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Leadership, whether it is nursing, medical or healthcare leadership, is about knc,:>wing 
how to make visions become reality. The vision that many nurses hold dear td their 

hearts is one where patients are treated with dignity and respect at all times; where 

. benefit of individual needs; and where the work performed by nurses and other 

carers is valued and respected. Achieving such a vision will require a concept shift 
in the philosophy, priorities, policies, and power relationships of the health service. 

Fundamentally, it will require the rhetoric of patient centered care to become a reality. 
We need to understand what leadership really means and implies. 

We tend to misinterpret two notions, that is; leadership and management. I believe 

that leadership is a process that is ultimately concerned with fostering change. In 
contrast with the notion of management which suggests preservation or maintenance, 

leadership implies a process where there is movement - from wherever we are now to 
some future place or condition that is different. Leadership implies that change is not 

random -"change for change's sake" . but is rather directed toward some future end 
or condition which is desired or valued. Consistent with the notion that leadership is 

concerned with change, I view and I believe many nurses and midwives also view the 

"leader" basically as a change agent, i.e., "one who fosters change". 

Leaders then, are not necessarily those who merely hold formal leadership, positions; 

on the contrary, all nurses and midwives are potential leaders. Furthermor~: ::since the 

concepts of leadership and leader imply that there are other people involved, ieqdership 
should be regarded as a collective or group process. 

In short, my conception of leadership comprises the following basic assu111~(~ior1s: 
• Leadership is concerned with fostering change. " . > ., ; ,~ 

• Leadership is essentially value-based. 
• All nurses and midwives are potential leaders 

• Leadership is a group process 

Unfortunately we nurses and midwives; need to believe more in this idea ofleadership. 

We need to encompass that leadership is a process and that nobody .v·JH! start this 

process for us. We have all heard many people in high positions talkin,9, Jbout change 
h11t WP all know what kindof rhangP WP havP SPPn till now It is about time that we 

make ourselves heard not only by asking the MUMN to be our voice bui· by doing what 
we believe in our daily duties according to the areas we all work in. We (ire closer to the 

patients, and they look up to us for whatever they need. Let us all start making 
small changes, attitudes, language, care, etc. and surely bigger changes will follow. 

Every nurse and every midwife can be a leader so it is up to us to make the first step 
forward. If all of us agree with the four points I mentioned earlier, change is truly 
possible. We all know what we want and what is truly needed, so wasting time is surely 

no necessity to put forward any type of change. 
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Paul Pace President 

from the president [;'.] mumn@maltanet.net 

Summer would surely be bringing various new developments for nurses working in different sectors. These 
developments, which can bring along certain changes in our work practices, will be heavily scrutinized, 
not just by the MUMN council, but by each hospital committee which have been elected by you, as a 

member of MUMN. 

The main reform which the Ministry of Health seems to have the intention of implementing is that 
concerning the Primary Health sector. A preliminary meeting has already been organized by MUMN for 
all nurses working in the Primary Health Care sector. I can reassure these nurses that MUMN will update 
them on all the "changes and developments" which will be taking place both in the short term and in 
the long term period. Whilst MUMN prides in delivering a good service to our nation, MUMN will see 
that the working conditions and injustices incurred in the name of "reform" will not be bestowed to the 
detriment of the nurses working in the Health Centres. It could be a time for change and such a time 
require each and every nurse to be under the umbrella of MUMN for a wider and stronger voice. MUMN 
would like to appeal to the Ministry of Health that a consultative approach is the best climate to reign in 
such meetings, and that MUMN would not be accepting a forced agenda which had been already set 
prior to the meeting. 

MUMN would be expecting developments in work practices which are currently being used in the 
Surgical, ENT and Ophthalmic Departments in Mater Dei Hospital. Such developments should reduce the 
stress and ::inxiety nurses are finding themselves in. During a meeting in the near future with the nurses 
working in the E/A department, MUMN intends to initiate meetings to address the issues which these 
nurses are facing on day to day basis. 

SVPR and ~v'lL Carmel Hospital may be involved in the opening of new wards which are meant for elderly 
care. With h~se plans underway, MUMN would be highly vigilant to see that the already depleted staff 
does J•.Jt :>1 l:er even more. MUMN is continuously supervising that the agreement reached with the Health 
Divisior.! on e!iminating the extra beds at SVPR, is honoured and I would encourage our members to report 
to their ho:; 1Jital representatives any infringements which go against such an agreement. 

These are th<:: major highlights for the coming summer. But I can guarantee that these would not be the 
only ones, sinC'<.' there are always unexpected issues which rise at some moment or other. In July, MUMN 
would l'.;-e handed over the organization of the next ICN congress, which is to be held in Malta 2011. This 
hand over wou',-! accelerate the work volume, which already had been initiated, for the organization of 
such a big everl. 

I would like to thank the Ministry of Health for the support and interest in making the Maltese nurses 
proud in the corn.ng congress in South Africa. It would eventually bring to the Maltese islands, not just 
the biggest congress to be organized in Malta, but also a huge number of international expert nurses and 
which would deti11itely put Malta and MUMN on the nursing map. 
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Jesus Christ came into the world so that whoever 
believes in him may have eternal life (Jn 1, 15). The Son 
of God incarnate presented himself as the way, the 
truth and the life (Jn 14,6). The miracles he performed 
by the power of the Holy Spirit bore witness in front of 
everyone that he was the Messiah, the Son of the living 
God. 

If it is true that it is Christ himself who ministers to 
those who believe in him through the sacraments of the 
Church, then it is he who strengthens the sick person 
in body and soul, via the sacrament of the anointing 
of the sick. By means of this sacrament the grace of 
strengthening, peace and courage to surmount the 
troubles that undergo people who suffer from serious 
illnesses or the frailty of old age is ipso facto given by 
the administration of the anointing. Having said that, 
why there are people who cannot experience this peace 
which this sacrament is supposed to give them? 

Before answering this crucial question it is important 
to take into account the following consideration. The 
anointing of the sick strengthens the one who receives 
it when it is administered in a fruitful way. Therefore, it 
is not just a matter of administering this sacrament as if 
it is isolated from an interpersonal relationship with the 
sick person, his family, and the medical staff. On the 
example of Jesus who healed people in an interpersonal 
relationship he had with them, the priest, in persona 
Christi, is challenged to develop an warming personal 
relationship with the patient as well as with his familiar 
and medical entourage. He is invited to listen, let the 
afflicted person express his feelings, explore his verbal 
and non verbal content and accompany him in his 
efforts to integrate in himself the reality of his sickness, 
suffering and eventual death. 
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By being a warming and welcoming person, the 
priest becomes himself a living icon of the Word of God 
who became flesh and lived among men (Jn 1, 14). An 
effective pastoral minister encourages the sick to be 
what he is in front of Christ. As Jesus emptied himself 
(see Phil 1,7) from everything that was his, also the 
priest is called to open himself up in order to deeply 
listen, empathise, and help the patient decipher the 
meaning of his life story. Due to Christ's own presence 
in the sick (Matt 25,36), the minister is to realize that 
he must decrease and the patient increase (see Jn 3,30). 
Compassion, understanding, kindness and a gentle 
challenge are the basics tenets of an effective pastoral 
care with the sick. Pastoral experience in the hospital 
arena consistently shows how this criterion is essential 
in a christified pastoral relationship. 

Since all the family feels the need to be strengthened 
in this tough time of their life, it makes more sense if the 
anointing of the sick is celebrated when the patient is 
surrounded by his family. As God heals and strengthens 
the human person as a communion in the Trinity, Father, 
Son and the Holy Spirit, also the sick is fortified to better 
face his condition through a family support environment. 
How many reconciliations took place around a dying 
person? How many family members, touched by the 
terminal disease of their loved one, came to realize that 
after all it is only in a loving and forgiving attitude where 
real healing occurs, where life becomes worth living, and 
where being a Christian is concretely experienced. When 
effected in a hospital setting, even the staff members 
are to take their part in the celebration of the anointing 
of the sick. The medical staff needs the encouragement 
of the hospital chaplain in order to keep its motivation, 
work contentment and competency as high as they can 
be. A profound participation in the celebration of the 
sacrament from the medical staff paves the way for a 
serious re-consolidation of one's motives and attitudes 
of working in the medical profession. It also serves as a 
milestone in the pastoral companionship which a hospital 
chaplain is expected to give to the medical team due to 
the healing, comfort and strength it confers; to the health 
carers. t \' 

A fruitful celebration of the sacrament of trie anointing 
of the sick involves an interpersonal rel9Jionship with 
the patient, his family as well as the me~jcal .eq~ippe 
beforehand. Let all of us priests, realize that our pastoral 
relationships with the sick are themsely~~. sacramental, 
since they bring about the grace of S';h~isfi presence 
with his faithful, "I am with you always, to the end of 
the age!" (Matt 28,20). Performed wi~!hin_· a christified 
pastoral relationship, the sacrament oHhe 1anointing of 
the sick becomes more what essentialfy' is, the conferral 
of the special grace of healing and fdrgive'ness on the 
person experiencing difficulties inherent in the condition 
of grave illness or old age. In this' way.the whole 
relationship with the sick person, his. family and the 
medical staff becomes a sign that s,ignifies and confers 
a healing and forgiving grace. }hu~,, ,a S?Cramental 

relationship. Fr MariodA~ta.rd OFM Cap 
o koinoriia@wardonet.net.mt 
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Colin Galea Segretarju 

mis-segretarju generali 5J mumn@maltanet.net 

Rega' wasal il-mument Ii naqsmu ftit tisibijiet u nformazzjoni fuq dak Ii qed isenn fl-Union tagnna. 

Btial ma stajtu taraw I-website 1-gdida issa qcd tandem kif suppost. Gliandna website moderna u Ii tilqa' 
gnall-isfidi Ii kuljum niffaccjaw. Nistieden Iii kull wiened u wanda minnkom sabiex tagnmlu uzu minn din 
ii-website b'mod frekwenti sabiex b'hekk il-mezz ta' komunikazzjoni bejnietna jkompli jissanan. 

F'dawn 1-annar gimgnat kulnadd kien xi ftit jew wisq imbezza' mill-anbarjiet u 1-informazzjoni Ii bdejna 
nircievu dwar 1-influwenza 1-gdida. ls-sitwazzjoni issa tidher Ii kkalmat xi ftit pero hemm ii-bi.la' Ii bejn Ottubru 
u Novembru din 1-influwenza terga tfaqqa' bil-kbir. Bnala Union, fuq din il-materja, kellna zewg laqgnat mad
Divizjoni tas-Sanna, Ii nista' ngliid b'wicci minn quddiem, Ii manniex kuntenti bil-preparamenti Ii qed isiru 
gnall-istaff f'kaz Ii din 1-influwenza tfegg f pajjizna wkoll. Nisperaw Ii jkun hemm aktar laqgnat sabiex inserrnu 
molilina Ii n-Nurses u I-Midwives, f'din 1-eventwalita, ikunu protetti wkoll minn kull periklu. 

