalism,
identified leadership as an essential
prerequisite for our profession in the new
millennium. Leadership was also featured
in the latest RACP News (magazine of the
Royal Australasian College of Physicians),
which highlighted leaders among the
College’s Fellows: a state governor, two
vice-chancellors of leading universities,
10 deans of medical schools, and the
last three chief medical officers of the
Australian Government. This is an
impressive line-up, but is reaching the
pinnacles of the establishment, academia
or the bureaucracy synonymous with
leadership?
The Concise Oxford Dictionary defines a
leader as “n. 1 a. a person or thing that
leads. b. a person followed by others.”
But, as noted by a US academic, there is
another dimension: “ .. . leadership must
be intimately connected to the process of
change. The leader expresses not what
the group is but what it might be.”
And yet, doctors are not followers, and
are wary of change. New medical bodies
appear regularly, as John Green, former
chief executive of the Royal Society
of Medicine and observer of doctors,
opines: “There is no kingdom too small
for a doctor to be king of.” Medical
tribalism appears to be endemic, and
is not without its consequences.
Sir Donald Irvine, past president of
the United Kingdom General Medical
Council, notes: “Tribalism has a profound
impact on the profession — we are a
dysfunctional profession at that level
right through the system, and it is
hurting us.” In fact, Dame Janet Smith,
Chairman of the Shipman Inquiry, echoes
such sentiments: “Tribalism causes
doctors as a group to protect themselves,
rather than acting collectively.”
The RCP report strongly recommends a
“common forum” that speaks “with a
unified voice”. With more than 30 medical
tribes making up Australian medicine, is
this imperative possible?

Martin B Van Der Weyden
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TO THE EDITOR : Meningitis is one of the
most serious infections in young children.
The annual incidence of Haemophilus influenzae type b (Hib) meningitis between 1984 and
1988 was 150 per 100 000 population in
Aboriginal children and 27 per 100 000 in
non-Aboriginal children younger than 5
years.1 A conjugate Hib vaccination program
was introduced in Western Australia in January 1993, before a nationwide program commenced in July 1993. Subsequent marked
declines in incidence of Hib meningitis have
been reported.2-4 However, there are no
recent reports on trends in overall admissions
for meningitis.
The WA Data Linkage System (WADLS)
encompasses statewide population-based
record linkage of the statutory birth and death
registers,
and
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2000 using
the WADLS, we investigated hospitalisation for all-cause meningitis (International classification of diseases, 9th revision,
diagnosis codes 003.21, 036.0, 047, 049.0,
054.72, 320-322) in 17 296 Aboriginal and
252 775 non-Aboriginal children younger
than 2 years between 1992 and 2000.
In Aboriginal infants (< 12 months), the
meningitis rate fell by 41% between 1992 and
1993–1994 and by a further 54% in 1995–
1996, and has remained stable since (Box). In
Aboriginal children aged 12–23 months, rates
declined by 44% between 1993–1994 and
1995–1996 and again by 50% in 1997–1998,
and no meningitis admissions were reported
in 1999–2000.
In non-Aboriginal infants, meningitis rates
declined by 36%, from 1.8 per 1000 childyears in 1992 to 1.2 per 1000 child-years in
1993–1994, with a further 50% decline in
1997–1998, since when rates have remained
stable. Rates declined by 57% between 1992
and 1993–1994 in non-Aboriginal children
aged 12–23 months, declined a further 47%
in 1995–1996, and have since remained stable at about 0.2 per 1000 child-years.
With the decline in meningitis admissions,
the disparity between Aboriginal and nonAboriginal children has narrowed: the relative
rate (RR) of Aboriginal to non-Aboriginal
meningitis admissions fell from 7.3 in 1992 to
404

