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WEDNESDAY 6 NOVEMBER 1991

Members present:
Mr Micholas Winterton, in the Chair
Mr David Hinchliffe Mr Andrew Rowe
Alice Mahon Rev Martin Smyth
Sir David Price Audrey Wise

Memoranda submitted by the Department of Health
URBAN PROGRAMME SUPPORT

SUMMARY

1. The Urban Programme (UP) has a co-ordinated approach to urban renewal with the main emphasis
being on economic regeneration. Maternity services are not a specific category within the Programme and few
projects are funded in the main areas of interest to the Committee. However, about £10m each year is spenton
health related schemes mainly on health promotion etc of which £1.25m (1990-91) was allocated to projects
providing maternity services and related support.

DESCRIPTION

2. The Urban Programme is a 75 per cent grant from Department of the Environment to 57 local
authorities in England to support approved urban renewal projects. The balance of the costs comes from the
local authority (LA). Projects are carried out by statutory agencies (eg LA departments, health authorities)
and voluntary organisations.

3. The UP's main aim is the economic and environmental regeneration ol inner cities through a co-
ordinated and tightly targeted programme in each eligible LA to secure long-term improvements to the quality
of life of people in those areas and to the local environment. Spending on health, and health related projects,
is a limited, though valuable, part of the programme.

4. The priorities for UP spending on heaith and personal social services, within the Government's overall
priorities for health policies are: health promotion and disease prevention, health care (especially co-
operation between health and social services authornties), homeless mentally ill people and personal social
services for ethnic minorities and children and young people. Annex C sets this out in more detail. Health
projects are included in a LA"s UP after discussion with the local DHA.

5. There is no requirement that each LA should spend a set proportion of its UP allocation on maternity
services. The pattern of all the UP projects in an area will depend on the needs of each area and the LA's
priorties for renewal.

6. The UP should only be used to support projects which would not have gone ahead at all, or to the same
scale and umetable, without grant assistance. UP should not normally be a substitute for LA main
programme funding or used to fund projects which are eligible for other grants.

7. In 1990-91 total UP resources were £269m; of this £1.25m was allocated to approved projects providing
maternity services and related support. UP projects supporting maternity services do not fall neatly into the
categories identified by the Select Commitiee; some do. However, the largest area of UP funding was for
health education and other indirect maternity support (about £800,000 in 1990-91). Of the balance about
£100,000 was spent on delivery/birth (three projects including two for Bangledeshi midwives) and about
£200,000 was spent on pacdiatric care.

8. Annexes A and B attached show the total UP approved spend for the various kinds of maternity projects
for England and by region.

9. Examples of the kinds of projects supported include:

— a Iinklwark:r,."l'aml'hf planning nurse in West Birmingham (£19,200 in 1990-91) to improve family
planning services and reduce the high level of abortion.

—=  £9,000 to Blakelaw Mother's Support in Newcastle to provide ante- and post-natal support to high
risk women whose needs are not met by traditional services.

— The provision of a consumer sensitive midwilery service to Bangladeshis in Newcastle which could
influence future patterns of midwifery care (£44,500).

— Production of leaflets for inner city schools in Birmingham on parent craft education and other
health issues for teenage mothers (£7,000).
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ANNEX C

HEALTH AND PERSONAL SOCIAL SERVICES
Priorities for Health

I. The Government’s priorities are to develop policies designed to:
— improve the health and well being of the population;
— reduce and where possible prevent illness;
— ensure that excellence in the quality of care is combined with value for money in its delivery and
service to the customer.

These objectives provide the framework for recent policy White Papers and legislation. An objective
specifically related to improving primary health care in inner cilies is to introduce measures to encourage
doctors, dentists and pharmacists 1o remain or 1o set up in deprived areas. One of the White Paper themes was
a greater emphasis on identifying and meeting individual needs and making the Health Service more
responsive to the needs of patients by delegating as much power and responsibility to local level as possible.

Priorities for Personal Social Services

2. The Government’s priorities are:
— to encourage care for vulnerable individuals wherever possible within their own homes, with
support which is least disruptive to ordinary living;

— where home support is no longer adequate, to make alternative arrangements to maintain normal
lifestyles and, as far as possible, satisfy the full range of physical, emotional and social needs.

Role of the Urban Programme

3. There are opportunities for local authorities to support, through UP health and personal social services
projects, the objectives outlined above and those for the UP as a whole. They will complement economic and
environmental initiatives to encourage self-reliance within communities as part of comprehensive strategies
to bring aboul inner city renewal.

4. The following are examples of the types of projects which might be supported through the UP.

Health Promotion and Disease Prevention

5. A variety of UP projects, based on local priorities, can heighten awareness of the factors affecting good
health and develop preventive strategies to promote health and minimise instability among elderly people and
those at risk from mental illness, mental handicap or alcohol abuse.

Health Care

6. Local Authorities may be able to play an important role in helping primary health care teams to acquire
suitable and easily accessible premises. Projects in which local authorities can work in co-operation with
Family Health Authorities to assist doctors in deprived areas will help to reduce the variations in health and
health care. Projects which assist co-operation between health and social services authorities in the
implementation of the Government’s communily caré proposals will be a priority in inner cities.

Homeless Menially Nl People

7. An initiative for central funding of additional specialised hostels and counselling for single homeless
people in London in need of psychiatric treatment was announced in July 1990. It is hoped that this initiative
will encourage both statutory and voluntary agencies in other areas, including inner cities, to arrange projects
offering suitable servies to the homeless mentally ill.

Fersonal Social Services: Children and Young People

8. The Children Act 1990 should refocus work with families and children in need. Examples of the types of
projects which the Government would particularly wish to encourage are those designed to promote:

— parental involvement by informing parents and encouraging them to take up services and to
participate;
— community involvement in the planning and delivery of services and in identifying need;
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— day care through out-of-school clubs to reduce number of latchkey children and support parents
under stress, day nurseries to enable parents to participate in training schemes and employment, and
information and referral centres.

9. Projects complementing specific initiatives to prevent homelessness among young people under 18 may
be appropriate for UP funding. These could include counselling services aimed at reconciling young people
with their families or helping young people leaving care to find suitable alternative support. Co-ordination of
a number of agencies locally will be required.

