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Introducing the NEW
Neo-5tatCO, <Kg

End Tidal CO, Detector

Neo-5tatC0, <Kg’ Mini StatCo;

# The first and only available CO, detector indicated # For patients with a body weight of 1-15 kg

for patients from 0.25 kg - 2 kgs - preemies/tiny babies ® Vivid breath-to-breath color change

® Vivid breath-to-breath color change

Detects up to 50/breaths/minute
® Detects to 1 ml tidal volume

24-hour continuous performance
Works in 100% humidity

Convenient Pull Tab activates the device

# Detects up to 100 breaths/minute

# 24-hour continuous performance
# Works in 100% humidity
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Editorial

Perspective

A recent article posted on e-medicine by Brian Carter of Vanderbilt University reminds
neonatal healthcare practitioners not to lose sight of their goals. Dr Carter raises the
following questions: Who deserves access to neonatal specialty care? Who pays for
it? Are the costs acceptable? Is the distribution of care equitable? Are some babies
too small or sick for care? What outcomes are too burdensome? Who decides about
who gets care? How are these decisions made? But Carter points out that many of
these questions are often vaguely posed, if at all, and typically in reverse order. He
says neonatal caregivers may also wonder, Why are we doing this? Did we make a
difference? What were we trying to accomplish with our efforts? Failing to approach
and try to answer these questions, he says, leads to moral uncertainty and distress.
Another way to put the picture in perspective, he notes, is to posit the following
questions before proceeding: what are the goals of neonatal intensive care? What place
do guidelines have in ethical practice, and how should they be developed? What's good
for the infant, and who says so? Neonatal caregivers, he says, can’t simply say their
job is to “save all babies,” or “reduce infant mortality.” The physical constraints of the
NICU need to be considered, he says, and the ends to which care is provided should
be kept in mind: Goals need to include more than the simple application of critical
care technology, such as ventilators, monitors, medications, invasive devices, and a
multiplicity of laboratory measurements, to sick and premature newborn patients.
They should include stabilization of the newborn and, ultimately, facilitation of the
transition to normal, extrauterine, neonatal physiology. This transition takes longer
for some infants and may require significant intervention and support. The reversal of
acute disease processes, such as infection and respiratory distress, is one recognized
end to aim for. Care should be provided, he says, with a reasonable expectation of
steady improvement, and shouldn’t cause needless pain. When apportioning care,

the “capacity for the newborn to enjoy and participate in the human experience

over a life prolonged beyond infancy” must be considered. Carter also reminds us
that “parents are considered to be the spokespersons [for infants], and thus their
input must be considered, and that decisions should be shared and communicated
among all parties.” Finally, he says, data about outcomes can'’t rely solely on national,
generalized information, because it may not apply to the local situation. Carter

notes, “Perhaps the final consideration in answering these questions is that each day,
healthcare professionals must work within the realities of the cases before them.
Each patient has a unique set of problems that prompt action, moral reflection,

and reevaluation. Each healthcare dilemma reminds caregivers of their limitations,
including uncertainty, the human predicament, lack of knowledge, and decision-
making abilities. All of these are tempered by the moral constraints under which they
act. Healthcare professionals must, at times, accept the reality that tragic cases have
tragic outcomes... [The practitioner is] asked to not only inquire, ‘What good are we
doing here?’ but also to move toward defining goals for the individual patient.”

"

Les Plesko, Editor

From E-medicine, Ethical Issues in Neonatal Care, Brian S. Carter, MD, FAAP,
Professor of Pediatrics (Neonatology), Vanderbilt University School of Medicine; Co-
director, Pediatric Advance Comfort Team, Monroe Carell Jr Children’s Hospital at
Vanderbilt. http://emedicine.medscape.com. From WebMD. All material on the website
is protected by copyright, Copyright© 1994-2009 by Medscape.
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Improved Outcomes. Real-Time Data Accuracy.

llll Based on clinical evidence, INVOS® System labeling for site-
specific blood oxygen monitoring has been expanded. This makes
i it the only commercially-available cerebral/somatic oximeter to
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- Improved outcomes after cardiac or major general surgery in
patients > 2.5 kg
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peripheral circulatory systems
o Often providing an early warning of O, deficits associated
with impending shock and anaerobiosis

CEREBRAL/SOMATIC

l JOXIMETER

REFLECTING THE OF LIFE®

Labeling claims not applicable to other devices as data was derived using the INVOS System and its

proprietary algorithm.
© Somanetics Corporation. Somanetics, INVOS and “Reflecting the color of life” are registered trademarks of Somanetics
Corporation. US federal requlations restrict the sale of this device to, or on the order of, licensed medical practitioners.

