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STRUCTURE OF THE REPORT

The firgt section of this report includes the introduction, background, literature review, methodology,
asummary of findings, the recommendations and a conclusion. The second section gives a detailed
report on the consultation. 1t has been divided into the three didricts: Darwin, East Arnhem and
Katherine. In each of these digtricts discussions were held with people in the regiond centre who are
involved in the care of antenatd women, birthing and postnatal care. This report details. the regiond
sarvices that are available; the consultations that occurred; the generd themes that emerged; and,

any additiona comments that were made.

Following each regiond summary are the reports from the communities that were visted in the
digrict. The community reports include: an overview of the community; how the consultation was
conducted; generd themes that were identified from the consultations; additiond comments from the
women and the hedth daff; and, the feashility of birthing in these communities. Much of the
information presented about the individua communities was collected from individuds in the
communities themsdves. A publication titled ‘Qudity Discharge Planning, Doing it Better for the
Bush' was also used for some additional information.*

The materid used for referencing is presented in footnote form. Direct quotations are identified by
sgngle inverted commeas and are in itdics. In order to maintain confidentiaity people have not been
identified. The gppendix contains a glossary and two tables. The first table presents the equipment
that was available in each of the communities vigted. The second table is a summary table showing
the number of births from each of the communities including the percentage of children born in the

community.

1 THS, 1997, ‘ Quality Discharge Planning - Doing it Better for the Bush’ Government Printers, Darwin.

Vii
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EXECUTIVE SUMMARY

INTRODUCTION

The am of the Remote Area Birthing Project is to develop an approach to birthing in the Top End
which will improve birth outcomes and experiences for Aborigind people and improve the qudity of
hospitd and remote community based services. Improvements will be gained through integrating
practices proposed by non urban Aborigind women and service providers into the existing service

delivery structure.

This report documents the strategies community based Aborigind women suggest will improve birth
outcomes and their experiences as THS clients. Prior to this project Aborigind women in the Top
End have had no input into the development of birthing policy, practices or protocols. The complex
interaction of Aboriginal and non Aborigind beliefs and practicesin relaion to birthing are integrated
into recommendations which it is anticipated will improve the culturd effectiveness of care without

compromising the safety of mother, baby or service provider.

Aborigina women have repesatedly expressed a desire to choose to give birth on their communities
with the support and cooperation of hedth gaff, and there are many communities where birthing is
currently taking place. In the last decade up to 27% of some communities births occurred in the
community?. This Situation crestes a need for guidelines for staff providing birthing support on these

communities.

CONSULTATION

Consultation has taken place with remote area Aborigina women and service providers involved in
birthing across the Top End. Community infrastructure and resources relating to birthing were
documented in the communities vigted.

Topics explored during the consultations included:

21998 - Millingimbi: 27.7 % of births occurred on the community, see Table 11.
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» thefeaghility and sefety of community birthing;
» how to improve antenatal care and education; and,

> how to improve care in both the remote setting and the regiona centres.

CURRENT PRACTICE

At present dl pregnant women living in remote areas are encouraged to birth their babies in hospitd.
Women are transferred to the regiona centre a 38 weeks or earlier. The Patient Assstance Travel
Scheme (PATS) will pay for travel and accommodation to the nearest centre and an escort for
women 15yrs and under, or in specid circumgtances. Most women stay in hogtels in the regiond
centres dthough a few will stay with family or friends. If a woman wishes to stay in her community
for the birth, the protocol suggests she be reviewed by the doctor for risk factors and the birth
should be attended by a skilled and experienced midwife. However not al communities have skilled,
experienced midwives as apart of their saff.

KEY FINDINGS

The key findings across the digtricts were remarkably similar. They have been presented under 11
separate headings athough some of the issues overlap. The key findings are explored in more detall
in the body of the report.
The key findings rdae to:
Safety - on the community and in the regiond centre;
Choice - thelack of choice for women and the unattractiveness of available options,
Escorts - support in labour often leads to shorter [abour with lessintervention, less  caesarean
sections and less complications following the birth;
Hostels - Two mgor problems were identified with hostels:
» the lack of security in many of the hostds for both the women and their persond
property; and,
> thelack of food in some hostels
Human Resour ces - al communities need a skilled, experienced midwife;
Infrastructure and Equipment - there is no standardisation of basic equipment;
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Antenatal Women - culturdly agppropriate educationd materid and modds of care are
lacking in both the regiona and remote area settings,

Continuing Education - needed for both Aborigina Hedlth Workers and nurses, and rotation  of

gaff from remote areas for updating clinical midwifery skills;

Regional Hospitals - the main issues relate to ingppropriate and ineffective  communication

between gtaff and patients, including the absence of interpreters,

Birth Centrein Darwin - unanimous support for a birth centre in Darwin; and,

Community Birthing - the mgority of people consulted fdt that community birthing should  be

available for low risk multiparous women, providing anumber of conditions were met.

Mogt service providers felt that a pilot project was the only way to determine if community birthing
would compromise the safety of the mother or the infant. Many fdt that outcomes may be improved.

CONCLUSION

A range of recommendations for improving services in the remote communities and the regiona
centres have been made in this report. Many recommendations could be implemented with minima
cost. Some recommendations need an initid outlay of funds but the expense would be offset againgt
the reduced cost of intervention during labour and birth and the long term costs related to low birth
weight. Expenditure related to some recommendations are likely to lead to less hospita admissons
in early life and lessen the chance of developing chronic diseases in adulthood. Some of the
recommendations would have direct savings for the hedth budgets and many would have long term
indirect savings.

The primary advantages of improving maternal health servicesin regiond centres would be:
» to provide a safer environment for women who are awaiting birth;
> to provide savings in the costs associated with birthing as women would be:
less likely to return to their community prior to birth, often then being evacuated
out of the community in labour or following birth by the Air Medicd Service,
lesslikely to require intervention in labour; and,
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lesslikely to have alow birth weight infant.

The primary advantages of providing aremote area birthing service would be:
» to provide a safer environment for those women who are aready choosing to birth in
their remote communities;
> to improve antenatal care, antenatal education and postnatal care, which would lead to
improved hedth for both mothers and babies; and,
» to develop a service ddlivery modd:
" that has been requested by Aborigind communities,
" that has a primary hedth care focus;
in collaboration with community members;
" that strengthens community capacity to be involved in decisons thet effect ther
hedlth.
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SECTION ONE

INTRODUCTION

The Remote Area Birthing Project is funded through Territory Hedth Services (THS) Women's
Hedlth Strategy Unit, with support from the Public Hedlth Outcomes and Funding Agreement. The
am of the Project is to develop an gpproach to birthing in the Top End which will improve birth
outcomes and experiences for Aboriginad people and improve the quaity of hospita and remote
community based services by integrating practices proposed by non urban Aborigind women and
sarvice providers. This report documents the strategies community based Aborigina women suggest
will improve birth outcomes and their experiences as THS clients. Prior to this project Aborigina
women in the Top End have had no input into the development of birthing policy, practices or
protocols, and it is anticipated that THS practices will be revised to more closdy dign service
delivery with the expressed wishes of the client group.

The impetus for the project came from a repeatedly expressed desire by Aborigind women to be
able to choose to give birth on their communities with the support and cooperation of hedth steff,
and by the need to provide guiddines for saff providing services on communities where birthing is
dready taking place. In the last decade up to 27% of some communities births occurred in the

community®.

The women consulted during this project report that having a greater choice about where they birth,
access to hirthing services which are responsive to their needs and increased safety when accessing
town and community services would contribute to improved hedth during pregnancy and more

positive birthing and post partum outcomes.

#1998 - Millingimbi: 27.7 % of births occurred on the community, see Table 11.
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BACKGROUND

PROJECT HISTORY

The Review of Birthing Sarvices in the Northern Territory of Audtrdia® was conducted in 1992 and
recommended that:

» R 34, Conaultations take place with Aborigind women in the Top End in reation to
providing culturaly gppropriate birth centre care and the issues related to birthing in remote

communities,

> R 4.4, A forum ke established to enable Aborigina women and hedth professonds to

examine the issues rdated to birthing in rurd and remote communities;

» R 45, THS devdop and formdise a clear policy in rdation to birthing outsde hospitas
including in rurd and remote communities;

» R 4.6, THS recognise and provide support to remote and rura area women who choose to

birth in their community; and,

» R 17.1, Alternative models of care that provide a choice for women from rural and remote

areas, as discussed elsewhere in the report, are implemented as soon as possible.

These recommendations were endorsed by the THS Executive in July 1995.°

An interim Birthing Policy was prepared by the Women's Hedth Adviser incorporating the
recommendations endorsed by THS. The policy is currently in draft form and does not yet make any
policy statement on birthing outsde of hospitds, on homdands or communities. The policy is
expected to be completed by end 1999 and will include a policy statement on birthing outside
hospitals. The policy will be informed by recommendations from this Remote Area Consultation

* Northern Territory Department of Health and Community Services, 1993, Review of Birthing Services in the
Northern Territory of Australia, 1992, AGPS, NT pp.10-18.

® Women's Health Unit, THS, 1996, The 1992 Review of Birthing Servicesin the Northern Territory of Australia,
Implementation Status Report, October 1996, AGPS, NT
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Report and the Women's Business Mesting Draft Report and Recommendations® The Women's
Business Meeting was hogted by Danila Dilba, Darwin's Aborigind Medica Service, in response to
Recommendation 4.4 in the Review of Birthing Services.

In 1995 officers from the Commonwedth Government held brief consultations concerning birthing

sarvices with Aborigina women of the Northern Territory.” Specific concerns raised were:

» the availability of gppropriate and accessible birthing services,

» thelimited choices avallable to women, particularly those in remote settings,

» the disruption to the lives of Aborigina women and their families because of the requirement
to travel to maor centresto give birth;

» the ingppropriateness of some hirthing suites in hospitals which are particularly traumatic for
some Aborigind women;

» theinflexibility of the current guiddines for the PATS system to accommodate the needs of
many Aborigind women; and,

» the need for more Aborigind women to be trained as hedth workers in midwifery and
obgtetrics.

These points, together with how women fed about community birthing and any cultura issues related
to birthing, have been explored in this consultation.

The project has been divided in to four phases. Phase 1 of the Remote Area Birthing Project was to
develop a standards of care document to support women wanting to birth their babies in their

remote communitiesinduding:

» resource requirements,

® Biluru Bitji Binnilittum Medical Service, 1998, Danila Dilba Women’s Business Meeting, Darwin Nov 2-3 1998,
Draft Report and Recommendations, Danila Dilba, Darwin.

" Dr Carmen Lawrence, Commonwealth Minister for Human Services and Health, Ministerial Correspondence, to
Mr Finch, Northern Territory Minister for Health, 27.11.95, File No.HC952448.
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> minmum standards; and,

> arisk assessment criteriafor pregnant women.

The standards are in draft form at present and will be completed in the next phase of the project.
This report isaresult of Phase 2 of the project, the Consultation Phase.

Phase 3 of the project will involve an economic evaduation of provison of a comprehensive birthing

sarvice in remote communities including a cost benefit and risk benefit andysis.

Phase 4 will progressto apilot program, subject to the recommendations from Phase 2 and Phase 3

and THS executive gpproval.
CURRENT PRACTICE

In the absence of any THS policy to the contrary current practice in the Top End is to follow the
recommendations from the Women's Hedth Protocols® The Protocols state that al pregnant
women are to be encouraged to deliver their babies in the hospital. WWomen are transferred to town
at 38 weeks gedtation, or earlier if their expected date of birth is uncertain, or if there are any
complications necessitating hospitaisation. If a woman is reluctant to have her baby in hospita, the
Protocol s recommend she be reviewed by the doctor for any complicating factors and fully informed
about the possible risks of birthing in the remote setting. The protocols suggest that if women choose
not to travel to the regiona centre for the birth, then they should be attended by a skilled and
experienced midwife. Unfortunately not al community heglth centres have skilled and experienced
midwives available, in fact some do not have midwives & all.

The Patients Assistance Travel Scheme (PATS) will pay for flights and accommodation (up to $30
per night for hedlth care card holders and pensioners and $25 per night otherwise) to the nearest
regiond centre. PATSwill pay for an officid escort if the pregnant woman is 15 years and under, or

if there are exceptiona circumatances’ In some communities staff are reportedly able to utilise

8 Margot McLean, 1994, Northern Territory Top End Women'’s Health Protocols, NT DH&CS, Darwin.
° Acute & Specialist Care Services, 1998, Patients Assistance Travel Scheme - Procedures 1998 THS, Darwin.
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PATS for al primiparous women to have escorts, however this varies depending on the arguments

presented by the staff and is at the discretion of the doctor responsible for authorisng PATS.

Maost women day in hogtels in the regiond centres dthough a few will stay with family or friends.
The Aborigind Hostels Association is a Commonwedth organisation that owns the mgority of
hogtdsin each of the regiond centres. Some of these cater largely to people from remote areas who
are in the regiona centre for medica purposes. The PATS budget covers the accommodation and
three medls a day in these hostels. Ebirra Hostel in Darwin is popular wth pregnant women,
particularly those from Maningrida and Groote Idand, but dso for women from Wadeye, Day
River, Peppimenarti, Oenpeli, Goulburn Idand, Crocker Idand and Gaiwin’ku. It is owned by the
Groote Idand Trust and managed by Anglicare. Ebirra does not provide food, athough they do
have cooking facilities.

If women have amedica complication they may need to come to their regiond centre and stay asan
inpatient in the hospita. In Darwin there is a sdf care facility that is available for any person who
requires minima observetion or care. The unit is on the hospital grounds, well fenced, has a security
guard, is locked a night and women say they fed very secure there. Meds are provided by the
hospitdl. Katherine Hostel operates in a Smilar way to the sdf care facility. It is on the hospital
grounds, is secure, has a manager 24 hours a day and meds are provided. Nhulunbuy do not have

this type of facility (further descriptions are in the regiond overviews).

At present remote community health services are not resourced with ether saff or equipment to
provide comprehensive birthing services. Although some women, are birthing prematurely or are
choosing to birth in their communities or on their homelands, this is not planned for in the provison

of hedlth services to communities, or in the training and recruitment of staff.

10
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LITERATURE REVIEW

BIRTHING STATISTICSFOR THE NORTHERN TERRITORY

The am of the N.T. Aborigina Hedth Policy is ‘To reduce hedth differences between Aborigind
and nontAborigind Territorians by sgnificant and sustainable improvements to the hedth of the
Aborigina population’.® The information and statistics provided in this chapter show that athough

improvements have occurred, a significant change is dtill necessary.

In 1997 there were 88,316 femdes in the NT (47% of the population), 30% of these (26,447)
identified as Aborigina or Torres Strait Idander people.*! Two thirds of Aborigina women residein
rural and remote aress of the Territory.*? The following table (Table 1) has been adapted from two
reports™ **  and shows comparative statistics for Aborigind and non-Aborigingd women in the
Northern Territory in 1995.

It can be seen that a Sgnificantly larger proportion of Aborigind women are not accessing antenatd
care and have some form of complication during pregnancy. Aborigind women have more than
double the incidence of perinatd and infant mortdity and a much lower life expectancy than non
Aborigina women in the NT. There have, however, been improvements in the Aborigind hedth
geidicsinthe NT over the last ten years. These areillustrated in the following graph (Table 2).

10 public Health Strategy Unit, THS, 1998, The Aboriginal Public Health Strategy and Implementation Guide,
1997-2002, N. T. Government Printers, Darwin.

" Australian Bureau of Statistics (ABS), 1997, Population by Age and Sex: Australian States and Territories: 30
June 1992 to 30 June 1997, ABS 3201.0

2 \Women's Health Strategy Unit, THS, 1999, The Health Status of Women in the Northern Territory, AGPS,
Darwin.

3 Women's Health Strategy Unit, THS, 1999, The Health Status of Women in the Northern Territory, AGPS,
Darwin.

“ o Espaignet, E.T., Woods, M., Measey, M.L., 1997, NT Midwives Collection: Mothers and Babies, 1995,
AGPS, Darwin.
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Table 1. Comparative statistics for Aboriginal and non-Aboriginal women in the Northern

Territory in 1995, additional statistics for maternal mortality from 1979-1991.

Aborigind Non-Aborigind
Women Women

Femae Population in NT 26,447 (30%) 61,869 (70%)
Life expectancy in years 61.7 83
No. of women who gave birth 1,244 (34.5%) 2,363 (65.5%)
Fertility rate 2.6 2
% of pregnant women < 20 years 29.3% 6%
% with no antenatal care 2.8% 0.3%
% with ansemia 18.7% 3%
Medica complicationsin pregnancy 45.7% 16.8%
Obgtetric complications in pregnancy 24.9% 19.7%
Delivery complications 44.8% 39.5%
Puerperal complications prior to discharge 16.4% 4.2%
Maternad mortadity, 1995 0 0
Materna mortdity, 1979-1991 88/ 100,000 3/100,000
Low hirth weight (<2500gms) 12.9% 5.6%
Stillbirths (per 1,000) 16.8 6.7
Neonata mortality (per 1,000) 9.8 5
Perinatal mortality (per 1,000) 26.4 11.6
Infant mortdity (per 1,000) 18.7 7.1

12
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The graph below demondtrates the improvement in some areas from the years 1986 to 1995. All
categories are shown as the rate per 1,000 live births except the low birth weight category whichis
shown as a percent of dl births.™®

Table 2. Statistics comparing data for Aboriginal women in the NT in 1986 and 1995.

60

Aboriginal women1986

48.9 .
50 Aboriginal women 1995 [—]

Stillbirths Neonatal Mortality Perinatal Infant Mortality Low Birth Weight
Mortality

Two very concerning and preventable factors identified in Table 1 ares
» dmogt one fifth of pregnant Aborigind women are anaemic (18.7% vs. 3% in non
Aborigind women); and,
» ahigh number of low birth weight babies are being born to Aborigind women (12.9% vs
5.6%), more than double that of non-Aborigina women.

Research indicates that maternal undernutrition and anaemia are linked to low birthweight which
often leads to poor infant hedth and the development of chronic diseases in adulthood (such as

diabetes and cardiovascular disease).’® " This theory is known as the Barker Hypothess.

> Markey, P.G., d’ Espaignet, E.T., Condon, J.R., Woods, M., 1998, Trends in the Health of Mothers and Babies,
NT 1986-95, AGPS, Darwin.

18 Godfrey, K., 1998, ‘Maternal Regulation of Fetal Development and Health in Adult Life, in European Journal
of Obstetrics and Gynaecology and Reproductive Biology, 78:141-150 .
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Recent studies suggest that materna stress hormones may cross the placenta and delay some parts
of fetd brain growth, and maternd stress may cause the fetus to release its own stress hormones,
dso affecting fetd brain growth.*® One study using data from the Darwin Hospital attributed 28% of
low birth weight and 15% of intrauterine growth retardation to materna manutrition.® Given this
increasing body of evidence it would seem logica to intervene a the earliest possible opportunity to
try to improve the hedth and well being of pregnant women, in an attempt to improve the birth
weight and hedlth of the neonate.

The table below depicts the number of births that occurred in the three regiond hospitalsin the Top
End in 1995 aswell asthe tota number that occurred in the NT.

Table 3. Number of birthsin hospitalsin the Top End region, by Indigenous status,

in 1995,
Aborigina Non- Aborigina Tota
Royd Darwin Hospital 441 (31%) 985 (69%) 1426
Gove District Hospital 119 (68%) 57 (32%) 176
K atherine Hospital 184 (48%) 197 (52%) 381
Total for NT 1244 (34.5%) 2363 (65.5%) 3607

The number of women who gave birth out of hospitals has been decreasing over the last ten years.
In 1987, 11% of Aboriginal births occurred out of hospitals, and in 1995 the percent had decreased
to 4.5%.%* In the Top End region in 1995 the number is higher than that for the overal NT with

" Weeramanthri, T., 1998, Finding the Right Balance - A “ Preventable Chronic diseases Strategy for the NT”
Draft Paper, THS, Darwin.

8 Hoy, W., McFarlane, R., Pugsley, D., Norman, R., Mathews, J., 1996, ‘Markers for Cardiovascular and Renal
Morbidity: Expectations for an Intervention Programme in an Australian Aboriginal Community’, inClinical and
Experimental Pharmacol ogy and Physiology, 23:1:S33-S37.