Numru ta' Nurses u Midwives qed jigu mressqa fuq kazijiet ta' dixxiplina waqt il-qadi ta' dmirijiethom. 
L-aktar kazijiet komuni huma meta nirrappurtaw sick leave u jigi j.ZUrna t-tabib tax-xognol, il-bieb tad-dar 
ma jinfetanx. Din ii-Union gnandha dubbji serji kemm verament f'kull kaz it-tabib qiegned jasal sal-bieb 
tad-dar. Qed ikun irrappurtat lilna Ii nafna mill-kazijiet ikun involut 1-istess tabib u dan jipprejokkupana 
bis-snin glialiex jista' ikun Ii qed ikun hemm xi forma ta' abbuz. L-MUMN, fil-granet Ii gejjien, ser tressaq 
proposti lid-Divizjoni tas-Sanna sabiex tinnoloq sistema Ii biha nkunu zguri Ii t-tabib veru ikun gej jzurek id
dar gnaliex sa llum dan il-fattur ma jistax jigi kkonfermat. Din ii-Union hija kontra kull min jabbuza, kemm 
jekk ikun Nurse jew Midwife, kif ukoll jekk ikun tabib jew xi naddienor. 

Nixtieq ngnid zewg kelmiet zgnar fuq dak Ii ktibt jien dwar Rudolph Cini fl-annar narga tal-Musbien. 11-
kummenti tiegni ma kienu qegndin bl-ebda mod immirati biex jgnatu appogg Iii xi kandidat Ii kkontesta 
1-elezzjoni ta' 1-MEP's f'isem partit politiku. Kulnadd llum jaf jien personali x'inhuma 1-opinjonijiet politici 
tiegni. Kienu mmirrati biss lejn Nurse bnalna Ii qed jikkontesta elezzjoni. Kieku kien hemm Nurse ienor Ii 
kkontesta 1-elezzjoni ma xi partit ienor kont nistqarr 1-istess kummenti. 

11-Kunsill ta!-Union iddecieda Ii jsejjan elezzjoni sabiex jinnatar Group Committee gdid fl-lsptar Monte 
Carmeli. Nheggeg lin-Nurses Ii jalidmu f'dan 1-isptar biex meta jircievu n-nomina gnall-elezzjoni, jagnmlu 
kuragg u jersqu 'I quddiem gnat-twaqqif ta' Group Committee gdid Ii jkun jirraprezenta lin-Nurses ta' MCH. 
Mhux bizzejjed Ii ngergru, izda huwa mportanti Ii fil-livell ta' sptar ikollna Nurses kapaci u ta' rieda soda, 
zewg karatteristiCi Ii jien naf Ii nafna Nurses fl-MCH gnandhom. 

Bnal ma qed taraw 1-MUMN qed tandem bis-snin fuq tlett fatturi. L-ewwel wiened u 1-aktar krucjali huwa 
dak tas-socia/ cases. 11-Gvern irid jonloq spazzju ta' madwar 100 sodda fis-sena sabiex 1-lsptar Mater Dei ma 
jitlifx il-funzjor,1 propja tiegnu. Dan 1-ezerCizzju jrid jibqa' gnaddej kontinwament. lt-tieni fattur huwa dak 
tal-Kura Prirna:121. L-MUMN ilha tisnaq fuq dan is-settur gnal diversi snin. lt-tielet huwa 1-lsptar Mater Dei 
nnifsu, fejn minn meta fetan gnad gnandna sistemi Ii qed ixekklu t-tmexxija ta' dan 1-istess Sptar. Hemm 
bionn urgenti Ii l-Gvern inares sewwa b'gliajnejh miftuna gnal kull ma qiegned isenn. 

Dan ix-xahar, 1-MUMN flimkien mal-Ministru Dalli ser in.ZUru Durban fejn ser ikun qiegned jigi organizzat 
il-Kungress ta' 1-·ICN sabiex mingnand 1-awtoritajiet tas-South Africa niendu over it-tmexxija tal-Kungress 
Ii 1-10..J imissha torganizza f'pajjizna fil-5, 6 u 7 ta' Mejju 2011. Dan il-Kungress ser ikun opportunita Ii 
n-Nurses Maltin 5.29ur mhux ser jinsew. Nixtieq nienu din 1-opportunita sabiex nirringrazzja lill-Ministeru 
tal-Politika Socja!i, i!-Ministeru tal-Finanzi kif ukoll il-Ministeru tat-Turizmu Ii bil-kontribuzzjoni finanzjarja 
tagnhom se jetgf'1rniu din 1-opportunita wanda possibli gnalikom in-Nurses u I-Midwives Maltin. 



8 

The wait is over ... 
The clinically proven weight loss aid 
alli® ( orlistat 60 mg) is now on sale in pharmacies 
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am - the weight loss aid that could help adults lose 50 per cent more weight than by dieting 
alone1 

- is now on sale in pharmacies in Malta and Gozo. For adults with a BMI of 28 kg/m2 
or more, alli works by stopping some of the fat eaten from being absorbed into the body, 
so for every 2 kilos they lose with a reduced calorie, lower-fat diet, am can help users lose an 
exlrd 1 kilo. IL b Lile firsL drH..:I only, EU-licensed, t.linicdlly proven weighL loss aid available in 
Malta without prescription. 

alli rewards the hard work of people willing to follow a reduced calorie, lower-fat diet, 
and, used in conjunction with the am programme, it helps them adopt a healthy and 
sustainable diet and lifestyle. To support their weight loss and guide them towards their 
goals, alli users will receive a free starter guide, available from their pharmacists, which 
will include a food diary, and also have free access to an online support programme of 
information and tools (www.alli.com.mt) which include: 

• a range of lower-fat recipes 
• healthy menu options 
• a BMI calculator 
• tips on becoming more active 

An am interactive discussion forum, also part of the online programme, will encourage 
users to share their experiences along their weight loss journey, creating a supportive 
and motivated community of people wanting healthier lives. "Weight loss should not be 
viewed as a single destination, it is an ongoing process that requires support, guidance and 
encouragement," says psychologist Mac Andrews. 

"Obesity is a growing public health issue with the World Health Organisation (WHO) 
calling it a problem of epidemic proportions. 2 Between 30-80% of European adults are 
overweight3 with an estimated 400 million European adults needing to lose weight.4 In Malta, 
more than 60% of the adult population is overweight (BMI 25-29.9) or obese (BMI 030)," 
says Dr Antoine Schranz, Consultant Diabetologist and Endocrinologist. 

Modest weight loss of 5-10% of bodyweight brings significant improvements to physical 
health and emotional well-being. 5-7 "Gradual weight loss gives the most chance of success," 
says Dr Mariosa Xuereb, Consultant Cardiologist, and she recommends that for someone who 
is trying to lose weight it is important that one sets realistic healthy weight loss targets." 

"Research has shown that consumers are spending millions of euros each year on fad 
diets, unproven 'miracle pills' and potentially unsafe weight-loss supplements, often without 
any scientific evidence to back them up. By making a licensed non-prescription product 
available, consumers will have the option of a proven therapy which can support them 
with their struggle for weight loss. For many, losing weight can become the catalyst to 
improvements in their overall health and self-esteem." says European obesity expert, Prof. 
Stephan Jacob from the Cardio-Metabolic Institute, Villingen-Schwenningen Germany. 

Mary Ann Sant Fournier, President of the Malta Chamber of Pharmacists commented 'As 
Pharmacy becomes more involved in providing health and lifestyle guidance to customers 
and has worked successfully in tandem with other healthcare professionals in areas such as 
tobacco control, we welcome this opportunity to play an integral role in helping people lose 
weight using a non-prescription pharmacological weight-loss aid where indicated and to live 
healthier lives'. 

Monica Abdilla, Country Manager, Consumer Healthcare, from GlaxoSmithKline, the 
manufacturers of am, says "Obesity is a major concern of our society and people need help. 
am is not a magic bullet. am offers a clinically proven way to help people lose weight. am 
has been well received by millions of people in the US since June 2007, and we are very 
excited about the number of people it could help in Malta achieve their weight loss goals." 

al/i is a registered trade mark of the GlaxoSmithKline group of companies. 
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loan - whatever your needs. 
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Support your child's immune system 

Aptamil 3 

Prebiotics found in Aptamil 3 help to: 
- reduce infections 
- reduce allergies 

I!!! • 

Aptamil 

IMPORTANT NOTICE: Breastfeeding is best for babies. Aptamil 3 is not a breast milk substitute but a growing up milk to be used after twelve months. Pem1x Ltd, Mos ta. Tel: 2143 7926. www.pemix.com mt 

DISNEYLAND 
IMPERIAL CHINA 

WEEKEND 
27th Jun - 01st Jul OSth Jul - 15th Jul 

18th Jul - 01st Aug 

€715 €960 €2095 
per person in twin 

per person in twin per person in twin 

LOURDES & FRENCH SOUTH AFRICAN 
RIVIERA EXPERIENCE 

DISCOVER JAPAN 
20th Jul - 28th Jul/ 01st Aug - 17th Aug 

05th Aug - 18th Aug 

31st Aug - OSth Sept €2075 €2620 
€1350 per person in twin per person in twin 

per person in twin 

THESSALONIKI, GREECE SINGAPORE & MALAYSIA TRAILS OF PERU 
07th - 14th Aug 19th Aug - 09th Sept 25th Aug - 11th Sept 
14th - 21st Aug 

€1955 €2620 €575 
per person in twin per person in twin per person in twin 

GRAND TOUR OF CHINA SECRETS OF INDIA VIETNAM &. CAMBODIA 
25th Aug - 09th Sept 12th Oct - 27th Oct 26th Oct - 11th Nov 

€2400 €2190 €2600 
per person in twin per person in twin per person in twin 

KO Price Promise - The price you see is the price you pay - no hidden extras. Our prices include all flights, transfers, accomodation on 
B&B basis with meals included on some tours, excursions, taxes, and service charge. 

For further information & a free brochure please call at KO Travel Services Ltd., Msida branch: 21 235948/9 · 
or Sliema branch: 21 344225/6/7 or e-mail: info@kdtravel.net 



IL-MUSBIEt=I - NRU. 43 . GUNJU 2009 

27, St Luke's Road Guardamangia 

Improving peo~ 
Incontinence Products 

Bathroom Aids 

Kitchen Aids 

obi lity Aids 

Home Visits 

.~epair Serv1ce 

eds, Mattresses & Cushions 

anual or Motorised Wheelchairs 

\ 

M ed i ca l 

'~ 
\ e, 

11 

www. u n icare. com. mt 

Act iv 



12 

lo 
11111111 

r1 

Rita Briffa 

INTRODUCTION 
As a nurse, I have spent the last 
seventeen years working in the 
primary health care sector primarily 
attending town clinics where the 
majority of our clients were elderly. 
The regular monthly visits of these 
clients to our clinics turned more 
into a familiar relationship than 
a clinical one. Month in, month 
out I could see the progression, 
sometimes quick and sometimes 
lengthy, of these elderly clients. 
The most common downward 
change was predominantly in 
their behaviour and ability to 
remember, talk and understand. 
These symptoms, compounded 
with instances vividly but sadly 
illustrated by their loved ones, 
were all suggestive of dementia. 
The management of dementia by 
community doctors is primarily 
based on the prescription of 
sedatives and hypnotics. 