Health and Personal Social Services for Ethnic Minorities

10. Difficulties in obtaining appropriate health and personal social services can be accentuated for the large
proportion of people from ethnic minorities who live in socially deprived conditions of unemployment,
poverty and overcrowded accommodation. UP projects aimed at improving access to these services by ethnic
minority communities might, for example, promote the use of interpreters or linkworkers, the provision of
development officers for black self-help groups, or the provision of information in appropriate languages on
health promotion and local health and personal social services. Close lizison will be needed to ensure that
such projects are co-ordinated the mainstream services provided by health authorities and social services
departments and have regard to different needs and expectations of people from a variety of races and
cultures,

CURRENT CONTRACTING AND FUNDING ARRANGEMENTS FOR REGIONAL
NEONATAL INTENSIVE CARE AND PERINATAL CENTRES

The attached table sets out the latest information available to the Department about current contracting
and lunding arrangements for Meonatal Intensive Care (NIC) for each Regional Health Authority and the
one Special Health Authority specialising in maternity and neonatal care. (While the term used throughout
the table is Centres for Meonatal Intensive Care, these are also sometimes known in the field as Regional
Perinatal Centres.)

NEONATAL INTENSIVE CARE (NIC)
CONTRACTING/ FUNDING ARRANGEMENTS
Northern Region
MNIC at Regional Centre based in Newcastle included in obstetric contractsin 11 DHAS; in five other DHAs
referrals dealt with extra-contractually. Clearing house for NIC based in Mewcastle.

Yorkshire Region

Purchasers contract with three Regional Centres (two in Leeds, one in Hull). Leeds GH and Hull Rl on a
cosl per day basis; St. James® Leeds on cost per episode basis. RHA allocated £286K for 1991-92 to increase
staffing in units. Following recent review, Bradford R1 recognised as fourth provider of N1C. Work in hand
to develop level of services and the co-ordination between all four provider units.

Trent Region

Three Regional Centres. Majority of NIC provided in block contracts and some through extra-contractual
referrals. Separate contacts with DHAs outside RHA boundaries. Most contracts based on average cost of
neonatal care (special care and NIC likely to be separated for 1992-93 contracting process). Informal clearing
house for NIC in operation.

E Anglia Region

All NIC dealt with through DHA contracts, including some outside RHA. Rosie Maternity Unit in
Cambridge acts as informal Regional Centre.
NW Thames Region

Five Regional and three sub-Regional Centres. All NIC dealt with through extra-contractual referrals
earmarked in advance on an average cost per episode basis (need rather than historical pattern ol referral).
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NE Thames Region

Two Regional Centres. RHA intends to have 56 intensive care cots—of a planned total of 62—in place by
March 1992. To cope with current shortfall, referrals outside RHA dealt with as emergency extra-contractual
referrals. Working towards contracts on basis of individual cost per case per day basis.

SE Thames Region

Four Regional Centres, NIC funded centrally by RHA through top-slicing on basis of agreed number of
cot days activity reviewed regularly within year. Those treated from outside RHA dealt with extra-
contractually.

SW Thames Region

Block contracts currently, though likely to be devolved to DHAs by 1993-94. Referrals outside RHA dealt
with through DHA's extra-contractual reserves. One Regional Centre (St. George's), though hopes to
establish three more by end of 1991-92. Clearing house based at St. George’s.

Wessex Region

One Regional Centre. Block contracts between individual purchasers and providers.

Oxford Region

One Regional Centre. NIC referrals to Centre by DHAs based on previous patterns of usage and funded
accordingly; otherwise, contracted for by individual DHAs and included within paediatric contracts.
5 Western Region '

One Regional and seven sub-Regional Centres. Contracts arranged by individual DHAs within
paediatrics. Likely that this will be contracted for separately in future.
W Midlands Region

One Regional and three sub-Regional Centres. Contracts at these centres administered and funded by
RHA’s Specialties Agency until March 1993; elsewhere, by individual DHAs. Referrals outside RHA dealt
with extra-contractually.

Mersey Region

One Regional and four sub-Regional Centres. Block contracts in operation for all referrals to Regional
Centres; otherwise, covered by individual DHA contracts. Additional £270K allocated to Regional Centre in
1991-92 to increass number of cots and staffing.

N Western Region

Two Regional Centres. Block contracts for NIC at centres for next three years; otherwise, individual DHA
contracts. RHA intend to set up a bureau in Oldham DHA and further two intensive care cots planned during
1991-92.

SHAs { Hammersmith and Queen Charlotte's)

Majority of referrals from DHAs in NE Thames. Current funding arrangements reviewed (additional
funding from NE Thames but not from SW Thames whose target referrals for 1991-92 have been reduced as
a result).

August 1991

MANAGEMENT OF THE NHS
1. Imtroduction

1.1 This paper is concerned with the way in which the Department oversees the delivery of services by the
Mational Health Service and how it monitors them. It describes the new management struciure and lines of
accountability which have been put in place and are being developed fnl!nwmg implementation of the NHS
and Communily Care Act 1990,
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1.2 The Department is currently developing new strategic health targets for the NHS, which will entail
targeting resources al specific objectives. Proposals have been circulated to health authorities and a wide
range of other interests for consultation in the document “The Health of the Mation™. Regional Health
Authorities. District Health Authorities and Family Health Services Authorities (FHSAs) will need to
identify the key health issues [or the populations they serve and develop a framework of strategic prioritics
which reflects local health needs, wishes and priorities as well as the proposed targets in “The Health of the
Mation”. These strategic priorities will guide the development of shorter term targets and objectives and
should set the context for. and be taken forward by, Districts’ service contracts with providers and FHSAs'
service development plans with Family Health practitioners.

2. The Management Exceutive and the NHS

2.1 The NHS Policy Board advises the Secretary of State on policy formulation for the NHS and on the
strategic oversight of the NHS. It advises Ministers on the policy framework within which the NHS
Management Executive (ME) will operate and the management objectives it is required to deliver. It monitors
the ME’s stewardship and implementation of those policies and objectives. The NHS ME is an integral part
of the Depariment and 15 accountable to Ministers for the implementation of their policies for the
management of the NHS.