9 Women and Infants Research Foundation Western Australia, Annual report 1998, Western Australia, pp.15-
16.

% sayers, S., Powers, J., 1997, ‘ Risk factors for low birth weight , intrauterine growth retardation and preterm birth
in the Darwin Health Region’, Australian and New Zealand Journal of Public Health, 21:5:524-530.

2 Markey, P.G., d Espaignet, E.T., Condon, J.R., Woods, M., 1998, Trends in the Health of Mothers and Babies,
NT 1986-95, AGPS, Darwin.
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Dawin Rurd having 16 (6%) births out of hospital, East Arnhem having 11 (7.2%) and Katherine
Region, 7 (3.3%).%

Statistics from the PATS clerks and Air Medical Service were also accessed. Table 4 demonstrates
the number of women who were trangported into Darwin by the Darwin Air Medicd service for a
12 month period from November 1997. It was estimated that approximately 10% of women who
have been trangported into Darwin for birth return home prior to the birth. Reasons for this include
problems a home with other children or husbands, a degth in the community or women may decide
to go home because they are londly or have run out of money. Many of these women will return to
Dawin with the Air Medicd Transport (either in [abour or following the birth). This represents an
increased cogt to THS that could be reduced if regiona services were improved, making it easier for
women to ay until the birth.

A total of 13 women were carried to Darwin by Air Medicd Transport (in the same 12 month
period) following the birth of ther babies in the community. It is uncleer if there were medicd
reasons for this or if it was purely routine practice that occurs across the Top End. Thistoo could be

avoided if communities had the resources to offer the necessary postnatd care.

2 o Espaignet, E.T., Woods, M., Measey, M.L., 1997, NT Midwives Collection: Mothers and Babies, 1995,
AGPS, Darwin.
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Table 4. Number of maternity transfersto Darwin (by Darwin remote Air medical Service), in
the 12 month period from November 1997 to October 1998, including escort and labour

status. Includes women from the Tiwi Islands for the first 4 months only, numbers do not

include those women from outlying areas who drove in to Darwin.

Primiparous | Multiparous

women women Total
Total number of pregnant women 33(20%) | 131 (80%) 164
No. and % who had official escorts 21 (64%) 10 (8%) 31 (19%)
Transferred in labour or early labour 7 16 23
Transferred in premature labour 2 10 12
Transferred following birth 13
Estimated average no. of women awaiting 1 3 4
birth in Darwin hostels a any one time*
Estimated maximum no. of women awaiting 3 6 9
birth in Darwin hostels at any one time*

*These numbers were an estimate by the PATS clerks and do not include inpatients.

This table indicates that 177 women (164 pregnant women plus 13 women who had aready given
birth) travelled by plane from the Darwin Rura digtrict during this 12 month period, (in 1995, 241
women from the Darwin Rura region gave birth).” Without doing fairly intensive investigations it is
difficult to say why these numbers differ so much. Less women from this area may have given hirth,
or women may have travelled to Darwin by car or there could be an error in the statistics. Those
women who were transferred in labour (13%), in premature labour (7%) or following birth (7%)
would have comein to Darwin with the Air Medica Transport (total n = 48 = 27%).

Additiondly, women are trangported into Darwin with the Katherine and East Arnhem Air Medicd
Services. Women from these didtricts are often transferred due to complications of pregnancy and
are admitted as inpatients to the hospital. Anecdota evidence suggests that there could be between

0-10 women from remote areas as inpatients a any one time. 1995 datistics showed that 241

16



And the women said... Literature Review

Aborigind women from Darwin rurd, 27 Aborigind women from East Arnhem, 22 Aborigind
women from Katherine region and 14 Aborigind women from dsawhere (usudly the Kimberley
region) delivered in RDH (tota 441).

From the above information a number of conclusions can be drawn:

> on available gatigtics 21/33 primiparous women who came to Darwin in that 12 month
time period had an officid escort (providing dl primiparous women with an escort would
only mean gpprova for another 12 escorts);

> there may be 9-20 pregnant Aborigind women from remote areas in Darwin a any one
time (enough to support afull time midwife who could offer antenatal care and education,
support in labour and postnatd care);

» adgnificant number of pregnant women are being trandferred to Darwin by Air Medical
trangport. Improving antenatal care and education and remote area birthing may reduce
this number;

» anumber of hedthy women are being transported to their regiond centre with the Air
Medicd Service following birthing in the community. If community hedlth centres are able
to provide adequate care for these women, negating the need for transfer, Sgnificant cost

savings could occur.

Only 19% of women who travelled to Darwin to give birth in this period had an escort with them,
dthough some may have had family in Dawin or other patients in the hospitd may have
accompanied them in labour. Support in labour, and one to one care in labour have both been
shown to make a positive difference to interventions and outcomes in labour. One meta-analysis
examining four trids with 1,349 primiparous women showed datigticaly sgnificant results (95%
confidence level). Women who had continuous support in labour:

% o Espaignet, E.T., Woods, M., Measey, M.L., 1997, NT Midwives Collection: Mothers and Babies, 1995,
AGPS, Darwin.

# Zhang, J., Bernasko, J.W., Leybovich, E., Fahs, M., Hatch, M., 1996, ‘ Continuous labour support from labour
attendant for primiparous women: ameta-analysis,” Obstetrics and Gynaecology 88(4 Part 2) pp.739-744.
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» had a shorter |abour by an average of 2.8 hours (Cl: 2.2-3.4, P<0.01),

> used oxytocin hdf asfrequently (RR: 0.44, Cl: 0.3-0.6),

> weretwice aslikely to have anorma vagind birth (RR: 2.01, CI: 1.5-2.7),

» were hdlf aslikdly to have aforceps ddivery (RR: 0.46, Cl: 0.3-0.7),

> were hdf aslikely to have a caesarean ddivery (RR: 0.54, CI: 0.4-0.7), and,

> had less complications following birth and showed increased bonding and breastfeeding

in the post partum period.

Although none of the studies had performed a cost-benefit andyds, the above study suggested thet
there was an enormous potentia for savings in government expenditure, even when the cost of

providing labouring support is borne by the hedlth department.

The Cochrane Data Base has areview of randomised controlled trids comparing routine care with
continuous one to one support in labour given by either alay person or aprofessond.? Thisreview
included 13 trids from eight countries, involving more than 4,900 women, and was not redtricted to

primiparous women. The intervention of one to one support showed:

» areduction in medication used for pain rdlief,

» areduction in operative vagina deliveries,

» areduction in caesarean ddiveries,

» areduction in afive minute Apgar score less than seven, and,

» many of the trids found increased satisfaction with labour, improved breastfeeding and
less postnatal depression at the Six week postnatal check.

One finding of interes in this review was tha athough the women's own support people were
important there were gtill beneficid effects from a trained caregiver. Further research is needed to
identify how much training is necessary for the caregiver. These studies did not provide a codt-

benefit analysis but one study that has provided an economic evauation of one to one care in labour

% Hodnett, E.D., 1998, ‘ Support from caregivers during childbirth (Cochrane Review)’ In: ‘ The Cochrane Library,
Issue 3', Oxford: Update Software.
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by a team of midwives was the Audtrdian study by Rowley.?® Rowley et d did a randomised tria
comparing continuity of care by a team of midwives with routine care, (814 participants). Her
outcomes were Smilar to those stated above but additionaly she found a sgnificant difference in
costs between the two groups (total costs for team care, $1,087,965 vs. routine care $1,145,837).
A notable point about this study was that it included both low and high risk women.

It has been well researched that midwifery care is chegper than care by an obstetrician and birthing
a home or in a hirth centre is cheaper than birthing in a hospital.?” Evidence provided above
suggests that outcomes could be improved as well. Thisis not to suggest that obgtetricians are not
needed, or that dl women should birth a fome, only that they represent an increased cost when

providing routine care for low risk women.

Options for Effective Care in Childbirth is an Australian document compiled by an expert pand
established by the National Hedlth and Medical Research Council.®

Pertinent recommendations include:

» R3.1 Improving Aborigind and Torres Strait Idander hedth generdly should be
recognised as a crucid sep in improving the outcomes of childbirth for Aborigina and
Torres Strait 1dander women;

» R3.2 Providers of maternity services should be cognisant of the needs and expectations
of Aborigind and Torres Strait 1dander women;

» R3.3 To achieve this Aborigina and Torres Strait Idander women leaders in each region
should be involved in planning maternity services. In some regions it may be appropriate
to provide birthing centres;

» R3.4 Aborigind and Torres Strait 1dander women representatives should be appointed

to liaison committees representing the consumers of mgjor obstetric hospitds;

% Rowley M., Hensley, M., Brinsmead, M., Wlodarczyk, J., 1995, ‘ Continuity of care by a midwife team versus
routine care during pregnancy and birth: arandomised trial,” The Medical Journal of Australia, 163:289-293.

Z \Wagner, M., 1994, ‘The Australian Birth Machine,’ Paper presented at the Future Birth 94 Conference,
Australia, May 1994.

% NHMRC, 1996, Options For Effective Care In Childbirth, AGPS, Canberra.
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» R3.5 Priority needs to be given to increasing the number of Aborigina and Torres Strait
Idander birth atendants, midwives and obstetricians. However, an initid step may have
to be undertaken firgt to encourage more Aborigind and Torres Strait Idanders to train
as nurses and medica practitioners;

» R3.6 The role and function of birth attendants needs to be agreed between loca
Aborigina and Torres Strait Idander groups and hedlth care providers,

» R6.3 Birthing Centres should be a consdered option for al women. The centres should
contain separate midwifery units which have supporting medical staff but with direct links
to atraditiond obstetric and midwifery unit.

Consultations with Aborigina women in the Top End have occurred and both this report and the
report from the Danila Dilba Women's Business medting® will be available for service providers
(R3.2) to asss in an awareness of Aborigind needs and expectations. Currently there are no
Aborigind birthing attendants, midwives or obstetricians employed in the maternity units of the Top
End hospitds, and only one Aborigina hedth worker (AHW) employed to work in maternity at
Roya Darwin Hospital (R3.5, R3.6). It was widdly reported that the AHW was often perceived to
bein aliason role rather than aclinica one. There is no birth centre available in the Top End (R6.3)
and no forum for Aborigind women to be involved in the planning of maternity services (R3.3,
R3.4).%

The relaionship between lower socioeconomic satus and poor hedth is well established. Recent
research suggests this is not only due to the known risk factors such as smoking, poor diet, little
exercise and alcohol consumption. An additiona variable shown to make a difference relates to the
level of control a person has over their life and the things thet affect their life®* Thiswas highlighted
by Andrew Podger (Secretary, Department of Hedth and Family Services [DH&FS)) in his speech
at the Annua Public Hedlth Conference in 1998. He has suggested: that DH& FS needs to ‘increase
peopl€' s involvement in decison making and action’; and, that ‘information derived from relevant

# Bjluru Bitji Binnilitlum Medical Service, 1998, Danila Dilba Women’ s Business Meeting, Darwin Nov 2-3 1998,
Draft Report and Recommendations, Danila Dilba, Darwin.

% NHMRC, 1996, Options For Effective Care In Childbirth, AGPS, Canberra.

¥ Marmot, M., Bosma, H., Hemingway, H., Brunner, E., Stansfeld, S., 1997, ‘ Contribution of job control and other
risk factorsto social variationsin coronary heart disease factors,’ in Lancet, 350:235-39.
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research and evauation is essentia to provide the information and evidence base necessary to
develop appropriate public policy, induding public hedlth policy’ .3 Thus asking women what they
want regarding birthing issues is not enough, changes must be made at a policy levd.

PROJECTS OF A COMPARATIVE NATURE

Similar consultations occurred in the centra region of Austrdia in the 1980's* These resulted in
Congress Alukura, a modd for Aborigind women's hedlth incorporating Aborigind law, language
and culture with a particular emphads on pregnancy and childbirth. In 1987 a two year pilot
program was commenced and successful applications for grant funding has enabled Alukura to
move to their own premises and expand their services. Alukura provides a broad range of services
including antenatal care and education in a variety of settings, birthing for low risk women, postnatal
care, gynaecologica services, women's hedth promotion activities, sexua assault and domestic
violence sarvices* Evauation statistics have shown an increase in early antenatd visits (before 13
weeks gestation), antenatal care, postnatal care and neonata checks, particularly for urban based
Aboriginal women in Alice Springs. Unfortunately Alukura has had ongoing problems with funding

and have never been funded to a sufficient leve to provide a comprehengve birthing service.

Queendand have dso held consultations with Aborigind women in five different communities to look
a the maternal hedlth services in these communities and examine Aborigind birthing on homelands®
A dinical needs assessment in these five communities and a framework for service enhancement has
been conducted and documented.* Recommendations for the individual Aborigina communities, the
regiond hospitals and the whole hedlth service have been made. One of the communities (Pdm

¥ Podger, A., 1998, ‘Public Health Information: Poverty and Health, Conference report, 30th Annual Public
Health Association Conference, Plenary Session B: The Politics of Information.

¥ Carter, B., Hussen, E., Abbott, L., Liddle, M., Wighton, M., McCormack, M., Duncan, P., Nathan P., 1987,
‘Borning: Pmere Latyeke Anwerne Ampe Mpwaretyeke, Congress Alukura by the Grandmothers Law,’
Australian Aboriginal Studies 1:2-33.

% Congress Alukura, 1996, Alternative Birthing Services Program Evaluation, January 1 1994-January 1 1996,
Congress Alukura, Alice Springs.

% Myles, H., Some Good Long Talks, 1992, The Aboriginal and Torres Strait Islander Health Policy Unit & The
Women’ s Health Policy Unit, Queensland.

¥ King J., Tanna, S., Murphy, F., Colditz, P., Martin, M., Wall M., 1998, Maternal Health Services In Aboriginal
Communities, A clinical needs assessment of five communities and a framework for service enhancement, Policy
Coordination Unit, Queensland.
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Idand) is dready providing a birthing service for low risk women and it is recommended that a
birthing service be edtablished a two other communities (Yarabah and Cherbourg). These

recommendations were made in 1998 and progress since then has not yet been evauated.

Comparisons have been made between the Indigenous populations of Augtrdia and Canada.®” Both
groups suffer higher morbidity and mortdity than the genera population, many live in very isolated
aress, both have a holigtic view of hedlth (encompassing the spiritua) and both groups have strong
ties to the land. Chamberlain (1997) describes a study comparing results from a birthing centre for
the Inuit people that was established in one community in an isolated area of the Canadian Artic,
with a similar community that continued routine care® Over 100 women were involved in the study
during the 12 month period which examined the safety of the births, the psychosocid needs of the

families and the cogts involved. Some results are detailed beow:

> there were seven emergencies in the community based birth centre and al were managed
effectively,
» the study community was found to meet the psychosocid and cultural needs of the
women who experienced:
greater choicesin childbirth;
less emotiona and economic stress;
improved support in labour;
more community involvement in childbirth issues, and,
» asdmplified cost andysis showed a cost recovery of 70-97%, with the potentia of much
greater savingsif the birthing unit had an ultrasound machine on ste.

The sudy concluded that birthing in an isolated community can be a safe, culturdly senstive and

satisfying event, if careis provided by experienced midwives.

3 Chamberlain, M., 1997, Power in action: Empowerment of Indigenous Communities. A midwifery run birthing
centrein the Canadian Artic, Paper presented at the National midwives Conference, April 16-18, 1997.
38 .

Ibid.
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SUMMARY

Given the high morbidity and mortality of Aborigind women and neonates in the NT, the research
that has been presented here can be interpreted in a number of different ways. It maybe concluded
that Aborigina women have poor hedth indicators and need close medica supervison throughout
pregnancy, and should definitely be birthing their babies in a hospital setting. Alternatively one may
conclude that poor services in the regional centres, inditutiondlised care, an unsupportive
environment that promotes fear, and a lack of control over decisions affecting their hedth, are

actudly contributing to poor hedlth and obstetric outcomes.

This report explores some of the aspects that may be contributing to the documented birth outcomes
for remote Aborigind women in the Top End. It dso explores the feasibility of remote area birthing
and makes recommendations for improving care and services for pregnant women in regiond

centres.
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METHODOLOGY

HEALTH SERVICESIN THE TOP END OF THE

NORTHERN TERRITORY
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The Top End region of the Northern Territory has a population of 143,000, 31% (45,000) of whom
live in rural and remote areas, with 10,000 of these in Katherine and 4,000 in Nhulunbuy.® The
consultation was conducted in the Darwin Rurd didtrict, the East Arnhem district and the Katherine
didrict. Initidly the sx communities with the highest birth rate (based on the 1993-5 datistics from
THS Epidemiology Branch) were chosen for the consultation, dong with the regiond service

providers involved in birthing. The sx communities were Maningrida, Nguiu, Wadeye, Gaiwin’ku,
Ngukurr and Borroloola.

25



And the women said... Methodology

As the project progressed more communities were included as it was fdt that their input into how
regiond services could be improved was important. Meetings were held with the aff in the regiond
hospitas, district medica officers and flight nurses. Hostels where the pregnant women stay when in
their regional centre were aso visted. A total of 442 people across the Top End were involved in

the consultations over afour and a haf month period.

The methodology for this consultation used a quditative framework encompassing semistructured
interviews with key informants, smal focus groups and, in some Situations, community meetings. The
interviewer travelled out to the communities where locd facilitators were employed as consultants to
help ensure representatives from the different language groups were involved in the discussons. The
locd facilitators were nominated by the communities themsaves, usudly following discussons
between the health workers, the nurses, and the Strong Women Workers.

The mgority of people interviewed were women, athough in some communities the interviewer was
gpproached by men who felt they would like to add something to the discusson. Others who
assisted with the consultations, venues and transport were the health workers, the Strong Women
Workers, local hedth centre staff, women's groups and women's centres. Three or four days were
spent in mogt of the communities and advice was taken from the facilitators as to the best gpproach
for the conaultation in the individual communities. Some chose to trave to the different camps and
outstations where impromptu meetings were held in the shade while other facilitators chose to hold

centra meetings and organised transport to bring women into these aress.

In depth discussons were held with the facilitators to ensure they were aware of the history of the
project and the aims and objectives of the consultation. A topic guide was utilised to ensure thet dl
areas were covered but this was in a very loose form as leading questions were avoided and
participants were given free reign to take the discussions in which ever direction they chose. The
magor topics covered included past practices surrounding birthing, present practices and future

directions.

¥ THS, 1998, Territory Health Services Annual Report 1997/98, N. T. Government Printers.
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Attitudes towards community birthing were explored and suggestions for improving the care of
antenatal women and their experiences when they came into their regiond centre were dso
discussed. Some of the facilitators chose to lead the discussions in the various groups whereas

others preferred to interpret in language as the interviewer lead the discussions.

All groups were asked for permission to take notes and to use the materia in this report. This was
granted by every group. A copy of the notes from each community was returned to the facilitators

for comment and to ensure the information was correct prior to usng it in this report.

Interviews were aso held with the hedth centre saff and a Smilar question framework and format
were followed. Ther atitudes regarding the feashility of community birthing, how to improve

antenata care and problems associated with materna services and regiona centres were explored.

Other information collected included:
» aninventory of infrastructure and human resources,
> alig of equipment related to birthing;
» birthing services avallable to the community;
> the birth rate for each of the communities,
> the number of births that are occurring in each of the communities; and,
» generd information on intervention and complication rates.

Much of this information was incomplete at the community level as there appeared to be no
standardised data collection gpproach across the Top End communities. The Perinata Statistics
Form (details information on pregnancy, births, and complications) is compiled by the Epidemiology
Branch but they do not document the information for individua communities. The Audrdian Bureau
of Satidics, the Midwives Data Collection and the Births, Deeths and Marriages Registrar dl use
different coding for the communities and were adso unable to provide this information. As a

consequence only limited statistics have been reproduced in this report.
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KEY FINDINGSACROSSTHE TOP END

1. SAFETY I SSUES

Birthing in the Community
Safety concerns regarding birthing in remote communities is an important issue to dl who were

consulted. During the consultation everyone expressed the beief that there should be no
compromise in the safety of babies and mothers. Those interviewed fdlt that al primiparous women
and high risk women should continue to deliver in the regiona centres. However, an overwheming
mgority of remote Aborigind women, particularly in the larger communities, fdlt that it would be safe
for hedthy multiparous women to ddiver in their communities. Some of the service providers aso
fdt that community birthing could be performed safely if it was implemented properly and resourced
adequatdy. A smdl minority, comprisng manly obstetricians, fdt tha birthing in remote arees
should never be contemplated.