Although it is not the scope 
of this essay to describe all the 
physiological changes in the 
brain that bring about dementia, 
it's important to illustrate the 
progressive deterioration of the 
cognitive and intellectual functions 
that characterizes this condition. 

As far as the eighteen century, 
different types of dementia have 
been attributed to researchers 
like the German psychiatrist and 
neuropathoiogist Alois Alzheimer 
1(1864-1915) ,the discoverer of 
Alzheimer's Disease; German 
neurologist Frederic Lewy (1 885-
·1950)2 who discovered another 
type of dementia brought about 
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by the presence of certain proteins 
(Lewy bodies) in the brain cells A 
Czechoslovakian neurologist and 
psychiatrist, Arnold Pick (1851 -
1924)3 discovered another important 
type of dementia (Pick's disease) 
in which brain cells in localised 
areas die, a feature very different 
to Alzheimer's disease where the 
atrophy is more generalized In 1974, 
Hachinski et al 4 coined the term 
multi-infarct. In 1985, Loeb used 
the broader term vascular dementia. 
Recently, Bowler and Hachinski5 

introduced a new term, vascular 
cognitive impairment dementia.6 

Although dementia, whether at its 
early or late stages , affects everyone 
differently, people with any form or 
type of dementia exhibit common 
symptoms related to alteration in 
behaviour. (Alzheimer's Society, 
2005) Dementia affects everyone 
differently and those affected will 
have good and bad days. Thus 
the care and support to these 
people will need to be tailored 
accordingly! 

The management of dementia has 
undergone striking changes and 
slowly moving from the far ends of 
the momentum, namely moving 
away from the medical model to the 
experiential model 7 

• 

Whilst the medical model views 
elders with dementia as primarily 
impaired and with confused 
behaviour, its intervention to 
bring such elders to 'normality' is 
solely through medication. Drug 
treatment of behavioural symptoms 
provides little benefit for most 
people besides posing significant 

risks resulting from side effects of 
such psychotropic drugs. Thus, care 
and environment revolves on the 
disabilities and behaviours of the 
elder person. 

On the other hand, the 
experiential model focuses on the 
recognition of the retained strengths 
and abilities of the elder, on his 
growth and not his decline. The crux 
of this type of managing people 
with dementia is the interpersonal 
interaction that values individuality, 
personal identity and choice, even 
in the late stages of dementia. 
It transforms the environment 
surrounding the elder by infusing 
it with variety, spontaneity and 
meaning. Unfortunately the 
management of dementia still makes 
the elder transforms himself to 
the physical environment with the 
dangerous and inhumane situations 
of isolation and loneliness. 

REQUIREMENTS 
PERSON CENTRED CARE 

The philosophy of moving away 
from the traditional to person
centred care is slowly but steadily 
being acknowledged by the carers, 
planners and policy makers. This 
shift requires important personal , 
organisational systems and external 
change. 

The peirsonal change is 
brought about when caregivers are 
given the opportunity to learn and 
grow and when such employees face 
their own beliefs about how person
centred care is given. During 2006, 
at St. Vincent de Paul Residence, a 
1 0-hour training course in person 
centred dementia care organised 
by the Continuing Education 
Committee in collaboration with 
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the Malta Dementia Society was 
a ray of light that enlightened 
the entire multidisciplinary health 
care participants. This initiative 
spurred the Institute of Health 
Care to incorporate a new 
module on caring for the older 
adult in the lnstitute's Continuing 
Professional Development courses. 
These training courses gave the 
opportunity to all partakers to 
learn new dimensions in care as a 
result of the ageing process. This 
ageing process often mistaken for 
a disease, leads to inappropriate 
prescribing and makes the body 
more sensitive to the effects of 
commonly used drugs. When this 
natural process gives in due to 
decreased physiological reserve and 
the elderly is overridden by a disease 
or a combination of several disease 
processes, recovery rate is delayed 
and the incidence of complications 
becomes much higher than younger 
patients. Similarly, the rehabilitation 
process is a much longer one 
and there are special problems 
which may hinder rehabilitation 
in elderly. Apart from the intrinsic 
pathologies, polypharmacy and 
mental vulnerability like dementia or 
depression, the philosophy and low 
expectations from care professionals, 
hinder progress in rehabilitation 
of the elder adult patient. Positive 

results and improvement in 
rehabilitation are possible only 
when care is focused on supporting 
and enabling the older persons to 
achieve independence. 

Caring for people with dementia 
is a challenging job that will get us 
thinking and thus growing. Seeing 
the person as an individuals first 
and focusing on who they are 
rather not just their dementia was 
the magic key towards making 
caregivers concentrate on what a 
person can still do, not just on what 
they cannot do. It was strongly 
emphasized that there is no 'one 
size fits all' solution to supporting 
someone with dementia. 

AT THE DAV CARE 
ACTIVITY CENTRE 

From its conception, the philosophy 
of care at S.V.P.R 's Day Care Activity 
Centre focuses on the person with 
dementia. Since the first visit to the 
Activity Centre, every person with 
dementia together with members 
of the family who accompany their 
relative, are warmly welcome by 
all and each member of the staff. 
This approach makes the patient 
and his relatives feel at home while 
alleviating the anxiety associated 
with meeting new people in an 
environment yet unknown. Our 
immediate goal is to get to know our 
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client, who he is and what matters 
to him and most important, to build 
a relationship with the client to win 
his trust. Gradually he is introduced 
to engage in the various activities 
that are held there, while the staff 
observes the client through his 
behaviour thus understanding what 
he might be trying to communicate. 
Music and singing popular tunes 
are examples of the main activities 
organised at the Centre. Despite the 
fad Lhal all c.Jienl) are encouraged 
to actively participate, there may 
be the odd one who cannot stand 
noises or certain tunes which he 
may associate with past painful 
experiences. Such situations may 
trigger particular behaviours, thus 
the importance of understanding 
and recording every covert message 
that the client may be struggling to 
communicate through his actions 
(e.g. through facial expressions 
and body language), especially if 
verbal communication is somehow 
hindered. 

In order to understand better 
our clients, staff is encouraged 
to collect, record and update the 
life history information from the 
client himself (when possible), from 
relatives or through photos, letters 
or clippings. Such an exercise, 
which in itself is an activity for the 
client, has many positive benefits 
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in building relationships, getting 
to know what is important for 
the client, while at the same time 
maintains identity and recognises 
strengths and abilities. 

This approach of person centred 
care which is being practised at 
the Day Activity Centre recognises 
that a person with dementia can 
still enjoy and express his feelings, 
feels comfortable and loved while 
experiences friendship and affection. 
The variety of activities carried out 
are planned to meet higher needs8 

including cultural and spiritual 
needs. Throughout the year, our 
clients were engaged in spiritual 
gathering, both at the Centre itself 
and at the Residence chapels. These 
varied from the daily attendance 
to Mass, congregational worships 
during the Advent and Lent seasons 
and Remembrance Day on the first 
of November. Our clients were 
engaged in cultural activities such as 
Carnival Day and Carnival costumes; 
'Festa Maltija' with traditional 
Maltese food prepared and cooked 
by clients, with staff's assistance 
and Maltese folk singing (Ghana 
Maltija) provided by clients and 
volunteers. This active engagement 
of the persons with dementia makes 
them feel useful and experience 
achievement whilst having fun and 
enjoy their remaining strengths and 
abilities. Persons with dementia 
may feel worthless if someone tell 
them that they are doing things 
wrong, thus even when they sang 
or played out of tune, they were 
still praised and encouraged by the 
staff. The assistance by the staff 
and the involvement of the clients 
during the cooking or potting 
(plants) activities serves to promote 
independence and self-esteem of the 
persons with dementia. The person 
with dementia may feel that all their 
independence has been taken away 
from them and that they have been 
put in a place they do not recognise 
or want to be in. 

AWAY FROM THE DAV 
CARE ACTIVITY CENTRE 

How can we extend the person
ce ntred-ca re model currently 
applied at the Day Activity Centre 
to the wards? Are sporadic 
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continuing education courses 
enough to move away from the 
task oriented care which we have 
been providing for long years to 
residents with dementia? Who must 
be involved in this change? Are we 
to keep relying on the initiative, 
enthusiasm and dedication of a 
consultant geriatrician, almost 
abusing of his vision in seeing this 
great change in the care of persons 
with dementia? This challenge of 
providing person centred care to 
the ever increasing elderly with 
dementia could only be met with a 
solution of similar dimension. The 
setting up of a permanent Dementia 
Management body at St.Vincent de 
Paul Residence is being proposed. 
This body must have executive 
powers and its composition made 
up of representatives from the 
caring and medical professions 
together with representatives from 
the management and the Ministry 
of Health, Elderly and Community 
Care. To meet its objective, 

amongst others, such Body should 
deal with: 

1. Drastic reduction in bed
compliment in ALL 'large' wards; 

2. Increase in nursing, caring and 
paramedical staff; 

3. Setting up of a Dementia Practice 
Development Unit; 

4. Training of specialised Dementia 
care professionals, if necessary in 
specialised units abroad; 

5. J\n all year round continuing 
education programmes for ALL 
staff involved in the management 
of residents with dementia. 

6. Building of new units or wards 
with dementia specific design 
features including high levels of 
visual access, highly visible and 
signed toilet doors, increased 
lighting, age appropriate fixtures 
and fittings, and individualised 
personal space. 

CONCLUSION 
People with dementia are very 
vulnerable. They cannot usually 
complain about their care, and if 
they try to communicate through 
their behaviour the response is 
often to see it as a symptom to be 
suppressed. Their relatives are often 
frail themselves or feeling guilty that 
they cannot provide care. There are 
often few alternatives to institutional 
care, especially for patients with 
challenging behaviour. Units that 
look after people with dementia 
need more investment not just 
of money for staff and buildings, 
although these are important, but 
of time, skill, and energy. They 
need to be recognised as places 
where the highest level of skills 
are practised and sustained by 
continuous training; and where staff 
receive support, encouragement, 
and recognition and can move to 
easier work if they no longer have 
the passion required. 

1 http://alzheimers.about.com/cs/ caregivers/a/ Alois_Alzheimer.htm 
2 http://www.whonamedit.com/doctor.cfm/2182.html 
3 http://www.whonamedit.com/doctor.cfm/1100.html 
4 Hachinski, V. C.; Lassen, N. A.; and Marshall, J. "Multi-infarct Dementia. A Cause of Mental 

Deterioration in the Elderly." Journal of the American Geriatrics Society ii (1974): 207-210. 
5 Hachinski VC, Bowler JV. Vascular dementia. Neurology. Oct 1993;43(10):2159-60; discussion 2160-1. 