SOMANETICS Learn more at www.somanetics.com | 800.359.7662



HUDSON RCI
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Cannula Therapy is a balancing act. How do you deliver the right
amount of humidity to maximize clinical outcomes without
creating additional challenges?

Introducing the ConchaTherm® Neptune®, the heated
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effectively deliver heated, humidified oxygen therapy to
spontaneously breathing neonatal, infant and pediatric
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GUEST COMMENTARY

WIC vs Breastfeeding

Benamanahalli K. Rajegowda, MD
Muhammad Aslam, MD

The Women, Infant and Children program (WIC) was started

in the late 1960s during President Lyndon Johnson'’s term

and was fully implemented in 1972. The National Nutritional
Survey in the 1960s and 1970s revealed that many low-income
pregnant women and their children suffered from poor nutrition
resulting in adverse health outcomes. This program has a

long history of educating pregnant mothers about prenatal
nutrition and providing supplemental nutrition to pregnant
mothers, their infants, and children until age 5. The creation and
implementation of the WIC program was a blessing for these
families. The program provided age-appropriate food during a
time when many families were offering their infants cow’s milk,
which is nutritionally inadequate and can result in malnutrition
and death. The benefits of breastfeeding were not fully
discovered at that time. By providing formula, the government
was allowing infants to develop healthier than if they were eating
cow’s milk and solid foods. The program is administered by the
federal agencies of United States Department of Agriculture

at a national and state level. It provides nutritional guidelines
and supplemental food offerings to mother-infant dyads based
on pattern of infant feeding. There are three distinct patterns

of infant feeding: 1. Mother is exclusively formula feeding; 2.
Mother provides some breastfeeding and some formula feeding;
and 3. Mother is exclusively breastfeeding.

The program continued to serve the nutritional needs of

the mothers and infants with several modifications over the
years. In the year 2004, the program subsequently included a
breastfeeding initiative for the mothers. Exclusive breastfeeding
is the norm for all mammals including humans, with the
exception of a few contraindications. Exclusive breastfeeding
for the first six months of life has health benefits for the mother
and infant. The ecological advantage and the simplicity are of
even of greater significance. Savings from cost of formula milk is

Dr Rajegowda, is Chief, Division of Neonatology, Lincoln Medical and
Mental Health Center and Professor of Pediatrics at Weill Medical College
of Cornell University. Dr Aslam is Neonatologist, Children’s Hospital

Boston and Instructor in Pediatrics at Harvard Medical School. The authors
sincerely thank breastfeeding coordinator and facilitator Ms llana Tubman
and Ms Debra Waldkos, who are instrumental in improving exclusive
breastfeeding among the authors’ urban, low socioeconomic population
patients.

neonatal INTENSIVE CARE Vol. 22 No. 7 - November-December 2009

estimated to be about $1,000 per year per infant. The Economic
Research Service estimates that a minimum of $3.6 billion dollars
would be saved if breastfeeding rates increased to the Healthy
People 2010 goals. The Healthy People 2010 goal is to have 60%
of women to initiate breastfeeding in the immediate postpartum
period, 50% to continue at 6 months and 256% at 12 months. The
percentages are based on any breastfeeding and not exclusive
breastfeeding per se. The most recent survey from 2005 is as
follows:

bDr“;:;'t?:egf ng National (%) | NY State (%) | NY City (%)
1 month 60 50 40
3 months 32 25 23
6 months 12 8 10

From the above table it is clear that the rate falls short of
Healthy People objectives in all three categories: national, NY
State and NY City. In addition, half of the states have achieved
breastfeeding initiation at birth, but only ten states meet program
objectives for exclusive breastfeeding at 3 months and only 8
states (Alaska, California, Hawaii, Idaho, Oregon, Utah, Vermont
and Washington) meet these objectives at 6 months.

The reasons for low rates of breastfeeding are multiple, including
patient, family, and social issues, fear of peer pressure, loss

of self esteem, loss of work, physical difficulties, and lack

of support in the hospital along with short stay of the infant

and the mother. Lastly, but most importantly, freely available
commercial cow milk formula including the free formula
provided by the WIC program to low-income mothers, may
encourage women to choose formula or to choose formula along
with providing breast milk.