2.2 The MEisinday to day contact with Regions. In addition the ME has monthly meetings with Regional
General Managers (RGMs) to discuss the effective management of the service in order 1o maximise health
gains for the population.

2.3 The ME agrees annually with the Secretary of State and the NHS Policy Board key objectives for the
year ahead, and reports back at the year's end on achievement. The ME then issues annual guidance to
Regions, setting out nationa! priorities (and. where appropriate, targets) for the forthcoming financial year
{or years) taking account of Ministerial policy and the ME’s objectives. The ME then agrees firm objectives
with each Region te ensure that national priorities will be delivered and holds them to account for delivery of
these. The ME holds Regions to account for the delivery of agreed objectives and for their management of
Districts and FHSAs and hence for the planning and provision of health care services for the population
served.

2.4 The ME holds Regions to account for performance and delivery of agreed objectives through the
annual accountability review process. The review process is a continuing cycle into which information on
Regions’ progress is fed throughout the year both through formal submissions (such as plans or outturn
reporis on the previous year's plan) and more informally through close and continuing contact between ME
officials and Regional management. Problems are explored rigorously and management aclion is agreed
through meetings between the ME and Regional Directors or at the annual review meeting between the ME
Chiel Executive and the RGM. The review process is a vital part of the development of new Regional
objectives for subsequent financial years.

2.5 Management time is limited and the NHS cannot make major improvements to services on all fronts
simultaneously. Rather than spreading management resources too thinly, progress will best be made by
concentrating on a few, carefully defined and measurable, key objectives at a time. In future, therefore,
corporate contracts betweeen the ME and Regions will focus on a small number of key objectives to deliver
improvements to health. The ME will, however, continue to monitor a wider range of services and initiatives
to deliver improved health. The new Director of Performance Management in the ME will monitor Regions’
overall performance and review them on a continuing cycle (see section 4 below).

1.6 Corporate contracts with Regions will be supported by quantified indicators, key elements of which
will be monitored quarterly to track progress. The ME will require end year reports from Regions on the
outturn of these indicators to measure achievements, hold Regions to account and to be accountable to
Parliament.

2.7 Although the Department will continue to disseminate **good practice”, it will emphasise what Regions
should do and not seck to dictate centrally how authorities should meet their objectives; the differing
circumstances of various areas mean that local needs can best be met by solutions devised by the management
teams at local level.

X The Allocarion of Funds

3.1 Maternily and neonatal services are provided from general health authority allocations. In the current
financial year health authorities’ general allocations have increased by almost £1.5 billion, or 10.7 per cent.

3.2 To help the transition to the new contract system no Region is getting less than a 10.24 per cent revenue

increase. This still allows much higher allocations (up to nearly 12.5 per cent) for Regions with expanding
populations.

' The Health of the Mation (Cm 1323) Published in June 1991 by HMSO, price £1 1.80. 15BN 0-10-115232,
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4. Purchasers and Providers

4.1 The reorganisation of the NHS, with effect from 1 April 1991, into a system which has a clear
demarcation between purchasers and providers will promote efficiency and give each set of managers a clearer
locus on their aims and objectives, with particular reference to the health needs of the local population in the
case of purchasers. Purchasers will need to ensure Lhey obtain the most cost effective services available and
will be more easily able Lo secure managerial objectives because of the clearer accountability for performance
which contracts provide.

4.2 RHAs support purchasers in developing local strategies and producing purchasing plans which
translate Regional and local priorities into action. They will agree standards for improvementis in health with
FHSAs and Districts against which performance in achieving health objectives can be monitored.

4.3 Districts have a duty to purchase a comprehensive range of high quality health care services within the
resources available to meet the needs of their local populations and achieve optimum desirable health
outcomes. This requires them to plan health promotion and disease prevention services in addition to services
for diagnosis, treatment, care and rehabilitation. Directors of Public Health will need to collect, analyse and
interpret information about the health of the population and prepare annual reports which contain analyses
of current health problems in their areas. This will inform their purchasing strategy.

4.4 FHSAs also have responsibility for assessing local needs for family health services and for planning
and developing services to meet those needs. They will work closely with Districts, particularly in tackling
major local health priorities in an integrated way across primary, community and hospital care.

4.5 Provider units, whether directly managed, NHS Trusts, or in the private sector are those from which
Districts will purchase health care services. Their primary contribution is to provide high quality services to
patients as required by District and GP Fund Holder contracts. Their need to attract contracts is a powerful
incentive Lo achieve greater efficiency.

4.6 The Department believes day to day management decisions should be made at local level. Effective
targets for health outcomes must be set in the context of local resources, needs and priorities, taking into
account local health problems and the profile of the local population. The ME therefore sets the general
direction for service development (eg to reduce stillbirths and infant deaths) and discusses Regions’ objectives
with them to ensure they are achievable, but challenging. Regions then set targets for individual Districts and
FHSAs which reflect their current position and the health needs identified in their Director of Public Healths
annual report. Regions monitor the performance of Districts and FHSAs against their targets and the ME,
in turn, monitors the performance of Regions.

5. Performance Management: Planning and Review

5.1 The ME has been working with MHS managers to develop new planning and review processes to reflect
the changes introduced by the NHS and Community Care Act 1990, The ME will manage down the
purchasing line through Regions. Planning and review are complementary elements within a single process of
performance management; objectives (see section 2) will form the focus for performance management and
review of Regions by the ME.

5.2 The MEisestablishing a new Performance Management Directorate (PMD). Its task will be to manage
MNHS purchaser performance by negotiating and agrecing annual corporate contracts with each Region, and
monitoring their performance, both in achieving these and overall. As well as containing agreed targets,
contracts will set out milestones by which progress towards those targets can be monitored. This will enable
PMD 1o identily problems and seek remedial action before the year's end.

5.3 PMD will conduct an ongoing programme of rigorous performance review, monitoring Regions’
overall performance against plan in year and year-on-year. This will enable problems to be identified and
remedial action to be taken in year. This will involve regular face to face contact between PMD and Regions
al all levels, including quarterly meetings between the Director of Performance Management (or his deputy)
and individual RGMs. Where issues are identified which the ME considers should be addressed in greater
depth, PMD will seek and disseminate solutions, using special task forces where appropriate.