[Med line] 
6 Vascular Dementia - Kannayiram Alagiakrishnan, Article Last Updated: Aug 27, 2007, e-Web - http:// 

www. emedici ne. com/ med/topic31 5 0. htm#section-Authorsand Editors 
7 G.Allen Power, 2007http://www.iahsa.net/malta/programme/symposia.asp- Dementia 
8 Beyond Drugs: A New Paradigm for Care 

(Maslow AH: A theory of human motivation. Psychological Review l 943;50:370-396) 
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Helping Hands: Now with surgical disin ction in 
1.5 minutes it's twice as fast getting into theatre 

Stermium® brings full results in half the time. 
Scientifically tested according to the European 
standard pr EN 12791 and Bf ArM certified. 

Sterillium®: Composition: 100 g solution contains: Active 
Ingredients: Propan·2~ol 45.0 g, Propan-1-ol 30.0g, mecetronium 
etilsulfate 0.2g. Inactive Ingredients: Glycerol 85%, 
myristyl alcohol, fragrance, colourant E 131, Purified 
Water. Areas of Application: For surgical 
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Contraindications: Not suitable for the disinfection of mucous membranes. Do not use in direct proximity of the 
eyes or open wounds. Hypersensitivity to one of the ingredients. Side Effects: Occasionally a slight dryness or 
irritation of the skin can occur. In such cases, it is recommended to increase general skin care. Allergic reactions 
are rare. Warning References: After cleaning electrical equipment, allow them to dry before using. Do not use near 
open flames or ignition sources. Flashpoint 23°C, Flamma61e. When used correctly, there is no danger of explosion. 
In case of a spill: Apply an absorbent, dilute with a large volume of water, air the area and eliminate ignition sources 
- no smoking. In case offire, extinguish using water, dry powder, foam, or C0
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Supplied by: A.T.G. Co. Ltd. - Tel: +356 21242017, Email: sales@atg.com.mt 
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There has been significant evidence produced 
over recent years to show that breastfeeding 
has advantages for both baby and mother, 
even in industrialized countries. During the SSth 
World Health Assembly, a Maltese delegation 
endorsed the 'Global Strategy for Infant and 
Young Child Feeding' that aims to improve 
through optimal feeding, the nutritional status 
and developmental health of infants and young 
children. Since childhood obesity has been 
classified as malnutrition by WHO, this is also very 
relevant to developed nations, including Malta 
that has a very high rate of childhood obesity. 
Amongst other goals, this document set out to 
encourage the achievement and maintenance of 
'Baby-Friendly' status within Hospitals. 

The Baby-Friendly Hospital Initiative (BFHI) 
is a global movement devised jointly by WHO 
and UNICEF that aims to give babies the best 
start in life by creating a health care environment 
where breastfeeding is the norm. The main goals 
are to implement the 'Ten Steps to Successful 
Breastfeeding' as a standard of care and abide by 
the International Code of Marketing of Breastmilk 
Substitutes. The code aims to protect breastfeeding 
by ensuring the proper use of breastmilk substitutes 
when necessary, and that these products are 
appropriately marketed and distributed. A hospital 
designated as Baby-Friendly is considered to deliver 
a particular standard of maternity care. This status is 
not a reflection on the safety of giving birth in that 
facility, but rather an indication of the standard of 
care surrounding birth. 

rrHE TEN S11EPS TO SUCCESS:B'UL 
BREASTFEEDING 

1. Maintain a written breastfeeding 
policy that is routinely communicated 
to all staff. 

2. Train all health care staff in the skills 
to implement this policy. 

3. Inform all pregnant women about 
the benefits and management of 
breastfeeding. 

4. Help mothers initiate breastfeeding 
within a half-hour of birth. 

s. Show mothers how to breastfeed and 
how to maintain lactation even if they 
should be separated from their infants. 
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6. Give newborn infants no food or 
drink other than breast milk, unless 
medically indicated. 

7. Practise rooming-in - allow mothers 
and infants to remain together - 24 
hours a day. 

8. Encourage breastfeeding on demand 
9. Give no artificial teats or pacifiers 

(also dummies or soothers) 
breastfeeding infants. 

10. Foster an establishment of 
breastfeeding support groups and 
refer mothers to them on discharge 
from the hospital or clinic. 

Becoming Baby-Friendly does not take away a 
woman's right to choose , and mothers that 
choose to bottlefeed are free to do so. However, 
it means that women who choose to breastfeed 
are fully supported by maternity staff and that 
bottlefeeding is not encouraged or introduced 
as a means to solve breastfeeding difficulties. 
Although there are many factors that can interfere 
with the support of breastfeeding mothers, lack of 
education plays a major role in 
this regard. Often, since health 
professionals learn 'on the job' 
and bad practices are frequently 
'inherited', correct training that 
focuses on breastfeeding focused 
is a necessity. 

In line with the government's 
endorsement of the Global 
Strategy, Mater Dei Hospital has 
started the process to become an 
accredited Baby-Friendly Hospital. 
The Breastfeeding Steering 
Committee (BFS Committee) 
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has been formed, with representatives from 
the Maternity, Paediatrics, Obstetrics, Nursing 
Standards and Administrative Departments. This 
committee will identify what needs to be changed 
and address how to implement these changes to 
bring current breastfeeding practice to the WHO/ 
UNICEF-approved level. Once the committee has 
implemented change and performed a rigorous 
self-appraisal, an independent assessor from WHO 
will be invited to assess Mater Dei's Baby-Friendly 
status. This will require the WHO representative 
to monitor ward practices, question staff attitudes 
to determine their knowledge on breastfeeding 
and interview mothers to determine what 
recommendations they have been given. 

To reach this goal, appropriate training 
is essential and a 28 hour course, entitled 
'Breastfeeding Management for Maternity Staff', 
has been organized and will be introduced 
shortly for all midwives and nurses working with 
pregnant women and newborns. The course will 
be mandatory and time-in-lieu will be granted 
at an overtime rate. Following a pilot review 
of the course for the Committee itself, the first 
full course will start in February, and the same 
course will be repeated until all relevant staff have 
attended and completed the course satisfactorily. 
For those members of staff who may find morning 
attendance difficult, provision will be made for 
alternative arrangements at a later date. 

Health care professionals play a critical role 
in the protection, promotion and support of 
breastfeeding. This should be an integral feature 
of a Baby-Friendly Hospital that provides an 
environment where quality support is given to 
breastfeeding, thereby making the difference 
during those crucial early days. To date, only 
Greece and Malta within the EU do not have 
any designated ' Baby Friendly' hospitals .. This 
initiative has been launched to address and 
reverse this situation and, although it necessitates 
a period of change, it's aim is to ensure an 

environment where mothers 
receive appropriate, accurate 
and consistent advice on how to 
breastfeed their babies. 

Helen Borg, Infant 
Feeding Midwife and Prof. 
Simon Attard Montalto, 

Chairman Paediatrics, on behalf 
of the BFS Committee 

The Baby-Friendly 
Hospital Award 
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Public Health Regulation Division 
D i Sahha Pubblika 

DH 2270/09 - DH Circular No: 171 /09 
16 June 2009 

TO ALL NURSES 
Call for applications for the issuance of warrants to nurses 

Following the publication of Legal Notice 276/08, first level nurses are entitled to possess a warrant to practice their profession. 
Howflvflr, only first lflvfll n11rsfls who satisfy thfl followino r.ritflria shall hfl ahlfl to apply to the Council for Nurses and Midwives for a 
warrant: 

a) first level nurses who hold a degree in nursing granted by the University of Malta or an equivalent nursing qualification 
obtained from any other university, college or nursing school recognised by the Council 

b) have been registered with the council for a minimum period of two years 
c) have been practising their profession of a nurses on a full-time basis for two years or their equivalent. 

In the case of those first-level nurses who do not fulfil the conditions mentioned the preceding sub-regulation but who are in 
possession of a diploma in nursing granted by the University of Malta or an equivalent nursing qualification obtained from any other 
university, college or nursing school recognised by the Council, the warrant shall only be granted after five years from their registration 
with the Council and after practising the profession of nurse on a full-time basis for five years or their equivalent. 

Nurses need to be in possession of such a warrant and therefore need to fill in correctly and completely the following: 
a) Application form named "Application for the issue of the nursing license". 
b) Nurses also need to submit proof (not applicable to public service employees) of their working experience with their current 

employer and/or former employer/s from the respective human resources department detailing the number of years worked 
as a nurse. 

c) A copy of the first-level nurse registration certificate. 

Nurses are to hand or forward the application form at the following address by not later than 31fil July, 2009 to: 
The Registrar 
Council for Nurses and Midwives 
Nurse Warrant Application 
181 Melita Street, Valletta VLT 1129 

Dtpartmtmof 

: Health Care ::i 
~Services StandardsE 

Send your message to: MUMN 
Les Lapins Court B, No. 3, 

Independence Avenue, Mosta MST9022 
Tel I Fax: 21 44 85 42 

Website: www.mumn.org - E-mail: mumn@maltanet.net 

Dr Ray Busuttil 
Director General (Public Health Regulation) 

Department of Nursing 
Services Standards 

If you 
want to: 

./comment 
./ criticise 

./praise 
./ find out more 

./ tell us your story 
./ suggest a topic 
./ ask a question 

./ add informatioh 
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The combisensation 
Our answer for optimized wound healing 

AtraumanAg 

Combine the best 
ful solution to wound care. 
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ID-9sEMINAR A 
GHALL-ATTI 

LIEMA HUMA L-PROBLEMI LI 
N-NURSES U L-MIDWIVES FIX-XOG 

NWALI 
ISTI 

1 & 2 SEMINAR GJ=fALL-ATIIVISTI TA' 
L-MUMN 
Din is-sena wkoll il-Kunsill tal-MUMN 
organizza seminar ghall-attivisti kol Iha 
tal-Un ion bit-tema - 'Liema huma 
1-problemi Ii qed isibu n-Nurses u 
I-Midwives fix-xognol tagnhom?' . 
F'dan is-seminar kienu mistiednin il 
Ministru tal-Politika Socjali u 1-Kelliem 
Ewlieni Laburista fuq 1-istess settur . 
Peress Ii 1-Ministru kien indispost gie 
mistieden id-Direttur Generali Servizzi 
mid-Divizjoni tas-Sahha. 

3 Ghal darba onra I-Pensioners Group 
Committee tal-Union organizza attivita 
onra ghall-membri tiegnu. Din id
darba kien imiss Ii n.ZUru 1-gzira sabilia 
ta' Ghawdex. Prosit Iii dan ii-Group 
Committee immexxi tajjeb minn Paul 
Bezzina. 

4 11-preparamenti u x-xoghol involuti 
sabiex '11-Musbieh' jasal fi djarkom 
huwa intensiv u sostanzjal i. F'dan ir
ritratt qed naraw 1-ahnar fazi tiegliu 
fejn numru ta' membri qed joffru 
1-hin tagnhom sabiex jippakkjaw dan 
il-gurnal biex b'hekk wara jiehduh il 
posta. Grazzi mill-qalb Iii kull min huwa 
nvolut f'dan il-hidma fejjieda. 
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Meningitis is a rare but serious disease. There are 
about ten reported cases every year in Maltese 
children. Every effort should be made to procect our 
children from meningitis because it can result in 
permanent neurological problems, such as hearing 
loss and seizures, and even death in about 5% of 
cases. 