All the WIC programs have trained nutritionists, who teach
nutritional counseling to all low-income families at WIC

visits. Even though they learn about the benefits of exclusive
breastfeeding, most of the mothers prefer formula since WIC
provides free formula on the basis of clientele preferences. It is
the easy availability of the formula at the WIC program that is
partially responsible for many women of low-income families
not to breastfeed, exclusively or partially, to their infants even

13



with the counseling provided by the WIC and also outside

the WIC in various community programs. Although the WIC
program was started in the 1960s, the breastfeeding rate among
the WIC clientele has largely remained the same. Recently, the
WIC program has come up with some changes in the nutritional
guidelines to mothers who are exclusively breastfeeding. They
provide additional nutritional support to the mothers to help
them continue breastfeeding until 6 months. After 6 months,
the infant will receive iron fortified cereals, vegetables, fruits
and meats but no formula. The food package is larger than

the breastfeeding-bottle feeding package or the formula only
package, which may attract some women to choose exclusive
breastfeeding, since some women may have previously perceived
the formula package as worth more.

In our view, in order to reach the Healthy People 2010 objectives,
the WIC program should go even further to educate all women to
exclusively breastfeed. WIC should provide nutritional support
to the pregnant mothers and their infants up to 6 months without
providing formula unless their healthcare providers determine
contraindications to breastfeeding from medical, physical or
technical reasons. WIC is a supplemental nutritional program,;
they should practice educating women on the importance of
breastfeeding with major nutritional supplementation to women
of low socioeconomic families. By improving the mother’s
nutrition and health, she can breastfeed her offspring without
providing cow’s milk formulas. We feel WIC may be one of

the major deterrents to breastfeeding in the USA among low-
income families. Times have changed from the 1960’s and 1970’s
and we know so much more about breastfeeding in the 21st
century, but the WIC program has not changed much. Around
the world, communities are preaching to increase breastfeeding
and exclusive breastfeeding including efforts in all of our Health
and Hospital Corporations in NYC facilities. How can we preach
breastfeeding on one end, while on the other end provide free
formula to the low-income communities who quite possibly
need the health benefits of breastfeeding even more. Many of
the mothers who want to breastfeed do not want to miss the

opportunity in receiving formula from the WIC program. They
think they are providing their infants with the “best of both
worlds,” but in reality their infants are missing out on many
health benefits of exclusive breastfeeding.

This may be a radical statement, but we have worked all our lives
with low socioeconomic families. Our staff has increasingly tried
to help mothers to breastfeed. What we have heard from our
staff is that WIC provides free commercial formula to the infants
and the mothers would not miss the opportunity to receive it.
This is one of the reasons they have made up their minds not

to breastfeed exclusively. Also, while some of the mothers do
exclusively breastfeed, they tell the WIC nutritionist that they

are providing breast milk and formula so that they can have the
formula in case of an illness or for later use in the infant’s life.

The WHO/UNICEF Baby Friendly Hospital Initiative requires
hospitals that desire a “Baby-Friendly” designation to not
provide free formula, but instead pay for the formula just like

for any of their other medical supplies. Paying for formula

helps to realize the cost-benefit comparison of breastfeeding
versus formula feeding. Ultimately, hospitals will see reduced
payments to pay for their formula as they encourage and support
mothers to breastfeed. The WIC program should similarly stop
offering free formula to mothers and instead encourage all
women to breastfeed. WIC should only provide mothers with
nutritious foods so they can be healthy enough to breastfeed,
and provide food for infants after 6 months of age. The same
recommendation is voiced by the American Academy of
Pediatrics in its statement, “Breastfeeding and the Use of Human
Milk.” WIC was developed during a time when infants were
receiving nutritionally inadequate human milk substitutes and
providing the infant formula milk seemed like the right answer at
that time. However, now that we know the extensive short and
long-term benefits of breastfeeding, WIC needs to re-think its
mission and stop providing free formula. If WIC indeed changes
its practices, we believe we can achieve the Healthy People 2010
objectives and save healthcare dollars.

The Goldstein Foundation

FOR MEDICAL RESEARCH

10940 Wilshire Blvd., Suite 600
Los Angeles, CA 90024 USA
Phone: 310-443-4109 e Fax: 310-443-4110
Email: goldsteinfoundation@gmail.com

Research Grants Available

The Goldstein Foundation for Medical Research is a non-profit corporation
formed for the purpose of supporting research and education specific to
neonatology and perinatology.

