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Dear Patient,

Congratulations on your pregnancy.  Now that you have booked in as a private patient, I would like to explain to you what will happen over the next nine months. 

At your first visit, a comprehensive history will be taken with special reference to your obstetric, gynaecological, medical and surgical history.  We will also discuss family history, medications and social history with particular reference to smoking.  This is to identify any risk factors that may be relevant throughout the pregnancy.  An internal vaginal examination will be performed at the first visit only, unless there are any complications.  After this I will discuss with you what potential problems I think may be encountered and give you a request form for some pathology tests.  This will include a full blood count, blood group testing including any antibodies for the various blood groups, a test for Syphilis (which although very common, is capable of causing a severe congenital abnormality if detected too late), Rubella immunity and Hepatitis B immunity.  We also test for Hepatitis C and HIV.

I will also organise for you to have an ultrasound at 12 weeks gestation to date the pregnancy accurately and also to perform a Nuchal Translucency test for Down’s syndrome.(see brochure NT-plus)  This test is non invasive and when accompanied by a blood test will pick up 90% of patients with Down’s syndrome babies.  Only 50% of Down’s syndrome babies occur in women over the age of 35.With the completion of all these tests and this initial assessment, most patients find a significant degree of reassurance particularly once the ultrasound is perform at the end of the 1st trimester.

My normal routine is to see you every 4 weeks until 28 weeks, every 2 weeks until 36 weeks, every week until delivery and almost every day postnatally while you are in hospital.  In an uncomplicated pregnancy your 2nd ultrasound will be performed at 19 week gestation to reconfirm your menstrual dates and detect any major congenital abnormalities, identify multiple pregnancies and localise the position of the placenta (see brochure 18-20 week ultrasound).  Approximately a third of patients will require an ultrasound scan in the 3rd trimester to localise the placenta, confirm the presentation and assess the foetal growth profile and foetal wellbeing. 
At around 28 weeks gestation a further series of pathology tests will be performed. We will repeat the blood count and the antibody screen and also perform a short glucose tolerance test to detect the small amount of patients who develop pregnancy or gestational diabetics.  I will also order a vaginal swab so that the Paediatrician is aware of any significant micro-organisms growing in the birth canal and in particular Streptococcus group B which can cause quite severe neonatal infection in approximately 1-2 patients per 1000.  25% of women will colonise for this bug which is normally found in the vagina and the lower gastrointestinal tract.  It is a normal finding and not treated at any other time other than during pregnancy.  Patients who are Strep B positive will have intravenous penicillin given to them in labour as a routine every 6 hours to give their baby some extra protection coming through the birth canal. 
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If you are over the age of 35 or have a history of congenital abnormality, I will offer you a Chorion Villus Sampling at around 12 weeks gestation or an amniocentesis at 15-16 weeks gestation (see brochure amniocentesis and CVS).  You will find brochures describing these techniques in your folder.  Patients who require these tests can also have them done rapidly using new techniques which can get an answer within 24-48 hours.

At each visit you will be asked to bring along a urine sample which will be tested for protein and glucose.  You will also be weighed, examined clinically and once the pregnancy has progressed past the first trimester and the uterus has arisen out of the pelvis we will listen to the foetal heart sounds on an ultrasonic Doppler device.

After 28 weeks gestation I would ask that all patients perform what I call a kick chart.  This involves counting your foetal movements on a daily basis.  From the time you wake in the morning you should have 10 foetal movements every day within 12 hours.  If at any time you do not have this amount of movement you should go to the labour ward the same day and have a foetal cardiograph performed to see that this is normal and reactive.  In some high risk pregnancies foetal cardiographs are performed routinely towards the time of delivery.
Dr Cario has a Practice Sister/Midwife and his own Theatre Sister attached to the consulting rooms at Hurstville Community Hospital and St George Private Hospital for private patients.  They are available during office hours both pre and postnatally to answer enquiries regarding your pregnancy in relation to symptoms you may be experiencing, pathology test results and tests which may need to be arranged between visits.  The midwife may also assist with antenatal visits in the rooms and postnatal visits in Hospital as an extra resource for Dr Cario.  
As you are a private patient I will make every effort to be present at the time of your delivery to offer any assistance that is necessary.  Occasionally it is impossible for me to be present by virtue of weekend roster arrangements, sickness, conferences, annual vacation or other emergencies.  In these circumstances I will arrange for one of my colleagues to be present to deliver your baby.  If these arrangements cause any concern I would be grateful if you could discuss them with me at the appropriate visit.
You will find in your pregnancy pack a number of brochures from The Royal Australian & New Zealand College of Obstetricians & Gynaecologists.  These will discuss in more detail matters relating to antenatal care and routine tests during pregnancy as well as diet and general and pelvic floor exercises.
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BLEEDING IN EARLY PREGNANCY