There are two lines of defence; firstly, children 
can be protected by immunisation; secondly, parents 
should learn how to recognize the signs of meningitis 
so that the ill child is brought immediately to medical 
attention. Early treatment results in a better outcome, 
usually with full recovery. 

VACCINES 
Meningits can be caused by viruses and bacteria. 
Viral meningitis is more common, but it is usually 
not serious. Many cases of viral meningitis manifest 
flu-like symptoms and often remain undiagnosed. 
Previously polio and mumps were significant causes 
of meningitis. These diseases have been practically 
eradicated by routine immunisation. 

Bacterial meningitis is less common, but it is a 
more serious infection. There are three bacteria that 
commonly cause meningitis in infants and children 
after the first month of life. As late as the 1990's, 
Haemophilus influenzae B (Hib) was a common cause 
of meningitis. However since the introduction of the 
Hib vaccine, given at 2, 3 and 4 months of age, this 
form of meningitis has become exceedingly rare. 

Streptococcus pneumoniae, or pneumococcus, 
is a common cause of middle ear infection 
and pneumonia. It can also cause meningitis 
(approximately one child every two years in Malta). 
The rate of pneumococcal disease in children was 
reduced dramatically with the introduction of the 
conjugate pneumococcal vaccine in the USA in 
the year 2000. The World Health Organization 
recommends that the pneumococcal vaccine should 
be included in the national immunization programme 
of all countries as a matter of priority. Indeed, it 
is currently under consideration for inclusion into 
the Maltese schedule. The pneumococcal vaccine 
is administered at 2 and 4 months of age, with 
a booster dose given in the second year of life. 
Children under five years of age who were not 
previously immunized can also recieve the vaccine. 

Neisseria meningitides, or meningococcus, is the 
leading cause of bacterial meningitis. It can also cause 
septicaemia (blood infection) which has a worse 
outcome than meningitis. There are several strains of 
meningococcus, including group A, B, C, Wl 35 and Y. 
Group B is the most common form of meningococcus 
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disease in our country. A vaccine for meningooccus 
B is undergoing clinical trials, and hopefully it will 
become available in the coming years. 

A polysaccharide vaccine is available that covers 
the other serotypes (ACWY). It provides short-term 
protection when travelling to countries where these 
forms of meningitis are present (e.g. Sub-Saharan 
Africa). 

Meningococcus type C, although rare, is 
sometimes seen in young Maltese children and can 
result in death. It was far more common in other 
countries such as the UK before a vaccine against 
meningococcus C was included in their national 
schedule. This conjugated vaccine offers long-lasting 
protection against meningococcus C. It is given in 
two shots in infancy, with a booster dose at one year. 
Children over one year of age who were not previously 
immunized only need to receive one dose. 

EARL V RECOGNITION 
The symptoms of bacterial meningitis and 
septicaemia can develop rapidly, often within a 
few hours. The signs of meningitis are fever, severe 
headache, neck stiffness, vomiting, dislike of bright 
light and drowsiness. Infants and young children 
may not manifest the typical signs of meningitis. An 
infant may simply feed poorly, dislike being handled 
or become very lethargic. A shrill cry or unusual 
moaning should alert parents to the possibility of 
meningitis. Seizures (abnormal jerking movements 
and loss of consciousness) are rarely associated 
with meningitis and, in fact, most seizures in young 
children are simply the result of a high fever ('febrile 
fit'). 

A rash is an important sign to look for when a 
child is unwell with fever. It may start as tiny spots 
that looks like small pin pricks; may spread quickly 
and develop into large dark red blotches. These spots 
do not blanch - in other words, they don't fade if a 
transparent glass is pressed against the skin. 

Parents should seek immediate medical advice in 
the following circumstances. 

1. Infant less than 3 months with fever 
irrespective of the general condition. 

2. Infant less than 1 year of age with fever if the 
child looks unwell. 

3. Older child with fever and signs of meningitis 
(as above). 

4. Child of any age with fever and a non
blanching rash. 

5. If the general condition deteriorates even 
if the child had already been examined 
before. 
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As a person grows older, several organ systems 
experience an age-related decline in function. Some 
of these changes have little effect upon the daily 
performance of most old people (e.g. wrinkling and 
reduction in height). Other age related changes that 
can occur in the elderly such as arthritis, osteoporosis, 
dementia, visual and hearing loss or loss of muscle 
mass may result in frailty and weakness (Tideiksaar 
1989). 

Currently St. Vincent de Paul Residence (SVPR) 
accommodates females and males with a bed 
complement of over 1 050 beds, thus being by far, 
the largest institution for the elderly in Malta. Apart 
from delivering residential accommodation for the 
elderly, this nursing home aims at providing medical, 
nursing, social and spiritual needs of all residents. A 
high percentage of the elderly suffer from one or more 
chronic physical and/or psychological conditions. Their 
dependency level varies according to the disease and 
disability. Rehabilitation plays an important part in the 
delivery of care. 

Doctors, nurses, nursing aides and care workers 
provide care on a 24-hour basis. Services of 
physiotherapists, occupational therapists, speech 
therapists and podologists are available from Monday 
to Friday at a stipulated time whereas social workers, 
a continence care specialist and an infection control 
nurse are also available on request. Moreover, 
pharmacy is daily accessible till 2.30pm from Mondays 
to Saturdays. Spiritual directors are on duty on a 24-
hour basis. 

Residents are usually admitted to a ward following 
a short stay in the Admission and Assessment Ward 
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or from other wards in SVPR after requesting an 
internal transfer. However this is not always the norm 
as recently clients are being admitted directly to a 
ward either from Zammit Clapp Hospital, St. Lukes 
Hospital, Jean Antide Ward at Mount Carmel Hospital 
or admitted directly to the ward from their own home. 
Assessment by the Multidisciplinary Team (MDT) is 
carried out either at the Admission and Assessing ward 
or on the ward depending on the admission process. 

All must provide relmtPlllitatlve 
services to every resident. 'The 

for 
to 

(WHO 2002). 
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The process of rehabilitation aims at restoring 
optimum function following impairment due to illness 
or injury. Mair (1972) stated that rehabilitation is 
the restoration of an individual to his or her fullest 
physical, mental and social capabilities. Anyone with 
losses in their neuro-sensory or physical function can 
benefit from rehabilitative programs. However one 
should also take into account the needs and wishes of 
the person and the people nearest to them. 

Rehabilitation may not always achieve the 
restoration of ability lost through diseases of old age, 
but at least it aims to help the patient to make the best 
use of those abilities which remain (Squires 1996). 

Although residents in nursing homes have a decline 
in functional capacity, dependency, passivity and 
apathy can be avoided or postponed by ensuring a 
safe and an encouraging environment around them. 
(Downtonl 993). 

The recognition of rehabilitation of the older 
person can be enhanced by the provision of 
further education and training for nurses and 
other healthcare personnel. 

ASSESSMENT 
Geriatric assessment is a multidisciplinary approach 
that involves various combinations of geriatricians, 
nurses, physiotherapists, occupational therapists, 
speech therapists, social workers, pharmacists and 
other healthcare professionals. 

During assessment of an elderly patient the team 
will help in identifying problems, resources, strengths 
and needs of services. Assessment forms a vital part 
in the development of patient - nurse relationship. 
During assessment it is advisable that a spouse I family 
member or friend to be present. In certain cases, 
the patient may find a full assessment an exhausting 
experience. In such circumstances the assessment 
can be completed over a couple of days. It is essential 
for the assessor to be supportive, understanding and 
sensitive to each patient's needs (Garrett 1987). 

PHYSICAL EXAMINATION 
During the examination the team can begin to 
identify the main problems. Following certain illnesses 
and disabilities the older person may present with 
a number of problems. The team then should be 
able to prioritise and alternative methods of action 
are discussed. Decision on what action to adopt can 
be taken by the MDT. A time frame is set up and 
reassessment is carried out from time to time so as to 
evaluate the progress. 

In the course of rehabilitation the patient is 
encouraged to do more and more for himself, even 
if this means that he goes at a much slower pace 
than when everything is done for him. We should be 
familiar with each resident's fear and discomforts. Staff 
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shortage combined with increased workload will cause 
stress on staff and this will probably be perceived by 
the resident. Staff fatigue and personal worries can 
easily trigger irritability, which residents could interpret 
as threatening. 

ENVIRONMENT 

The environment should be assessed. Any 
factor that may hinder or enhance in the 
rehabilitation process should be identified. 
Action should be taken to ratify. 

Environmental factors are important in maintaining the 
independence of elderly people. In general, it seems 
that environmental factors contribute to between 
a third and a half of falls resulting in injury (Morfitt 
1983 cited by Downton 1993). Considering that 
most old people in nursing homes are physically and/ 
or mentally frail, and the environment in these homes 
is supposed to be 'safe', many objects with which 
they come into contact are in fact poorly designed, 
and seem in fact to increase risk of falls and injuries 
(Downton 1993). 

Most falls in the elderly are caused by complex 
interactions of intrinsic and extrinsic factors. 
Approximately, one half of falls in the elderly can be 
mainly attributed to extrinsic causes such as poor 
lighting, slippery floors or furnishings that are too 
low or too high. The rest are caused by intrinsic 
factors such as gait, balance and sensory impairment, 
cognitive decline, depression, incontinence, 
polypharmacies or a number of chronic conditions 
such as drop attacks or hypothyroidism (Steinweg 
1997). 

Tideiksaar (1998) refers to slipping and tripping 
over obstacles, poor lighting, loose carpets, slippery 
floors, ill-fitting shoes, untied shoelaces and long 
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pants as factors which can cause falls. Furniture and 
aids such as chairs, commodes, armchairs, tables and 
walking aids may be hazardous as well (Steinweg 
1997). In addition, Tobis et al (1985) hold that poor 
lighting exacerbates the visual changes associated with 
ageing. 

In view of the multiplicity of extrinsic factors found 
as contributing to falls, environmental modifications 
can be a major therapeutic tool in fall prevention 
especially in residents with irreversible medical 
problems. Environmental fall management includes 
the assessment of the environment, adequate space, 
correction of potential fall hazards and the careful 
selection of devices together with professional advice 
from multidisciplinary team members, will help in 
rehabilitation process (Tideiksaar 1989). 

Ironically, falls in nursing homes are 
probably a sign that there is a positive 
approach to rehabmtation (Chetcuti 
1997). If the number of falls is low, it 
could be the result of overprotection or 
little activity. 