We are now accepting requests for modest grants to help support research or
education in all areas of neonatal intensive care medicine with a special interest in
neonatal respiratory care. Grants requested can include:

Clinical research on any aspect of neonatology or perinatology
Laboratory studies that benefit neonates

Educational development projects
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Questions about the suitability of your research should be sent to:

Administrator, Goldstein Foundation for Medical Research
10940 Wilshire Boulevard, Suite 600
Los Angeles, California 90024
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WAO ASTHMA NEWS

World Allergy Organization featured the paper: Exploring the
association between severe respiratory syncytial virus (RSV)
infection and asthma (A). Does RSV cause A, or do those infants
who later develop A have a genotype that both predisposes them
to A and makes them more susceptible to severe RSV infection?
That question is explored in this population-based study of
hospitalization data from all Danish twins born alive between
1994 and 2000 (8280 twin pairs). The diagnosis of RSV infection
was based on hospital diagnosis and/or RSV identification

by ELISA. Presence of A was assessed by hospital discharge
diagnosis and parental questionnaire. Among the children with
RSV infections, 50% were hospitalized before the age of 6 mo
and 75% before 12 mo. 95% had been hospitalized before 24
months. Twins hospitalized for RSV were more likely to have A.
The data were subjected to statistical analysis and direction of
causation (DOC) modeling. Monozygotic twins showed a higher
correlation for A than dizygotic twins, suggesting a genetic
component in disease susceptibility; but for RSV there was no
such correlation, meaning that environmental factors play a
larger role. When data were fitted to a DOC model, it was found
that the best fit occurred for RSV infection resulting from the
underlying susceptibility to A rather than vice-versa. Editor’s
comment: These data support the concept that RSV is associated
with but does not cause A, implying unknown genetic factors
are involved. Thomsen SF et al, Am J Resp Crit Care Med 2009;
179:1091-1097. From the World Allergy Organization Journal July
2009, Volume 2, Issue 7 ISSN: 1939-4551. Contact worldallergy.
org.

OBSCENITY

When Zambia’s healthcare workers went on strike, a newspaper
circulated a photo of a naked woman giving birth outside a
hospital where she’d been unable to get medical attention. The
baby came out feet first, and soon died. The newspaper’s editor
sent the photos to the country’s vice president, asking him to
end the strike. Copies were circulated to the health minister and
other leaders. The police arrested the editor, charging her with
distributing obscene materials to corrupt public morals. As we
went to press, she faced five years in prison. The president of the
country called the pictures pornography. The photographer said
the point of the photos had been missed. The strike ended after
the government threatened to replace the healthcare workers.
The photo was taken by the woman’s husband. Reported by
Barry Bearak in The New York Times, July 14.
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DON'T DARE BREATHE

Prenatal exposure to a category of persistent environmental
pollutant PCBs is associated with the strongest detrimental
effects on fetal neurodevelopment, according to researchers
at UC Davis. The study was conducted in Slovakia, where
researchers recruited mother-and-baby pairs at delivery from
a district known to have high PCB contamination from a plant
operated from 1959 to 1984. The plant dumped chemical waste
into a local river and on nearby land. Mother-and-baby pairs
from a nearby town that did not have such a plant and had
lower levels of PCB contamination were also enrolled. The
researchers measured non-dioxin-like PCBs, dioxin-like PCBs
and anti-estrogenic PCBs. They also measured babies’ mental
development and motor skills at 16 months and interviewed
mothers to obtain information on other factors that might
affect brain development, including the mothers’ education
levels, health status, and cigarette and alcohol use. Because of
an overlap in the PCB levels between the two areas, the study
focused on measuring the chemical loads in mother and child.
The researchers found that only the two dioxin-like PCBs, #118
and #156, were associated with deficits in neurodevelopment.
The non-dioxin-like PCBs as a group did not seem to have

an impact on mental functioning. The researchers noted that
Americans have been exposed to levels of PCBs comparable to
those measured in Slovakia.

CUT OFF POINTS

The CDC recommendation for male circumcision as a way to
curb the spread of HIV has engendered some debate. According
to a US News & World Report blog, circumcision is not just a
medical procedure but a religious and cultural one and in terms
of the science, it’s not clear how much circumcision will protect
American men from being infected with HIV, where the virus is
largely transmitted through homosexual contact. The blog added
that there was also the potential for spreading misinformation.
The writer noted that the CDC should evaluate the latest
research carefully before deciding to take a cultural practice and
turning it into a public health mission. According to an article in
the Jackson Clarion Ledger, opponents of the recommendation
argue that routine circumcisions would not impact STD
transmissions in the United States, considering that 80% of all
adult men are already circumcised. In addition, the article says,
everyone doesn’t view the procedure as medically necessary and
opt not to do it.