Admission rate per 1000 child-years

Hannah C Moore and
Deborah Lehmann

1 Hanna JN, Wild BE. Bacterial meningitis in children
under five years of age in Western Australia. Med J
Aust 1991; 155: 160-164.
2 Bower C, Condon R, Payne J, et al. Measuring the
impact of conjugate vaccines on invasive Haemophilus influenzae type b infection in Western Australia. Aust N Z J Public Health 1998; 22: 67-72.
3 Horby P, Gilmour R, Wang H, et al. Progress towards
eliminating Hib in Australia: an evaluation of Haemophilus influenzae type b prevention in Australia,
1 July 1993 to 30 June 2000. Commun Dis Intell
2003; 27: 324-341.
4 Brotherton J, McIntyre P, Puech M, et al. Vaccine
preventable diseases and vaccination coverage in
Australia 2001 to 2002. Commun Dis Intell 2004; 28
Suppl 2: vii-S116.
5 Holman CD, Bass AJ, Rouse IL, et al. Population-based
linkage of health records in Western Australia: development of a health services research linked database.
Aust N Z J Public Health 1999; 23: 453-459.
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Hospital admission rate for
meningitis in Aboriginal and nonAboriginal children aged (a) < 12
months and (b) 12–23 months in
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5.0 in 1999–2000 in infants, while in children
aged 12–23 months, the RR was > 7.0 in
1993–1996, fell to 3.0 in 1997–1998, and
was indefinable in 1999–2000 (Box). In the
absence of other relevant interventions, we
attribute declines in meningitis admissions to
the introduction of Hib vaccine. This is supported by other studies showing a reduction
in Hib meningitis following vaccination.2-4
Retrospective data provide an opportunity
to assess overall trends in admissions.
Future linkages with immunisation and laboratory data will allow us to investigate
pathogen-specific admissions and evaluate
vaccination programs.
Our findings show that substantial
improvements can be achieved given government commitment to implement appropriate preventive measures. Adequate
funding and continued commitment is
needed to ensure these measures are accessible to all WA children.
Hannah C Moore, Research Assistant
Deborah Lehmann, Principal Research Fellow
Telethon Institute for Child Health Research,
Centre for Child Health Research, University of
Western Australia, Perth, WA.
hannahm@ichr.uwa.edu.au
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TO THE EDITOR: The current rate of
caesarean sections in Australia (29% of all
live births) is higher than the rate in other
similarly affluent countries.1 In addition, the
rate is continuing to increase; for example, it
was less than 20% in 1993.1
Some commentators have suggested that
this increase is partly a result of caesarean
sections undertaken for non-medical reasons, such as patient demand.2,3 We examined trends in the rates of caesarean section
for low-risk women using population-based
perinatal data for Queensland over 15 years
between 1990 and 2004. Our aim was to
assess whether caesarean sections were
becoming more common among women
with no obvious medical indication for the
procedure.
The increase in caesarean sections among
low-risk women was most dramatic in the
private health care sector, where the percentage increased from 10% to 19% (Box).
This represents an average annual increase
of 4.6% (95% CI, 4.3%–5.0%). In the public health care sector, the increase was less
— from 6% to 8% — an average annual
increase of 2.4% (95% CI, 2.0%–2.7%). The
increase in the private sector in Queensland
was similar to the increase reported in the
United States.4
The appropriate use of caesarean section,
as for any medical intervention, should be
based on evidence about the benefits and
harm, with doctors, women and their families choosing a method of delivery after
considering balanced information on poten-
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Caesarean section rates among low-risk* women in Queensland, 1990–2004
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* Low-risk births were defined as singleton, full-term (37–40 weeks’ gestation), vertex delivery with no reported
medical risk factors or complications of labour or delivery, based on a list compiled by Declercq and
colleagues.4 Women who had a previous caesarean delivery were excluded from the low-risk group.
◆