It is very common to bleed in the first 12-14 weeks of the pregnancy.  This condition, referred to as a threatened miscarriage, occurs in about 1 in 3 pregnancies.  It is usually a completely innocent condition, only resulting in miscarriage in approximately 1 in3 cases.  Light spotting or a brown, sometimes mucoid discharge is usually innocent and can usually be followed up with your doctor at your next routine antenatal visit or with a member of the practice staff on the next working day.

Bleeding that is more worrying is heavy bleeding which is bright red and often heavier than the heaviest day of your period and also bleeding that is associated with crampy uterine pain.  The most worrying symptom however is the passage of tissue from the vagina as distinct from clots which are like jelly and although significant may still have a normal outcome.  

Patients with these symptoms should notify my staff during normal working hours as soon as possible or if the rooms are unattended they can notify the midwife in attendance in labour ward which of course is manned 24 hours a day.  This would usually mean that you would need to present to the labour ward at your hospital at any time of the day or night for assessment by our in-house medical officer.  You should not be referred on the local casualty section.  

You may require an ultrasound to decide whether or not this is an ongoing pregnancy or a miscarriage.  If the pregnancy is ongoing the ultrasound should be able to detect a pregnancy sac with an enclosed foetus and a beating foetal heart.  Patients who have a normal ultrasound have a 95% chance of a take-home pregnancy despite persistent bleeding.
WHAT MEDICATIONS CAN I TAKE DURING PREGNANCY?

It is important to not take any medications other than those we approve.  Unless otherwise advised by us, do not take any medications in the first trimester.  If you are a new patient and are currently taking medications, please inform us.  You should be taking folic acid preferably from the time of conception till the end of 12 weeks gestation. Oral Iron may also be taken prior to your blood tests but they can cause gastrointestinal upset which can make morning sickness worse.  These are available without a prescription over the counter at your local pharmacy.

The following medications can be used when absolutely necessary:

Minor sore throat:
Use Cepacol (mouth rinse or lozenges)




Difflam (mouth rinse, gel or lozenges)

Headaches:

Take Panadol or Panadeine (for severe headaches)
Colds:


Take Benadryl cough medicine, Demazin, Actifed or Robitussin plain

Constipation:

Take Metamucil, Senokot or Coloxyl

Haemorrhoids:
Apply Anusol, Preparation H or Rectinol

Heartburn:

Take Dexsal, Eno, Mylanta or Mucaine
Diarrhoea:

Take Kaopectate, Kaomagma or Diareze

Nausea:
Take Emetrol, Blackmore’s Morning Sickness Formula, Maxalon or Dramamine.     See tips to ease morning sickness page 5.
Yeast Infections:
Apply Monistat, Canesten or Pevaryl
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PREPARATION FOR PARENTHOOD CLASSES
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Calvary Hurstville Community Hospital is committed to providing the highest quality care for you and your partner during one of the most important times of your life.  The preparation for parenthood classes are designed to help you adjust and feel at ease with the changes to lifestyle that parenthood brings.  These classes are held in a friendly, informal atmosphere and parents are encouraged to be involved in learning about pregnancy, childbirth and parenting skills.
Preparation for Parenthood Classes are offered in two forms.  Two part comprehensive classes which are held on consecutive Saturdays allowing couples an opportunity to attend two short days packed with practical information.  Or you may prefer weekly classes which are run one night per week for six weeks.  They provide an opportunity for couples to experience a wider range of topics and allow for group interaction and discussion.