Wards should be adequately equipped so those 
patients can do as much for themselves as possible. 
Height adjustable beds help patients to get in and 
out of bed unaided. Wards should be designed and 
clearly marked so that patients can find their way 
about to lavatories, dining room etc. The day and date 
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should be indicated in bold letters and in a prominent 
area. Besides, daily newspapers, television and radio 
encourage interest in current affairs to our elderly. 
When caring with demented patients the staff should 
continually impart basic information about orientation. 
Families and friends can also assist in the rehabilitation 
process. They should be informed about all therapy 
being given and should be encouraged to be part of 
the rehabilitation team. 

FACTORS WHICH MAY HINDER 
REHABIUT A TION IN ELDERLY 
Residents may be suttering from multiple pathology 
and these may hinder potential rehabilitation. 
Polypharmacy may also inhibit rehabilitation. Besides, 
there are a number of elderly as well as caring 
personnel who may be sceptical and have very low 
expectations of rehabilitation. Moreover, in certain 
conditions such as patients suffering from depression, 
dementia and personality behaviour, rehabilitation 
may be hindered. Healthcare personnel need to do 
things with the elderly residents, not do things for them. 

Each person is unique, irrespective of age. It is 
important how healthcare personnel address elderly 
patients. All residents must be treated with dignity and 
respect. Furthermore, emphatising what the person is 
going through is of utmost significance. 

Healthcare personnel who help residents out 
of chairs when they are just about able to get up 
themselves, or wheel the patient to the dining room 
rather let them spend quarter of an hour getting there, 
are blocking rehabilitation out of misguided motives 
of kindness or efficiency. Nurses should work towards 
providing support to help older person achieve 
independence not restraining them. 

ATTITUDES Of STAFF 

The unique function of the nurse is to 
assist the individual, sick or well, in the 
performance of those activities contributing 
to health or its recovery that he would 
perform unaided if he had the necessary 
strength, skill or knowledge and to do this in 
such a way as to help him gain independence 
as soon as possible (Henderson 1966). 

Hence, all healthcare personnel can do a great deal to 
help the older person feel at home and give support to 
residents who feel anxious or uncertain. This is more 
characterised when elderly residents are admitted into 
a new ward as this may be an enormous experience 
for them. They must be promptly welcomed so as to 
minimise their sense of loss or sadness. 

Our primary goal as health carers is to enable our 
elderly residents to participate in activities of daily 
living mainly in self-care, productivity and leisure. 
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This can be achieved by enabling our residents to do 
things that will enhance their ability to participate 
or by modifying the environment to better support 
participation. Residents must be perceived from a 
holistic point of view. 

Furthermore, all healthcare personnel must be 
reflective practitioners. Bailey (1995) comments that: 
"reflective practice requires practitioners to review 
their nursing actions and interventions critically". 
Reflection is intensely personal. Jarvis (1992) describes 
that "reflective practice is more than just thoughtful 
practice; it is the process of turning thoughtful practice 
into a potential learning situation". The experiences 
we encounter on the ward leave us with many new 
thoughts and feelings. 

Each resident must be actively involved in 
the therapeutic process since each person has an 
instinctive need to use time purposefully. This can help 
individuals gain health and well-being by using their 
biological capacities and capabilities. 

leave for short spells at 
home is recommended. 
Having some money 
to spend is almost as 
important as wearing 
clothes. Having money 
at hand perhaps to buy 
a packet of biscuits will 
give the patient a feel 
of independence and 
choice and not a sense of 
helplessness. A kitchenette 
on the ward, in the 
occupational therapy 
department or at the 
'Activity Centre' can be 
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used to encourage patients to assist or cook a favourite 
meal for themselves. 

Outing to places of interests during which activities 
are performed will stimulate lively discussions between 
patients and staff, apart from bringing back memories. 
This will also help to sustain interest and mobility. 
Social activities organised by the 'Entertainment 
Section' of SVPR such as 'Tombola' and Barbeques 
and activities at the Activity Centre such as sing-songs 
and different indoor games are well worthwhile for the 
liveliness and lifting of morale. Mixing of sexes during 
these outings can be beneficial. 

'Keep Fit' activities, in addition to individual 
physiotherapy, can be fun and promote physical 
activity. 

CONCLUSION 
Advances in public health science and medical 
technology have extended the lives of those with 
chronic illnesses. Care may be offered continuously 

by a variety of professionals 
in a coordinated manner, 
sensitive to diversity 
respecting the physical, 
psychological, social and 
spiritual concerns of each 
patient (Kyba 1999). 

Elderly residents in 
each ward of SVPR should 
be given excellent care. 
Promotion of rehabilitation 
is indispensable. 
However, this depends 
on a healthcare team 
with strong interpersonal 
skills, clinical knowledge, 
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technical competence and respect for individuals. 
Moreover, good care should be informed, backed 
by scientific evidence, values and personal and 
professional expertise. Systematic and clinical 
knowledge are important, but so are compassion, 
communication skills including good listening 
techniques and experience. Moreover, nurses and 
healthcare personnel must be tolerant, and non 
judgmental. 

As members of a caring team of an ever-growing 
number of ageing patients, all healthcarers play 
an important part in dealing with the problems 
associated with ageing. The need lo lreal clients 
holistically and to regard each resident as an 
individual with respect, dignity, patience and 
excellent caring attitudes, plays a major role in 
every profession. 

Geriatric nursing is an ongoing process of updating 
education and knowledge, through research, seminars 
and sharing of experience with other healthcare 
personnel, whatever their profession. Besides, 
geriatric nursing is an entity on its own and in need of 
further educational development. It is vital that more 
importance is given to geriatric nursing by developing 
appropriate courses in this area. 

Moreover, communicating efficiently and effectively 
with other disciplines is of utmost importance. 
Promoting rehabilitation of older people is not an 
easy task. Thus, this major goal can only be achieved 
by realising the importance of working within a 
multidisciplinary team anticipating and aiming the 
best to all elderly residents. By involving residents and 
relatives in the promotion of rehabilitation and allow 
them to express their wishes, reciprocal respect, trust 
and satisfaction is generated. 

In addition, in order to succeed in the rehabilitation 
of the elderly resident, all healthcare personnel 
directly involved in the delivery of care and most of 
all, the resident, must be willing to incur a degree of 
calculated risk to retain independence and enhance 
quality of life. 

It is imperative to keep in mind that when 
working with elderly persons, all healthcare 
professionals must aim to add life to years 
and not years to life. 
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Oak li nieklu meta naghm1u xi tip ta' sport, jiddetermina kernm ahna 
nkunu kapaci naghrnlu u kemm naghmlu success f' dak 1-isport. Bhala 
nutritionist li kelli kuntatt kemm 'il darba ma' nies li jipprattikaw xi sport, 
naf Ii hafna sportivi ma jigux mghallma kif ghandhom jieklu sabiex izidu 
1-istamina taghhom u ghalhekk jiffunzjonaw ahjar. 

Meta wiehed ikun jittrenja regolari, irid jipprepara ruhu mill-bidu biex 
imur ahjar. L-ewwel haga Ii irridu nifumu hija li l-karboidrati, bhall-haxix 
u 1-frott jaghtu energija li nahluha bil-mod fuq tu] ta' hin u 1-proteini jaghtu 
energija Ii tinhela malajr fi ftit hin. Mela meta wiehed qed jittrenja, qabel xi 
event jew training, irid jiehu ammont ta' karboidrati biex jakkwista energija 
biex ikollu stamina biex jissaporti s-sessjoni kollha tat-training jew event. 
Ghal din jista' jiehu frott, ghagin jew xi karboidrati ohra. !rid jot1odhom 
madwar nofs siegha u siegha qabel jibda biex waqt 1-ezercizzju ikollu 
bizzejjed stamina u jixrib ammont mhux hazin ta' Hrna. Imbaghad waqt 
1-ezercizzju irid jixrob ilma jew sports drink li jkun bazi ta' zokkor biex ma 
jixxuttax rnill-ilma u jigi deidrat fil-waqt 1i z-zokkor ikompli jaghtih energija 
biex ikornpli 1-ezercizzju. Wara I-event, wiehed irid jiehu xi tip ta' proteini 
biex imbaghad igib lura 1-energija malajr u jpatti ghall-energija li jkun uza. 
Min ikun se jaghmel xi sprint, irid jiehu proteini xi 45 minuta qabel 1-isprint, 
biex ikollu hafna energija x'juza fi ftit hin. 

Importanti hafna 1i wiehed jixrob sew waqt it-training u 1-isport. Min ma 
jaghmilx dan, jispicca deidrat u jista' jbatghti minn ugigh fil-muskoli u anke 
jispicca bla sahha jew ihossu hazin. Ikollu wkoll aktar cans ta' accidenti, li 
jigbed xi muskolu, bughawwigijiet u problemi ohra relatati ma nuqqas ta' 
preparazzjoni ghaH-isport. jiekol Ii mhux addattat jista' jaghmel 
hafna hsara nnifsu u jkun f'periklu ta' attakki tal-qalb, hsara fil-muskoli 
u hsara ohra li jistghu ihalluh f'pozizzjoni 1i ma jkunx jista' jaghme1 aktar 
sport. Ghalhekk hafna li minnjittrenja professjonalment 
jew bis-serjeta ghand li u 

jiekol biex jaghmel success ft-isport. 

29 



30 

Distributed by: 
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t For a 400mg dose, excluding soluble tablets. Contains Ibuprofen. Always read the leaflet. 
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because life is worth living 
• Blood pressure and Glucose meters 
• Accessibility Solutions 
• Motorised Scooters 
• Manual and Motorised Wheelchairs 
• Adjustable Beds 
• Pressure Relief Mattresses and Cushions 
• Bedroom and Bathroom accessories 
• Daily Living Equipment 
• Oxygen Therapy 
• Buggies and Child mobility aids 
• Seating Assessments and other assessments 

in the comfort of your home. 

~KCI. 

(;)Jechnoline 
Serving Medicine and Science since 1978 

51, Edgar Bernard Street, Gzira GZR 1703 - Matta 
Tel: 21 344 345 Fax: 21 343 952 admin@technoline-mtcom 

Showr oom: 68, Nazju Ellul Street. Gzira 
Opening Hours: 8.00am to 5.00pm - Monday to Friday 

www.technoline-mt.com 

V.A.C therapy helps heals wounds 

The V.A.C (Vacuum Assisted Closure) is a unique 
system that promotes wound healing. Negative 
pressure wound therapy can be prescribed for many 
can be prescribed for many traumatic and chronic 
wound patients both in the hospital and in the home. 

Benefits ofV.A.C. Therapy 

Promotes granulation tissue formation through 
promotion of wound healing 
Applies controlled, localized negative pressure 
to help uniformly draw wounds closed 
Helps remove interstitial fluid allowing tissued 
compression 
Helps remove infectious materials 
Provides a closed, moist wound healing 
environment 
Promotes flap and graft survival 

Indications 

Chronic, diabetic or pressure ulcers; acute, 
sub-acute, traumatic or dehisced wounds; flaps and 
grafts. 