tial outcomes of each method. There is
continuing debate about the feasibility of
randomised trials to clarify the benefits and
harm of caesarean deliveries among low-risk
women.2 Opposition to such trials is based
mainly on ethical concerns about inflicting a
surgical procedure on healthy women based
only on randomisation.
Non-randomised studies have compared
outcomes of caesarean section versus vaginal delivery. However, their results are
inconclusive because of the difficulty of
distinguishing the effects of factors that
influence the selection of delivery method
from the effects of the delivery method itself
(confounding by indication).3,5
In the absence of randomised trials, nonrandomised studies that remove this potential
bias by restricting the sample to women who
remain at low risk throughout the pregnancy
and delivery, according to clearly defined criteria, may provide useful information. They
would need to assess both short-term and longterm outcomes. Until such better evidence is
available, it is impossible to judge whether or
not the current increase in caesarean section
rates among low-risk women is desirable.
Trisha C Johnston, Principal Analyst
Michael D Coory, Medical Epidemiologist
Epidemiology Services Unit, Queensland
Health, Brisbane, QLD.
trisha_johnston@health.qld.gov.au
1 Organisation for Economic Co-operation and
Development (OECD). OECD health data 2006
[CD-ROM]. Paris: OECD Publications Service, 2006.
2 Anderson GM. Making sense of rising caesarean
section rates: time to change our goals. BMJ 2004;
329: 696-697.
3 Lavender T, Hofmeyr GJ, Neilson JP, et al. Caesarean section for non-medical reasons at term.
Cochrane Database Syst Rev 2006; (3): CD004660.
4 Declercq E, Menacker F, MacDorman MF. Rise in
“no indicated risk” primary caesareans in the
United States, 1991-2001: cross sectional analysis.
BMJ 2005; 330: 71-72.
5 Villar J, Valladares E, Wojdyla D, et al. Caesarean
delivery rates and pregnancy outcomes: the 2005
WHO global survey on maternal and perinatal health
in Latin America. Lancet 2006; 367: 1819-1829.
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Nephrotic-range proteinuria
in the obese patient
Andy K H Lim
TO THE EDITOR : The incidence of obesity is rising, and physicians are likely to
face the problem of obesity-related glomerulopathy (ORG) recently illustrated by
Tran.1 But how can the clinician distinguish ORG from primary (idiopathic) focal
segmental glomerulosclerosis (FSGS)? Both
may present with nephrotic-range proteinuria, but the prognosis and choice of
treatment may differ.
To date, the largest published study comparing ORG with primary FSGS is one by
Kambham et al.2 In an analysis of 6818 renal
biopsies, 71 patients with ORG were identified and compared with a control group of
50 patients with classic FSGS. The study
showed that ORG less frequently progressed
to end-stage kidney failure, with a 5-year
renal survival rate of almost 90% (compared

with about 50% in primary FSGS).2 While
weight loss can reduce hyperfiltration and
albuminuria in ORG,3 spontaneous remission is uncommon in primary FSGS.4,5 Does
every obese patient with nephrotic-range
proteinuria have ORG and an “indolent”
course?
The degree of weight loss reported in the
case described by Tran may not be achievable or sustainable in most obese patients. Do
we have the luxury of waiting to assess the
impact of weight loss on proteinuria? In
about 50% of patients with primary FSGS,
the serum creatinine level doubles after an
average of 39 months. 2 Furthermore,
patients with primary FSGS and nephroticrange proteinuria who do not achieve remission have a 5-year renal survival of only
50%, compared with almost 100% for those
who attain remission.4 In addition, patients
treated with corticosteroids (with or without
cyclosporin or cyclophosphamide) have
higher remission rates (30%–63%) than
untreated patients (11%–14%).4,5 Therefore, a delay in introduction of specific
therapy is not ideal.
There are some clinicopathological differences between ORG and primary FSGS that
may help distinguish the two entities (Box).
However, Kambham et al found that only
two parameters were independently significant: serum albumin level and age.2
Although their study was based on a US
population, it serves to demonstrate the
principle that the major distinguishing feature between ORG and primary FSGS is the
presence of full-blown nephrotic syndrome in
primary FSGS (as demonstrated by the
severity of hypoalbuminaemia).