Bookings can be arranged with the hospital upon lodging your admission form or by phoning the maternity pre-admission clinic on 9579 7777.
MATERNITY PRE-ADMISSION SERVICE
The pre-admission service at Calvary Hurstville Community Hospital offers you the opportunity to:
· Leisurely tour the maternity unit and have many of the mysteries of a maternity unit explained

· Spend time with an experienced midwife to discuss any issues that may be of concern to you and your family

· Plan your discharge from the time of booking, taking into consideration the needs of the mother and family

· Book into Preparation for Parenthood Classes

· Receive information package including product samples

· Complete all admission documentation and confirm booking

· Receive information in regard to costs

· Discuss the services available within the hospital

For an appointment please telephone 9579 777 during business hours

TIPS TO EASE MORNING SICKNESS

Morning sickness is a normal healthy sign of very good hormone levels.  It is unusual for women with significant morning sickness to miscarry.

Avoid warm places, as heat can increase the feelings of nausea.

Take naps during the day and get plenty of sleep.  Tiredness plays a big part in feeling sick.

The smell of a cut lemon may help.  Put slices in sparkling water or iced tea.

Try eating plain sweet biscuits e.g. milk arrowroot, plain crackers or dry cereal before getting out of bed.  Always get out of bed slowly.

Carry a handkerchief with a few drops of a non-nausea causing essential oil, such as lemon, and breathe through it if there is a nauseating smell.

Listen to cravings – they usually point you in the right direction.  Frequent small meals are best.

Have frequent protein snacks.

Non-caffeinated teas such as peppermint and ginger can help.

Cold food may have less nausea-inducing smells.

Vitamin BB6 (pyridoxine) may help.

Blackmore’s Morning Sickness Formula is useful.

Keep positive as it usually peaks at 10 weeks and disappears by 12 weeks.










OBSTETRIC ANALGESIA AND ANAESTHESIA

When you go into labour various methods of pain relief are available to you.  If you require an epidural anaesthetic than a specialist Anaesthetist will be called into to perform this.  The Specialist is not paid by the hospital and will send an account to you.  In most cases the fee will be that recommended by the AMA which is only partially covered by Medicare and your Fund leaving a significant gap payable by you.  All other forms of pain relief during labour are covered by the labour ward, being charged by the Hospital. Pain relief in labour will be discussed in your antenatal classes or may be discussed with Dr Cario in the weeks prior to delivery.
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WHAT FEES WILL I BE CHARGED?
These fees are normally reviewed each year in line with the National Association of Specialist Obstetricians & Gynaecologists, the Australian Medical Association and Medicare reviews and medical indemnity issues.  Previously the fees in this Practice have been kept below the AMA fee due to the poor level of rebate available to patients for obstetric services.  Because of the enormous rise in medical indemnity insurance premiums, it has been necessary to increase the fees to help cover the increase in costs.  An AMA poll recently showed that more than half of Australia’s Specialist Obstetricians are either considering leaving or have quit obstetrics and most new Gynaecologists are not practising obstetrics.  Increases have been made by all busy Obstetricians who have made the decision to continue providing obstetric care, so that they can continue to provide this care in a viable fashion. This increase is applied as a gap fee.  As always if there are patients who are experiencing financial hardship, they should discuss this with the secretary or Dr Cario. It is clear that because of this terrible insurance crisis, those of us that are willing to continue to practice private obstetrics, must charge these gaps to survive.  The alternative is a full public NHS service like in the United Kingdom, which all of us have struggled to avoid. Recently the Australian Government through Medicare have introduced the Medicare Safety Net to assist greatly with “gaps” or out of pocket expenses for outpatient services and especially obstetrics and infertility.
The gap is applied in 2 instalments as an antenatal management fee for cover 24 hours a day from booking until after delivery , and a delivery fee. The antenatal visits are billed separately like all consultations in the rooms. The Medicare Safety Net* which provides for an 80% rebate from medicare once the threshold has been reached, can be applied to the antenatal management gap and the antenatal visits as it only applies to services rendered outside hospital. It can not be applied to the delivery gap as this is an in hospital service. The rebates are only granted if this delivery gap is paid by the patient in full prior to 34 weeks gestation. The antenatal gap is paid at a special antenatal visit with its own item number after 20 weeks gestation  Uninsured patients will need to be quoted separately to make up the shortfall that is provided by the private health fund. Caesarean section patients attract an extra postnatal management fee of  which is applied at your postnatal visit.
Who is the Medicare Safety Net* for?
All Medicare cardholders who have already spent the prescribed amount called the threshold.  (Commonwealth concession cardholders and families receiving the Family Tax Benefit have a reduced threshold per family) in “out of pocket” or gap expenses on out-of-hospital medical services since 1.1.04.