FORMULAIC

The National Institute of Standards and Technology (NIST)

has issued new certified reference materials for determining

the concentrations of vitamins, minerals and other nutrients

in infant and adult nutritional formula and similar products.

The new Standard Reference Material (SRM 1849) for Infant/
Adult Nutritional Formula was said to represent a significant
improvement over current reference materials. The authors of
the new guide noted that formula is one of the most regulated
food items in the United States. At the time the original materials
were published, the NIST did not have in-house methods to
certify values for fatty acids, vitamins D and K, and many
water-soluble vitamins, but now they do. Among other reasons
for releasing new guidelines was that the material no longer
presented the same analytical challenge as commercially
available formulas. The new SRM contains certified values for
43 nutrients, including vitamins, minerals and elements, and 43
reference values for amino acids and nucleotides. NIST SRMs
are intended to be used as controls in analytical chemical testing,
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and are not intended to prescribe what a consumer product
should contain.

LEAVE ‘EM AT HOME

While car safety seats protect children from injury and death,
the upright position infants are forced to assume can compress
the chest wall and reduce airway size, resulting in lower levels
of oxygen. So says a study that compared oxygen levels in

200 newborns while in a hospital crib, car bed and car seat.
The mean oxygen saturation level was significantly lower in
the car seat (95.7%) and the car bed (96.3%) compared to the
crib (97.9%). Previous studies have found similar effects on
premature infants; this study confirms the respiration of full-
term infants is also affected by car seats and car beds. The study
authors suggest these safety devices should be used only for
protection during travel, and not as replacement for cribs.

DIABETES

Two new articles in the September/October issue of the Journal
of Obstetric, Gynecologic and Neonatal Nursing (JOGNN),
published by the Association of Women'’s Health, Obstetric

and Neonatal Nurses (AWHONN), include timely study results
and a literature review prior to American Diabetes Month

in November. The first article is a report showing that new
mothers with gestational diabetes are more likely to breastfeed
than mothers with Type 1 or Type 2 diabetes. The study also
suggests further research is necessary to develop breastfeeding
support policies for women with diabetes. The second article

is a literature review noting that nurses should explore better
strategies to promote accurate risk perception, healthy diet,
weight control and adequate physical activity in women with
gestational diabetes. “Breastfeeding in mothers with diabetes,”
studied 94 women with diabetes for two years to determine
factors that might influence breastfeeding rates. Results showed
women with gestational diabetes intended to and breastfed more
than women with Type 1 and Type 2 diabetes in the two weeks
following childbirth. The authors found that after two weeks, a
higher body mass index (BMI) and socioeconomic status were
the more significant predictors of breastfeeding in diabetic
women. They concluded that while women with gestational
diabetes are more likely to breastfeed than women with pre-
existing diabetes, further investigation is needed to determine
whether this is because of their higher level of complications

or simply perceived complications. As little information exists
on factors that influence breastfeeding behaviors in diabetic
women, identifying indicators can help nurses to develop better-
targeted policies and interventions to support breastfeeding. The
second article, “Beliefs and behaviors of women with gestational
diabetes,” shared results of an eight-article review. The authors’
assessment determined that understanding common risk
perceptions, health beliefs and lifestyle behaviors of women with
gestational diabetes can help women’s health researchers and
clinicians develop appropriate intervention strategies to increase
risk awareness, promote self-efficacy for healthy lifestyle
behaviors and decrease rates of cardiometabolic disease in these
women.

DON'T BELIEVE YOUR EARS

Mums-to-be are being advised not to use home Doppler devices
to listen to their baby’s heartbeat at home over fears that they
may lead to delays in seeking help for reduced fetal movements.
Researchers have pointed to a case of a woman who presented
to a labor ward 32 weeks into her first pregnancy with reduced
fetal movements. She’d noted a reduction in her baby’s
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movements two days prior, but had used her Doppler device,
heard a heartbeat, and assured herself that everything was fine.
The baby was delivered by cesarean section and had to remain
in a special care unit for eight weeks. The researchers pointed
out that a hand-held Doppler device assesses the presence of
fetal heart pulsations only at the moment of use, and it is used
by midwives and obstetricians to check for viability or for
intermittent monitoring during labor. In untrained hands it is
more likely that blood flow through the placenta or the mother’s
main blood vessels will be heard. The scientists found that a
fetal Doppler device could be bought as cheap as about $25

on ebay, and while it isn’t meant to provide antenatal care, the
manufacturer claimed, “you will be able to locate and hear the
heartbeat with excellent clarity.”