Clinicopathological differences between ORG and primary FSGS*
Parameter

ORG

Primary FSGS

Mean age at presentation (years)†

42.9

32.6

White (%)

74

52

African American (%)

21

22

Nephrotic syndrome (%)

5.4

54

Mean 24-hour protein excretion (g)

4.1

6.9

Mean serum albumin level (g/L)†

39

29

Mean serum cholesterol level (mmol/L)

5.9

8.6

Presence of pedal oedema (%)

35

68

Mean degree of segmental sclerosis (%)

10

39

Ethnicity

Proportion of cases with glomerulomegaly (%)

100

10

Mean arteriosclerosis score (range, 0–3)

1.34

0.98

40

75

Mean degree of glomerular podocyte foot process fusion (%)

ORG = obesity-related glomerulopathy. FSGS = focal segmental glomerulosclerosis. * Adapted from
Kambham et al.2 † Independently significant.
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Obese patients have a similar risk of
developing primary FSGS to people in the
general population, and patients with nephrotic syndrome (particularly older adults)
should not be presumed to have ORG and
treated with weight loss alone. Certain pathological findings in a renal biopsy are helpful, but not definitive, in distinguishing
ORG from primary FSGS. A biopsy would
also exclude other treatable causes, such as
minimal change disease. In addition to treatment with angiotensin-converting enzyme
inhibitors, immunotherapy should be considered for obese, nephrotic patients, after
discussing the potential risks and benefits
with a nephrologist.
Andy K H Lim, Nephrologist
Monash Medical Centre, Melbourne, VIC.
andy.lim@med.monash.edu.au
1 Tran HA. Reversible obesity-related glomerulopathy following weight reduction [letter]. Med J Aust
2006; 184: 367.
2 Kambham N, Markowitz GS, Valeri AM, et al. Obesity-related glomerulopathy: an emerging epidemic.
Kidney Int 2001; 59: 1498-1509.
3 Chagnac A, Weinstein T, Herman M, et al. The
effects of weight loss on renal function in patients
with severe obesity. J Am Soc Nephrol 2003; 14:
1480-1486.
4 Chun MJ, Korbet SM, Schwartz MM, Lewis EJ. Focal
segmental glomerulosclerosis in nephrotic adults:
presentation, prognosis, and response to therapy of
the histologic variants. J Am Soc Nephrol 2004; 15:
2169-2177.
5 Thomas DB, Franceschini N, Hogan SL, et al. Clinical and pathologic characteristics of focal segmental glomerulosclerosis pathologic variants. Kidney
❏
Int 2006; 69: 920-926.

Do advance care directives
improve acute care services
for older people?
Andrew W Holt and Alnis E Vedig
TO THE EDITOR : Recent articles in the
Journal by Kurrle1 and Finn and colleagues2
referred to advance care directives aiding the
management of acute illness in elderly residents of aged care facilities. It is our experience that these directives are often unhelpful
in elderly patients and, outside certain progressive medical conditions, can result in
triage of elderly patients to inappropriate
lower levels of care.
In chronic medical conditions where the
clinical course allows time for patient or
family understanding, and the course of
organ failure is predictable, then certain
supportive but ultimately futile therapies
can be avoided by instituting an advance
care directive that specifically excludes
406

them. However, these directives are less
helpful in acute illnesses. They usually refer
to “intensive care”, and “life support”, sometimes specified as mechanical ventilation,
dialysis or cardiopulmonary resuscitation.
These “general” advance care directives fail,
as they assume that prognosis is immediately apparent, and that treatment is “all or
nothing”, both of which assumptions are
clearly untrue.
Determining an accurate prognosis for
recovery from a critical illness is difficult and
takes time. It involves diagnosing the cause
of the illness, quantifying the severity of
comorbidities and, most importantly, assessing response to initial treatment. Whether
severe sepsis is arising from the urinary tract
or abdominal cavity may not be apparent
initially. Many elderly patients survive severe
septic shock caused by urosepsis with
haemodynamic monitoring and short-term
high-dose vasopressors. It is also not possible to distinguish which patients with severe
respiratory failure will respond to non-invasive ventilation.
We followed up critical care patients aged
75 years and over who survived to hospital
discharge over a 12-month period and confirmed that acceptance of critical care admission in elderly people is high (unpublished
study; details available from the authors).
This is the very population that, in our
experience, frequently says they do not want
to be placed on “life support”, if asked when
well. Together with the fact that an accurate
prognosis takes time, then a prudent
approach should begin with the presumption of aggressive treatment for acutely
unwell elderly patients, rather than a presumption of limited therapy or palliation.
Advance care directives that refer to therapies need to be specific and to recognise that
critical care therapy can be graduated and
readily terminated once a more accurate
prognosis is known. Furthermore, some
critical care therapies, such as non-invasive
ventilation and high-concentration oxygen,
can significantly improve patient comfort
while management plans are formulated. In
our experience, patients and their families
are often very surprised when they understand the full implications of an advance
care directive that refers to generic therapies,
such as cardiopulmonary resuscitation and
“intensive care”.
Andrew W Holt, Critical Care Specialist
Alnis E Vedig, Director
Department of Critical Care Medicine, Flinders
Medical Centre, Adelaide, SA.
abholt@chariot.net.au
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1 Kurrle SE. Improving acute care services for older
people [editorial]. Med J Aust 2006; 184: 427-428.
2 Finn JC, Flicker L, Mackenzie E, et al. Interface
between residential aged care facilities and a teaching hospital emergency department in Western
❏
Australia. Med J Aust 2006; 184: 432-435.