How is it calculated?
On “out of pocket” costs which means the difference between the Medicare benefit and what your doctor charges you on all outpatient services which can be identified with a Medicare item number.

What benefit is there for you?

After you have reached your threshold your Medicare rebates within a calendar year (January-December) will include an extra 80% of your “out of pocket” charge for the service you are claiming on top of the normal medicare rebate.  In other words you only end up paying 20% of the gap after your claim is completed. This means your out of pocket expenses on your consultations in the rooms, your pathology, your ultrasounds and most importantly your major gap on the antenatal management fee is paid 80% by medicare.
SEE CURRENT SCHEDULE OF FEES IN THE ACCOMPANYING INSERT
Note:   Any service provided in hospital including delivery and Caesarean Section item numbers and Gynaecological operations are not covered by this scheme, but gynaecological consultations and office procedures are covered.  
What do I need to do?
You need to fill in a form provided by Medicare to register for the scheme and then submit your accounts to Medicare.  
SHOULD DOCTORS PERFORM MALE CIRCUMCISION?

(From an article by Dr Ian Kern, Paediatric Surgeon at Prince of Wales Hospital)
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“The majority of parents do not take the decision to circumcise their child lightly and the medical profession should treat their requests with empathy.  Many parents have been humiliated by members of the medical profession rather than obtaining an objective discussion about circumcision.  Such terms as “barbaric”, “primitive” and “butchery” should be eliminated from the discussion. From the outset I would like to make it perfectly clear that my own practice is not to recommend circumcision for all, but I am willing to perform the circumcision at the parent’s request if they fully understand the possible risks of the procedure.
Circumcision has been practiced for thousands of years amongst a variety of peoples.  The medical indications for circumcision are phimosis, paraphimosis and the need for repeated MSU.  The contraindications for circumcision are bleeding disorders, penile abnormalities and nappy rash.
It is thought that the number of males requiring circumcision for medical reasons is the order of 1-2%.  The possible advantages for circumcision are prevention of urinary tract infection, carcinoma of the penis and cervix and a lower incidence of sexually transmitted diseases including AIDS.  The immediate complications of circumcision are bleeding, infection and glandular ulcerations which may lead to meatal stenosis.  Late complications include the effects of removing too much penile skin or too little skin.  The possibility of later sexual dysfunction has also been raised.

The circumcision is either performed in the neonatal period up to the age of four weeks or after the age of one year with a general anaesthetic.  When it is done as a neonate, the injection of a local anaesthetic should not be given as there are potential grave risks which though rare can be quite debilitating.  Analgesia would include the use of Elma cream and small amounts of Panadol after two weeks.  The technique chosen in the neonatal period should not take more than 1-2 minutes.  Those who oppose circumcision do so on the following grounds.

It is an unnecessary operation?  Parents make decisions about repairing of umbilical hernia, bat ears, minor degrees of hypospadias and cleft lip, removal of extra digits, and removal of unsightly naevi – medically unnecessary.  
It causes unnecessary pain.  It is my definite belief that the pain during convalescence after the age of one year is greater than the pain caused during a circumcision performed when the child is 1-2 weeks old.  In the latter situation one frequently finds the child feeding or sleeping 10-15 minutes after the operation.  This observation has been reinforced by many parents.

The risk of complications.  Complications can follow any operation.  There have been reports of death from bleeding or infection but I have not seen any such case.  The common minor complications are readily treated.