6. Health Service Priorities

6.1 The consultative document, “*The Health of the Nation", lavs out the Government’s priorities and
targets for health. The future objectives which are set for the NHS will reflect the priorities which emerge from
the consultation process.

6.2 One of the objectives for 1992/93 will be 1o reduce stillbirths and infant deaths. All Regions will be
required to agree with the ME a specific objective to reduce stillbirths and infant deaths. Regions will need
to ensure that Districts and FHSAs pay particular attention to specific problems (whether cultural or socio-
economic) which might impede access to maternity services for certain groups of women, especially those
from ethnic minorities.
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OCCASIONS SINCE 1979 WHEN THE SECRETARY OF STATE UPHELD A COMMUNITY
HEALTH COUNCIL OBJECTION TO THE CLOSURE OF A GENERAL PRACTITIONER
MATERNITY UNIT

1. Since 1979 thirty proposals [or partial or full closure of GP maternity units have been referred for
decision to the Secretary of State because of Community Health Council (CHC) objections. The Secretary of
State did not uphold the CHC's objection in the case of twenty-nine of the thirty referrals. During the same
period the full or partial closure of seven GP maternity units went ahead without objection from the CHC.

2. The statistics on closures do not take account of the consequential use of additional facilities in new or
existing NHS units. However approval to a closure would not be given unless the Secretary of State was
satisfied that appropriate provision was available after the closure.

3. Autached for information is a copy of an NHS Management Executive booklet entitled “Consultation
and Involving the Consumer”. Pages 3 to 5, which outline the procedures for consultation on substantial
changes in service provision, will be of most interest to the Committee in the context of this note.

August 1991

EXPENDITURE ON THE MATERNITY SERVICES

1. This note has been prepared in response to the Health Committee’s request for clarification of the
expenditure figures included in the Department of Health's memoranda.

2. We now have more up-to-date estimates than those quoted in the Department’s memoranda. The
increase between 1980-81 and 198889 in total expenditure (real terms) was 15.0 per cent (not 15.6 per cent
as stated in paragraph 1.2 of memorandum Mo. 3 on delivery) and between 1980-81 and 1989-90 was
11.9 per cent (not 12.1 per cent as stated during evidence from the Department taken before the Committee
on 3 July).

3. Attached are two fables seiiing out ai consiant 198990 prices expenditure on maiernily services
between 197980 and 1989-90. Table 1 allows for pay and price inflation in the hospital and community
health service (HCHS) and Table 2 allows for general inflation. The increase in expenditure after allowing for
changes in HCHS pay and prices is a measure of the growth in the volume of resources employed by the
maternity services, while the increase in expenditure after allowing for general inflation is a measure of the
additional cost to the economy as a whole of lunding the services.

4. The Health Select Committee asked for an explanation for the fall in the estimated expenditure between
1988-89 and 1989-90. The Committee will wish to note the following features:

{a) There was a 0.8 per cent fall in the number of births between 1988 and 1989 (after an 8 per cent
increase between 1980 and 1989). There was also a fall in the average length of hospital stay per
birth, from 5.7 days in 198889 to 5.5 days in 1989-90. There was a similar percentage reduction in
the volume of Obstetrics Inpatient expenditure between these two years.

{b) Expenditure on community midwifery has doubled in the period under review. This suggests, in the
absence of growth on the hospital side, increasing activity outside hospitals.

{c) Since 1981 the numbers of nursing staff engaged on maternity services have declined by | percent but
the number of qualified midwifery staff has increased by almost 18 per cent! since 1981. There are
therefore more qualified staff working in maternity services.

5. On the question of efficiency savings, it is not possible to be specific in terms of sums saved. However a
general picture is emerging for the period 1979-1990 of

— increasing use of community midwifery and GP practice based services
— a steady reduction in length of stay in the relatively expensive hospital setting
— a continuing fall in the rate of perinatal and maternal mortality

— a steady increase in the birth rate over the decade with the possibility of a flattening out in recent
years.

September 1991

" This is a correction of the figure of 18.9 per cent in paragraph 1.2 of the Health Department’s memorandum on delivery.
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DEVELOPING A SPECIFICATION AND CONTRACT FOR OBSTETRICS AND
GYNAECOLOGY—LEWISHAM AND NORTH SOUTHWARK HEALTH AUTHORITY

Enclosure | —GEMERAL CONTRACT DOCUMENT COVERING ALL SPECIALTIES IN
1991-92

Enclosure 2—EXTRACT FROM CONTRACT WITH GUY'S/LEWISHAM TRUST RELATING TO
O & G (Includes volumes purchased for 1991-92 vear for populations of Lewisham and North Southwark,
West Lambeth and Camberwell)

Enclosure 3—DRAFT SPECIFICATION FOR O & G

[NoTE—For the lollowing reasons, the decision was taken last November by the health authority to shelve
work on refining further the service specifications and to concentrate on the preparation of contracts with

providers:

— the scale and timescale of the contracting process;
— the need to operate in a “steady state” condition during the first year of contracting; and
— the fact that there was only a small, newly created purchasing organisation.
It was acknowledged that more detailed development of specifications would arise only gradually as

experience of the contracting procedures increased.]

Enclosure 4—CRITICAL COMMENTS BY RCM ON DRAFT SPECIFICATION
Enclosure 5—REPORT TO DH ON LESSONS LEARNT FROM THE PROJECT

Seprember 199]

Examination of Witnesses

Mgs VirGinia BorroMmMLEY MP, A Member of the House, the Minister for Health, Dr Diana ' WALFORD,
(Deputy Chief Medical Officer) Medical Director, and Mg Joux SHaw, Deputy Director of Performance
Management, NHS Management Executive, Dr [aN LISTER-CHEESE, Senior Medical Officer, Miss Joan
Greenwoop, Nursing Officer, Midwifery, Department of Health, and Mr Briax Epwarps, Regional
General Manager, Trent Regional Health Authority.

Chairman

797. Minister, can | welcome you to this, the first
meeting of the Select Commitlee in the new Session.
You know the reason for your being here. Would it
perhaps be appropriate, Minister, 1 1 ask you to
begin by perhaps giving the Committee a preliminary
response  to  this Committee’s Report on
Preconception which was published earlier today?