Across the Top End people fet that Hedth Centres need more support, equipment, staff, and
resources ‘as some women will always choose to deliver out there... it would be better to
sanction it and do it safely... it might improve antenatal and early labour care’. Severa dtaff
from various communities said that they would be worried about being blamed if something went

wrong, ‘a sick baby was born in Port Keats and the nurse was blamed’ .

A dgnificant number of stakeholders suggested that there will aways be people who have extreme
views on the matter and the only way to be certain would be to do a pilot project. All agreed the
pilot would need to be very well planned prior to implementation, resourced adequately, and trialed
only with hedthy women.

Personal Safety in the Regional Centre
Persond safety in the regiond centres is an issue for many women. It was felt to be one of the mgjor

reasons women did not like leaving their communities, sometimes for several weeks a atime, a
such a vulnerable stage of ther lives. Women say that they get “humbug from drunks and
relatives who take their money, often leaving them with nothing. Many women fed they have to
give their money away when a family member asks for it, even if it leaves them with nothing. They
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often have to share rooms at the hostel with strangers. Most hostels do not have anywhere to lock
up persond belongings or food and women reported that these often go missing. Many women do
not have bank accounts or anywhere safe to keep their money. The older women in particular worry
about the younger women, athough many people suggested the men were aso concerned about the
women when they were in town. In fact some would not dlow their partners to go in for this very
reason. Comparisons were made with norn-Aborigind women who can be robbed and hasded,

when travdling in unfamiliar countries.

2. CHOICE

A mgor concern across the regions was the lack of choice for women. The mgority of Aborigina
women and many of the service providers felt that hedthy multiparous women should be able to
choose to ddiver in their own community. There were suggestions that traditiond rivalry may be the
reason tha women from some of the East Arnhem communities (particularly Groote Eylandt and
Numbulwar), would prefer to travel to Darwin rather than Nhulunbuy for birthing their babies. They
fdt that if they did want to wait in Darwin they should not have to pay hdf of ther arfare themselves,
particularly as many said they did not fed safe staying at the Nhulunbuy hostel.

Women suggested that it was unlikely they would travel to nearby communities offering community
birthing unless they had srong family links there. They said if they could not birth in their own
community then they would prefer to go to the regional centre.

3. ESCORTS

The issue of escorts was raised by al women, and many of the service providers, in every

consultation. WWomen who were identified as requiring an officid escort were:

> primiparous women;
» women who did not fully comprehend the English language;
» women who were coming to the regiond centre for the firgt time (including women who

may have come in when they were young and have very little recollection of the event);

“* The PATS policy will pay for people to go to the closest servicein the NT. If women from East Arnhem choose
to go to Darwin then they are given a one way ticket and have to arrange their own way home.
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» women with specia needs;

» women from the East Arnhem or Katherine Regon who are advised to come to Darwin
due to complicationsin pregnancy;

» women who would prefer to bring their young children with them, particularly those
under four years. If this occurred they would need an escort to look after the children
when they arein hospitd; and,

> many of the hedth gaff fdt that al pregnant women would benefit from having an escort.

Aborigind women bdieved the advantages of having an escort were:

> to provide company and emotiona support in town;

> to help the young women buy clothes and accessories for a new baby;

» to teach the young women about the city (eg. catching buses and taxis);

> to encourage the pregnant women to stay in town when they are feding lonely and want
to return to their families,

> to protect them from humbug (particularly when drunks or relatives want their money);

> to hdp the pregnant women manage their money, and ensure it is sent in from the
community;

> to explain (in language) what occurs to them in the hospital, including procedures, drugs,
the progress of [abour, and complications;

» to decrease the women' s fear of the hospital and birthing experience;

> to help with breastfeeding and mothercrafting skills, and,

> to help look after any other children that the pregnant women bring in with them.

Many of the saff in regiond centres thought the escorts' primary role was.
» asasupport personin labour;
> to explain birthing and medica procedures to the labouring woman in her own language;

and,

> to provide company for the women in their fina weeks of pregnancy.
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Staff members sad they did not understand why some of the escorts did not accompany the
pregnant women in labour. Some said they felt angry when the escort disappeared, often just when
they felt they needed them most. A common explanation for this from the women, was that some of
the younger girls did not want their escort to accompany them in labour as they fdt too shy. Many
women said they would like support in labour and thought an older Aborigind woman should be
employed in the birthing units to fulfil thisrole. A commonly held belief by the hedth staff wasthet a
support person in labour would decrease the intervention, and the caesarean section, rate. [dedly
women would have an escort to accompany them in the regiond centre and an older Aborigind
woman (with or without the escort) for one to one support in labour. As previoudy discussed,
continuous support in labour has been shown; to decrease obgtetric intervention and improve

outcomes for both the mother and neonate, in many clinica trias.

4. HOSTELS

When women come into the regiona centres they are accommodated in hostels (described in more
detall in the review of current practice and the overview of each region). The mgor problem
identified with hogtels was the lack of security. Although some of the hostels do have gates, a night
watchman (usudly for five nights of the week), and lock out drunk people, the women ill find thet
they are being hasded a al hours of the day and night (sometimes by people who jump over the
fences). In Darwin one hogtel is next to a park where people gather to drink acohol and severa of
the hostels do not have adequate fencing. Security is an issue that was raised consstently by women
who stay a Nhulunbuy, where the hogtdl is unfenced and very near a public bar.

Another problem that was continually identified by both women and service providers, was that the
Ebirra hogtel in Darwin, which is very popular with pregnant women, does not provide food (most
hostels provide three medls a day). When antenetd women are having problems with money (there
are often ddays when it is being sent in from the community or their money may have been taken
from them), they may go without esting for severd days. Sometimes they wait for two to four weeks
before going into labour, and they may eat very poorly for the duration. This is a dangerous Stuation
for antenatd women congdering: the last few weeks of pregnancy is when the fetus lays down stores

of brown fat (a specid heat producing tissue that infants use to maintain their temperature after
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birth™); that undernutrition in late pregnancy can cause prompt dowing of fetd growth as the
nutrients are diverted to the placenta, this can cause wasting of the fetus™; the number of low birth
weight babies (12.9% in 1995%) that are born to Aboriginad women in the NT; and, as previoudy
described, the link between low birth weight and the development of chronic diseasesin adulthood.

Women from the Darwin Rurd Didtrict said they would prefer to stay at the sdf care facility at the
hospitd and women from the East Arnhem didtricts said they would dso prefer to day a the
hospita. The main reason given for this was they fed more secure there. In Darwin, the hospita isa
socid gathering place and when women are staying at sdlf care they can wak to the hospitd,
whereas they need to catch abus or taxi from the hogtels. In generad women felt it would be better if
al antenatad women could stay somewhere together, and they would prefer this place to be on
hospital gounds. Women in the Katherine digtrict said they liked the hostdl and fdlt secure there.
Reasons identified for this were: because it is located on the hospitd grounds; is avay from locd
drinking places; and is secure and well fenced.

5. HUMAN RESOURCES

The human resource implications for providing community birthing services, was identified by most
of the service providers, to be one of the greatest obstacles to establishing a community birthing
program. Specific concernsidentified by the hedth saff are:

» the nurses in some areas have had no previous remote area experience, and if they have
been recruited through an agency they may not have been orientated to THS;

> the lack of midwifery experience in some of the centres (not only do some of the centres
have midwives with very little post graduate experience, but some communities do not
have amidwife a dl!);

> the high turnover of g&ff;

> the inaufficient gaffing numbersin many of the hedlth centres;

* Klaus, H., Fanaroff, A., 1986, Care of the High Risk Neonate, 3rd ed, W.B. Saunders Company, Philadelphia.

“2 Barker, D., Gluckman, P., Godfrey, K., Harding, J, Owens, J., Robinson, J., 1993, ‘Fetal nutrition and
cardiovascular disease in adult life,” The Lancet, 341:941:44.

* d'Espaignet, E.T., Woods, M., Measey, M.L., 1997, NT Midwives Collection: Mothers and Babies, 1995,
AGPS, Darwin.
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> the lack of experienced rdievers, for holiday reief, or for saff to access traning and
education out of the community;

> the irregular attendance of hedth workers in some communities was mentioned as a
barrier to effective antenatal care;

» the acute workload in the remote health centres; and,

> the fact that gaff have to prioritise their programs as they fed they do not have the
resources to do al programs in accordance with the best practice guidelines that are

recommended by THS.

Staff suggested that if community birthing was to occur they would need two dedicated staff
members for the women's hedth program, a midwife and an Aborigind hedlth worker. They would
need the time to: practice primary hedlth care in the community; have ongoing consultations with
community women; concentrate on antenatd Gre, antenatal education, cultura issues surrounding
birthing, postnata care and well women's screening; and not be responsible for seeing clients
outside these parameters except after hours. Thisis not feasible in any community a present, due to

current workloads.

Everyone consulted felt that ALL communities needed at least one skilled, experienced midwife as a
pat of their saff. Communities without midwives are unable to provide comprehensive antenatal

care, a consequence of which is often complications in pregnancy and birth, requiring increased
intervention, and leading to poor outcomes for the mother and baby. When responding to a question

regarding the importance of midwives on communities one remote area nurse commented:

‘in my years in the bush it has been my experience that one midwife at a delivery
isessential and two is preferable, particularly for emergency situations. In the last
eighteen months we have delivered three babies who were neonatal deaths, fivein
one month who were premature (27-32 weeks), one breech and one normal

delivery...one had a post partum haemorrhage... and we can sometimes wait up to

nine hours for a medical plane'.
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This stuation highlights the importance of having experienced gaff on communities that have the
necessary equipment to dedl with high risk births.

Many of the remote area nurses said they would like to be able to study midwifery externdly
through the universty but identified the cost of a full fee paying course and the travel involved in
getting practical experience as being a barrier. Consdering there is dready a shortage of midwives
(agtuation that is predicted to worsen in Audtrdia in the future) it would be a beneficid investment
to THS to facilitate the training of these remote area nurses. Cogts associated with the midwifery

education could be paid as away of helping to retain gaff in the remote area setting.

Recruitment and retention of staff are issues that need to be further explored. Operations Central
have been following a program cdled the* CAN Mode’ which has a multifactoriad way of improving
recruitment and retention of taff. Since introduction of this modd they have shown improvementsin
these areas which have dready produced sgnificant cost savings. The mgor factors in the modd

are

» introduction of abest practice framework for the working environment;

> recruitment of saff directly into atraining program, with links to higher education;

» asx week foundation skills course which is attended by al gtaff prior to working in the
remote setting; and,

> apartnership program that has been developed between staff in the hospita and gtaff in
the remote setting.

Service providers suggested employing a midwife coordinator in each regiond hospital to support

and educate women from remote areas. Roles would include:

» antenatal care and education;

> to ensure attendance a the high risk antenatd dlinic;

> to recognise early labour, ensuring timely presentation at the birthing unit; and,
» to assg with birth regidration forms and paperwork.

All the above would relieve pressure on THS and could lead to improved birthing outcomes.
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6. INFRASTRUCTURE AND EQUIPMENT

There is no standardised infrastructure or equipment across the Top End. Service providers, in
particular remote area staff, air medicd staff and the Digtrict Medicd Officers (DMO) identified the
following issues as being important:

> it was generdly fdlt that unless the community had al westher access for the Air Medica
Service it would be too dangerous to plan community birthing (even with al weather
drips there can till be ddlays for many hours when there are emergencies in other arees);

» generators are not standard equipment in the Top End hedlth centres and this can mean
they are without power, and in some heslth centres, communication, for hours or days a
atime

» many of the hedth centres do not have gppropriate equipment or infrastructure for
birthing (eg. ar conditioning or a humidcrib - some hedth centres heat towds in the
microwave to try and keep premature babies warm), see equipment list in the appendix,

» any item that needs servicing or breaks down can be out of the community for months at
atime

» some hedth centres do not have a room that is designated for, or appropriate for,

birthing.

Some communities suggested that a separate birth centre would be more gppropriate.

Phase 1 of the Remote Area Birthing Project looked at the minimum resource requirements for
community birthing and these have been documented in draft form.
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7. ANTENATES

Community women consistently raised severd issues that concern them about pregnant women.

Antenatal Education
The rdlative youth of many of the pregnant women and the lack of education regarding motherhood

skills was an issue of importance to many of the older women. They fdt tha the old ways of
communication and education were bresking down and nothing had replaced them. Some of the
older women said ‘that times were changing and the young did not listen to their elders
anymore’. Communities differed, some were in favour of developing a modd for antenad
education with both the hedth centre staff and the el ders involvement, whereas others felt thiswas a
sengtive topic and should be handled in the traditiona way.

In some communities the Strong Women, Strong Babies, Strong Culture Program has identified
antenatal education as a priority and these women work with individua pregnant women or in smdll
groups. Some of the Strong Women Workers said they felt they needed more support as they were
unsure of their role with antenatal women and tended to work in other aress, for example with

‘skinny kids' or the older people.

On current gaffing levels dl communities would have difficulty developing and ddivering a culturdly
gppropriate program for antenatal education. The community consultation needed prior to, and
during such a program, would mean that a health worker and midwife would be out of the hedth
centre for extended periods of time, and most hedlth centres are not staffed well enough for this to
occur. Many are dready doing hedth education in the primary schools which can mean up to four
gaff members (mae and femae nurse or doctor and health workers), will be out of the hedlth centre
for varying times once a week. A full time hedlth educator on the communities has been suggested
by many, to be anecessary position for primary hedth care programs.

Boredom and Money I ssuesin the Regional Centre
The boredom and londliness experienced by women in the regiona centres were maor reasons for

women wanting to stay in ther communities. Women said they often fdt very isolated and had

nothing to do. Lack of money was one of the reasons given for this. Many women described:
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difficulties getting their money sent into them; trouble cashing cheques (often because they have no
identification); and, having relatives take their money as soon as they get it. They suggested
organised educational sessons, facilities for panting and sewing, videos on labour and
mothercrafting, tours of the hospital and socia outings would be welcome events.

Smoking
Older Aborigind women expressed concerns about the number of young women who smoke

cigarettes, particularly the pregnant women. Smoking is a known risk factor for low birth weight
babies.* In fact one study using data from RDH reported that thase women who smoked more than
half a packet of cigarettes a day, were three times more likely to have alow birth weight infant, and
one and a haf times more likely to have a baby with intrauterine growth retardation.”> One report
from the NT suggested that the proportion of female Aborigind adult smokers between the ages of
15-44 would be around 54-66% and another report found 76% of women between the ages of 20-

45 in one community smoked cigarettes*

8. CONTINUING EDUCATION AND TRAINING NEEDS

Health Workers
Clinical Training

The mgority of health workers said that they had performed many births in the past but did not fed
they were current in their knowledge or kills. If community birthing was to occur they fdt they
would need to update their skills. At present there is no Structure in place for hedth workers to
come into Darwin for regular rotations through the maternity section.
Post Graduate Training

There are limited options available for hedth workers who want post graduate training in midwifery.
There is no course available in the Northern Territory. James Cook University in Queendand offers
afour week maternal skills course of which two weeks are theory and two weeks are practica. The

“ Measey, M.L., dEspaignet, E.T., Cunningham, J., 1998, Adult Morbidity and Mortality due to Tobacco
Smoking inthe NT, 1986-1995, THS Darwin.

*® Sayers, S., Powers, J., 1997, ‘Risk factors for low birth weight, intrauterine growth retardation and preterm birth
in the Darwin Health Region’, Australian and New Zealand Journal of Public Health, 21:5:524-530.

“® Watson, C., Fleming. J., & Alexander,K., A survey of Drug use Patternsin NT Aboriginal communities: 1986-
1987, NTDH&CS, Drug and Alcohol Bureau, Darwin, in Measey, M.L., d'Espaignet, E.T., Cunningham, J., 1998,
Adult Morbidity and Mortality due to Tobacco Smoking in the NT, 1986-1995, THS Darwin.

“" Kildea, S., 1997, A Retrospective Epidemiological Study Comparing Fertile and Infertile Women in a Remote
Indigenous Community in Australia, Thesis, Southern Cross University.
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practical placements are usudly in Townsville or Sydney hospitas and are not presently occurring at
Roya Darwin Hospital. Severd hedlth workers have atended this course, but they said they would
like more detal and more clinica experience, particularly in the birthing area.
Ultrasound Training

During the consultation only one hedth worker had formd training in ultrasound techniques (she had
spent two weeks at a Sydney hospital as an addition to the James Cook course). She fdt this had
been very vaduable and she was usng her ills to estimate early gedtationa deting, placentd
position, basic morphology and to diagnose multiple pregnancies.

Midwives
Clinical Updates
Midwives have sad that if community birthing was to occur they would need regular rotations
through the regiona centre for clinica updates in birthing suite and neonata resuscitation. Many
thought three yearly intervals would be sufficient. At present there is no program for rotating remote
area daff through the regiond hospitals for clinica updates. The Staff Development Department
have said they could explore this option further if it wasidentified as atraining need.

A requirement for accreditation as an independent practitioner with the Audtrdian College of
Midwives is a minimum of ten births per year. At present this criteriais not appropriate for remote
area midwives. If community birthing was to be formaised further research would be required to
assess the suitability of these guiddines,
Ultrasound Training

Midwives sad they would like training in basic ultrasound techniques, severd hedlth centres have
ultrasound machines without anyone who is able to use them. Midwives bdieved this would dlow
earlier and more accurate dating and could lead to a decrease in waiting time in the regiona centre
when women relocate for the birth. They dso felt it could be beneficid for diagnosng multiple
pregnancies, placenta location and maposition. The Staff Development Department have said they
could assess the possibility of offering thistraining in the Top End.

Doctors
Continuing Medical Training
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The Remote Workforce Agency is a Commonwedlth funded organisation whose am is to increase
access of rurd and remote communities to gppropriate Generd Practitioner (GP) services. They
offer orientation support and supply funds that can be accessed by doctors for ongoing training
asssance. To maintain vocationd registration doctors are required to attend continuing medical
education which is measured by a point system over athree year period. If they have therr Diploma
of Obgtetrics and Gynaecology a specific number of those points must be in the area of women's
hedlth.

Ultrasound Training
Severd of the doctors in remote areas suggested that they would dso like training in the use of
uitrasound machines, particularly if women were to gart birthing in the community.

9. REGIONAL HOSPITALS

There were two mgor concerns regarding the care in regiond hospitas. The first was the lack of
Aborigind gaff and interpretersin the hospitals, and the second was the physica surroundings.

Aboriginal Staff
There are very few Aborigind gaff working in the hospitals, particularly in a clinica role. Women

across the Top End felt that this would make an enormous difference by making the hospitals less
frightening. Many spoke of being scared in hospita, not understanding the medica procedures that
were performed on them, or the medication that was given to them. One woman told how she had
wanted to know why she was not falling pregnant and did not know that she had a Tubd Ligetion at
Caesarean Section when she was 21 years old until the community nurse looked up her notes and

told her this severd yearslater.

I nterpreter Service
At present there is no interpreter service operating in the Top End and staff express frustration when

they are trying to explain medica procedures and are unsure if the clients have afull understanding of
what they are agreeing to. An example of this was given by one midwife who said ‘there was a
labouring woman in a lot of pain and she was being asked to consent to an urgent,
complicated procedure as the baby was showing signs of distress... we couldn’t find her
escort anywhere and we had no-one to ring’. Other inpatients who are able to speak the pregnant

woman's language are sometimes used as interpreters. Thisis less than ided as they would not be
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trained interpreters, may not understand the medical language and may be of an ingppropriate skin
group to fulfil thisrole. Staff suggested that educationd materid in different Aboriginad languages, or
utilising graphics, would help them to explain procedures to the women.