SHAKY START

Women with epilepsy who have seizures during pregnancy are
more likely to give birth to preterm and LBW babies than women
without epilepsy, according to researchers at Tai Pei Medical
University in Taiwan. About 0.2 to 0.7% of pregnant women have
epilepsy. Researchers analyzed records from 1,016 women with
epilepsy who gave birth between 2001 and 2003. Of these, 503
had seizures during pregnancy and 513 did not. A control group
of 8,128 women were selected for comparison. Women who had
seizures during pregnancy had 1.36-times greater risk of having
a baby weighing less than 2,500 grams, a 1.63-fold increased risk
of giving birth before 37 weeks and a 1.37-fold increased risk of
having a baby who was small for gestational age. The risk for a
small baby was 1.34 times greater for women who had seizures
compared to those who had epilepsy but no seizures. The
researchers speculated that trauma caused by a seizures could
rupture fetal membranes, increasing risk of infection and early
delivery or that tension and injury may result from contractions
in the uterus that occur during seizures.

NOT AGAIN

A Vermont woman is seeking legal recognition of her six-month-
old twin fetuses that died in a car accident, potentially reopening
the debate over abortion rights in the state. Some abortion-rights
advocates have expressed concerns that revising state law to
give legal recognition to fetuses could conflict with the Supreme
Court ruling in Roe v Wade. The Vermont Supreme Court
previously ruled that prosecutors cannot charge anyone for the
death of a fetus in a motor vehicle accident. The court cited a
common law tradition from the 17th century that ruled that a
fetus must be born alive for it to be eligible for legal protection.
Although 36 states have some form of fetal homicide law,
Vermont does not, and the state Supreme Court said it will be up
to the Vermont Legislature to revise the law. Fetal homicide laws
nationwide have changed in recent years and have been invoked
during debates over abortion rights. Reported by Medical News
Today, from the AP/Barre-Montpelier Times Argus. Copyright
2009 The Advisory Board Company.

GOING UP

The average age of women giving birth for the first time is
increasing worldwide but remains lower in the US than in other
developed countries because of the nation’s high teen birth rate,
according to a National Center for Health Statistics report. The
average age at first birth for women in the US was 25, compared
with 29 in other developed countries. Of the 14 countries cited,
US women had the lowest age at first birth in both years studied,
21.4in 1970 and 25 in 2006. The UN noted that the teen birth
rate in the US was more than eight times higher than in Japan,
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seven times higher than in Denmark and Sweden, and more than
three times higher than in Canada. In 1970, one in a hundred
births was among women ages 35 and older, compared with one
in 12 in 2006. The age of first birth is a significant indicator of
future trends, such as birth defects, birthweight and the number
of children women have, which affects population trends. The
average age at first birth increased for all racial and ethnic
groups between 1990 and 2006. The oldest average age at first
birth was 28.5 years for Asian or Pacific Islander women, while
the youngest was 21.9 years for Alaska Native women. The
average age at first birth was 26 years for white women, 22.7
years for black women and 23.1 years for Hispanic women. Age
at first birth increased in all 50 states, and the largest gain was
in DC, Massachusetts and New Hampshire; the smallest in New
Mexico, Mississippi and Oklahoma. The main reason for the
increase is said to be the availability of the birth control pill.
Reprinted from nationalpartnership.org, copyright 2009 The
Advisory Board Company, from Medical News Today.

NO HARM

The New York Times reports: children who were exposed to
anesthesia when their mothers underwent C-sections were no
more likely to develop learning disabilities than those whose
mothers delivered vaginally. Researchers at the Mayo Clinic
reviewed records of 5,320 children until they were five years
old. The group included 497 children who had been delivered
via C-section, including 193 whose mothers received general
anesthesia and 304 whose mothers were administered regional
anesthesia. Overall, 921 children were diagnosed with learning
disabilities by age 19. 20.8% percent of those delivered vaginally,
with or without regional anesthesia, had developed a learning
disorder, compared with 19.4% of those whose mothers were
put under general anesthesia for a C-section delivery. Children
whose mothers had C-sections and received regional, rather
than general, anesthesia appeared to be at the lowest risk,

with only 15.2% percent developing learning disabilities. The
surprise finding led researchers to guess that regional anesthesia
was more effective than general anesthesia in blocking stress
hormones that are normally produced by a mother during labor
and delivery. Such hormones are normally transferred to the
baby, where they may have adverse effects on the brain. From
The New York Times, July 30, reported by Roni Caryn Rabin.