(Mrs Bortomifey) Indeed, Chairman, | should be
only too happy 1o do so. Obviously we will want 1o
study the report with greal care before responding
officially but at a preliminary stage certainly we
welcome the Report. We appreciate the recognition
of the significance of the “*Health of the Nation™ and
the endorsement of the Government's approach.
Clearly, in preconception care the whole question of
prevention is of the very greatest importance, We
welcome the acknowledgement that preconception
care is one lacel of health promotion. A number of
recent developments affect the report. We have,
indeed, recently produced a report “While you are
Pregnant: Safe Eating and How to Avoid Infection
from Food and Animals”. That was published by the
Department on 22nd October. It gives advice about
the risks from listeriosis and salmonellosis and offers
other dietary and food hygiene advice. Also in recent
weeks there has been a commitment [rom the
Secretary of State for Education and Science that
teaching about HIV and A1DS should be included in

the National Curriculum lor 11-14 year olds. | should
also refer to the Aids Action Group, which I chair.
This was sef up in response to extremely worrying
findings that one out of 200 pregnant women in, for
instance, Lambeth are HIV positive, a very different
picture from other parts of the country. There is a
great need to address the question of health
promotion and prevention and certainly vour
commenlts about the significance of education are
important. No doubt the Secretary of State lor
Education and Science himself will wish to consider
the Report carefully. Similarly, the comments in the
Report about family planning services are
significant. We have already begun to incorporate
many of them in the guidelines that we are producing
for the regional health authorities 1o assist them in
their family planning reviews. As you know, the
provision of family planning has changed over the
vears. It is only sixteen vears since GPs first became
involved in NHS family planning provision. Two out
of three women go to their GP for advice. We must
make sure it is high quality advice and that family
planning clinics also [ulfil their role—especially
offering an alternative source of advice for younger
members of the community. Similarly, the Report
makes clear the important advice on the dangers of
smoking, of drinking, of drug misuse in pregnancy.
They are arcas where, with Ministerial colleagues, we
are involved in a number of initiatives. My colleague,
Baroness Hooper, is involved in initiatives
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concerning drug misuse and women and alcohol. As
Far as smoking is concerned, we recently launched a
two year £1 million programme with the Health
Education Authority on the very real dangers to the
mother, and even more so, the baby, of smoking in
pregnancy. We are pleased that we have had great co-
operation from the nursing and midwifery
professions on that programme. That is a
preliminary, off the cull answer.

798. May we expect a prompt reply, Minister?
(Mrs Bortomieyy It would be our eamest
endeavour to give you a prompt reply.

799. Hopelully with many affirmatives to the
recommendations and conclusions which apparently
you seem Lo agree with?

{Mrs Botromley) It is early to say but my hopes are
vour hopes. The other person who would want to
consider the Report is our Director of Research and
Development, Professor Michael Peckham, who has
the responsibility for carrying forward the overall
research strategy for the NHS. One and a hall billion
pounds a year 15 spent on research, but we have not
always been as good at disseminating the lessons
about the value of health interventions through the
service. | would certainly endorse the conclusion of
the Report that there is 2 great interest in the question
of nutrition. But some of the evidence is not
conclusive and these are areas where [ believe we will
see progress in future. It would be wrong to change
the procedures before we are sure that the advice and
evidence is clear. There are some important research
élements in your Report.

800. Could I go straight on to costings and put this
question to you: what information does the
Department have about the relative costs of different
ways of organising maternity services? For example,
is organising midwives into teams which can provide
conlinuity of care, such as the " Know your midwile"
system. more or less expensive than the normal
model of care? Is it more or less expensive to offer
“domino” midwilery and il'it is more expensive why
is it more expensive?

(Mrs Bottownfey) These are important questions.
Al presenl we have insufficient information to give
you a definitive response. Our concern in developing
maternity services is 1o maintain the remarkable
achievements we have seen in the past ten years of
having record low perinatal and infant mortality
figures. We have achieved perinatal figures lower
than those achieved in the Metherlands. That is
something which might surprise our predecessors
from some years back, Our overwhelming concern
has been to achieve safety for the child and the
mother, to achieve choice and to achieve cost-
effectiveness. Ower the last 10 years we have seen a
great increase in qualified midwives to the order of
something like 24%. We have also seen a great
increase in obstetricians of the order of about 20%.
IF 1 am able to send you more precise costings [ shall
doso. It isextremely difficult because, of course, team
midwilery is erganised in different ways in different
parts of the country. In some arcas the team
midwives will be part of the Community Health
Services, in other parts they will be part of the
hospital service, The way in which the domino
movement, which | think all will agree has great

merit, is organised is quite different from district o
district. What | am able to tell you is that the team
midwilery research initiative which our team referred
to on 3rd July has now begun working. 1 shall ask
them particularly to address questions of costing.
What we are looking lor at the moment is a
clarification about the different models of team
midwifery and the way they work. Y ou will be aware
some of the costings are related to the hospital
budget. some to the Community Health Services and,
indeed, in other cases, some of the costings come
through the GP payments. | would like to be able to
provide greater clarity. It may be we have to wait
until the research project is completed.

801, | asked the question for a number of reasons,
not least the reforms currently being introduced by
the Government to improve the Health Service rely
s0 much on being able to provide proper costings of
everything that is going on. | would have thought it
is rather strange you cannol in this area of maternity
services—very  importantly—provide in  the
foreseeable future the soris of costings | have just
requesied.

(Mr Edwards) That was not the way this
developed. This was professionals finding new ways
of doing things. That is how team midwifery has
developed. The managers have got along behind
that. The facts are about a quarter of births in my
region are domino or domino type schemes.
Common sense suggests they are cheaper than
hospital patterns but we do not have the details.

802, What about “*Know your Midwife™?
(Mr Edwards) | would have thought that was
cheaper too.

803, Cheaper than the normal system?
{ Mr Edwardy) 1 would have thought so.