Physical Surroundings
Women continually mentioned that the hospitas (particularly RDH) were too cold (temperature) and

the environment was not friendly. They said the hospitals should be more homely, with posters and
paintings on the walls and pleasant outdoor aress (like Katherine Hospital). Several communities
suggested they would be happy to donate artwork to be placed on the walls of the birthing unit to
make it more gppropriate for Aborigind clients. Severd women mentioned a fear of lifts and one
woman sad it ‘felt unnatural having your baby so far above the ground’. Women sad that
traditionaly they laboured with many other women around them for support and encouragement and
this did not occur in the hospita setting.

Positionsin Labour

Women were concerned that the traditional pogtion for birthing (squatting) was no longer being
used. They said there was ‘too much shame lying on your back with your legs open’ and fet that
an older Aborigind woman in the room (who felt comfortable being there) would make the younger
girls use the squatting position. Midwives said they were happy for women to deliver in any position
but found that women tended to stay on the beds. Current research suggests that lying down in
labour (which continues to happen in many maternity units), is not advantageous to the progress of
labour and may actually compromise blood flow to the uterus and adversdy affect the fetus.*®

Use of the squatting position in the second stage of labour has been shown to: shorten the second
stage; reduce backache; show less abnormd feta heart rate patterns; and unless used judicioudy, it
may increase perined trauma*® Employing an older Aborigina woman who is trained as a support
person for labour, is familiar with the hospitd environment and understands the cultural aspects
pertaining to birthing could be advantageous for both the labouring woman, and the dtaff.

“® Enkin, M., Keirse, M., & Neilson, J.,, 1995, A guide to effective care in pregnancy and childbirth, 2nd ed.
Oxford University PressInc., New York.
“1pid.
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Complimentary to this may be the employment of a midwife who has met the women antenatdly and
is able to offer support in labour.

10. A BIRTH CENTRE IN DARWIN

There was very strong support for a birth centre in Darwin from both the remote area women and
the hedth gaff who were consulted. In fact many of the staff felt that this could be a safer option
than delivering in the community, dthough there was concern regarding the number of women that
would be dlowed to access a birthing centre if they had drict criteria for low risk women. Many of
the Aborigind women fdt that a birthing centre would alow them to practice ther traditiona
cusoms surrounding birthing. They fdt it would be an excdlent venue to teech the younger
generation about birthing and stressed the importance of Aborigind and non-Aborigind women
working Sde by sde.

The generd feding from remote women was that a birth centre should be for dl women with a
Separate room or section for Aborigina women. The comment “all women together’ was often
mentioned. This, however, was not the generd fedling from the Birthing Forum that was hosted by
Danila Dilba The preferred option from this group of women was that a birthing centre be set up as
pat of the Aborigind Community Controlled Medical Sarvice, Danila Dilba® Unfortunaely the
lack of money and resources makes it unlikely that two birthing centres (one for Aborigina women

and one for non-Aborigind women) would ever be feasble in Darwin.

% Biluru Bitji Binnilittum Medical Service, 1998, Danila Dilba Women’ s Business Meeting, Darwin Nov 2-3 1998,
Draft Report and Recommendations, Danila Dilba, Darwin.
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11. COMMUNITY BIRTHING

There was various levels of nterest in community birthing. The mgority of Aborigind women fet
that they should be able to choose to birth on their land and they believed it would be safe for low
risk women. This was more gpparent in the larger communities which were better resourced. In the
smadler communities many women said they would not fed safe and would prefer to go to thelr
regiona centre. Most people who were consulted said if community birthing was to occur they
would be happy to birth in the heath centre. They thought it would be safer to have the midwives
present with dl their equipment. Some suggested that a separate birthing centre for women only
would be ided, if it could be set up appropriatdy. Many women fet that a community birthing

program could improve antenatal care.

The nurses and doctors in the communities felt that it would be essentid to have an Aborigind hedth
worker who is willing to work with the midwife if community birthing was to occur. They aso fdt
thet it would only succeed if the community were involved from the start and had input into how the
program should work, particularly from the older Aborigind women and Traditiond Birthing
Attendants.

In some aress there was genera talk about land ownership. In particular, the older Aborigina
women wanted their grand children to be born on their land. Some people fear that the Austraian
government will not recognise traditional ownership of land if they have not been born on it.

Alternatively people said that it did not matter where you were actualy born as you were tied to the
land through your parents, and this was what was most important.

Generdly, service providers were interested in pursuing community birthing only if it was to be
resourced adequately. Concern was expressed regarding te willingness of THS to provide the
Necessary resources, in particular to nort THS hedlth centres. Mgor concerns revolved around the
inability of many of the hedth centres to cope with their acute load as well as the general program
work that was expected. They fdt that there were dways more guiddines being introduced
following best practice principles but no-one redised that it was impossible to follow these as they
were not staffed accordingly. Most service providers felt that a pilot project was the only way to
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determine if community birthing would compromise the safety of the mother or the infant. Some felt
that outcomes may be improved.

A very smdl number of people fdt that it was ridiculous to talk about community birthing asit would
never be resourced adequately and if implemented was likdly to have a direct negative effect on the
morbidity and mortality of both the mother and the infant.
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R11

R1.2

2.

R21

RECOMMENDATIONS

SAFETY

Primiparous women and high risk women to be encouraged and supported to
ddiver in their regiona hospitd.
Guiddines and protocols be established for:

R 1.2.1 low risk women who choose to stay and ddiver in the community;
and,

R 1.2.2 high risk women who choose to stay againgt the advice given to them
from the community hedlth centre.

CHOICE

Women in the East Arnhem region to be able to choose to go to Darwin or Nhulunbuy

for the birth of their baby under sandard PATS arrangements.

3.

R31
R 3.2
R 3.3
R34

ESCORTS

Officid escorts be provided upon request, for women in the following categories:
Primiparous women who are travelling to their regiond centre;

Any woman who does not fully comprehend the English language;

All women under the age of twenty;

Women who were coming to the regiond centre for the first time (including women who

may have come in when they were young and have very little  recollection of the event);

R 3.5
R 3.6

R 3.7

Women with specid needs,

Women from the East Arnhem or Katherine Region who are advised to come to
Dawin due to complicationsin pregnancy; and,

Women who are concerned about leaving their young children and would otherwise
day and birth in their community, should be adle to bring the children into the

regiona centre, with an escort who is able to care for them when ther mother is in

hospitdl.
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4. HOSTELS

R 4.1 A joint working party be formed to examine what changesarenecessary to . ensure  the
safety and nutritiond requirements of THS clients when they are daying in the regiond
hogtels.

5. HUMAN RESOURCES
Community Health Centres
R 5.1 All communities be saffed with a least one midwife who has current midwifery experience.
R 5.2 THS provide study support for remote area nurses who are willing to study midwifery
externdly through Northern Territory Universty.
R 5.3 Saffing numbers in remote communities are reviewed given the workload being
uncovered as population and chronic disease lists become available.
R 5.4 Recruitment and retention of staff be addressed in accordance with Operations Central
‘CAN Modd’, induding:
> best practice framework for the working environment;
> recruit Saff directly into atraining program, with links to higher educeation;
> dl geff to participate in the Sx week foundation skills course prior to working in the
remote setting;
> apartnership program be developed between staff in the hospital and staff in the remote
Seiting.

Regional Centres
R 5.5 Eachregiond birthing unit to employ an Aborigind womanto betraned asa  support

person for labouring women.
R 5.6 A midwife coordinator be employed in each regiona hospita to support and  educate

women from remote aress.

6. INFRASTRUCTURE AND EQUIPMENT

R 6.1 Standardised birthing equipment to be provided in al hedlth centres, as per Minimum
Standards Document.
R 6.2 An eguipment bank is established to send out replacement items while equipmentis ~ off

the community for servicing or repairs (as occurs in Operations Central).

46



And the women said... Recommendations

R 6.3 Educationa resources including audiovisud equipment and culturdly agppropriate
materia be accessible in every community health centre.

R 6.4 The collection of gatistics and birthing documentation to be sandardised acrossthe Top

End.

7. ANTENATES

R 7.1 Conggent with Nationd Heath and Medica Research Council (NHMRC)
guiddlines the Women's Business antenatal book®" be trandated and distributed to al
hedlth centres, antenatd wards and clinics, birthing units and training providers.
R 7.2 Protocols be developed to improve the links and communication betweenthe  Strong
Women Workers and the health centre staff.
R 7.3 Culturdly effective intervention srategies be developed to address the high rae of
amoking in antenata women.
R 7.4 A protocol be developed to inform the remote hedlth centres when pregnant  women
have returned home prior to the birth.

8. CONTINUING EDUCATION AND TRAINING

R 8.1 A comprehendve post graduate midwifery course be available for Health Workers.

R 8.2 A traning program be developed to facilitate hedth workers who wish to rotate
through the maternity unit of ther regiond hospitd, with an educator or mentor to
support them.

R 8.3 A dructure be implemented to facilitate continuing education needs of remote  area

midwives who wish to update their kills.

0. REGIONAL HOSPITALS

R 9.1 All g&ff working in the hospitals and the remote hedlth centres participatein -~ culturd
traning.
R 9.2 The midwives cdlinic a RDH be extended to encourage antenatd midwifery care and

decrease the waiting times.

*! The women of Kunbarllanjnjaand Chris Evans, 1997, Gama Gun-Nika Janguny - Women'’ s Business, Green Ant
Publishing, Darwin.
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R 9.3 A four bedded bay in Ward 2 of Gove hospital be set up asa sdf care unit .
R 9.4 A protocol be developed between Miwatj and the Nhulunbuy hospitd to ensure al

women have access to a‘ smoking ceremony’ >

prior to discharge.

R 9.5 Eachregiond centre refurbish areas in the birthing units to ensure they are more

culturdly agppropriate for Aborigind women.

R 9.6 Mats to be avalable in every hirthing room for women to birth on the floor; and
upright positions or sguatting should be actively encouraged during |abour.

R 9.7 Conggtent with NHMRC guiddines * All mgor maternity units should incorporate the

philosophy and practise of birthing centre care in the ddivery suite Recommendation 6.1,

NHMRC.*

R 9.8 Conggent with NHMRC guiddines ‘Interpreter servicesneed to bereadily  avalable to

provide cover for obstetric care including emergencies Recommendation 4.2 NHMRC.>

10. BIRTH CENTRE IN DARWIN

R 10.1 A birth centre be established on or near the hospital grounds.

11. COMMUNITY BIRTHING

Community / Health Centre
R 11.1.1 Communities dready supporting birthing to recruit midwives who are

current in their knowledge and experience and are happy to work as
advanced practitioners (to be a specific recruitment requirement).
R 11.1.2 Those communities aready having births to have dl the equipment
necessary for safe ddiveries (as per Minimum Standards).
R 11.1.3 Staff who are using an ultrasound machine for basic dating
and screening be supported to access training in these Kills.
R 11.1.4 Availability of a safe and culturaly gppropriate place for birthing.

Antenatal Women
R 11.2.1 Women who ddiver in their communities should not be

routindy transferred to the regiond centre unlessthereisa

%2 A traditional Ceremony that is performed when anew baby is born.
¥ NHMRC, 1996, Options For Effective Care In Childbirth, AGPS, Canberra.
*1bid.
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medica reason or the community saff are unable to deliver
the necessary postnatd care.
R 11.2.2 Women wishing to birth in their community would need to
attend for regular antenata care and education.

Aboriginal Health Workers
R 11.3.1 A community birthing program only be established where at least

one AHW isinterested in working in partnership with amidwife.

Midwives
R 11.4.1 Time dlocated to provide comprehensive holigtic care to the

antenatal, intrapartum and postnata woman.
R 11.4.2 Midwives to be competent in adult and neonatal resuscitation,
intravenous canulaion and perined repair.
R 11.4.3 Midwives working for THS are covered by vicarious lighility,
those employed by Community Controlled Organisations need to
ensure the employing bodies have adequate insurance cover.

Doctors
R 11.5.1 Doctorsinvolved in community birthing to have a Diploma

of Obstetrics and Gynaecology and evidence of ongoing education.
R 11.5.2 Doctors involved in community birthing to have insurance for obgtetrics
(ether individua insurance or covered by their employing body).

External Support
R 11.6.1 A protocol be developed to cover safety issues, guiddines and

procedures for those women who are dready choosing to birth in the
community, including those who do so againg medicd advice.
R 11.6.2 An exchange program be established between RDH and Remote to
alow hedth workers and midwives to comein for updating of skills.
R 11.6.3 Emergency on cal obstetric and paediatric support, either viathe
phone, or with the ability to fly out to the communities if needed, be
established.

Prior to Trialing Community Birthing
R 11.7.1 Completion of Phase 3 of the project, the economic evaluation.
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R 11.7.2 Community birthing be assessed in atrid Stuation that is resourced
fully (as per Minimum Standards) with adequate back up.
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CONCLUSION

The am of the consultation phase of the Remote Area Birthing Project was to tak to remote Top
End Aborigina women, and their service providers, about women birthing in their communities. For
some women this would mean birthing on their traditiond land. The conaultation included discussons
on traditiond birthing practices, current services and future directions. Past practices have not been
discussed in this report due to the sendtivities involved, but they gave the interviewer an
understanding of the differing cultural practices that occurred across the regions. Women in remote
areas were very interested in discussing birthing practices. Many concerns were raised about the
current services available in the regiona centres and suggestions for improving these sarvices, a

varying levels of cog to the government, were made by both the women and the service providers.

As previoudy stated in this report, it has been shown that an ability to control on€e's actions and be
involved in decison making that will affect on€'s hedth can, in itsdf, influence an  ndividuds
wellbeing. Women in the bush are demanding better choices and more contral in childbirth. Some
women want to ddiver on their own land in their own community. If THS is to make remote area
birthing ared choice for women it must be introduced properly and resourced adequately or it could
have a direct negative affect on the morbidity and mortaity of remote Aborigind women and their
children.

As sarvice providers we must make birthing in regiond centres ared option, where women fed safe
and comfortable to come and await the arriva of their new baby. Offering hostels where women
lose their money within hours of arriving, where they are bored, where they fear for their safety, and
where food is not provided, is offering a substandard service and thisis not area choice for women.
It should not be seen as paterndigtic to ensure the hostds supply food, when the remote area
women have identified it as such amgor concern. The hedlth of the fetus and the birthing experience
of the pregnant woman will imprint upon the life of this new person wel into adulthood. The birth
weight done is linked to the development of chronic diseases in adulthood and as a consequence,
affects future hedlth and hedth finance planning.
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The high rates of morbidity and mortdity of the Aborigind population in the Top End demand that
these issues are addressed. Money spent to improve antenatal care must be seen as an investment in
the future. It is interesting to note that many women in the Katherine region expressed satisfaction
with ther regiond services. They have a lower rate of community births, do not seem to want
community birthing as much as the other regions, and the birthing environment of Katherine hospita

isseen asbeing ‘very pleasant and friendly'.

Women must be given back the control of their birthing experience. If they wish to have a support
person in labour, this should be encouraged and supported through the PATS system. As previously
identified, support in labour can decrease fear and lower the rate of intervention in labour, including
the caesarean section rate. As well as improving the outcome for the client, a reduction of obstetric
intervention would mean a cost saving for the health care provider. Labouring women should al be
actively encouraged to birth in the traditional squatting postion on a mat on the floor, as women do
not find this such a shameful position.

A hedlth worker or an Aborigina grandmother should be trained and employed to work in each of
the birthing units in the egiond centres. They could offer support in labour and at times act as
interpreter, even if they did not spesk the same didect as the woman they could communicete in
Kriol. The birth attendant could inform the staff when the woman does not understand procedures
(as many women will accept treatment when they do not fully understand it, presuming that the
medicd staff know best). There are some Aborigind people who can spesk as many as 11 different
languages, a person with these sKkills, who was a trained interpreter, would be invauable in the

hospita setting.

Hedth workers should be given the opportunity to do post graduate studies in midwifery. Current
midwifery skills must be seen as an essentid requirement in a least one member of the remote area
nurses in each community. As one of the obstetricians stated "'midwives save lives . 1dedly there
would be more than one midwife in every community, otherwise it would be difficult for the midwife
to leave for holidays, inservices or even weekends away, without feding as though she may be
compromising the hedth of the pregnant women in the community. There are often two midwives

needed at ddiveries, one to care for the mother and another for the neonate.
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Community hedth centres have a variety of different equipment and there appears to be no
standardised agpproach across the Top End. Health centres have many problems associated with
repairs and maintenance and when they need to send equipment away they may be without it for
months. Some hedlth centres have excellent equipment and computer data bases, but because the
gaff with expertise in these areas have | eft and they were not given an adequate handover time, they
are not being used. These issues need immediate attention.

The collection of information end datistics is dso irratic. Some hedth centres meticuloudy maintain
both a birth book (to document details of every birth from the community), and a ddivery book (to
document dl detals of every birth that occurs in the community). Other communities do not even
have a ddivery book and have birth books that are often not filled in. There should be a
standardised approach across the Top End.

There are no guiddines in place for what to do when women do not return for antenatd visits and
this is handled very differently in many communities. Some send a reminder note via the post office,
others send a message with a health worker and other hedlth staff choose to wait for the women to
sf present. Staffing numbers are so short in some communities that the staff fed unable to ddiver

comprehensive antenatal care.

Remote area saff fed they are in a vulnerable Stuation as some women are choosing to birth in the
communities or are birthing prematurdly and they do not have the equipment, and at times the
expertise, to adequately dedl with some Situations. Many people fed that enabling women to choose
to birth in ther community may improve antenatd care and possbly even outcomes for some

women.

A comment of interest was ‘is it ethical to allow women who have the worst morbidity and
mortality in Australia to choose to deliver their babies in a bush setting that may be several
hours away from specialist help and intervention?’. The opposing end of the spectrum was
described by this comment ‘is it ethical to refuse women the choice when we cannot say with

absolute certainty that their outcomes will be better in a hospital environment?’.
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SECTION TWO

DARWIN RURAL DISTRICT - REGIONAL CENTRE

Overview

Roya Dawin Hospita (RDH) is the mgor referra centre for 17 community hedth centres in the
Dawin Rurd and Remote Didtrict, including the three towns of Jabiru, Batchelor and Addaide
River. The population of the Darwin rurd didrict is 13,000. Darwin has two hospitas with birthing
fadlities RDH and Darwin Private Hospitd (DPH). DPH is not accessed by Aborigina women
from remote communities. RDH is a 297 bed hospita with a six bed birthing unit, a 32 bed maternity
ward for both antenata and postnatal women, and a nursery that is equipped to manage intubated
babies. RDH is the mgor referra unit for the Top End and average 1,400 births per annum, with
goproximatdly one third being to Aborigind women.

There is a very busy antenatd clinic that operates four midwives dlinics and five doctors dinics
each week. The antenatd clinic only operates in working hours and women often have to wait one
to one and a hdf hours to see a doctor (in awaiting area that is busy, crowded, has uncomfortable
chairs and services men waiting for other clinics). Staff fed that services could be streamlined with
quicker service if midwives had access to gppropriate rooms to perform full antenatal checks on low
risk women when the doctors clinics were operating. Danila Dilba Medicd Service dso runs an

antenata dlinic, but this is accessed mainly by urban based Aborigind women. The mgority of

remote women receive their care a the hospital.

When antenata women come into town they usudly stay at a hostd until labour commences. There
ae five hogds that the mgority of antenatd women say in unless they are staying with family.
Security is a problem with mogt of the hostdls and women can have problems with drunks and
people who want to take their money. One hostdl that caters for alot of the antenatal women does
not provide food. Thisis an issue that has been raised by women in every community that has been
vigted. Transport to gppointments or the airport is by the Aborigind and Idander Medica Support
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Services (AIMSS) bus that operates from 6.30 am to 8pm Monday to Friday. Transport at other
timesisusudly by taxi, which women have to pay for themsdves.

If an antenatal woman needs close monitoring without requiring admission to hospitd she is usudly
admitted to the sdf care fadlity which is a minimum care area on the hospital grounds. It is a secure
building with food thet is provided from the hospitd, and is a very popular place to say. Antenatal

classes are run by the hospita but are usualy booked out monthsin advance and are unable to cater
for dl who want them. Thisis a service that is not accessed by remote Aborigina women. Another
provider of antenatd education is the Childbirth Education Association who run classes for $30 and
have videos and a library available to members (membership $15). The community care centres are
not providing antenata care or education. Danila Dilba is planning to run classes in the future. At
present women get information and education on a one to one basis a their community hedth

centre, none of whom have he resources to run classes. Structured antenatal education is not

available for most women, particularly Aborigind women, in the Darwin Didtrict at present.