MAKE ROOM

Neonatal units for preemies need redesigning for parents,
according to Britain’s National Childbirth Trust. A survey of
UK neonatal units by the University of Warwick found one in
10 units didn’t have a parent sitting room close to clinical areas
where the babies were being cared for. A quarter of units had
no single rooms for babies in which families could care for
their newborn while preparing for discharge home. Few had
playrooms or areas for siblings. Half of the units had a parents’
support group and only a third had a one-to-one parent support
scheme. Few facilities had policies for ways to involve families
in care, or offered skin-to-skin bonding opportunities. Reported
by the BBC.

BLOOD WORK

Researchers at Michigan State University are studying Michigan’s
archive of newborn blood spots to work on getting info about the
cause of cerebral palsy. The focus will be on hormones, infection
and blood clotting. The scientists will be using results of the
state’s newborn genetic screening program, extracting biological
information. Researchers will also interview mothers about
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pregnancy exposures and analyze health data recorded at birth.

SUICIDAL TENDENCIES

Mothers who experience a poor mother-infant relationship are
more likely to think about killing themselves, according to a
study at Boston University. Postpartum depression, with a risk of
suicide, occurs in nearly 20% of new moms. Researchers studied
a group of first-time moms who suffered from depression,
isolation and difficulties in parenting. The mothers answered
pre-treatment questionnaires and self-reported symptoms, and
were also observed and videotaped while they played with their
infants. A psychological test assessed if the moms felt their
babies would be better off without them, or if the mom wanted
to die. Seventeen of the 32 participants (53%), who comprised
the highly suicidal group, experienced severe struggles with
depression and had sleeping and eating problems. Researchers
found that mothers with suicidal ideas had poorer self esteem
than women who had few suicidal thoughts. The infants of the
more suicide-prone mothers exhibited less positive behavior

in the form of fewer smiles and more fussing. Infants of highly
suicidal mothers were somewhat more passive and less engaged
in the interactions. Most of the suicidal moms also had jobs that
they gave up once they had their baby.

NO RISK

The risk of infant death following planned home birth attended
by a registered midwife doesn’t differ from risks of birth in a
hospital, according to a Canadian study. The study looked at
2,889 home births attended by regulated midwives in British
Columbia and 4,752 planned hospital births attended by the
same cohort of midwives, compared with 5,331 physician-
attended births in hospital. Women who planned a home birth
had a significantly lower risk of obstetric interventions and
adverse outcomes, including augmentation of labor, electronic
fetal monitoring, epidural analgesia, assisted vaginal delivery,
cesarean section, hemorrhage, and infection. According to the
researchers at the University of BC, women planning birth at
home experienced reduced risk for all obstetric interventions
measured, and similar or reduced risk for adverse maternal
outcomes. Newborns born after planned home births were

at similar or reduced risk of death, although the likelihood of
admission to hospital was higher.

EGG SCREENING

A new egg screening technique has resulted in a birth to a
woman with 13 failed IVF treatments. Array Comparative
Genomic Hybridization was used to screen eggs or embryos in
an IVF cycle, evaluate all the chromosomes and select the most
chromosomally normal embryos. Researchers at Care Fertility
Clinic in Nottingham, England, found a way of speeding the
analysis of the genetic material, getting it in 24 hours, which
means that the mother can have IVF in the same cycle of
treatment. In this case, eight eggs were tested, two found normal,
and these resulted in the birth. The researchers cautioned

that other promising techniques have proven to be duds, and
that conclusions shouldn’t be jumped to before more testing.
Reported by the BBC.

EGG-CITING

Researchers have developed a technique for transferring
hereditary materials from one female egg into another from
which the transferred hereditary material has been removed. The
eggs produced babies free of the mom’s mitochondria, but had
the mitochondria of the donated cells. Defective mitochondria
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are linked to diabetes, cancer, infertility, Alzheimer’s, Parkinson’s
and Huntington’s diseases. The research holds the potential of
allowing a couple to have a child who is biologically its own, but
free of conditions associated with defects. Researchers created
fertilized eggs and achieved three successful pregnancies in
rhesus monkeys, which have resulted in four healthy newborns.
Recent advances in the transfer of hereditary material and in
microscopy facilitated the achievement. The technique didn’t
seem to pose any risk of chromosomal damage. Reported by
Medical News Today.