Andrey Wise

B84, 1 am glad vour common sense and my
common sense actually meet up on this. The domino
system has been in operation for a very considerable
time and since commaon sense suggests it is cheaper
and since women, where they have the opportunity,
are very keen on if, why then are there 5o many areas
of the country where it is not available? Why is the
Department not doing something aboul spreading
the use of something which is cost-effective, possibly
even cheaper, and popular?

( Mrs Bottomley) Of course, Mrs Wise, the priority
for the Department is to look to the safety of the
mother and the child.

805, Let us take it step by step: are you suggesting
the domino system is in any way less safe than any
other system?

{Mrs Bortormlevy What | am suggesting is that is
cost-effectiveness or ils cheapness aloneé would not be
sufficient for us to want to dictate that as the model
of choice throughout the country. | would not want
to fall out with you about it, Mrs Wise, because |
think the clear merits of women knowing their
midwives and having the security and the confidence
of knowing the person who will take them through
whal is.an extremely important event in their lives
scarcely needs underlining. What is evident though is
that there are different patterns in different parts of
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the country. Correct me if | am wrong, | think | read
the evidence which suggested that you, on a previous
occasion, thought there was no domino scheme in
Preston?

£06. | know there is not. | know there i5 something
called a domino scheme which is not in fact a domino
scheme.

{Mrs Bottamiey) 1 think we begin to identify why it
is so important that the Institute of Manpower
Studies at Brighton helps us clarify the range of
schemes throughout the country. In preparation for
coming to give evidence to you, like the Select
Committes, 1 have been on a number of wisits 1o
different maternity units. Like most women | have
had some experience of maternity units and my
feeling is there is a great range of interpretation as to
what precisely a domino scheme is. What all are
agreed about | believe is that midwives have very
important skills, training and qualifications. Indeed [
think many of us would argue our midwifery system
is a model many other countries around the world
could fellow, We have to make sure we have a clearer
mapping of what the different models are before
seging how we can then carry them forward.

807. Minister, domino is domiciliary, in and out.
The patient has a named midwile, or midwives, who
visils or sees the patient during pregnancy, takes that
patient into hospital, delivers the baby, brings the
patient out. 1t has in some areas been in operation for
a long, long time. It is popular, it is cost-effective, |
would suggest, cheap in a genuine sense. Have you
not ever collected any costings and used those
costings as an additional inducement to spreading
this system?

{Mrs Bettomley) 1 am going to ask the midwifery
officer, Joan Greenwood, il she wants to come in.

(Miss Greenwood) The answer is we have nol
collected costings at present but as Mrs Bottomley
was saying, it might be something we can do when we
have the resulis of this research study.

BO8. Why wait? Why not do it now and then we
could have the results in time lor our Report?

{Mrs Batterley) Mrs Wise, | have to come back on
this. I really do not think we are sufficiently clear as
to what you would be comparing with what. It is very
clear what the blue print is but i’ you go to different
districts or talk with different maternity services
many claim—and | am sure you have found this—io
have a domino scheme. Yet, as in your own case, you
do not have the agreement that it is a domino scheme
in the way you envisage it. In other paris of the
country it has been said that it is a domino scheme
but of course the midwile is part of a team of
Community Midwives and she might be able to go
hersell or maybe her partner would attend instead.
Actually the point where the definition in your terms
ceases o be a domino scheme would, 1 think, be
difficult to establish. IF | may say, Chairman, | think
Mrs Wise makes an excellent point because what we
wani o do is to continue to build on the success we
have seen over the last ten years. | would argue
maternity services have really led other parts of the
Health Service in encouraging patient awareness and
consumer awareness through the parlicipation of
mothers in the way in which they want the service
delivered, the whole movement towards birth plans,

and the whole dialogue increasingly in which
mothers become engaged. Mrs Wise made reference
to the named nurse or midwife. That is one of the
commitments made in the Patient's Charter. The
issue Mrs Wise is raising is very much going with the
grain of the progress we are already making. If we can
try and develop that further so we have more precise
costings I think that would help.

Chairman

809. Supporting what Mrs Wise has said to vou,
and being very happy you agree with so much of what
Mrs Wise has said to you, is it not surprising,
Minister, you have not pot some belter basic
understanding of the costings bearing in mind
everybody to do with the Health Service currently is
based on costings and operating within budgets, and
the maternily services are a very large part of the
activity of the Health Service? With Mr Edwards here
from the Severn Trent area, would he not be able to
help the Committee a little more about just what
costings they have in that particular region of the
country? Because Mrs Wise has come on to the issue
of the domino system which has been about for five,
six, ten or even more years, why have we not got
costings bearing in mind you, Minister, and the
Secretary of State and other Ministers are favourably
indicating we need the costings of the Health Service?

(Mrs Bottomley) | am going to ask Mr Edwards to
speak but it is an essential principle of the Health
Service that professionals should make their
maximum contributions, and that we should seek
cost-effective ways of providing treatment. Certainly
1 would hope that, in deciding on the best form of
maternity care, these matters would be very evident
to the purchasers and to the providers. The question
you are raising with me is whether we can establish
some centrally determined or evaluated system of
costing. We would clearly want those actually
providing the caré in the district and in the unit to
make those assessments. But | think there is great
merit myself if the form of maternity care that is
established addresses the concerns of the mother, of
the professionals, and is safe and cost-effective. Is
there more we can do from the centre? Y ou will know
for this year, and indeed for the last three years, the
Management Executive have been particularly
looking at the maternity services. For example, in our
Memoranda of evidence we talked about the role of
paediatricians and pathologists, and the whole
question of the review of the maternity services and
the setting up of targets. We are also establishing a
task force to carry forward that work and to help the
Management Executive set targels and in monitoring
services and the dissemination of good practice. It
seems Lo me that is another area where Mrs Wise's
suggestion could very well have validity if it is about
disseminating good practice. That is an aspect of
information which would be of great use to them.

810. Mr Edwards, can you shed any light?

{Mr Edwards) The first range of the contracts this
vear [or the maternity services has tended to be block
contracts with a fixed sum. They have restrictions on
the current services within them, they do not break
that down by individual cost elements. As we move
forward 1 think you will find disirict health
authorities will be wanting to break the elements
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down. That will not drive the services, it is part of the
equation but the service ought to be driven by what
women choose and what their professionals advise
for them. By the end of this year we will have to have
some harder, sharper information.