Summary of Consultation

Prior to viditing the communities, background research was undertaken to ascertain the higtory of
this project and to discuss remote area birthing and current service provison with key stakeholders.
These key stakeholders included people who had worked on this project in the past, those that are
currently involved in remote Aborigina women's birthing care and needs, doctors and midwives
from the hospital, and people involved in women's hedth and hostel accommodation. Discussons
were held with gaff from Alukura, the women's birthing centre in Alice Springs, and people who
were involved in the Queendand consultation regarding Aborigina birthing on homeands. A totd of

66 workers were consulted.

General Themes

Overview

Severa people fdt that ‘this consultation is very important as the issue needs to be put to rest
one way or another’. People thought that some women will want to stay in their communities whilst
others will prefer to come to town but it would be good to be able to offer women the choice.
Generdly mogt people fdt that a ‘pilot study would be necessary to evaluate the safety of
birthing in the bush’. Many believed that communities would never be adequatdly staffed to be
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able to offer birthing safely. A pertinent remark was “ how would THS feel about resourcing non-
THSclinics?'.

Safety

Everyone was concerned dout the safety issue. Some people fdt that birthing could be offered
safdy in the bush if it was resourced adequately with appropriate community consultation and
support. Others said that birthing is dready happening in the bush, ‘where are the statistics to
prove that it is not safe?’. Many beieved that for low risk women, it could produce better
outcomes than a hospitd birth. Suggestions included a dedicated flying squad with an Obstetrician
and Paediatrician who are able to fly out to communities if needed. Alternatively, some people were
adamant that birthing in communities should never be sanctioned as ‘women do not truly
understand the risks, so are unable to make informed decisions... we are unable to get

experienced staff and the logistics of it areimpossible!’.

Social Issues

A remark that was echoed by many people was ‘I would never leave my family at such a
vulnerable time to come to town by myself to deliver my baby, and | do not think we should
expect Aboriginal women to do it. It can cause bonding problems for the baby and the
family’. The disruption to the individua and family were a primary concern. People fdt that the
services in town need to be improved, most women are not alowed officia escorts, they are not fed
in some hogtels, they have problems with money and they are frightened in the hospita. One lady
who was waiting to go into labour with her eighth child said ‘I’ m due tomorrow and I’ m scared, |

know that | shouldn't be frightened and want an escort, but | am’.

One suggestion was to extend the sdf care fadility a the hospitd and have an antenatd wing
attached that was open to dl antenatal women. Many suggested that a birthing centre, with an
Aboriginad section and a nortAborigina section could work very well. Others fdt that dl women
should be together in a birthing centre as they could al learn from each other. One reason given for
why women will not come in was because they had ceremonid obligations that were more important

than birthing their baby in aregiond centre.
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Escorts and Support in Labour

The mgority of people believed that al pregnant women should be adlowed an escort. People
believed that there should be more Aborigind Hedth Workers employed a the hospita, in
paticular, one for the birthing unit. Another suggestion was that a midwife be employed to work
specificdly with the pregnant women from remote arees. for antenatd care and education, and
intrapartum support.

Summary

The mgority of people believed that the issue should be researched further with acontrolled trid as
‘nobody really knows what the outcomes would be’. Two mgor concerns were: communities are
aready o poorly resourced that they should not have to cope with this added workload; and, there
may not be support from obstetricians for such atrid.
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DARWIN RURAL COMMUNITIES

MANINGRIDA COMMUNITY REPORT

Community Overview

Maningridais Stuated on the Arafura Seain Arnhem land. It is serviced twice aday by an Air North
flight and the drip is dl wegther with pilot controlled lighting. It is one hour and ten minutes flight
from Darwin in aKing Air Aeroplane and accessible by road only in the dry season. The road trip
to Darwin can take between five and ten hours depending on the State of the road. The town was
established in the 1950s as atrading post and is still serviced by aweekly barge from Darwin. There
are seven mgor triba groups, most of whom will spesk at least one of the three mgor languages
from the area. Comprehension of English is good generdly; older people however, have alimited
underganding. Unseded roads credting continud dust in the ar, insufficient housng and
overcrowding, contribute to the high morbidity of the population.

Maningrida and outstations have a population of gpproximately 2,200 people and over the last eight
years they have had an average of 64 births per year from the region. There are up to 36 outstations
with around 28 being populated at any one time. Many of these will be cut off in the wet season and
in the dry are accessible by a range of methods comprising plane, car and boat. The hedth centre
gaff do regular trips to the outstations and many of the younger people are very mobile in between
the outstations and Maningrida town. During the wet season some outstation people move into town
which adds to the problem of overcrowding. Communication is via telephone and some of the
outgtaions have solar powered phones, athough some do not have any way of communicating

without having to trave to neighbouring outstations. Mobile phones do not work in the area.

The community has a loca school, store, video shop, bakery, takeaway food outlet, credit union
and an outgtation tucker run. Mgor organisations in the community are the loca council, Maningrida
Progress Association (MPA) and the Bawananga Aborigind Corporation (BAC) which is the
outdtaion association. All three have a building team and both MPA and BAC have their own
arcraft. The school has a preschool, primary school and high school up to grade eight. Also
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provided is an outstation education service whereby five teachers service 13 outdaions. BAC
manage the Arts Centre and Museum and employ a training officer who offers short courses within
the community. Unemployment is high and many people in the community are working for the
Community Development Employment Program (CDEP). There are two Territory Police Officers
and one Aborigind Community Police Officer working in the community. Kava had been identified
as a community problem but is not available a the moment in the Territory. There is no loca club
and acohal is dlowed into the community once a fortnight by barge when ordered in advance.
Anecdota evidence suggedts that a high percent of young men, and very few women, smoke

marijuana.

The Maningrida hedlth centre is run by Territory Hedth Services, dthough negotiations between the
community, the Territory and Commonwedlth governments have been proceeding for severd years
to move towards a community controlled hedth centre with alocd hedth board. Funding for a new
hedth centre ($2.2 million) and an aged care centre ($1.5 million) has been on hold until these
negotiations are complete. The present hedth centre was built in the seventies and adthough it has
had an extenson comprising an outsde area, a separate men'’s hedth centre and two consultation
rooms, the design does not provide enough private consultation rooms and clients are sill being
asessed in the waiting areas. The hedlth centre has a back up generator for when the main power is

cut in the wet season and one phone line is able to continue operating.

Saffing levels are varidble and at the moment consist of two Senior Aborigind Hedth Workers (one
femde), two class three Hedth Workers (one femal€), and two trainees (one femae); seven nurses
(five femde) of whom four are midwives and two full time medicd pogtions, one of whom has a
Diploma of Obgtetrics. The hedth centre operates from 8-4.30pm Monday to Friday and 9-1pmon
weekends. They provide a 24 hour on cal service but are not staffed for inpatient services.
Emergency evacuations are by Air Medica Service to the regiona centre which is Darwin.

The women'sroom isair conditioned and has an older style obstetric bed with overheed lights. They
have an old thermo regulated portacot which warms up most of the time. Equipment includes afetd
heart doppler machine, IVAC machine and both neonatal and adult intubation equipment. They do
not have an overhead hesater, a headbox for oxygen or a defibrillator machine. Antenatal care is
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performed by a midwife who liaises closdy with the nurse manager and femde doctor. There are no
antenatal classes in the community, athough antenatal education is given on aone to one basis by the
midwife, as workload permits. Ultrasound scans are performed by Northern Territory Imaging who
vigt the community once every four to Sx weeks. An obstetrician/gynaecologist vists the community
for two days every three months.

As previoudy dated, over the last eight years there has been an average of 64 births a year with a
mean of nine (14%) being born in the community each year. Some of these women had received
antenatd care, had made the choice to deliver in the community and ddivered a the community
hedth centre. Others had ddivered hedthy babies at 36-38 weeks gestation prior to being
trandferred to Darwin and had then stayed in the community.

Table 5. Number of births to women from the community and the number and percent of

births in Maningrida for the years 1990-98.

1990 1991 1992 1993 1994 1995 1996 | 1997 | 1998

Birthsto women from

the Maningridaregion 74 66 57 72 66 68 63 42 42

Birthsthat occurred in 11 6 12 13 10 7 9 4 7
the Maningridaregion 15% % 21% 18% 15% 10% 14% 9.5% 16%

Summary of Consultation

Three days were spent in Maningrida. Molly Wardaguga, retired Senior Aborigind Heath Worker
with 28 years experience, was hired as afadilitator. Fifty two people were involved in meetings (43
women, three health workers, four midwives, one doctor and a male witchdoctor®). Women from
the three mgor language groups were interviewed including four of the seven tribes. Meetings were
held spontaneoudy, often under trees and in smdl groups, dthough some were on a one to one
bads. One vist was organised to an outstation to see al Aborigina outdtation teachers who were
gathered together for a Batchelor College course. Molly was present a most meetings and
interpreted as wdll as facilitated. At times English was used but often conversation dipped between
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one of the loca languages, English and Kriol. One group of women was a younger age group and
conversation was in English. They did not agree with everything Mally said and were happy to sate
this. Many of the Kuningu tribe in particular felt that they would prefer to stay in Maningrida or their
outstetions for the birth of their child.

General Themes and Alternative Suggestions

Safety

This was an important issue to al women. They fdt that anyone with sgnificant risk factors should
deliver in Darwin. They were gble to identify some risk factors- 'weak blood', ‘anyone who is too
skinny or too small’, ‘asthma’, one hedth worker suggested grand multiparous women were high
risk and many people suggested women having their first baby should go to Darwin. One woman

sad ‘it is better to deliver in the community even if it is not as safe’.

Choice

Women felt that choice was an important factor when deciding where to deliver. They believed that
low risk multiparous women should be alowed to ddiver in Maningrida. Some fdt that it would be
safe for them to ddiver a home with a treditiond midwife or the woman's family, asthey could call
the nurse midwife if there were problems™ Every group identified choice as one of the most
important factors concerning childbirth.

Escorts

All women including hedth gaff fdt it was important for primiparous women to have an escort,
regardless of their age. An overwheming mgority of women believed that an escort was not
necessary for a hedthy multiparous woman. Women were concerned about the language barrier
when in Darwin. Many complained that they did not understand what happens to them in Darwin.
Women have been told 'there are plenty of Maningrida people in Darwin if they need an
interpreter’, but often these people are not of appropriate skin group to be able to talk to them.
This gtuation is particularly pertinent in labour when the women are in pan, having difficulty
understanding things, and are asked to consent to medicd interventions. They fet that more

** Commonly used term in this community for atraditional healer / medicine man.
*® Health staff were not happy with this suggestion as they would prefer to be involved from the beginning rather
than be called in when problems arise.
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Aborigind gaff working in the hospitd would help this Stuation, ‘even if they do not speak your

language they will be able to communicate in Kriol’.

Hostels

Many women felt that a hostel on the hospital grounds, or an extension of the sdlf care facility that is
dready there, would make a safe place for women to stay. This facility would need to be secure and
to provide food. Some of the hostels in Darwin do not provide food and as a consequence women

fdt that they did not tend to eet well when in Darwin.

Support in Labour

Women fdt that it would be better if there was someone who could stay with them in labour. 1dedly
this would be a rdative, (grandmother or auntie) who does not have family responghilities, can stay
with them in town, and go into the labour room with them. A good dternative to this would be if the
hospital employed someone who was Aboriginal and worked in the labour ward. Many women told
of being in labour and not being able to understand what is being said to them. They often felt
frightened in hospital.

Positionsin Labour

Women felt that it was better to birth the 'Aborigind way'. This involves Stting on flexed legs with
their heds under their bottoms and their knees spread out. They said that this was better for the
baby to come out straight and down and the women do not fed as vulnerable in this position as they
do when they are lying on their backs with their legs soread open. These women were mainly the
older women. The hedth gaff felt that the traditionad way of birthing is not being explained to the
younger women who often tend to lie down for the birth of their babies. Having older women with
them in labour could help to change this.

Training

One suggestion was to have a training centre in Maningrida to teach women about childbirth and
what will happen in hospitd. These women could then be the support women for ther language
groups and go to Darwin with the antenatd women. They fdt this was more appropriate than
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holding antenatal classes, as the women who have learnt about the hospital ways can then teach the
young girls.

A Birth Centrein Darwin

This concept required explangtion as very few women had ever heard of a birth centre, or been to
Alukura. The concept was warmly embraced. The mgority of women felt that a centre on the
hospitd grounds that catered for al women (Aborigina and nonAborigina) was the best option.
They fdt that one section could be made appropriate for Aborigind women and another for nor+
Aborigind women. Women fdt that this centre should have a hogtd for antenatd women and their
escorts, and supply medls. This would be a safe place to stay, without the transport problems of
other hostels.

The staff wanted to know ‘what ever happened to the birthing centre in Darwin, it was an
election promise!’. They fdt tha it would be a good idea and could be very successful if
consultation occurred with te right people, including the Larrakeyah people. They fdt that the
success of a birthing centre would depend alot on the staff that worked there.

Additional Comments from the Health Staff

There were various points of view from the hedth gaff. The femde hedth workers fet that low risk
women should be able to choose to deliver in the community, but only if they want to. They sad
they enjoyed ddivering babies with a midwife if it occurred during the day, but did not like doing it
during the night. The midwives and doctors felt that community birthing should only be available to
low risk women who atended antenatal care, ‘but even then, there can be unexpected
problems’. They suggested that the older women in the community would need to be involved, as at
the moment ‘women often get dropped off in labour and do not have support people to stay
with them'. They felt that adequate equipment, guidelines and protocols would need to be put in

place and were concerned that community birthing may not be sustaingble.

Staffing in the hedth centre was thought to be the mgor issue. Very rardly did they have a full
complement of staff and birthing, particularly if it occurred after hours, could mean that severa eff
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members are on fatigue leave the next day. Recruitment of adequately trained staff who were ableto
access continuing education and updating of skills, would need to be supported by THS.

Another issue that was raised was that of insurance. Doctors would need to increase their insurance
cover if they were going to eectively participate in birthing, rather than at present where they are
only involved in emergency birthing. The midwives were concerned that they may aso need some
form of insurance, though this would not be necessary if they are employees of THS as they are

covered by vicarious lighility.

Additional Comments from the Women

Women identified londliness and distance from family, epecidly other children and husbands, asthe
biggest problems. Many women worried about their other children while they were away and fdt
that they were sent in to Darwin too early, ‘a couple of weeks is too long to be away from the
family'. They suggested ‘ that women who have problems with other kids, especially when they
are sick and you can't trust anyone else to look after them, should be able to take their

children in with them'.

Some women have problems with money when in Darwin, cheques do not get sent in, or get lost, or
can't be cashed. Other women have been unable to pick up their cheques at the airport counter as
they do not have any form of identification. Once they have their money they often get humbug from
drunks and/or people demanding to take their money. Thisis a cause of great concern, especialy for
the younger women who fed unable to say no to ther rdatives. It is a particular problem when

women are having to budget to buy their meds for the next two weeks.

Women said they did not fed safe in buses, and transport to and from the hogtels, hospitd and
shops is sometimes inadequate and gets expendve when using ataxi al of the time. They complained
of boredom when in Darwin waiting to go into labour, athough some felt it was better to go to
Dawin as there is more variety for shopping and it is chegper for buying items for new babies.

These were usualy younger women who spoke very good English.
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When women spoke about the hospital they said that ‘you often get left in a room by your self,
where it is too cold, all white and not at all homely’. * They should have someone who can sit
with you, a friendly face’ and there * should be paintings on the wall, T.V. going... make it look
like it is not a hospital’. They dso fet that there should be * bush tucker to keep women strong,

especially fish and crabs... too much Balanda food at the moment, which is not good’.

Feasibility of Birthing

Maningrida women, particularly outstation women, were the most vocd in Sating their desire to birth
in their community. In fact they are dready having 9-21% of ddliveriesthere ayear. Many of whom
are women who are formaly choosing to say in the community. Staffing levels are adequate to
support remote area birthing when they have ther full complement, (although this rarely occurs). The
daff were mixed in their opinions but the mgority were interested in exploring the project further,
emphasisng that it would have to follow grict guiddines and minimum standards. Maningrida has
most of the resources necessary for community birthing athough the distance from Darwin is a
barrier to emergency intervention. If pilot projects were to occur Maningrida would need to be

consdered as a potential community for the project.
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Tiwl | SLANDS REPORT

The Tiwi Idands are made up of two mgor idands, Mdlville Idand which is where Milikapiti
community and Pirlingimpi community can be found and Bathurst I1dand on which there is Nguiu
community. Nguiu is the largest and was chosen for the consultation but on the firgt vist there was a
funerd and a late decison was made to vigt both Milikapiti and Pirlangimpi. The secord trip to

Nguiu was at amore appropriate time and was very successful.

Nguiu is participating in the co-ordinated care trids and the Tiwi Hedlth Board has been established.
They receive money directly from the Commonwedth and Territory governments and purchase
medical and public hedth services from THS. The hedth centre aff are employed directly by the
Tiwi Hedlth Board and are not working under the state award. It is envisaged that both Pirlangimpi
and Milikapiti will dso be managed by the Tiwi Hedlth Board some time in the future but at present,
they are il managed by THS.
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NGUIU (BATHURST | SLAND) COMMUNITY REPORT

Community Overview

Nguiu is Situated on the south east Sde of Bathurst Idand gpproximately 80 km north of Darwin. It
is only a 15-20 minute flight from Darwin and the bitumen drip is accessible dl year. It is serviced
by two airline companies with two to seven return flights a day between them. The community was
initidly established as a Catholic Misson in 1911. The two languages spoken on theidand are Tiwi
and English. The population is gpproximately 1,600 and over the last eight years they have had an
average of 30 births per year. There is one outstation about an hours drive from Nguiu cdled
Wurangkuwu. The outstation gets cut off when thereis too much rain and dthough they have asmal

ardgtrip this can dso be unservicegble in the wet.

The community has a president, town clerk and a council with 16 members. They have two
Aborigind Community Police Officers, who liaise with the Territory Police who are located in
Firlangimpi. Nguiu has a sore, two tuckshops, a restaurant and a banking and post office agency.
Schooling congsts of a pre-school, two primary and two high schools (segregated into male and
femae), and a creche is available for the one to four year olds. The CDEP scheme is operating and
there is a club which opens for regtricted hours six nights aweek. They have anight patrol bus which
operaes every night of the week and a women's shdter. Tourigts regularly vist the idand, usudly
with an organised tour operator.

The hedth centre is administered by the Tiwi Health Board and staffed with 13 hedth workers, three
nurses (al midwives, dthough one is mae) and two doctors (one mae and one femae). The hedth
centre is a large square building that has a grassed waiting section in the middle of it. The co-
ordinated care trids are being trialed a Nguiu and computer stations have been placed in most of
the consultation rooms. Computer training for dl the staff has occurred. A new building that isto be
arend diayss unit has been completed but is not yet operationd. The hedth centre has a back up
generator that cuts in automatically when power is logt (not uncommon in the wet season) and a

satellite phone that can be used if the power is lost. Hedth problems that were identified by the
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community were rend disease, diabetes, dcohol, marijuana, gambling and youth suicide. Successful

programs mentioned were family counsdlling and the Strong Women' s program.

The hedth centre has a women's hedth room that has equipment for norma deliveries, neonata
resuscitation and has an old, smal thermoregulated portacot. They have a fetd heart doppler
machine, ECG machine, adult and neonatd intubation equipment and a defibrillator. They do not
have an overhead hester, ultrasound machine or headbox. One of the midwives works primarily in
the women's hedlth area and attends most of the antenatal care. She liaises with the health workers
and doctors when necessary. Education is given on a one to one basis as workload permits. The
ultrasonographer visits once a month and the obstetrician visits for one day every three months. The
community are having an average of 30 births a year with a mean of 2 (7%) being born a the

community (usualy premature ones). Most women are recelving antenatal care.

Table 6. Number of births to women from the community and the number and percent of

births in Nguiu community 1990-98.