Barriers to student access
to patients in a group of
teaching hospitals
Sarah J Abrahamson
TO THE EDITOR: I note with interest
Australian medical students’ difficulties in
gaining access to patients, as documented
by several authors in recent months.1-3
There is an alternative explanation for this
paucity of access, and that is the culture in
Australian teaching hospitals.
I graduated from the University of Otago
Dunedin Medical School in New Zealand
9 years ago, and had a somewhat different
experience. The hospitals attached to the
Dunedin Medical School were the equivalent of one medium-sized acute hospital in
Australia, one rehabilitation hospital, and
a small peripheral regional hospital. These
facilities taught up to 200 clinical medical
students — a high student-to-patient ratio.
However, we did not face the barriers that
Australian students face in gaining access
to patients, and so still had a world-class
medical education.
The system in Otago differed from that in
Australia in several ways. If a patient was
having an investigation, we accompanied
them. Likewise, if they were seeing a staff
member, we would often stay. There was a
culture where every patient admitted to hospital expected to see a medical student. We
approached the patients directly to ask permission to see them, rather than being
turned away by nursing staff. Consequently,
in non-obstetric patients, I encountered only
one refusal to see me in my clinical years,
and this was after I had started taking a
history and asked about tranquilliser use in
too much detail! We also did not wait to see
only patients who were ideal teaching cases
— patients who speak English, do not have
dementia, are not unwell, are not busy, and
who have a particularly interesting condition
are rare anywhere. If a patient had dementia
or was unwell we familiarised ourselves with
their history, then saw the patient over the
course of several days. If there were visitors,
we asked about an appropriate time to come
back. We saw all routine cases, as these
reflect the real workload of doctors. By com-
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parison, in my years as a resident and registrar in Australia, I have seen very few
medical students, and have seen many teaching and learning opportunities pass by.
In conclusion, we need to examine the
role of medical students closely, and look at
ways to facilitate their access to existing
patients. There is something to be learned
from all patients admitted to hospital. The
culture of teaching hospitals and the expectations of students, staff and patients should
reflect this fact.
Sarah J Abrahamson, Rehabilitation Physician
Latrobe Regional Hospital, Traralgon, and
Queen Elizabeth Centre, Ballarat, VIC.
sjabrahamson@yahoo.com
1 Olson LG, Hill SR, Newby DA. Barriers to student
access to patients in a group of teaching hospitals.
Med J Aust 2005; 183: 461-463.
2 Crotty BJ. More students and less patients: the
squeeze on medical teaching resources [editorial].
Med J Aust 2005; 183: 444-445.
3 Thomson A. Medical student access to patients
❏
[letter]. Med J Aust 2006; 185: 53.

