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Not perfectly formed

We would like to comment on the above
personal paper which recently appeared in
the journal (NZ Med J 1996; 106: 194).

We recognised an expression of personal
and perhaps unresolved grief on the part of
the unknown author, describing an
experience that is fortunately infrequent.
His description of the services available at
the time, “several years ago”, should not be
thought to represent services as they are
now in many places.

The fetal medicine team of Capital Coast
Health Limited endeavours to provide
support and counselling in addition to our
diagnostic and management expertise, and
we believe the constitution of our team
recognises this. We do not consider that
antenatal scanning “finds things people
would rather not know about”, but rather
that patients undergo scanning for reasons
that may be different from those guiding
their health care professional. In our
opinion, it is vital to reconcile these reasons,
and to recognise and discuss them openly,
so that those patients whose antenatal scan
is not normal will be supported in the
subsequent process.

Any institution or individual offering
antenatal scanning should know where such
support services can be obtained, and be
ready to refer patients urgently when the
need arises.

PR Stone, K France, JW Dixon, D Murray,
K Pringle, D Elder, J Zuccollo, J Tuohy,

L Strang,
Fetal Medical Team, Capital Coast Ltd, Wellington.

Referral for abortion

We were a little nonplussed by Dr
Thomson’s letter (NZ Med J 1996; 109: 215).
Why is the Medical Council concerned about
Mr Paul O’Neill’s letter regarding referral
for abortion. (NZ Med J 1996; 109: 129)?

Granted that O'Neill mistakenly attributes
to the Medical Council a resolution passed by
the New Zealand Medical Association, he
nevertheless makes a perfectly legitimate
and timely point about the ethics of abortion
referrals. Dr Thomson seems to have missed
that point. He seems furthermore to be
confusing induced abortion with
contraception and or family planning.

It should be ringing alarm bells in our
profession if the Medical Council has come
to regard induced abortion as a
contraceptive or family planning service.

Janet and Ian Milne.
Petone

I write with reference to the letter from Dr
Ken Thomson. chairman of our Medical
Coundl of 14th June. He rightly reminds
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us that abortions done on account of
unwanted pregnancy, social inconvenience,
economic difficulty or failed contraception
would contravene the association’s ethical
code. He then warns those of us who object
on grounds of conscience to doing just this of
the penalties for not referring the client to
“another practitioner or family planning
clini¢”, presumably assuming that
performing abortions is part of family
planning. Surely he knows, and should have
included in his warning, that performing
abortions for those reasons is also against
the law. Why this warning — unless he also
assumes that the other practitioner or
family planning clinic would not object to
contravening both ethical code and the law,
or does not having a conscience exempt one
from ethical and legal responsibility?

Surely he is aware that large numbers of
abortions are being performed for those very
reasons, under the guise of comnstituting
“severe mental trauma” in terms of the Act.
Surely he is aware that our so called ethical
code in this situation has thereby become a
sick joke; equating the destruction of the
fetus at the request of its own mother to
those four closely linked, but spurious,
grounds must rank as a terrible example of
how our ethical thinking has floundered
over the last 20 years.

CS Harison,

Thames.

Managing acute low back pain

The important topic of acute low back pain
management was discussed in a recent
review article, McNaughton H, Managing
Low Back Pain, NZ Med J 1996; 109: 175-7.
We believe that conclusions reached by the
author in relation to the use of exercise and
manipulation in the treatment of acute low
back pain, are not supported by the
references cited.

The study by Malmivaara et al was used
as a basis for the discussion regarding
physiotherapy exercises.’ It should be
pointed out that the exercises used in this
study were non-specific with regard to the
patient’s clinical presentation. Back
extension and lateral bending movements in
both directions were given to all patients in
the exercise group regardless of the effect of
the exercises on pain. This is contrary to
current physiotherapy practice where the
effect of positions and movements on pain
are regarded as vital indicators in
management. Unfortunately, the design of
most studies investigating the use of
exercise in the management of lower back
pain have significant flaws. This study by
Malmivaara et al illustrates some of these
flaws. There were three treatment groups in
this study: bed rest for 2 days; back
mobilising exercises; and continuation of
ordinary activities as tolerated. Although
this study was purported to compare
methods of management of acute low back
pain, patients in the study had pain
durations suggesting that chronic patients
were included. The exercise group had a
much higher proportion of chronic patients
and had the only two post surgical patients
in the whole study. It is widely accepted
that post surgical and chronic patients
constitute different groups to the acute back
pain population and that this fact should be
recognised in research design. We recognise
that the authors have attempted to control
for this by analysis of covariance. Their
conclusions would be more convincing if the
groups were clinically better matched.
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McNaughton correctly states that
manipulation has been shown to have a
short term benefit in the management of
acute low back pain. In support of this
statement reference is made to a paper by
Hadler et al.* McNaughton incorrectly
states that the manipulation shown to
demonstrate this positive effect was
chiropractic. It was not. The clinician
performing the manipulations and
mobilisation was a medical doctor trained in
orthopaedic medicine! and performing
techniques described in physiotherapy
literature.?

Most randomised trials of manipulation
for back pain have been conducted with the
manipulation wusually provided by
physicians or physiotherapists.? Given this,
it seems incongruous that while
McNaughton has advocated manipulation
for some acute low back pain patients, he
has recommended that no physiotherapy be
given in the first 4 weeks. Using the
studies by Malmivaara et al and Hadler et
al, a reviewer could have more correctly
inferred that manipulation and
mobilisation of a type recommended in the
physiotherapy literature, is more beneficial
than bed rest in the first 4 weeks, and that
extension and lateral bending exercises
performed without regard to pain response
is less beneficial than continuation of
ordinary activities as tolerated.

Both manipulation and exercise are
integral parts of physiotherapy
management of low back pain patients.
Further high quality research is required
to determine the best method of managing
low back pain patients. There is
insufficient evidence to categorically reject
or recommend exercise or manipulation at
this time.

Mark Laslett, Kate Haswell,
Spinal Care Clinic, Auckland.
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NOTICE

MEETING

Royal Australasian College of
Physicians annual clinical and
scientific meeting, 4-6 September
1996, Dunedin

The annual clinical and scientific meeting of
the Royal Australasian College of
Physicians will be held in Dunedin 4-6
September 1996. The conference will focus
upon clinical geriatric medicine, research,
exercise and fitness, nursing techniques,
depression and dementia. Further
information may be obtained from Kerry
Buchan, Conference Secretariat, PO Box
5221, Dunedin.