1990 1991 1992 1993 1994 1995 1996 1997 | 1998

Births to women from

Nguiu 31 20 31 27 35 35 25 31 33
Birthsin the Nguiu 1 2 2 1 4 1 1 4 3
community 3.2% 10% 6.4% 37% | 114% | 28% 4% 13% P

Summary of Consultation

Two trips were taken to Nguiu as the fird trip coincided with a funerd and was not a good time to
talk to women about birthing, athough discussons were held with the hedth saff at thet time. The
second trip was more successful and two women were hired as facilitators, Judith Mary
Puruntatameri and Leonie Tipiloura. A total of 85 people were consulted, 74 women, four nurses
(@l midwives, one was a relieving staff member) five hedth workers and two doctors. One of the
gatherings was a youth group with 28 young women present. All meetings were held in English or
Tiwi and the fadlitators interpreted for the interviewer. Meetings were held where women were

working, at the art centre and creche, and others under the shade of atree.
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General Themes and Alternative Suggestions

Safety
People believed there should be no compromise in the safety of the babies and mothers. They fet
that dl primiparous women and high risk women should continue to deliver in Darwin.

Choice

Women fdt it would be good to have some form of choice about where they deliver, a the moment
they only have one option and that is to go to Darwin Hospitd. The gteff fdt that if women were to
deliver in the community it must be an informed decison and their own choice. They were worried
that if community birthing was to commence, women would be pressured to stay in Nguiu to ddiver

when they would prefer to go to Darwin.

Escorts

All women felt that primiparous women should have an escort when going to Darwin for the birth of
ther child. Many women felt that dl women should have company. A large mgority of women do
have a support person who pays his or her own way.

Hostels

Tiwi women fdt that they did not like going to Darwin since the Catholic Missons hostdl had closed.
They felt they should have their own hostd to stay in ‘just for Tiwi people’ . The self care unit at the
hospitd is a popular place to stay and they thought it should be extended to alow al antenata

women to stay there. They fdt that three meds a day should be provided and suggested that S.
Vincent de Paul may be able to cook meals for people who stayed at Ebirra.

Boredom

Women complained that there was nothing to do in Darwin, ‘no classes or anything’. They said
they get loney and bored and run out of money too quickly, just trying to keep themselves
entertained.

A Birth Centrein Darwin
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They liked the idea of a birth centre on hospital grounds, where there was a family atmosphere and
the escorts were dlowed to stay with the women. Tiwi women felt a birthing centre should be
available for al women and the younger girls should be able to take their partnersif they wanted.

A Birth Centrein Nguiu

Women felt that a birthing centre on the idand would alow the families to be nearby for the birth and
the women could have a midwife, a hedth worker, their grandmother and mother with them in
labour. They aso felt that they would no longer need to worry about leaving their other children at
home. Some women mentioned that a separate centre would be good as there are too many spirits
in the hedth centre, ‘too many people have died there over the years' . Another problem with the
present hedth centre was space. Women were concerned that there was not enough room to have
al their support team with them in labour. The younger women were worried that if a birthing centre
was st up on the idand they would not be able to choose to go to Darwin to ddiver. They were
aso worried that there could be problems if women were labouring when the club was open and
their husbands were getting drunk. They decided the husband would need to be banned from the
club around the time the baby was due. Another problem about delivering on the idand was the

price of supplies for new babies in the shop.

Additional Comments from the Health Staff

The staff were in favour of birthing on the idand if it wasto be done properly. * As service providers
we would love to be able to offer birthing, it is good for staff moral, and a good delivery can
have the staff on a high for days'. ‘It would mean we could offer an active birth and it would
increase job satisfaction’. They felt that it may also improve antenatd care. ‘ Thisisa critical time
in the babies' and mother’s life, there should be no limit to the money spent on their health, it

will save in thelong run’.

The hedth gaff felt that they would need more equipment but they should have it anyway as there
are dready premature babies being born on the idand. All equipment would need to be regularly
checked and the women would have to understand that they may need to go to Darwin if there are
gaffing problems. Some of the health workers had delivered many babies in the past but said they
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would like to update their skills. All staff said they would need to be able to access ongoing training
and sKills updates.

Staff believed that women with risk factors should not ddliver on theidand. They felt they should be
‘be blunt about informed consent and could make a contract with the pregnant women... it
may improve antenatal care’. They dso fdt that it would be important to have a back up plan for
emergencies. They would like to be able to cal in an obstetrician or a paediatrician if they have an
emergency. ‘If the Air Medical plane is busy we must be able to charter a plane and bring the

gpecialist and some blood out to the community quickly, at any time of the day’.

Additional Comments from the Women

Older women fdt it was very important, but dso very difficult, to find out what the younger
generation want as ‘they are often too frightened to say what they really want’. They fdt that it
would be wonderful for women to deliver on the idand but were not sure if the mother would get
enough rest. They felt that things were changing and the younger generation sometimes like to have
ther partners with them in labour.

Problems were identified when women stay with family in Darwin. They are obliged to provide food
for the family and often run out of money very quickly. Another problem that occurs when staying
with friends in Darwin is when women go into labour (especidly if it isin the middle of the night) they
do not have aphone in the house or any transport to get to the hospital. WWomen have been getting
ambulance hills of $150-200 when needing to get to hospita. When they need to send money in to
women who are waiting in Darwin, it is free with Wimray but cogts $10 with Air North. Women
then have to catch acab to the airport to pick it up and it is often spent very quickly.

Feasibility of Birthing

The daff & Nguiu are very interested in pursuing the idea of community birthing if it is to be
resourced adequately, with sufficient back up from Darwin, and only avallable to low risk women.
The older women in the community thought it would be good but did not want to talk on behdf of
the younger girls. Some fet the younger women might be interested whereas others fdt they quite
like going to town to ddliver as they are able to do their shopping when they are there. The younger
women said they would like to have the choice of where to deliver. They dso fdt that the shop on
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the idand should be able to stock everything the women need but were concerned about the prices
and limited selection. Someone suggested that mail ordering could be utilised.

The hedth centre has mogt of the resources for community birthing and its close proximity to Darwin

would makeit an ided placeto do apilot sudy. It isdifficult to say if current saffing levels would be
adequate to support such a program.
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PIRLANGIMPI (GARDEN POINT) COMMUNITY REPORT

Community Overview

Firlangimpi is located on the north west coast of Méville Idand, 125 km north of Darwin. It isa35
minute flight from Darwin and has three return flights a day Monday to Friday, two flights on
Saturday and one on Sunday. The community was established in 1940 by the Catholic Missonsas a
place for part-Aborigind children. It is now a community of goproximatey 250-300 Tiwi people
who spesk Tiwi and often English. The management of the idand was taken over in 1963 by the
Department of Aborigind Affairs and then in 1983 by the Community Counail .

The community airdrip has automatic lighting but is not an dl weether strip and can be closed in the
wet season. The hedth centre was built in 1971 and is in a good date of repair dthough the
electricity to the hedth centre can be cut off in the wet season and there is no generator for
emergency power. There is a store (that stocks very little for new babies), a police station with two
Territory Police (who cover al the Tiwi Idands), a banking agency, a school, a bakery, a takeaway
food outlet and awomen's shelter.

Summary of Consultation

Firlangimpi was only visited for one day and ten women were involved in mestings, (two hedlth
workers, one nutrition worker, one nurse and Sx younger women, al multiparous women). Most of

the day was spent talking to the hedlth and nutrition workers.

General Themes and Alternative Suggestions
Safety

This was an important issue to dl women. Given present hedth services they fdt that it was safer for

women to ddiver in Darwin.

Choice
Women fdt that choice was an important factor when deciding where to deliver. They said it would
be good if they had the opportunity to birth in Nguiu but thought most women would prefer to go to

Dawin.
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Escorts

All women felt it was important for primiparous women to have an escort, regardiess of their age.
They dso identified a problem when the woman has other smal children and suggested thet if the
women had children under four years old then perhaps they could come in with them. They would
need an escort to look after the child when the mother was in hospitd.

Hostels

The women fdt that there should be a better hostdl for women to stay in when they go to Darwin,
preferably at the hospita. Self care was a popular place to stay. The hostel where Tiwi people liked
to stay was the Catholic Missions Hogtel (known as CMS) and it closed down four years ago.
Women sad ‘they do not feel comfortable in any of the other hostels'. Some hostels do not
have lockable cupboards or rooms, and women reported problems with theft, especidly of food
from the fridge. They dso said it would be good if the hostel s were able to cash cheques for them as

this can sometimes be a difficult procedure.

Support in Labour

The women dated that they would like to have a rdative to be with them in labour. They felt that
there should be Tiwi women working in the birthing unit. They thought this would be a good
experience for the women and that there are enough Tiwi women in Darwin to be able to recruit

Someone.

A Birth Centrein Darwin

One of the hedth workers had been down to the Alukurain Alice and was very impressed by it.
She explained the concept to other women who al thought it was a good idea. They fdt it would be
good to have a place for dl women, and could have one sde for Aborigind women and one for

non-Aborigind women. They fdt it should be close to the hospital.

Additional Comments from the Health Staff

Magor concerns involved gaffing issues. They fdt there were not enough staff to be able to offer
community birthing, if two gtaff were up during the night for a birth then there would be no-one to
open the hedlth centre the next day. Another concern expressed by staff was who would be blamed
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if something went wrong? They felt Nguiu could be agood place to set up birthing but were unsure if
women in the community would rather go to Nguiu or Darwin for the birth of their child. They were
inggtent that it should ill be the woman's choice, and no-one should be coerced into delivering in

the community, or at Nguiu, if they are not keen to do so.

Additional Comments from the Women

Women were worried that if they delivered in the community and there was a problem then the
hedth saff could be blamed. They aso sad tha ‘cultural practices for childbirth are not
important anymore... lost all that’. Another problem if they were to ddiver in the community
would be the very ‘limited range of goods for new babies at local shop... what is sold is very
expensive’ . Mgor problemsin Darwin involved money. Women need identification to cash cheques
but many do not have it. When gpplying for identification in Darwin a Legd Aid women need a birth
certificate, which very few women have. Trangport was aso mentioned as a problem in Darwin,

particularly for women who do not have enough money.

Feasibility of Birthing

This is a smal community of 250-300 people and the hedlth staff consst of one nurse (who a
present is a midwife), two full time and one part time hedth workers and a nutrition worker. A
doctor vidts for two days afortnight. The health workers have done alot of deliveriesin the past but
not so many recently. They would like to do ddliveries again but fed they do not have enough steff
to offer this service and would need a refresher course. There are no current statistics on how many
births are occurring each year in this community but the hedlth workers fdt it was usudly two or
three per year.

Women who do ddliver in Pirlangimpi are still being flown in to Darwin after the birth. It was unclear
if this was because of medical reasons or just routine. The health centre has very basic facilitiesfor a
birth in the community and does not have a generator for emergency back up power (which is
regularly needed in the wet season). There is no overhead warmer or thermo-regulated neonatal cot
to assist newborn babies (particularly premature ones) maintain their temperature. The air strip can

be closed due to heavy rain in the wet season. This community does not have sufficient staffing,

equipment or resources to offer community birthing and is not suitable for apilot project.
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MILIKAPITI (SNAKE BAY) COMMUNITY REPORT

Community Overview

Milikapiti is located on the northern coast of Mdville Idand 120 km north of Darwin. It is a 35
minute flight from Darwin and has three return flights a day Monday to Friday, two flights on
Saturday and one on Sunday. It is serviced by a barge from Darwin once a month. The community
was established in 1942 and the community council was formed in 1983. The population is
approximately 400-450 and spesk, Tiwi and English.

The community argtrip is a bitumen gtrip with lights that can be turned on by a switch on the ground.
It does not close in the wet season. The hedth centre is an older building and the dectricity to the
hedlth centre can be interrupted in the wet season. There is no generator for emergency power.
There is a store, a banking agency, a youth centre, an arts centre, a school, a takeaway food outlet

and awomen’s centre.

Summary of Consultation

Milikapiti was vigted for haf a day on the trip to Nguiu. Five women were involved in an impromptu
meeting (two hedthworkers and three young girls). The women were interested in discussing birthing
and invited the interviewer back to have a big women's meseting. Unfortunately this did not occur
due to the time limitations of the project. Nonethel ess, the women’s comments have been included.

General Themes and Alternative Suggestions

Safety
Women fet that it was too dangerous for women who were having their first baby to stay on the

idand. They fdt they would be too frightened to ddliver there.

Choice

Women fdt it would be good to have the choice to be able to go to Nguiu to ddiver, dthough
doubted that many women would actudly do this. They fdt it would be good to have the option to
deliver in the community as then they would rot have to worry about al the problems that happen
when they arein town.
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Escorts

They fdt that dl women having ther first baby should be alowed to have an officid escort. The
younger ones might like to take their partners with them, or ese they woud like to take another
relative. At the moment they are paying for their own escorts but this is a financid drain if they are
not able to stay with family.

Hostels

Women sad they do not fed comfortable staying a hostds since the Catholic Missons hosel
closed down. They fet that there should be a hostel specificaly for Tiwi people, or pregnant women
should be able to say at the sdif care facility at the hospital.

A Birth Centrein Darwin
They thought this was an excdlent idea and should be for dl women; Tiwi women, Aborigind

women and non-Aborigind women.

Additional Comments from the Women

Women suggested that two or three weeks was too long to have to wait in Darwin and they should
only have to go in for one week. Women fed that they get humbug from drunks who want to try and
take their money when they are awaiting the birth. If staying with family they are expected to provide
food which they often cannot afford. They may not have access to a phone which makes it difficult
to get an ambulance if they gart labouring in the middle of the night. They dtated that they were
frightened in hospital in Darwin where they were *often left in a room by themselves, sometimes
with the door closed’. They fdt they were* given medicine and didn’t know what it was for’.

Feasibility of Birthing

This community is currently being staffed by hedth workers done who do not fed happy about
women ddivering in the community. They fed that they do not have the equipment or gaff to deliver
these services. They did not have documented statitics but think approximately one birth a year
would occur in the community. They do not have an overhead heater or a thermo regulated portacot
to keep the babies warm. This community does not have the facilities for community birthing and is

not suitable for apilot project.
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WADEYE (PORT KEATS) COMMUNITY REPORT

Community Overview

Wadeye is situated in the Daly River region of the Northern Territory, gpproximately 500 kilometres
south west of Darwin. The population is gpproximately 1,800 with an average of 49 births each
year. There are seven outstations populated al year and eleven more that have resdents in the dry
season. The hedlth centre does not service the outdations at the present time. Wadeye is a fifty
minute flight from Darwin and is serviced by Murin Air with either one or two return flightsaday. A
bitumen strip has just been completed at Wadeye. The road to Darwin is open in the dry season and
takes gpproximately seven hours to get there. Wadeye has a monthly barge service from Darwin.

The town was founded by Catholic Missonaries in 1935 and attracted nine different language
groups from the area. The town moved to its present Site in 1938 as there was a better water supply
and a good gte for an argtrip. In 1979 adminidration of the town transferred from the Catholic
Missons to Kardu Numinda Incorporated. Murin Association runs the outstation resource centre

and hasits own planes.

Adminigtration of the hedth centre was handed over from the Catholic Missions to the Kardu
Numinda Council in 1993. A new centre was built in 1995 and respongbility for management was
transferred again, in 1996, to THS. The new hedth centre is in good condition but is poorly
designed. Staffing levels vary, at present there are four nurse positions, eight health worker positions
and day to day management is by an Senior Aborigind Hedlth Worker who has a non-Aborigind
mentor. A femae doctor vigts the community for three days a fortnight and a mae doctor vidts one
day a fortnight. Although there is accommodation for a resdent doctor, the police are utilisng this
and the community is not currently recruiting for this position. There is very limited accommodation

for vidting hedth professonds and as a consequence many are unable to vidt the community.
The community has aloca store, atake away, a Traditiona Credit Union and post office outlet. The

sewing centre has recently been opened and doubles as a women's centre. The Catholic Missons

operate the primary and post primary schools (which only alow Aborigind children to atend) and
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the adult education centre. Thereis an aged care hostd that is run by the Catholic nuns and provides
day care and a meds on wheds service. The Catholic Missons are dso involved in the Alcohol
Awareness and Family Recovery Program. The local club stopped selling acohol in 1995 and now
operates as a socid club. People wanting to drink alcohol are able to take a bus to a nearby
community that has a club operating most nights of the week. The police gation has three Territory
Police, one Aborigind Community Police Officer and an Aborigind Community Corrections Officer.

The hedth centre is open from 8.30-5pm Monday to Friday and staff provide a 24 hour on call
emergency sarvice. Emergencies are evacuated by the Air Medica Service. The women's room is
ar conditioned and has an obgtetric bed. Thereisa portable light which cannot be used when power
is log, so there is no emergency lighting in the room. The hedlth centre does have a generator that
provides power when it islog, (usudly in the wet season) but not for the women’s room. Equipment
includes a fetd heart doppler machine, thermo-regulated portacot, defibrillator, both neonatal and
adult intubation equipment, IVAC machine, stirrups, forceps and a bean bag. They do not have a
headbox for the ddivery of oxygen. Antenatd care is performed by a midwife who liaises with a
hedlth worker and ultrasound scans are performed by the visiting doctor with a portable machine.
An obstetrician vists the community for one day every four months.

The average number of births to women in the community was 49 births per year with around four

Table 7. Number of births to women from the community and the number and percent of

births in Wadeye for the years 1990-98.

1990 1991 1992 1993 1994 1995 1996 1997 | 1998

Births to women

from Wadeye 52 56 51 55 49 57 50 39 33
Birthsin the 3 8 3 7 2 6 6 3 1
community 58% [ 143% | 59% | 127% | 41% | 105% | 12% | 7.7% | 3%

(8.4%) being born in the community each year.

79



And the women said... Wadeye - Port Keats

Summary of Consultation

Three days were spent in Wadeye and a previous Strong Women Worker, Eileen Gumbuduck, was
hired as a facilitator. Meetings were held in the sewing centre, the pensioner’s day centre and the
hedlth centre. A totd of 57 people were consulted, including the midwife who worksin the women's
hedth area, Sx hedth workers, Strong Women Workers, eders in the community and a group of

younger women workers.

General Themes and Alternative Suggestions

Safety

Women fdt that sfety is very important and any woman that is high risk should go to Darwin to
deliver. They aso had concerns about their safety when going to Darwin as they felt that there were
aways people who would humbug them and try to take their money, epecidly the young girls.

Escorts

Women felt the younger girls should definitely have an escort who is an older woman and able to
look after them in Darwin. In particular, they would stop them from being bothered by drunken
people, and losing their money to the town relaives. At the moment the family try to send an escort
to stay with the antenate in town but thisisafinancid drain on the family.

Hostels

Women fdt that there should be one hoste for al antenatal women so that they could stay together.
They fdt it would be good if it was on the hospitd grounds like the saf care centre. They fdt it was
very important that the hostels provided food for the women.

Positionsin Labour
Women thought they ‘should be able to birth squatting, with an older woman behind to
support and massage your back, this would be much better than lying on your back in a cold

roomwith adrip inyour arm'.
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A Birth Centrein Darwin

This subject caused a lively discussion. Initidly women disagreed as some fdt that a birth centre
should be for Aborigind women only while others fet it should be for al women. They findly agreed
thet it should be for al women and Aborigina women should have one sde of the building and nor
Aborigind women should have the other Sde.

Additional Comments from the Health Staff

Hedth gaff fdt that dl primiparous women should have an escort when going to Darwin and the
women should have food supplied for them. They thought it would be safe for the hedthy
multiparous women to stay and ddliver at Wadeye but do not have enough staff at present. They
were worried about delivering women in the community, ‘if something goes wrong who will be
blamed?’ .

Additional Comments from the Women

The women thought it would be good if the midwife and hedth worker could get together with the
Strong Women Workers to provide antenatal classes for the young girls. The women felt the
hospitd was ‘much too cold and should provide healthy tucker for them... too much sweet
food in there'. They aso fdt it would be letter if there was an Aborigina hedlth worker in the
birthing unit aswell as‘more Aboriginal health workers throughout the hospital’. They sad they

‘do not like having male doctorsinvolved in birthing or women’s business'.