Birth centre trials are unreliable
Kathleen M Fahy and Sally Tracy
TO THE EDITOR : The 2005 Cochrane
review Home-like versus conventional institutional settings for birth1 has been cited in
the public media to claim that birth centres are less safe than labour wards as there
was an increased risk of a baby dying
during or immediately after childbirth.2
This “headline-grabbing” statement is
false. Firstly, this finding from the systematic review did not reach statistical significance.1 Secondly, the outcomes reviewed
were related to the allocated place of birth,
not the care provided. This fact is critically
important, as 48% of women who were
booked to have their baby in a birth centre
did not give birth there.1 This is a predictable effect of the intention-to-treat princip le. How ev er, su ch h ig h ra tes o f
“treatment contamination” negatively
affect confidence in the study results.3
Additionally, the vast majority of baby
deaths examined in the Cochrane review
happened before labour and thus had
nothing to do with care during childbirth.
One might wonder whether there was a
real increased perinatal mortality rate
resulting from delayed transfers from birth
centres.1 The analysis found 41 deaths in
total, but only six that occurred in normally formed babies who reached term

(these are the only babies who are eligible
to be born in a birth centre). Three of these
deaths were associated with birth centre
care, and three with standard labour care.
The interpretation of this Cochrane review
raises questions about the validity of the
underlying randomised controlled trials. In
this experimental design, researcher control
should ensure that people receive the specific
treatment that was planned for them (treatment fidelity).4 The Cochrane handbook
gives no guidance as to how to evaluate either
the quality of the researchers’ definition of the
planned treatments, or the fidelity between
the treatments provided and the researchers’
plan.3 Most of the trials that formed the basis
of the Cochrane review did not adequately
define their treatments, nor adequately control the treatments provided to either group.
It is not clear how the birth centre trials could
sensibly be considered to have been scientifically controlled. The reviewers attempted to
deal with this critical point by claiming that
they were looking only at the effect of the
“setting”, but their question clearly states that
they were examining the effect of “care within
a setting”.1
We conclude that the Cochrane review of
the setting for birth is unreliable because of
the weaknesses of the underlying trials.
Rather than using questionable research to
attack birth centres, it would be more constructive to engage in rigorously designed
research that could provide robust evidence
on the safety of all forms of maternity care,
including standard medical care.
Kathleen M Fahy, Professor of Midwifery1
Sally Tracy, Associate Professor (Conjoint)2
1 Faculty of Health, Newcastle University,
Newcastle, NSW.
2 School of Women's and Children's Health,
University of New South Wales, Sydney, NSW.
Kathleen.Fahy@newcastle.edu.au
1 Hodnett ED, Downe S, Edwards N, Walsh D. Homelike versus conventional institutional settings for
birth. Cochrane Database Syst Rev 2005; (1):
CD000012. DOI: 10.1002/14651858.CD000012.pub2.
2 Australian Medical Association. Discussion of midwife-led birthing units – AMA’s Dr Andrew Pesce on
the Today Show [media transcript]. Released 31
August 2005. http://www.ama.com.au/web.nsf/doc/
WEEN-6FS3EU (accessed Jul 2006).
3 Higgins P, Green S, editors. Cochrane handbook for
systematic reviews of interventions. Version 4.2.5.
Cambridge, UK: The Cochrane Collaboration, 2005.
http://www.cochrane.org/resources/handbook/
(accessed Jul 2006).
4 Borelli B, Sepinwall D, Ernst D, et al. A new tool to
assess treatment fidelity and evaluation of treatment
fidelity across 10 years of health behaviour research.
J Consult Clin Psychol 2005; 73: 852-860.
❏