Sexual dysfunction.  There have been recent claims that the retention of the foreskin increases sexual enjoyment.  These claims are anecdotal and no scientific evidence has been produced to support them.  A study was done some years ago in Italy on men who had had operations for hypospadias (which left them circumcised) showing that there was no discrepancy between their sexual function and that of the general population.
In conclusion a circumcision, if done by an experienced operator, whether at the neonatal or infant stage, is a safe procedure which should not cause any lasting problems.  The operation is mainly done to satisfy the religious or social mores of the parents.  These desires should be treated with empathy by the medical and nursing professions who should understand the feelings of these parents and not treat these requests as being outlandish or barbaric.  The majority of parents have not taken the decision lightly.”

WEIGHING THE RISKS- 
(From an article by Dr Tim Bohane, Registrar of the Australian College of Paediatricians).
Recently the Australian College of Paediatricians comprehensively and disinterestedly reviewed male circumcision and its findings suggest a middle ground until further definitive data is available.  In attempting to weigh the risks and benefits of routine circumcision, the main problem the working party faced was that no randomised controlled study had been published.  All data and conclusions must be viewed as less than ideal as the data is predominantly from retrospective case controlled studies which introduce possible bias.
The risks: 
Surgical complications:  From large published series, the rate of complications is said to be between 0.2% and 0.6%.  However, accurate rates of complication may be somewhat higher as minor complications are often disregarded, follow-up is often brief and late complications such as meatal stenosis may not be attributed to previous circumcision.  Minor bleeding and local infections are the most frequent complications.  Although serious complications such as trauma to the glans do occur, they are rare.  Any anaesthetic, whether local or general, will have its own inherent complication rate to factor into the risk side of the equation.  Nevertheless, it is a painful procedure warranting appropriate anaesthesia and pain relief.
Medico-legal:  It has been suggested that routine circumcisions may contravene human rights, being without proven medical benefit and performed on a minor.  Whether these legal concerns are valid will probably only be known if the matter is eventually tested in a court of law.
The possible benefits:

Infections/inflammation:  Phimosis, paraphimosis, balanitis and posthitis (inflammation of the prepuce) only occur in the uncircumcised child or adult.  Nevertheless, meatal ulceration and meatal stenosis can occur following circumcision in infancy.

Urinary Tract Infection (UTI):  Many studies, both here and overseas have confirmed that uncircumcised infants, children and adults have a significantly higher risk of UTI.  In a recent meta-analysis the risk was found to be approximately ten times higher in the uncircumcised (1:50 versus 1:500) and this increased risk was independent of age.  Deaths have been reported from septicaemia in association with UTIs in infancy.  Nevertheless it has been calculated that one would need to perform 45 circumcisions to prevent one UTI.

Carcinoma of the Penis:  This condition virtually only occurs in uncircumcised men and a recent series from Melbourne suggests the incidence may be rising, perhaps related to falling circumcision rates.  Nevertheless, the estimated life long risk of this malignancy in developed countries is between 1:600 and 1:900 with a five year survival rate of 25%-30%.  Carcinoma of the cervix may also be more frequent in partners of uncircumcised men but the data is as yet inconclusive.

Sexually Transmitted Diseases (STD):  Many studies have reported an association between uncircumcised males and higher rates of STDs, particularly HIV.  Proposed mechanisms include a more favourable environment for infectious agents under the intact foreskin, the thinner epithelium on the glans provides less effective physical barrier to infections and chronic non-specific balanitis predisposes to STD.Most of the reported studies are ecological which does not allow for control of confounders such as personal hygiene and sexual practice difference between the circumcised and uncircumcised.  As well, the majority of the studies are from Africa and the application of such results to Australia is questionable.  Proven, preventative educational strategies are far more relevant to HIV infection control in Australia.
Contraindications

Circumcision is contraindicated in any pre-term, sick or unstable infant, those with genital abnormalities (especially hypospadias) and in those with a family history of bleeding disorders until appropriate investigations have been performed.

Conclusions

Informed discussion with parents about circumcision should include the risks and possible benefits, without exaggeration of either, as well as the uncertainty of existing evidence regarding benefits.If parents do decide to proceed with circumcision, the medical attendant should ensure that it is done by a competent operator using appropriate anaesthesia.”
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