Feasibility of Birthing

Over the lagt few years this community has had a very high turnover of staff, many of whom have
had very limited or no remote area experience. It is poorly staffed at the moment and barely able to
cary out any program work. Both the hedth workers and the nurses fed they are only just
managing to ded with the demands of acute care on a 24 hour bads. The gaff fet they would love
to be able to provide a birthing service but it is not practica on current gaffing levels. The women
fdt that it is something that should be looked at for the future. This community is not suitable for a
pilot project based on current staffing levels.
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EAST ARNHEM DISTRICT- REGIONAL CENTRE

Overview

Nhulunbuy (Gove) is the regiond centre for the East Arnhem digtrict which has a population  of
gpproximately 11,500 (around 4,000 live in Nhulunbuy). There are 12 Community Health Centres
in the region though one is not saffed in a full time capacity. Of the twelve Rural Hedlth Centres
within the Didrict, eight are run by THS and four receive THS and/or Commonwedlth grants and
are run by Community Coundils®> Gove District Hospitdl (GDH) is a 30 bed hospital and has an
eight bed maternity unit (on the second floor), two delivery suite beds, and 170-190 deliveries a
year. They have one Obgtetrician who is relieved for holidays by staff from Darwin, and severd of
the doctors in town have their Diploma of Obgtetrics. They do not have aresdent Paediatrician or a
nursery 0 dl high risk ddiveries and any premature labours under 35 weeks gedtation are
transferred to Darwin.

Women from the East Arnhem didtrict are covered by the PATS budget to come in to Nhulunbuy
(the nearest centre) to await the birth of their baby. If they would prefer to go to Darwin then they
are given aone way ticket and mugt find their own way home. Statistics on how many women would
choose this were difficult to find, but travel staff in Nhulunbuy estimated it would be approximeately
20-25 women a year, and most would be from Groote Eylandt. When women await birthing in
Nhulnbuy they stay a the hostd which is managed by the Aborigind Hostels Association. It is dose

to the public drinking hotel and not as secure as the women would like, though it does provide food.

There were plans to make a four bed sdf care unit on the maternity ward, but this initiative has
gdled as the cleaners were not happy about it and approached their Loca Member who then went
to the Minigter. At present a brief needs to be written by the Director of Nursing to go to the
Secretary of THS who will make any further decisons. The women in the area and the midwives
from the ward al support the initiative. Women receive antenatd care from the hospita which has
one midwives dlinic and one doctor’s clinic each week. Antenata classes are hdd by the midwives.

" THS, 1998, Territory Health Services Annual Report 1997/98, N. T. Government Printers.
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Summary of Consultation

Nhulunbuy was vidted and discussons were held with the Director of Nursing a the hospitd, the
Rurd Director of Nursing, midwives a the hospitd and the dtaff a Miwatj Hedth Aborigind
Corporation. Miwatj were running a study session for their Health Worker Course and two groups
of hedth workers were involved in discussions. The staff who work for the Layna Homelands (the
Yirrkaa outgtations) dso camein for ameeting. Visits were made to two of the nearby communities,
Yirrkda and Gunyangara (Marngarr-Ski Beach) where several meetings were held. These
communities are close enough to Nhulunbuy for the antenatal women to stay home till they go into
early labour a which time they can drive to the hospita. A tota of 47 people were consulted in this
area, in addition, two communities were visted and are reported on separately, Galiwin'ku (Elcho
|dand) and Milingimbi.

Two aress that were not included in the origina consultation were Numbulwar and Groote Eylandt.
Anecdotal evidence suggested that some women were choosing to stay in these communities for
birth and that both areas had a dgnificant number of premature births. Information about these
communities was learned from discussions with gaff in the regiond centre and staff working in the
hedth centres. Descriptions of these communities and reasons for not including them in the
consultations can be found at the end of this section.

General Themes

Safety

Hedth care providers thought that birthing in the bush would be welcomed by women but were
worried about the safety of it. They stated that ‘we need to do a pilot study to know for certain’.
Someone mentioned a Victorian study which showed hedlth care practitioners are very capable of
identifying high risk women and referring them to a larger centre. It dso showed a much lower
morbidity and mortdity rate for those birthing in the bush. Some thought that ‘birthing on
communities may improve a child’s ties to the land’. Overwhedmingly people felt that ‘ staff in
the bush need more support as some women will always choose to deliver out there... it would

be better to sanction it and do it safely... it might improve antenatal and early labour care'.

Escorts and Support in Labour
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Everyone bdieved that dl primiparous women should have an escort (and alarge mgority believed
that al women should have an escort). ‘ Escorts are essential, especially valuable to help young
girls with breastfeeding’ . People suggested that the service would be improved if there were more
Aborigind staff working in the hospitd, particularly the birthing unit (at present Gove Hospital has
only one Aborigind Liaison person who is on extended leave and has not been replaced).
‘Hospitals are very hostile environments and women are scared so they invariably do not

|abour well’.

Choice
People believed that ‘women should be given the choice to deliver in the community, not
turned into victims where they try and hide from the staff and the plane... it is empowering to

have proper choices'.

Boredom

“Women get sent in too early, get bored and then abscond.... or they may have been having
problems with humbug when they are at the hostel’. Hedth practitioners thought we were
wasting a prime opportunity to improve the hedth and elucation of the antenatd women, ‘they
come into town and get bored, Aboriginal Resource Development Service should do classes
for the women and teach escorts what to do when they are support people... the training

could go out to the homelands'.

Gove Didrict Hospital

There was very red concern regarding rumours that Gove Didtrict Hospital was not going to retain
its obstetric services. People fet that if this was to occur then many more women would choose to
ddiver on their communities, as generaly women are too frightened to travel to Darwin. The hedth
workers a Miwatj suggested that the smoking ceremony should be offered to al women who
deliver their babies in Gove hospita, ‘ smoking will close up and heal the soreness of childbirth’.
They aso thought it was important for the staff to ask women if they wanted to take their placenta
home. * The placenta should not be burnt as the mother might then get a sickness in the womb,

itisalright to freeze it until it can be buried by the family at home'.
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A Birthing Centre
Aborigind women fet that a birthing centre would be good but it must be in Nhulunbuy, not any of
the communities, as there could be too much disagreement between different tribes.

Summary

The mgority of people fdt that birthing on communities would be agood thing for low risk women if
there was the appropriate infrastructure and resources, with ‘a flying squad as back up’. Generdly
people were quite cynica about this issue and did not believe birthing in the bush would ever be
resourced adequately. Others fdlt that as birthing in the community was aready occurring, the hedlth
centres should have the appropriate resources. Particularly as many of the births are high risk and
the equipment may be needed prior to evacuation, which coud be hours away. Some thought that
‘midwives may not be experienced enough to feel comfortable delivering out bush, they could
worry about blame'. They suggested that experience would be an important recruitment
requirement but were worried that the Workorce Planning Unit did not redlise how important it was

to have experienced midwives in communities.

Numbulwar

Numbulwar is an East Arnhem community that has a population of around 1,000. Last year they had
10 births within the community, most of which were premature births and many had other risk
factors. They have funding for a doctor but have been unable to recruit one. Current gaffing is two
nurses and four health workers and they fed their workload is dready too much to even think about
community birthing. Other obstacles include an airgtrip that can be closed for up to five days in the
wet, no generator at the hedth centre and only very basic equipment. Women do not like going to
Nhulunbuy to await their birth and one of the reasons given for this was historica differences

between the people.

Although some women from Numbulwar do wish to ddiver in their community it is an unredidic
option for them given current resources and staffing. Considering the high number of births in the
community (particularly the premature births), and the delays that can occur when needing to
evacuate an antenate or mother with a newborn neonate, they should have al the equipment thet is

required for remote area birthing, including a generator.
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Groote Eylandt

Groote Eylandt is o in the East Arnhem region and congsts of three communities: Alyangula,
Angurugu and Umbakumba. Alyangula is the centre for the mining community and has a hedth
centre that caters mainly to resdents of the town. The mgor hedth centre tr the Aborigind
community on the idand is Stuated a Angurugu. It has been having renovations for the last Six
months, while gaff work from a makeshift house. It is goproximately a 15 minute drive from
Alyangula to Angurugu and an hours drive to Umbakumba. Staff are no longer resdent in ether of
these communities due to safety concerns. Staff leave these communities to ensure they arrive back
in Alyangula by 1700 hours. They do not go out to the communities after hours and people who
require hep must find their own way into Alyangula. They have had a high g&ff turnover. Many
problems in the community are related to alcohol abuse. There is gpproximately one birth per month
on the idand, and anecdota evidence suggests the mgority of women have complicated obstetric

higtories.

This community is smilar to Numbulwar in that many people do not paticularly like to go to
Nhulunbuy for hedlth care. Groote Eylandt was not visited for the consultation as community birthing
is an unredigtic expectation at present and current problems in the communities would have made
the vigt very difficult. However, as with Numbulwar, they should have dl the equipment necessary

for complicated ddiveriesin aremote stting.
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EAST ARNHEM COMMUNITIES

GALIWIN'KU (ELCHO ISLAND) COMMUNITY REPORT

Community Overview

Gaiwin'ku is stuated on Elcho Idand in the Arafura Sea and was edtablished in 1942 &s a
Methodist mission. Gdiwin'ku can be accessed by plane from either Darwin (1.5 hours) or
Nhulunbuy (30-45 minutes) with dally return flights to both centres. The airdtrip is bitumen with pilot
activated lights and will only get closed if there are severe crosswinds. There are 16 different clan
and language groups in the area, dthough most people spesk the mgor language and some will
gpesk English. Population estimates vary from 1,200 to 1,800 and will fluctuate depending on the
season (at a recent hedlth promotion exercise that treated dl people including outstation resdents,
1,200 people were involved). They have an average of 53 births a year from the community and
outstations.

There are gpproximately 32 outgtations in the area with around 15 being populated for most of the
year. These are administered by the Marthakal Resource Centre. The hedlth centre is not funded to
provide a sarvice to these areas. The town is administered by a town clerk and has a Community
Council. The town has three takeaway shops, one store, a banking and posta agency, a school that
caters for post primary students, two Aborigina Community Police Officers and awomen’s centre.
There is a building program occurring a present with 20 new houses being congructed. The
C.D.E.P. scheme is operating in the community and thereis no acohol alowed on theidand.

The hedth centre is funded by a THS Grant that is given to the Community Council to manage. The
daff have recently sgned an enterprise bargaining agreement. Present saffing includes four nurses
(two are midwives and one is funded by a Commonwedth grant until August 1999), 12 hedth
workers (10 females and two maes) who work 60 hours a fortnight and one resident doctor (who is
supported by a doctor vigting from Nhulunbuy two days a fortnight, when able). The hedth centre
has recently conducted a community scabies awareness program that seff felt was very successtul.
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The women's hedlth program is run by a hedth worker who liaises dosdy with a midwife and the
female doctor. Equipment at the hedth centre includes an ultrasound machine, doppler, adult and
neonatd resuscitation equipment, a defibrillator, sirrups, nitrous oxide and adequete lighting. They
do not have an IVAC machine, syringe pump, headbox, humidcrib, overhead hegter, oxygen
saturation monitor, forceps or vacuum extraction equipment. Births at the hedth centre occur inthe
emergency room as the women's room is not properly equipped at the moment. The hedlth worker
responsible for the women'’ s program has recently attended a training course to enable her to use the

ultrasound mechine for dating and basic morphology.

Birthing datigtics for the community were difficult to assess. The datigtics from the birthing book
differed from the ddivery suite book which differed again from the Epidemiology Branch and the
community database. Births do occur in the community but they are not planned. On available
datistics over the last nine years they have had an average of 53 births each year, with a mean of
seven (13%) occurring in the community. Anecdota evidence suggested that of the 10 births in the
hedlth centre in the last 12 months, haf would not have received antenata care.

Reasons that were suggested for women not accessing antenatal care included: that they did not
perceive that they needed it; they were worried that they would have to go to town for the birth;
and, they fdt shamed if they fell pregnant too quickly following the last pregnancy, therefore did not
want to acknowledge the present pregnancy.

Staff suggested that there were till a Significant number of women who would be sent to town to
await the birth but would return prior to having their baby. They dso sad that women who had
delivered in the community were transferred out even when things had progressed normaly. They
fdt that if women were dlowed to stay following the birth then more women would try to ddliver in
the community and present saffing levels were not sufficient for this.
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Table 8. Number of births to women from the community and the number and percent of

birthsin Galawin’ku for the years 1990-98.

1990 1991 1992 1993 1994 1995 1996 | 1997 | 1998

Births to women

from Galiwin’ku 46 56 50 50 * 39 50 72 47 63
Birthsin the *8 *9Q * 3 6 *5 3 14 *5 10
community 17% 16% 6% 12% 13% 6% 19% 11% 16%

* shows where number s are thought to be incompl ete.

Summary of Consultation

Three days were spent in Gadiwin'ku and a facilitator was not organised prior to arriving on the
idand. This, together with transport problems, probably contributed to the frustrations that occurred
on thistrip. It was not agood time to vist as the hedth staff were experiencing atime of change. The
Nurse Manager of 12 years had just left and future workplans and directions were being discussed.
Time was spent at the women's centre, with the Strong Women Workers (including a bush trip) and
with the hedth gaff. A total of 25 people were consulted, usudly in smal groups at the women's

centre.

General Themes and Alternative Suggestions

Safety

People fdt that community birthing would be good if it could be implemented safely with more
resources including extra equipment and adequatdly trained staff. ‘It would need to be very well
planned prior to implementation and trialed only with healthy women’. The staff were worried

about unrea expectations from the women, for example, ‘wanting to deliver on their outstations'.
Choice

People bdlieved in enabling women to make an informed choice. They aso thought women should
have the choice to go to ether Nhulunbuy or Darwin without having to pay extra if they choose
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Dawin. Women said they ‘don’t like going to town as they get too worried for their families

and miss them too much’.

Escorts

Everyone fdt that dl primiparous women should have an escort. Multiparous women should have
one if they have any specid problems. This may indude problems with young children who are
better to stay with their mother than be left in the community. Any one whose comprehension of
English is poor should have an escort. There are *too many problems with women not getting the
real story from the doctors, they need to employ Aboriginal workers or interpreters, or allow

more escorts'.

Hostels

Women said they would like to be able to choose to stay in the hospital rather than the hostdl as it
would be safer, ‘too much humbug from drunks in Gove'. When in Darwin they said thet they felt
al of the hogtels should provide food for the women.

Positionsin Labour
Women sad that in hospitd they ‘should be able to squat on a mat on the floor for the birth,

no-one likes the shame of lying on their backs and spreading their legs'.

Birthing in Galiwin’ku

Women fdt it would be safe to deliver on the idand now that there are nurses there. They do not
like to go away for the birth as ‘ there are too many unfamiliar faces and you get too homesick’.
They thought that the primiparous women and the younger girls who were scared would il like to
go to town, whereas the older women would probably like to gtay in the community. They fdt
birthing must occur in a place where it is safe and away from the men, as women are not dlowed to
let men hear them scream or cry. The gaff felt that community birthing could improve antenatd care
but a community education campaign would be necessary first. They thought they would need to
have a contract with the woman involved and it should only be available to women who have had

antenatd care and are healthy with no risk factors.
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A Birth Centrein Darwin or Nhulunbuy

Women fdt this would be a homely place to ddiver. They fdt it could be for both Aborigind and
non-Aborigind women but would need separate rooms. They thought it would be appropriate for
non-Aborigind men to go there if their partners wanted them to, but thought that Aborigind men
would probably not go there.

Additional Comments from the Health Staff

There was strong support for the heath workers to be able to train in midwifery, as ‘they are the
ones that will always live on the community’. The hedth workers felt that there should be a post
graduate training course, more detailed than the James Cook course, but ‘it is no good if you have
to be a nurse first’. The staff thought there was potential to save money from the PATS budget:
women would not have to be flown out and accommodated in regiond centres; savings could come
from those who are presently flown out and return to the community of their own accord, often
getting flown out by Air Medica trangport when in labour; as presently some women do not turn up
for their flight a the last minute the arlineswill often charge regardiess.

The midwives ds0 suggested that staff would need regular educationd updates, and inservices and
they should be trained to do ultrasound scans. The doctor said that she would need to increase her
insurance cover for procedurd obgtetrics, which would mean an increase cost of approximately

$6,000 per annum.

Additional Comments from the Women

Women, particularly the older ones, said they should bring back the old ways, like smoking the
babies and mothers post following the birth. ‘Instead of using the light for healing the perineum
in hospital they would be better to use smoking, not so much shame involved and they
wouldn’t feel so vulnerable’. Some of the younger women said they felt ‘ better going to a non-
Aboriginal woman for their checkups as they are too shy to see the health workers from their

community’.
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Feasibility of Birthing

Gdiwin'ku are having an average of saven unplanned births a year in the community. Some of the
women are not attending for antenata care and this could be because they do not want to be sent
away to deiver their babies. It is possble that antenatd care may be increased if women were given
the option to deliver on the idand. Women were adamant that they should il have the choice to
deliver in town if they wanted to, and felt the younger girls may prefer to continue to do this. Staff
did not seem paticularly interested in pursuing community birthing which may have been because
they felt their priorities lay else where a the time. They suggested they would only be interested if it
was to be resourced adequately. If pilot pojects were to occur, Galiwin'ku would need to be
consdered as a potentiad community for the project and it may have the added benefit of improving

antenata care.
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MILINGIMBI COMMUNITY REPORT

Community Overview

Milingimbi community is on an idand gpproximatdy haf akilometre from the mainland, 440 km esst
of Darwin and 206 km west of Nhulunbuy. It has an al weeather strip with lights that need to be
switched on by someone on the ground. Fying time to Darwin is one hour and ten minutes with Air
North who provide a dally sarvice. It is a 40 minute flight to Nhulunbuy and there is a daily flight
Monday to Saturday. The population of the idand is gpproximately 900 athough this increases at
ceremony time. They have an average of 18 births from the community each year. There are severa
outstations, two of which are populated al year and are serviced by the health centre.

Milingimbi wasinitiadly established as a Methodist misson in 1923. There are four languages spoken
in the areg, including English. The community is administered by a locd council and the CDEP
program is running in the community, though managed separately. There is one store and they o
run the take-away. The Territory Credit Union has an outlet and the store now offers an EFTPOS
facility. The town has a pre school, a primary school, and a post primary school. The Strong
Women, Strong Baby, Strong Culture program is operating in the community. The women's
resource centre is closed at the moment and there are no meals being cooked for the elderly. There
is no fadility for aged care in the community. There is no dcohol dlowed in Milingimbi and they do
not have any resident police officers.

The hedth centre is a Territory Hedth Service that is open Monday to Friday from 8.00-5.00.
Staffing levds include two nurses (both midwives), eght hedth workers (sx femde and two mde -
one atrainee) and a doctor who vidits for two days a week. The hedth centre does not have a
generator and the phones can go down in the wet season. They had a recent incident where
fluctuating power throughout the hedth centre meant that a man who was having a heart attack and
was connected to several monitors and machines needed to be moved into another room that did
seem to have power. The trolley couldn’t fit through the door and he had to get up and walk some
of the way. The ar conditioning was not operating and staff, who were sweeting profusdy, fdt they
were participating in a Monty Python skit, rather than working in a hedth centre.
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The hedth centre has a separate women’'s room that is equipped with an obstetric bed, overhead
lights, afetal doppler machine, and infant and adult intubation equipment. Other equipment includes
an ultrasound machine, an IVAC machine, ECG machine, defibrillator, suction, oxygen, an oxiviva
and an oximeter. They do not have an overhead hesater, athermo-regulated portocot or a headbox.

Antenatd care is performed by the midwife and antenata education is given on a one to one bass.
Women can go to either Darwin or Nhulunbuy to deliver their baby but if they choose Darwin they
must pay the fare one way. Statistics were taken from the birth book and the Epidemiology branch
but they are not complete. They suggest a mean annua hbirth rate of 18, with an average of 23
(14.8%) being born on the community each year.

Table 9. Number of births to women from the community and the number and percent of

births in Milingimbi for the years 1990-98.