B11. This calender year or this financial year?

{Mr Edwards) During the course of this financial
year. We have some data about the hospital at home
schemes in areas like that. We have to have more
aboul alternatives to—

Rev Smyth

812. As | understand it, and 1 welcome the
improvement in the whole maternity services, dealing
with perinatal mortalily rates, as | understand it,
some 70% of births are normal and healthy but 30%
have difficulties, that is a rough figure. We have
discovered in particular one place where they paid
tribute to the midwives, but kept them in their place.
When we talk about the professional advice and the
choice for women, if they have any choice, that is the
real issue we are trying te bring before you.
Professionals who are invariably the obstetricians are
leading the service, and il they have loo big an
influence on the decisions and guidance that is being
given. That is part of the thinking behind our
questioning, whether we cannot give greater choice
and more effective choice and ultimately even a safe
choice?

{Mrs Bottomley) It is the case that most births are
supervised by midwives, including those in hospitals,
The vast majority are supervised by midwives. We
have to consider choice but we also have to consider
the safety aspéct and cost-effectiveness. In our view
maternity services are rightly the concern of multi-
disciplinary teams and women need, so [ar as
possible, to make an informed choice.

(Mr Shaw) Il 1 may add something there. AL our
last hearing the point about consumer choice and
involvement came up and I think we did not perhaps
emphasise sufficiently the major point behind the
NHS reforms which is by all means cost-effectivencss
and quality but also consumer choice, What people
want is a very important element of the NHS reforms
and the district health authorities as purchasers are
going to enormous trouble and taking great care to
canvass the views of the population themselves, in
this case pregnant women, and mums-to-be,
Secondly, through detailed consultation with the
general practitioners who, to some extent, act as a
proxy on behalf of their patients. 1 wanted 1o make
the point now because 1 do not think we emphasised
it sufficiently strongly at our last appearance that the
element of consumerism is a very important element
in the whole programme.

B13. IT that is the case why do more women not
have their children at home? The views expressed to
us are that many, many women would like 1o have
their children at home. The situation in the
Netherlands is 35% of babies are born at home, here
it is only about one and a hall per cent, or one per
cent. Why are not more born at home if, as you are
saying, consumer opinion is important?

(Mr Shaw) | can only offer a lay opinion on that
and a father’s opinion, which is that the
Departmental guidance, the “Pregnancy Book™,

actually goes to some lengths to express that mums-
to-be have a choice but nevertheless goes out of its
way Lo stress the safety aspect.

Chairman: Can | suggest perhaps Alice Mahon can
come in and David Hinchliffe. We all feel that
strongly on this matter.

Alice Mahon

#14. Can I go back to the costings? The Minister
referred to the Patients’ Charter and said there were
similarities and there was a promise of named nurses
in that.

(Mrs Botromfey) And named midwives for our
births, Mrs Mahon.

815, Is the Department putling any resources into
the costing of that proposal and i so when will we get
the results of that study?

(Mrs Bottomiey) Perhaps Mrs Mahon was not in
the Chamber to hear the Autumn Statement. She will
probably be aware of the results of the Autumn
Statement: a 9% cash and 4.2% real term increase in
spending on the Health Service in the next vear.

Chairman

816. 4.2% 1 think on capital. the hospital and
community service was 5%.
(Mrs Bottamley) | stand corrected, Chairman®.

Alice Mahon

§17. How much of that will be going into the
costing? Is there a specific proposal?

(Mrs Bottomley) The Health Service has a number
of priorities. It is not the case that each and everyone,
as Mrs Mahon lull well knows, is separately costed
and financed from the centre as it is carried forward.
This is part of quality improvement and ensuring we
can provide a service which is more responsive to
patients’ needs and their interests. | have every
confidence they will be able to achieve that. Indeed.
Mrs Wise's advocacy for the domino scheme is all
about people knowing exactly who their midwife is.

818. Why is why | would have thought it would be
easy to earmark money. | would have thought it
would be simple if we had named midwives to say
how much of the budget will be allocated.

(Mrs Bortomley) 1 think we have debated these
matiers before. The issue for all of us at the centre is
the extent (o which you ring fence and earmark and
separately identify small sums of money which
undermine the autonomy and flexibility of those in
the health authorities. Cur procedure is to specily
quality objectives (and that is why it is so useful 1o
have Brian Edwards here who has led in that field)
and then leave the health authorities with greater
Aexibility as to how they achieve those outcomes. In
the Patient's Charter we have said clearly what we
want to achieve in terms of information. Maternity
service information is particularly important as the
whole development of the birth plan depends on the
mother having information about the availability of
options. So that is the direction in which we are

*Note by Depariment of Health: The gures quoted by the
Minister were correct. See DH Press Motice H91 /524
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moving and we are fully confident the Health Service
will need those very clear largets.

Alice Mahon: | think people’s expectations of the
Patients’ Charter in that particular area will be
downed by that reply, Mr Chairman.

Chairman: | think the Minister's comments have
been noted.

Mr Hinchliffe

%19. Can | return. Minister, to the key issue of
choice. Mr Shaw referred to consumensm, Mr
Edwards said earlier the service ought 1o be driven by
what women choose. 1 have recent experience of a
constituent and a personal friend telling me that she
desperately wished to have her child at home. There
were no factors in terms of her own health, her
husband’s health, or her family background that
would give indicators that would suggest there would
be problems. She had had a previous child normally.
She was told there was no way she could have that
child at home. | am saying it i5 not a realistic
choice—

(Mrs Borromley) Who told her that?

Mr Hinchliffe: She was told by the GPs in her area
that it came down to obtaining a GP who would be
prepared to offer the cover and it simply was not
available in her area. Now, realistically there is no
choice for many people and [ feel the Department
ought to be taking some initiatives in this respect. |
would like to know what initiatives you are taking in
respect of genuinely offering women choice as far as
home births are concerned?

Chairman

820. Before you do answer that perhaps the
staistic which | quoted already, that only 1% of
births in this country are in the home, clearly
indicates in reality there is not the choice, Minister,
you have indicated there is. The whole system works
to channel a pregnant woman into hospital for the
birth rather than having it at home.