For more information please visit www.kc1.com 

CharlesdeGiorgio 
Charles de Giorgio Ltd. Tel: 25 600 500 
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II-Florence Nightingale MUMN Benevolent Fund (FNBF) Group Committee organizza cerimonja 
specjali ghal dawk in-Nurses u Midwives Ii rtiraw mix-xoghol fis-sena Ii ghaddiet sabiex jigi apprezzat 
ix-xoghol Ii huma wettqu kemm mal-pazjenti kif ukoll mal-kollegi taghhom. Din ic-cerimonja bdiet 
b'quddiesa ta ' ringrazzjament, u wara Ii I-President tal -Union qal zewg kelmiet ta' 1-okkazjoni, 
inghataw Momentos komemorattivi Iii dawk kollha Ii rtiraw mix-xoghol u huma membri fl-FNBF. 
Fir-ritratti jidhru 1-koncelebbrazzjoni tal-quddies, 1-oghti tal-Momentos, u ritratt ta' dawk Ii rcevew 
il-Momento flimkien mal~President Paul Pace, Vici -Presidenta Maria Cutajar, ic-Chairperson tas-Social 
& Cultural Executive, Lora Pullicino kif ukoll ii -Group Committees tal-FNBF Ii huwa maghmul minn 
George Fenech Chairman, Charles Grima Segretarju, Frans Agius Kaxxier u Carmen Abdilla, Josef 
Trapani u Marvic Azzopardi bhala Membri. 

BIOSURGICAL INNOVATION Bio FOAM® ZooBiotic 

CharlesdeG1orgio Exclusively distributed by Charles de Giorgio Ltd. Tel: 25 600 500 
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ARE you In a possession of a recognised Nursing Certificate? 
ARE you seeking additional or part time employment? 

If the answer to the above is yes, then please call now for 
details and join our caring healthcare team. 

Call now and help us to help you to help others! 

Novitas Ud. Vinci Building, 
B. Bontadini Street, Mriehel - Malta 

Telephone: 20693172 

Owned and operated locally 
by Charles Preca & Family, 

Tal-Familja Restaurant 
offers a warm atmosphere, 

and a homly place to eat that serves 
delicious, distinctive menu enjoying 

countryside views. 

Tal-Familja Restaurant serves 
Mediterranean, Maltese and Italian 
cuisine. Tal-Familja restaurant has 
been established for the last decade 

and where ongoing changes and 
specialties on the menu are continuous. 

All food produced is sourced locally 
from markets and suppliers, like the 
fisherman who brings the best of his 

daily catch, which ensures our freshest 
available to our loyal customers. 
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Post-Natal Depression: 

INTRODUCTION 
Having a baby is one of the most important and 
happiest events in a woman's life which requires 
an enormous life adjustment. Jones & Venis 
(2001) emphasize that despite this happiness and 
emotional wellbeing, the mother is vulnerable 
for depression. Green, Kitzinger & Coupland 
(1990), state that due to the changes taking 
place, memories of childbirth and the people 
involved may have a positive or negative effect; 
which ultimately may lead to short or long term 
emotional and psychological repercussions. Hence, 
for a woman childbirth represents a time for great 
vulnerability to become mentally ill (Eberhard
Gran, Eskild, Tambs, Samuelsen, Opjordsmoen 
2002 & Dennis, Janssen, Singer 2004). Up to 80% 
of new mothers experience some kind of mood 
disturbances in the postpartum period. The woman 
may feel upset, alone, afraid and unloving towards 
her baby. Moreover she will feel guilty for having 
these feelings (eMedicine Health, 2006). 

In Section 1, Postnatal Depression is examined 
in detail, together with its causes, signs and 
symptoms. Prevalence rates and psychological 
characteristics of Maltese women are also discussed. 
In Section 2, Postnatal Depression is discussed 
in relation to midwifery care. Finally in Section 
3, literature about the women's experiences of 
postnatal depression is reviewed. 

llmll1 
Postnatal Depression 

Psychiatric disorders after childbirth are usually 
classified in three categories, postpartum blues, 
postnatal depression and puerperal psychosis. 
Postpartum women are at an increased risk for 
depression (Eberhard-Gran et al 2002). Postpartum 
depression has been used as an umbrella term for 
many postpartum emotional symptoms (Henderson 
& Jones, 1997). However Beck (1998) states 
that it is important to differentiate postpartum 
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depression from postpartum anxiety disorders 
and panic disorders. The women may develop a 
disabling form of mood disorder called postpartum 
depression. This affects about 10% of childbearing 
women (Miller 2002, eMedicineHealth 2006) and 
may start from 24 hours post delivery to several 
months postpartum (Epperson 1999). 

Postpartum depression is a non-psychotic 
depression episode that commences or extends into 
the postpartum period (Cox, Murray & Chapman 
1993). As with depression presenting itself at 
other instances, postnatal depression can be mild, 
moderate or severe (Davies, Howells & Jenkins 
2003). Early detection of postpartum depression 
by the midwife and other health professionals is 
of outmost importance (Hanna, Jarman, Savage 
& Layton 2004, Jones & Ven is, 2001 ). Postpartum 
depression is a traumatic event that can even have 
lasting effects on the woman's confidence in herself 
as a mother. Moreover it affects the qu:::lity of life 
of the mother, whilst threatening the psychological 
and healthy functions of the mother, infant and 
entire family (Keng, 2005). 

Causes of postnatal depression 
The etiology of postnatal depression remains 
unclear. However, Townsend (2000) states that 
women who experience moderate to severe 
symptoms, probably possesses a vulnerability 
to depression. On the other hand, giving birth 
is a period of time where maj01 chariges are 
happening to the woman such as physical changes 
and emotional changes. Thus, ti 1.• adjustment 
to these changes can contribuk \o depression 
(Jones & Venis 2001, Henderson fJ: Jones 1997). 
Moreover, hormone imbalance is thought to play 
a role ( eMedicine Health 2006). 0 ... er risk factors 
include mental illness before pre9nancy,. conflict in 
the marriage, loss of employmtnt, mental illness 
including postpartum depression in the family, 
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poor social support from family and friends, stress 
or negative life events occurring during pregnancy, 
traumatic birth experience, separation from 
baby, a difficult baby and also a history of severe 
premenstrual syndrome (eMedicine Health, 2006). 
Nonetheless, the new mother is on call, 24 hours, 
7 days a week (Borg, 2004). 

Signs and symptoms 
of postnatal depression 

Symptoms of postnatal depression include difficulty 
in sleeping, early morning wakening, loss of appetite 
and weight, difficulty in thinking, concentrating or 
making decisions, feelings of guilt, inadequacy and 
worthlessness, loss of energy, anxiety, decreased 
interest in sex and also feelings of rejection (Miller 
2002, eMedicine Health 2006, Davies et al, 2003). 
Moreover, in cases of severe depression the 
mother may also have thoughts of death or suicide 
(Epperson 1999, Dennis et al, 2004). 

Prevalence rate of Postnatal 
Depression in Malta 

From the literature reviewed, the author found a local 
study that was carried out by Felice, Saliba, Grech and 
Cox (2004), which aimed to find out the prevalence 
rates and psychological characteristics regarding 
depression in pregnancy and postpartum in Maltese 
women. Pregnant women (n=239) were randomly 
chosen and interviewed during the booking visit and 
again at 36 weeks' gestation by a telephone interview. 
At 8 - 10 weeks' postpartum another interview was 
carried out at the participants' home. Twenty cases were 
found to be depressed; a prevalence of depression of 
8.7%. However, only 9 cases were 'true' postpartum 
depression, the remaining 11 cases were previously 
diagnosed ~s depressed during pregnancy and remained 
the sanie: tj'uring the postpartum period. The results 
indicate that prevalence rate of postnatal depression in 
Malta is low. This can be due to the strong supportive 
system found in the Maltese culture, which includes 
emotional and instrumental support. Moreover, 
postnatal depression was associated with problems 
with the in-l'aws, marital conflict, poor emotional 
support and di'ssatisfaction with social contact. 

Similarly/Miller (2002) states that cultures with 
low prevalen'C:e rates are characterised by strong social 
support for the 11ew mother and that prevalence rates 
of postpartLirn ··depression is 'significantly' different 
amongst cultures~ 

· T~~e ·midwife's role 
Motherho0d n~eids physiological, psychological 
and social rofe itdjustment. Perinatal mental 
health is' becomirlg more prominent and it's an 
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important matter for the midwife and other health 
professionals (Currid, 2004). The midwife is one 
of the professionals that are in close contact with 
pregnant women and mothers. Moreover, the 
midwife is involved in labour and delivery and in 
the first few days after birth. Hence the midwife 
can play a potentially critical role in identifying and 
helping women that are facing these difficulties 
(Ball, 1987). Sweet (2002) classifies the midwife 
as that health professional who may screen and 
educate about postnatal depression. Moreover, 
Mauthner (1997) states that midwives have a 
responsibility to help women at risk of, or are 
experiencing postnatal depression. The midwife 
can teach the family about the signs of postnatal 
depression and identify those women that are at 
risk. Thus, if need be the midwife can refer the 
women to the appropriate specialists. However to 
be able to do this, the midwife should have enough 
knowledge on postnatal depression, in order to be 
able to identify and refer those women that are at 
risk. Hence staff education on this issue is deemed 
as a 'prerequisite' (Borg Xuereb, 1999). 

The midwife needs to be sensitive to the woman's 
needs. Women with postnatal depression normally 
think that they are going insane, have a fragile self 
esteem and worry that if they express these thoughts 
with a midwife or other health care professional, they 
will be 'locked up' or that someone will have a right to 
take their baby away from them (Epperson, 1999). The 
most vital elements to help new mothers to prevent 
postpartum depression are education, support and 
practical help. Besides providing physical needs for 
the new mother, the midwife and other health care 
professionals should be aware and on the alert to the 
psychological needs. 

Identifying postnatal depression 
When postnatal depression occurs for the first time, 
the woman and her partner may fail to identify it as 
a disorder and attribute its symptoms as a 'normal' 
procedure after having a baby (Jones et al, 2001 ). As a 
result, depressed new mothers usually do not seek help 
and therefore don't receive the required psychiatric 
help (Veltema, Perreard, Bousquet & Manzano 1998). 
On the other hand, women with a previous episode 
of Postnatal Depression are at an increased risk to 
experience future episodes of depression (Dennis et al 
2004 & Epperson 1999). Epperson (1999), states that 
complications of labour have not been consistently 
shown to predict the occurrence of postnatal 
depression. However, Koo, Lynch & Cooper (2003) 
states that women having an emergency delivery 
are twice as likely at risk for developing Postnatal 
Depression. Thus the responsible midwife should 
meticulously assess the woman and identify those with 
certain risk factors, so that proper referral can then be 
made (Dennis et al 2004). Moreover, her approach 
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should be one of warmth and acceptance. The 
midwife should be honest and empathetic (Ugarizza, 
2000). Many fears and worries can easily be solved or 
prevent by the alert and responsible staff. 