1991 1992 1993 1994 1995 1996 1997 1998

Birthsto women from

Milingimbi 27 10 7 # 7 26 14 18
Birthsin 5 1 1 1 3 5
Milingimbi 185% 10% | 14.2% ? ? 3.8% 214% | 27.7%

Summary of Consultation

Three days were spent in Milingimbi and two women were hired as facilitators, Judy Lirririnyin and
Dorothy Muwakmuwuy. Meetings were held spontaneoudy in the different camps, on the beach, in
the council office and outsde the shop. A total of 45 people were consulted, 36 women, three
nurses, four heathworkers and two men. Meetings were held in both English and the locd language

and the facilitators interpreted for the interviewer.

General Themes and Alternative Suggestions

Safety
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The gaff said they would be happy to assst women to birth in the community if: there were a leest
two midwives in the community; minimum standards gpplied; and it was only available to low risk
women. They sad they would need to keep current with their skills and this would have to be
supported by THS. Everyone thought that ‘high risk women should deliver in town’ and some
saff were worried that ‘if something went wrong the staff could get blamed’. There could be
problems if there was an emergency, ‘ yesterday it took two hours for a priority one plane to get
here'. ‘Although we are already prepared for birthing emergencies so we would not need

much more equipment’.

Choice
Women should be able to choose to ddiver in Darwin without having to pay extra. They fdt it would
be good if they could ddiver in their own community.

Escorts and Support in Labour

A mgor concern is that women having their first baby should have an escort. ‘ They do not know
when to push and need someone who can explain all this in their own language’. ‘There
should be more Aboriginal people working in the hospital, in particular a health worker in the
birthing unit’.

Hostels

Women said that there is *too much humbug for the young women in Nhulunbuy but if they go
to Ebirra in Darwin then they do not get food!’. ‘There should be a self care unit in
Nhulunbuy as the young girls like to stay at the hospital’. Recently ahigh risk antenata women
sad she would only go to Nhulunbuy for birthing if she could stay at the hospita, as she was too
frightened to stay at the hostdl. Staff gpproached the maternity ward nursing staff who were happy
for this but needed authority from the medica gaff. The Digrict Medica Officer sad that this was
not appropriate and staff then referred to the Medica Superintendent who refused, saying that they
would send the medicd plane for her when she went into labour. It was not until there was
intervention from the Rurd Director of Nursing that this decision was reversed.

A Birth Centrein Darwin
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It would be good to have a birthing centre with al women together, especidly if it had a hose
attached to it.

Additional Comments from the Health Staff

‘We need to get better dating for women so we can decrease their time away from the
community’. ‘We have an ultrasound machine here but no-one knows how to use it, we
should be able to go into town to learn simple ultrasonography’ . Many thought thet community
birthing might increase early antenatd care. They were concerned that community birthing would not
work well when there were problems with staff, epecidly if they were relying on short term
relievers. The hedth workers felt they would like to get involved in birthing again but would like to
have amidwife besde them for ddliveries.

Additional Comments from the Women

Women said that girls are faling pregnant a a much younger age than they used to, but they were
not sure why this was occurring. They identified two of the biggest problems for women in town: one
was hot having enough money and the other was worrying about their kids at home. They aso felt
that ‘ Balanda have put pressure on usto deliver their way in hospital, but we should be doing
it our way, in tune with the environment’. They sad ‘it is O.K. being born in the hospital, we

still retain our linksto the land, but it would be better to birth here in the community’.

Feasibility of Birthing

There was a moderate amount of interest for birthing in this community. The women fdt it would be
good to have the choice and would mean birthing was not such a drain on the family unit. Many
peoplefdt it could improve antenatal care. The staff were supportive of the idealif it was for low risk
women, resourced adequately, and minimum standards were followed. They would need a
generator for emergency power in the wet season and a thermo-regulated portacot, but both of
these should be available a the hedth centre anyway. This community could be consdered as a
potentia place for a pilot project athough staffing levels are not adequate at present.
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KATHERINE DISTRICT- REGIONAL CENTRE

Overview

Katherine Didtrict has a population of gpproximately 19,000 (around 10,000 are in Katherine itsdlf)
and is the regiond centre for 19 Community Hedlth Centres. Katherine hospital is a 60 bed hospita
with a 14 bed maternity unit and a three bed birthing unit. They have gpproximately 360 ddliveries a
year. There is a high turnover of medica staff at the hospita and they have various amounts of post
graduate obgtetric experience. Some have had none and others have their Diploma of Obgtetrics
and Gynaecology. Severd of the Generd Practitioners in town have their Diploma of Obstetrics and
Gynaecology and are providers of antenata, intrgpartum and postnatd care. They are able to
provide continuity of care and many have been resdent in Katherine for some time, one for 28

years.

The Aborigind Medicd Association in Katherine is cadled Wurli Wurlinjang and they provide the
antenatal and post nata service to most of the Aborigind women who live in town. When remote
women come in to await the birth they stay a a hostel that is owned by the Aborigina Hogels
Asociation. It isa comfortable, secure building on hospital grounds, provides three medls aday and

seems to be popular with the women.

A midwives dinic aso provides antenatd care and education for the women in town, and for the
women from remote areas who have come to town to await their birth. Suggestions to create a
shared care mode (between the midwives and generd practitioners including Wurli Wurlinjang)
have been made, but the logidtics of it are thought to be very difficult. This would be in line with
Recommendation 5.3 from the NHMRC report ‘ Options for Effective Care in Pregnancy’ whichis
‘Shared care involving smdl teams of generd practitioner obgtetricians and midwives should be

encouraged. This should promote satisfaction for both the woman and the service providers >

*® NHMRC, 1996, Options For Effective Care In Childbirth, AGPS, Canberra.
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Summary of Consultation

Katherine was visited for athree day period and discussions were held with the Director of Nursing
a the hospitd, the rurd Director of Nursng, the midwives a the hospitd, the Aborigind Liaison
Officer, severa remote area nurses, saff from Wurli Wurlinjang, and the hostd. Unfortunately
mesetings with the Air Medicd Staff and the Didtrict Medica Officers did not occur, as they were
unavailable a the time of the vist.

Binjari isa smal community that is accessed by a seded road hdf an hour north west of Katherine.
Women from Binjari had been to the Danila Dilba Women's Business Meeting in November and
had returned to tak to community women about birthing issues. A smadl meeting with Sx women
occurred a Binjari and the community women's responses were summarised. They have been

included in the generd themes below.

Two communities with the highest birth rate in the district were chosen to be in the origind review,
Ngukurr community and Borroloola The report from Ngukurr community follows in a separate
section.

Borroloola

Borroloola and surrounding digtricts have a population of around 1,800-2,000 including tourists, and
cater to many more in the dry season (at times up to 3,000). It was suggested thet it is dowly
becoming a regiond centre and Saffing and infragtructure is not sufficient for delivering current
savices, let done any form of expanson. They have an average of 40-50 births each year with
around 5-7 (13%) being born in the community.

Following phone conversations with the hedth centre it was decided that it was not a good time to
vigt the community to talk about birthing. They had had a very bad year and mgor concerns
revolved around adcohol abuse and the effect it was having on the town. The hedth daff held
conversations with some of the elders who gave their opinion on remote area birthing. Generdly they
fdt that too many of the women were in a high risk category and they would prefer that they
ddivered in a sofer place, even though the women themsdaves would pobably like to gay in
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Borroloola Their mgor concerns were that acohol and poor dietary and living conditions were

eroding their culture.

General Themes and Alternative Suggestions

Safety

Many people believed that there were too many problems with ddivering on communities in the
Katherine Region,. A lot of the airstrips are closed in the wet season, and can be closed for severa
days (the only communities with al weether access are Borroloola and Ngukurr; the Lgamanu strip
is usualy open but the weether is often too bad for planes to land). Also many of the pregnant
women have medica complications that put them into a high risk category. One remote area nurse
fdlt that it should not be contemplated unless it was resourced adequatdly, including blood thet is
avalable for transfusons on the community. She dso thought that if it was started then dl women
would probably want to ay in their communities for birthing. Others believed that there will dways
be people who have extreme views on the matter and the only way to be sure would be to do a pilot

project.

Health Workers

People believed that there should be an Aborigind Hedlth Worker working in the hospital, especidly
in the maternity section. Many of the staff were unsure of the role of the hedlth worker in hospitas.
They fdt there should be digtinct job descriptions and their postions should be covered by law
(RDH has been developing these). Hedlth workers have said that they need to have a Post Graduate
Diplomain Midwifery, but a the moment it is not available anywhere.

Summary

It was widely reported that Katherine Hospital had a very friendly atmosphere. It is ground level and
the maternity section has access to lovely gardens. The birthing units have been decorated well and
are very homey, dthough they suggested they would like some more Aborigind artwork for the
wadlls. The gaff practice active birthing, encouraging the women to try different positions for labour
and the birth. The hogtdl is a secure place on hospital grounds and provides three mealsaday. The
women seem comfortable here, though they complain of boredom and missing family.
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The sarvices in Katherine seem to be the best of al the regions and this could be the reason that

women seem to be less interested in delivering in their communities.
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KATHERINE DISTRICT- COMMUNITIES

NGUKURR COMMUNITY REPORT

Community Overview

Ngukurr Community can be found 320 km south east of Katherine on the banks of the Roper River.
There is road access to Katherine in the dry season and the trip takes approximately three to four
hours. The flying time from Ngukurr to Katherine is 40 minutes in aKing Air and the strip is bitumen
with recently indaled automatic lights. Hights to the community are on Monday, Wednesday and
Friday with the Skyport mail plane. Medical evacuations are performed by the Air Medica Service.

The community was founded by the missonaries in 1906 and today has a population of
gpproximately 900. They have an average of 35 hirths a year. There are seven outstations, 19 clan
groups and saven Aboriginad language groups in the area. English is spoken by some of the
community. The community is administered by aloca council and the CDEP program is operating.
There are four stores and a takeaway in the town. There is no acohal dlowed in the community but
in the dry season people can drive to Roper Bar (hdf to one hour’s trip) where they can buy take
away acohol and bring it back to the edge of the community. There is a women's centre and the
Strong Women Program is operating in the community. Thereis no facility for aged care. They have
achild care centre and alibrary and there are two Territory Police with one Aborigind Community
Police Officer. Thereis a primary school in town and another at one of the outstations.

The hedth centre is a Territory Hedth Service and there is a locd Hedth Committee. They are
gaffed with two nurses (one is a midwife at present) and sx hedth workers (three mae and three
femae). A doctor vidgts the community for three days a fortnight. Hedth concerns that were
identified by the community were marijuana abuse, domestic violence, women's screening and petrol
sniffing. The hedlth centre is in a good State of repair but does not have a generator. Last year they
had to borrow one from the council for afew days so they could continue to operate.

The hedth centre has a women's heath room that is equipped for emergency deliveries. They have
both adult and neonatd intubation equipment and an ECG machine. Other equipment includes a
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thermo-regulated portacot, a doppler machine, stirrups, forceps, a battery operated light, overhead
lights, and an obgtetric bed. They do not have an IVAC machine, overhead hesater, defibrillator,
ultrasound machine, vacuum extractor or headbox. Antenatal care is performed by the midwife in
the community and educetion is on a one to one basis. Most women go to Katherine to have ther
babies. There are an average of 35 hirths a year from the community and approximately two per
year (6%) in the community.

Table 10. Number of births to women from the community and the number and percent of

birthsin Ngukurr for the years 1990-98

1990 1991 1992 1993 1994 1995 1996 | 1997 1998

Births to women

from Ngukurr 33 31 29 30 36 39 28 50 22
Birthsin the 3 3 1 1 1 2 0 4 3
community 9.1% 97% | 34% | 33% | 28% | 51% 0 8% 13.6%

Summary of Consultation

A three day trip was organised to this community and two of the Strong Women Workers acted as
facilitators, Helen Porto and Marjorie Dinga. Meetings were held outside the shop, the council and
in the women's centre. A tota of 25 people were consulted including one nurse, two hedlth workers

and severd of the community elders.

General Themes and Alternative Suggestions

Safety
No-one wanted to compromise safety.

Escortsand Support in Labour

Women fdt that dl primiparous women and dl young girls (under twenty years) should be alowed
to have an escort, but it is not so important for multiparous women. Some women like to take their
youngest children with them which means they need an escort to look after them. Women wanted to

know why some communities are dways alowed an escort when others are not. They fdt the rule
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should be the same for dl communities. They dso fdt that anyone who has to go to Darwin because
of their risk status should have an escort, as ‘they get very frightened there'.

Women felt that the main reason women run away is because they are scared. If they were dlowed
to have an escort this would be less likdly to occur. They felt ‘the young girls needed someone to
trandate for them, it should be someone who has been through it before’. Other women
suggested that there should be a grandmother working in the birthing units of each hospita. Many

commented that ‘they have a good liaison officer working in Katherine'.

Hostels
Women like the antenatal hostdl thet is attached to Katherine hospitd asiit is secure, has three medls

aday and ‘there are no drunks and the food isgood'.

Boredom

This was identified as a mgor problem for the women when they go into town. Suggestions were
made for activities that could be organised. These included a painting and sawing room, educationd
sessons, barbeques where they could go svimming and videos on labour and birthing (videos are

shown to the women when they vist the maternity section).

Additional Comments from the Health Staff

‘Most women are happy to go to Katherine to deliver but they can get lonely and run away’.
‘They are often in there for too long and this can be because we do not have reliable
ultrasound scans for dating'. The daff fdt tha the Traditiona Land Owners seem to like ther
children to be born on the land but they were worried that staff could be blamed if there were
problems with the birth.

Additional Comments from the Women

Generdly people felt that women get sent in too early and get bored in town and thought it would be
good if normd multiparous women could have their babies in the community. They thought that the
Strong Women Workers should be doing classes with the young girls and suggested that there was
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“not much cultural business anymore... not even the smoking ceremony’. Women talked about
the cultura problem when babies are born on someone s’ s land, athough they fed the community
is adapting to this. ‘ They should really belong to where they have been delivered but the father
of the baby is the strongest link to the land and people are concentrating on this'.

One other problem that was mentioned was that ‘the doctors that come to the community
change over too much’. They said it would be better to have continuity and people would be able
to get used to them and start to trust them.

Feasibility of Birthing

Although there was some interest in community birthing, particularly from the older women, this
community does not have the resources or staffing levels to be able to offer such asarvice in a safe
environment. Having only one midwife in the community and no loca doctor would mean that
emergency Stuations could be putting the mother and baby in an unnecessary ‘at risk’ Stuation.
Women felt that services in Katherine should be improved for the antenatd women. The gaff felt
that there were other priorities that needed to be addressed prior to community birthing. Given

present resources this community is not gppropriate as apilot site for community birthing.
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APPENDIX

GLOSSARY

Antenatal - Refersto the period of time from conception to birth.

Apgar score - A numericd scoring system routindy administered a one and five minutes after birth
to evauate the condition of the baby. The score ranges from 0-10 (10 is the optima).

Balanda - A word used by many Aborigina people in the Top End to describe non-Aborigind
people.

Birthing Centre - A place with a homelike environment where women are able to receive
antenata, intrapartum and postnatal care by midwives and doctors. These centres can be connected
to traditiond birthing units or may be free sanding.

Grand Multiparous Women - A woman who has had five or more births.

High Risk - A person who is considered to have complications that may interfere with the norma
course of pregnancy and birth.

Humbug - A term used to describe a nuisance, an irritation or a bother.

Intervention - A dinical procedure in pregnancy or labour thet interferes with the normal course of
events, eg. atificid rupture of membranes, induction of labour, delivery by forceps or caesarean.
Intrapartum - Refersto the period of time that awoman isin labour.

Intubated - When atube is passed via the nose or mouth into the lungs to enable the direct ddivery
of oxygen. The tube is usudly connected to a pump (either mechanica or manud) that can take over
the role of breathing.

Low Birth Weight - A baby that is born and weighs less than 2,500 grams.

Morbidity - IlIness or disease.

Mortality - Death.

Multiparous/ Multipara - A woman who has previoudy birthed a viable infant.

Neonatal - Refersto the first 28 days following birth.

Oxytocin - A drug that is used to stimulate the uterus to contract, often used to induce labour.
Perinatal - From 20 weeks gestation to 28 days after birth.

Postnatal / Puerperal / Puerperium- Refersto the first 9x weeks following birth.

Premature - An infant born before 37 completed weeks gestation.
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Primiparous/ Primipara- A woman having her first pregnancy.

Stillbirth - A baby born dead after 20 weeks gedtaion or weighing more than 400 grams
(Audrdian definition).

Strong Women Workers - Community based workers employed by local councils (THS funded)
to promote and help in achievement of the hedth of pregnant Aborigina women and their babies.
Traditional Birthing Attendant - An Aborigind woman who is recognised by the Aborigind
community as someone who provides care to women in labour.

ViableBirth - A baby that is born following 20 weeks gestation or weighing more than 400 grams.
Women's Centre - A place for women that operates in various forms in different communities.
May be a socid gathering place, a safe place, an arts and crafts centre, may provide child care or a
meals on wheels service, etc.

Women'’s Shelter - A designated safe place for women to go if they are feding threatened.
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Table 11. A list of the equipment available on each of the communities that were visited.

Maningrida | Nguiu [ Pirlangimpi | Milikapiti | Wadey | Galawin'’ku | Milingimbi | Ngukurr

Foninment — — = £ = = =

@) @) X @) @) @) @) @)
Sealed Airgrin
Pilot controlled e) 0] O * * O * O
atn linhte - — pry

@] @) X X O @] X X
Generator — — = P

@) @) X @) @) O @) @)
Donnler
Overhead X X X X X X X X
Heater — — =

@) @) X X O X X @)
Pnrtacnt
IVAC X X X X O X O X
machine _ - — = =
Appropriate @) O @) X # @) @) O
linhtinn — - — — = =
Appropriate @) @) @) @) @) @) @) @)
hed
Adult O o) O ? @) O O o)
intiihatinn _ - — — = =
Neonatal O O O ? @) @) @] @)
intiihatinn

X X X X X X X X
Headhny _ — = oy

@) O X ? @) @) O O
Stirriing — = Py oy
Air @) @) X @) @) O O @)
Conditinned

@) O @) @) @) @) O O
Sterilicar* *
Vacuum X X X X X X X X
evtractor _ =

@) @) X X @) X X @)
Enrrencg
Ultrasound X X X X X O O X
machine _ - — = o

@) @) @) ? ? @) O X
Oximeter — = Py - =

@) @) O ? @) O @) @)
FCG machine _ — — pr

X @) X X @) @) @) X
Defihrill ator

*  Emergency lighting can be activated manudly on the ground.

**  Mogt hedlth centres have dentd Serilisersthat they use for limited small equipment and
otherwise they send equipment into the regiond centre for sterilisng

# Portablelight available but no lighting or power in the women'sroom inapower  falure.
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Table 12. Compilation table showing: the number of births in each of the communities; the total number of births from these communities; the

percent that are birthing in each of the communities and the final column shows the average of these figures over the years 1990-1998.

1990 1991 1992 1993 1994 1995 1996 1997 1998 Average

Maningrida 11/74 6/66 12/57 | 13/72 10/66 7/68 9/63 4/42 7142 9/64
15% 9% 21% 18% 15% 10% 14% 9.5% 16% 14%
Nauiu /31 2/120 2/31 var 4/35 1/35 1/25 4/31 3/33 2/30
3.2% 10% 6.4% 3.7% 114% | 2.8% 4% 13% 9% 7%
Wadeye 3/52 8/56 3/51 7/55 2/49 6/57 6/50 3/39 1/33 4/49
58% | 143% | 59% | 127% | 4.1% 105% | 12% 7.7% 3% 8.4%
Gaawin'ku 8/46 9/56 3/50 6/50 5/39 3/50 14/72 5/47 10/63 7/53

17% 16% 6% 12% 13% 6% 19% 11% 16% 13%

Millingimbi 5127 /10 7 234 A7 1/26 3/14 8/15 2.5/18
185% | 10% 14.2% 38% | 21.4% | 27.7% 14.8%
Ngukurr 3/33 3/31 129 /30 1/36 2/39 0/28 4/50 3122 2/35
9.1% 9.7% | 3.4% 3.3% 2.8% 5.1% 8% 13.6% 6%
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