MJA • Volume 185 Number 7 • 2 October 2006

Andrew F Pesce
IN REPLY: Fahy and Tracy highlight the
lack of high-level evidence about the relative safety of different models of maternity
care. But in criticising the Cochrane
review, it is important not to “shoot the
messenger”.
There is no doubt that the Cochrane
review is not ideal but, like it or not, it
remains the best evidence we have. The
review of 8677 women in six randomised
trials found a relative risk (RR) of perinatal
death of 1.83 (95% CI, 0.99–3.38) in
birth centres versus conventional institutional settings. In the 3332 pregnancies
assigned to continuity of care by midwives
who did not also work in conventional
delivery suites, the RR was 2.38 (95% CI,
1.05–5.41).1
It would be fair to say that such findings
should lead to real concerns about lack of
safety rather than reassure the unbiased
observer.
Other published evidence has raised
similar concerns. A retrospective review of
over 183 000 low-risk births in Stockholm,
Sweden, found a statistically significant
fourfold increase in intrapartum fetal mortality in women planning birth centre care
compared with those planning standard
care (three intrapartum deaths in 3256
babies of women planning birth centre care
versus 36 deaths in 180 380 babies of those
planning standard care).2 The increase in
intrapartum mortality was almost sevenfold
for primigravidae. These findings led to
evidence-based changes in the organisation
of the birth centre involved to minimise the
identified risks.
To paraphrase Fahy and Tracy, rather
than criticising the best available evidence
reviewing birth centre outcomes, it would
be more constructive to engage in rigorously designed research to assess how risk
might be minimised in all forms of maternity care.
Andrew F Pesce, Vice-President, National Association of Specialist Obstetricians and Gynaecologists; AMA Executive Councillor; Obstetrician and
Gynaecologist
Westmead Hospital, Sydney, NSW.

apesce@bigpond.net.au
1 Hodnett ED, Downe S, Edwards N, Walsh D. Homelike versus conventional institutional settings for
birth. Cochrane Database Syst Rev 2005; (1):
CD000012. DOI: 10.1002/14651858.CD000012.pub2.
2 Gottvall K, Grunewald C, 2Waldenstrom U. Safety of
birth centre care: perinatal mortality over a 10-year
❏
period. BJOG 2004; 111: 71-78.
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Research is needed before
GPs can engage in “positive”
family planning
Angela M Cooney
TO THE EDITOR : I was very concerned to
read the letter from Mazza et al1 regarding
“positive” family planning and feel I must
make a comment. The authors are well known
for their work in the area of women’s sexual
and reproductive health, but I would like to
challenge some of the points they have made.
The first point: whether intervention by
general practitioners would be appreciated by
younger women not yet interested in motherhood. I believe it is part of the role of doctors
to inform, even when a person may not be
ready for the information. Telling 20-a-day
smokers that they are not doing their body any
favours doesn’t go down well with some people, but even this brief intervention can change
behaviour and save lives.
The second point: whether GPs can respect
patients’ autonomy. Every day I speak to
women who have been offended and upset by
doctors who have said something awkwardly,
or imposed their own values, or been downright offensive. That won’t change, and recommending that well informed and tactful
doctors wait before imparting vital information until the rest of the world lifts its game
means we will all be waiting a long time.
Part of the art of medicine is judging the
audience and knowing the perfect point in a
consultation to speak, and how to say it.
What can be more appropriate, when seeing
a woman in her late 20s who has requested a
repeat prescription for the contraceptive pill,
than to ask casually (as one is unrolling the
sphygmomanometer cloth), “So, do you
think there might be any children in your
future?” The usual response, as detailed in
Cannold’s book,2 is an emphatic “yes”. The
next question, “Have you got a time scale
when you would be looking at that?”, may
give the opportunity to mention such things
as rubella vaccination, smoking and folate
supplements. And if the woman indicates
that pregnancy would be on her to-do list at
age 38, then a reasonable and non-harassing
response could be, “Could we talk about
fertility rates at that age?”
The third point: doctors reinforcing the
dominant paradigm (of years ago) of the
woman as childbearing machine, by asking
about a woman’s intentions. This seems to me
as misguided as not asking about suicidal
ideation in case we make it happen.

L ET T E R S

By all means do research, but don’t ask
doctors to be silent about this important issue
until the sociologists have spent another 10
years on it. By that time, it will be too late for a
lot more women.
Angela M Cooney, Medical Consultant
Family Planning WA, Perth, WA.
angela.cooney@fpwa.org.au
1 Mazza D, Cannold L, Nagle C. Research is needed
before GPs can engage in “positive” family planning [letter]. Med J Aust 2006; 185: 121.
2 Cannold L. What, no baby? Fremantle: Fremantle
Arts Centre Press, 2005.
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