Screening for postnatal depression 
The main aim in screening is to prevent depression 
and/or prevent the situation from becoming worse. 
Providing early treatment interventions are the 
first step in dealing with this problem (Beck 1998, 
Jones et al 2001 ). It is of utmost importance to keep 
in mind that each mother and each depression 
vary, so individual care and planning is required. 
Comprehensive care from the midwife needs to 
be provided to the mothers and infants; hence it is 
essential that screening for psychosocial difficulties is 
carried out in depth. 

Various instruments used to measure postpartum 
depression have been derived from conceptualizations 
of postpartum depression as a major depression 
occurring after birth with symptoms like any other 
depression experienced outside the postnatal period 
(Ugarizza 2000, Henderson et al 1997). Screening 
should be performed repeatedly by the midwife 
during the perinatal period (Davies et al, 2003). 
On the contrary, Dennis (2005) stated that any 
psychosocial or psychological interventions will 
not decrease the number of women who develop 
Postnatal Depression. 

One such instrument is the Edinburgh Postnatal 
Depression Scale (EPDS) which is used internationally 
in the perinatal period (Buist et al, 2002). It is a simple, 
easy, quick, self report questionnaire (see appendix 
A). Other screening tools include Beck's Depression 
Inventory (see appendix B), Postpartum Depression 
Prediction Inventory and Postnatal Depression 
Screening Scale. 

The art of communicating 
with the woman 

Farrer (1990) states that by attending to the comments 
of the woman and also assessing her attitude to the 
staff, to the baby and to her family, the midwife will 
be in a better position to anticipate those factors that 
may be causing psychological stress. The midwife 
needs to ascertain how the mother is feeling and 
particularly note the expression of anxieties, tearfulness 
or unhappiness (Henderson et al, 1997). 

As a result of this, the midwife will have a greater 
insight into the underlying problem. The midwife 
needs to encourage the r:iervous or insecure mother 
to care and handle her baby whilst reminding her 
that the midwife is there to assist her and to teach 
her various skills. It is crucial that the midwife talks 
and listen to the mother. It has been suggested that if 
the mother is allowed and encouraged to talk about 
her birth experience and feelings with the midwife, 
this can be therapeutic and helpful to the mother 
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(Mauthner 1997). The midwife should have the ability 
to promote a helping relationship between the woman 
and herself, to communicate effectively, to provide the 
mother with empathic support and be able to listen 
at times of need. Listening to the mother entails 
more than hearing the words of the other 
person (Henderson et al, 1997). 

Education 
An aspect of psychological care can be carried 
out by educating the mother about the various 
postpartum moods and affective disorders. Only 
through education can the mother feel free to openly 
discuss her discomfort (Ugarizza, 2000). Nonetheless, 
Borg (2004) emphasized that this can be done by 
teaching the women to adapt themselves to evolve 
the day around the baby's demands. 

Empowerment 
In psychological care, another important factor of 
considerable value is empowerment. Barker, Stevenson & 
Leamy (2000) developed an empowering interactions 
framework which focused on the belief that people with 
mental health problems need to feel in control of their 
lives as much as possible. Therefore, collaboration is the 
key, participation is the way and self determination is 
the ultimate goal (Barker et al, 2000). 

Awareness 
Buultjens & Liamputtong (Article In press) state that 
stigma is usually attached to those women who are 
unhappy after childbirth, are not coping with the 
demands of motherhood and don't bond with their 
baby straight away. Due to this, postnatal depression 
can be a shocking and isolating experience for 
women. It is also a complex illness with varying 
degrees, reasons for onset and medical treatment. 
Hence, by making the community aware of postnatal 
depression, fewer women will suffer in silence 

Support 
The responsible midwife must keep in mind that all 
women, irrelevant of social class, race nr Pducation 
level are at risk for mental health ;:~nesses during 
the perinatal period. The woman a;·,d her family 
should be provided with a sensir!ve, humane 
and a caring environment to th?L this will help 
them to feel strengthened and ·~ •pported whilst 
being treated (Currid 2004, Br Ush Columbia 
Reproductive Care Program 20P?). The midwife 
needs to notice and highlight 1 ~2 strengths and 
protective factors of the woma1, and also that of 
her baby and family. Sandall (1996) states that 
were there was continuatio~i of midwifery 
care, the mother might be :-nure ready to talk 
to the midwife about her feelin9s. Moreover, the 
midwife will be in a better position to note any 
changes in the mother's mood and behaviour. A 
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collaborative team approach which includes the 
midwife and other health professionals is needed in 
order to offer the woman and her family the help 
and support required as early on as possible (British 
Columbia Reproductive Care Program 2003). 

Social Support and Medical treatment 
Support from Lhe midwife is transient and only part of 
the wider social support system which is a vital aspect 
when providing psychological care to the parents. 
The midwife can help the family to identify and utilize 
these sources. As in any counsellinq process; includinq 
the significant others and family members will be 
helpful. Giving information about newborn care, social 
assistance, homemaking and other supportive services 
may also be helpful (Jones & Ven is, 2001 ). 

When treating mental illness the midwife and other 
health professionals view the mother in the context of 
the complexity in her life. A Bio-Psychosocial-Spiritual 
Framework aids in early identification, assessment and 
treatment of the woman with a mental illness during 
the perinatal period. 

Medical treatment such as antidepressants and 
anti-anxiety medications is case specific and based 
on a risk benefit ratio. Antidepressants tablets such as 
fluoxetirie (eg. Prozac) are commonly prescribed for 
postnatal depression (Miller, 2002). 

Hanley & Long (2006) conducted a study that 
excimined the experiences of Welsh mothers that 
were diagnosed with postnatal depression. It also 

. inves~igated whether postnatal depression is socially 
determined. Participants (n=l 0), primagravida 
or multigravida, were selected from 30 women 
diagnosed yv"ith postnatal depression. Data collection 
was carried mit by qualitative interview using a semi 
structured questionnaire. Maternal age ranged from 
1 7 -33 years. The results highlighted that the mothers 
(n=8) ha<:f bar<:ly any knowledge of the effects of 
post.natal dep'r'ession before becoming pregnant. 
Moreover,;theyivyere unwilling to reveal or share their 
feelings .. Mos,t.~of the participants were from lower 
social 12cono[liic group hence this pertained that the 
m.other returne,d'.t,owork which resulted in little quality 
time for thefr'tan~'

0

y and their babies. Support network 
was absent and f .e mothers relied on social services 
and volunt9ry sqR~ort groups. Although the findings 
are not rnpresent?ffr<? of the whole population due to 
a small sample1,,tbi::.~study raises the issue of whether 
postnatal qepression, validate its medical definition or 
whether it .is soda 1H:onstructed. 

Similarly, Buwt1:je,ns & Liamputtong (Article in 
Press) carried out a:study that examined the women's 
experiences of depres:sion after childbirth. Participants 
(n= 10), included w0men that had been diagnosed 
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and admitted to a hospital mother and baby unit in 
Australia. Data collectionwas carried out by qualitative 
methodology using an in depth interview. The findings 
indicate that most of the womeri believed having a 
baby was an exciting, happy time. Although they 
acknowledged that it would be a difficult transition 
they were unsure as to what level. Many of the 
women were not ready to the 'extent' to which their 
lives would change. Contrary to Hanley et al (2006), 
the primagravid mothers came from high socio
economic backgrounds. These participants tended to 
perceive motherhood as having 'less' or 'no reward' 
when associated with their employment status. When 
experiencing emotional problems, it was noted that 
these women felt isolated because they had no one 
to turn. Moreover, they were not informed that help 
was available. On the other hand, those that knew 
about this help had a tendency to avoid it, as they 
were embarrassed of the way they were feeling. It 
seems that none of the women were informed about 
postnatal depression. 

Due to the small sample of mothers interviewed the 
findings cannot be generalised. However the in depth 
data collected generated useful and rich information. 
Maternity carers should provide the mother with 
required assistance should the need arises. Moreover, if 
the mothers experience this 'overwhelming emotional 
reaction' health professionals must not assume that it's 
occurring due to individual inadequacy. 

Mauthner (1997) conducted a study which was 
carried out in England, to explore and understand 
the women's experiences and accounts of postnatal 
depression. Participants (n=40), included primaparous 
and multiparous mothers. Data collection was carried 
out by a qualitative approach, by using s semi 
structured, in depth interview which lasted over three 
and a half hours. Nearly half of the participants (n= 18) 
experienced postnatal depression .. However, these 
women were reluctant to reveal their feelings and 
difficulties to their partners, family, friends and health 
professionals. 

The results highlighted that the majority of women 
were disappointed with the help they received from 
h.ealth professionals. One of the reasons was that these 
health professionals failed to notice that the mother 
was having difficulties. These findings indicate that it 
is vital that the midwife and other health professionals 
are aware and have enough knowledge on postnatal 
depression. Thus, then they will be in a better 
position to recognize, provide or suggest means were 
appropriate support can be given. 

From the three studies reviewed (Hanley & Long 
2006, Buultjens & Liamputtong - Article In Press, 
Mauthner 1997), it seems that women are 
disappointed with the help received and are 
not being given enough information about 
postnatal depression. On the other hand, 
women are reluctant to share their feelings. 



38 

Implications for practice 
The author believes that to prevent and screen the 
mother for postnatal depression, community visits 
should continue at least till 4 weeks' postpartum. 
Locally, the community visits are over by the 101h 

day. It will be beneficial if the community visits are 
extended or other extra visits are carried out around 
the 4th and 61h week post delivery. During these visits 
the midwife can examine the mother and perform 
EPDS (Edinburgh Postnatal Depression Scale). Then 
during the 6 week postnatal visit another EPDS can be 
performed. Hence whilst the mother is still receiving 
perinatal care, she is being screened throughout. 
Locally, at present, counselling sessions for postpartum 
depression are carried out by a psychiatrist. These could 
be carried out by a midwife. A midwife must be able 
to give the necessary supervision, care and advice to 
women during pregnancy, labour and the postpartum 
period. Moreover, she has an important task in health 
counselling and education, not only for the women, but 
also within the family and the community (International 
Confederation of Midwives, 2005). 

Conclusion 
When evaluating the outcomes of postnatal care, 
it makes no sense to care for the person's physical 
needs only; it is essential to take into account 
mental health needs. As future midwives, together 
with the skilled qualified midwife, we must treat 
these mothers as individuals, focusing on their 
emotional, physical, psychological and social well 
being. Nonetheless, Borg Xuereb (1999) stated that 
education must be dedicated to developing skills 
and standards of care in midwifery; hence it will be 
reaching the needs of the childbearing mothers and 
their changing needs Therefore it is important that 
the midwife professionally assesses, plans and if need 
be implements and evaluates the care plan for the 
susceptible or affected mother. Awareness among the 
health care providers is of utmost importance so that 
postpartum psychiatric disorders can be identified early 
and treated efficiently; aiming to reduce unnecessary 
prolonged suffering. 

The midwife should provide individualized care in 
order to assist the mother in her coping process, offer 
her psychological support which includes counselling 
and advice and moreover encourage empowerment 
to boost self esteem. Through this the mother will 
receive high quality maternity care that ensures 
her physiological, psychological and social well 
being. 
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