NON FAT FETUS

Women who have weight-loss surgery before pregnancy may
reduce the chances of having a kid who also turns out to be fat,
according to a report in the Los Angeles Times. Researchers at
the State University of New York studied 49 women who had
undergone weight loss surgery and their 111 children. The
study showed that the children born after their mother’s surgery
had reduced birth weight and waist circumference and were
three times less likely to become severely obese compared with
siblings born before the surgery. The kids also had improved
cardiovascular markers, such as reduced insulin resistance and
lower cholesterol and inflammation. While some women are
worried that weight loss before pregnancy can result in fetal
malnutrition, this hasn’t been demonstrated, the researchers
said. Reported by Shari Roan in the Los Angeles Times.

SOUNDINGS

Roni Caryn Rabin reported in the NY Times that a small placenta
can endanger a fetus by limiting the delivery of food and oxygen.
Researchers at Yale have developed an easy method of measuring
the volume of the placenta during pregnancy. The technique uses
ultrasound, and involves a formula for finding the placenta’s
volume using measurements that can be obtained during an
ultrasound typically done halfway through a pregnancy. It uses
the placenta’s maximal width, maximal height and thickness

at maximal height. The formula can be programmed into an
ultrasound machine. From the New York Times, August 3.

SLOWER SIDS

Cases of SIDS have been falling in England, down 7%, according
to the latest surveys. There were 264 such deaths in 2007 across
England and Wales. The rate was highest among babies born
outside marriage. The majority of deaths were among babies of a
normal birthweight - 2,500 g and occurred between 28 days and
one year. The rate among unmarried women was eight times that
of babies born within marriage, 1.42 per 1,000 live births. The
death rate among parents in the routine and manual occupations
was twice that among those classified as managerial or
professional. Rates were highest in mothers under 20. Reported
by the BBC.

GHOST IN THE MEDIA MACHINE

Doctors have been attaching their names and lending their
reputations to scientific papers that were drafted by ghostwriters
working for drug companies, according to an expose in the New
York Times. Senator Charles Grassley, an lowa Republican,
recently known for his spurious claims about so-called “death
panels,” is so concerned that he’s putting pressure on the NIH,
which underwrites much of the US’s research, to crack down
on the practice. But the NIH, while proclaiming its commitment
to objectivity, said universities and research institutions should
be the enforcers of policies regulating ghostwritten pieces.
Recent revelations suggest that the practice is widespread.

18

Dozens of medical education companies across the country
draft scientific papers at the behest of medical companies,

and placing such papers in medical journals has become a
standard marketing practice. Allegations of industry-sponsored
ghostwriting date back to articles about fen-phen, the diet drug
taken off the market in 1997. Evidence about the practice was
recently revealed in a case dealing with menopause drugs, and
its manufacturer’s dealings with a medical writing company
hired to prepare about 60 favorable articles. The articles were
published in medical journals between 1998 and 2005, even after
researchers found evidence about the drug contrary to info
published by the company-paid researchers. While some journals
have instigated more rigorous rules about author disclosure,
others have been slow to react, according to Senator Grassley’s
office. A spokesperson for a university used by Grassley as
evidence said that authors were responsible for the integrity of
their work. But some bioethicists countered that institutions
can't just blow off the subject. In interviews with The Times,
some writers explicitly named as contributors to companies
providing ghostwritten pieces made various excuses, admitting
that, perhaps, mistakes were made in not naming corporate
sources, but claimed that more rigorous requirements for
disclosure were now in place. However, some writers also noted
that they have to rely on research companies for getting vital
background information and doing source searches. Information
for the above is from the New York Times, August 19, “Senator
Moves to Block Medical Ghostwriting,” by Natasha Singer. For
the record, Neonatal Intensive Care accepts articles from all
sources, as long as the author and all affiliations are clearly
named.

HEART ON YOUR SLEEVE

Doctors in New Delhi have stuck a heart back inside a baby
who was born with the organ protruding from his chest. Ectopia
cordis occurs in only five to eight of a million births. The baby
was admitted with dehydration and a severe infection which he
probably suffered because of an arduous train journey to reach
the hospital, and doctors were surprised it had survived. The
heart was covered with a synthetic membrane, and infected
blood replaced in the baby’s body. His blood was cooled to 18
degrees for an hour for the operation, in which the doctors “built
anew home” for his heart. The doctors wrapped the heart in
Gore-Tex, then in a layer of the child’s skin, to substitute for his
missing pericardium, then stuck the heart back in.

SPIT IT OUT

A saliva test could help spot which expectant women are likely
to go into premature labor, according to researchers at the
Maternal and Foetal Research Unit at King’s College London. The
researchers, noticing that progesterone played a part in preemie
births, decided to monitor progesterone levels in saliva as a
cheap and easy marker. They studied 92 women deemed to be at
increased risk of having a preterm birth, and found the women
who delivered spontaneously before 