(Mrs Bottomler) Health authorities, Chairman,
have an obligation to provide midwifery services for
home births 50 1 would like—if Mr Hinchliffe wanis
Lo give me the example—to know precisely what the
local midwife's view of that event was.

Mr Hinchliffe

821. It is not the midwilery cover, it is the GP's
COVET.

(Mrs Bottomiley) But the midwife is able to take
responsibility.

822. The sticking point in this particular case,
which | am happy to talk 1o you aboui, was
specifically on the GP cover. That was the sticking
paint.

(Mrs Bottamiey) They do not have to have GP
COVET.

Mr Hinchliffe: That was the reason given in this
particular person’s case.

Audrey Wise

823, They are told they must.
(Mrs Botiomley) Who by?

B24. By GPs.
{Mrs Bortomiey) But they do not need it. 1 am very
sympathetic with this case.

Chairman

825. Dr Walford, can you shed any light on why
only 1% have their babies at home if what David
Hinchliffe has said is not correct. | personally think it
is correct.

(Mrs Bouomley) It is correct they provide a
midwifery service. The midwives are able to take
responsibility for thal birth and yet Mr Hinchliffe is
saying in this particular case the woman did not
accept. Is this because she was more in fear?

Audrey Wise

£26. No.

{Mrs Bottomiey) As the midwifery officer is saying,
midwives do not need the cover of the GPs in order to
take responsibility for the birth, so long as the mother
and baby are normal.

Mr Hinchliffe

827. 1 am happy to pass on to the Minister the
details of this particular case. This person was an
articulate middle class woman who knew her rights
and what the Department stated were her rights, tried
it out in practice and failed miserably.

(Mrs Bartomley) This is such an important area. |
very much welcome the discussions ol the working
group going on at the moment from the Royal
College of Midwives and the Royal College of
General Practitioners.

Chairman

828. Can vou tell us, mentioning that, what the
state of play is in that particular situation? |
understand il is stalemate or have they gone in lor
another innings?

(Mrs Bortomley) 1 very much hope they have. [
have seen both of them within the last Fortnight. |
have great confidence that progress is going to be
made. | believe really what Mr Hinchliffe is talking
about is the lack of agreement between those two
professions. 1 do not think Mr Hinchliffe's point has
anything to do with Departmental policy.

Audrey Wise

829. OF course it has.

(Mrs Battomley) It has to do with the relationship
between those two professions and particularly the
relationship in his part of the world. If there are
difficulties in the discussions between the Royal
College of Midwives and the Roval College of
General Practitioners, perhaps they could begin on
that case to get the discussions moving.
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Chairman

£30. Can | suggest Dr Walford comes in quickly?

{Dr Walford) | was going to come in exactly on the
point Mr Hinchliffe made. It is a question of inter-
relationships locally and what [ would like actually to
congratulate the Committee about is the fact you
have acted as a catalyst to the two professional
groups involved. You will have seen, will vou not,
recently the press release from the Royal College of
Midwives and the Royal College of General
Practitioners—each released a press release—both
say happily the same thing. In the light of the
Committee’s interest in the possible duplication of
roles and professional tensions. if you will, within
maternity care in the Community they have set up a
specific and particular group to look at the delivery
of maternity care in the Community. I will remind the
Committee of the points they proposed to look at
which will address many of your concerns. The first
is they will jointly work on the “...formulation of a
programme 10 guarantee high quality care from
confirmation of pregnancy until the post natal
examination..” They will work on *... defining the
complementary contributions of the pgeneral
practitioner and the midwife to the delivery of
maternity care with the aim of resolving needless
duplication of services.” They will work through “...
ensuring continuily of care for mothers through
conception, pregnancy, birth and through to the
infancy of their child...” They will examine “... ways
in which mothers can be kept informed about the
process, and making sure that their choices about
maternity care are heard and activated.”. They hope
to report by 1992, early, and this is a new initiative in
relation and in response¢ to this Committee's
particular interest in this area. We anticipate nothing
but good coming oul of it and no problems.

831. Mobody as yet has answered my question as
to why only 1% of mothers have their babies at home
as against the 99% in hospitals or nursing homes?

(Dr Walford) This almost certainly reflects the long
held view that one can never be certain about the
outcome of a pregnancy until that pregnancy is over.
You can only know it was going to be without
mmpllmtlun in retrospect. It is the case that the vast
majority of pregnancies proceed fully without
complication but you never know which one is going
to be in that happy state. That is the basis of the
advice we have received over many years and it has
never been rescinded. It has been reinforced, because
of the unloreseeable nature of events which can go
wrong during the delivery process, that delivery is
best undertaken where the full tmtrgtncy SErVICES ane
available.

832, | have to draw it to your attention—you may
say from the bodily aspect the Dutch are different—
why do 35% of them give birth at home and fmi}r 1%
here?

(Mrs Bortomley) The difficulty is you have
identified a subject on which not only all of your
Committes have strong feelings but my officials have
very strong feelings.

833, 1 hope we have not only just strong feelings
but will help give well founded views.
{Mrs Bottomiey) Indeed, Chairman.

(Miss Greenwood) Dr Modle and | made a visit to
the Netherlands because of the Select Committee’s
interest in the situation. Two of the officials who
work for the Government department assured us one
of the reasons why home confinements are going
down in the MNetherlands, which they are [airly
rapidly, is that women see more quality and safety in
a short-stay in hospital. I put it to you that is
something that has already happened in this country.

(Mrs Bortomiey) Chairman, 1 have nol mysell been
to the Netherlands, | know your Committee has been
and indeed 1 know Miss Greenwood, as she was
saying, and Dr Modle have been. | wonder if
subsequently it would be helpful if I ask whether we
could send you a note putting some of these slightly
different experiences that our officials received of the
services in the Metherlands? 1 think we should be
essentially concerned with the developments of the
services in this country but as the Netherlands is
taking on such significance 1 wonder whether it
would be helpful for us to prepare & memorandum?

Chairman: You could also guote Sweden in
support of people and choice and the rele of
midwives and the whole maternity situation.

Mr Rowe

B34. Let me, first of all, say to the Minister | am, as
she knows, not in favour on the whole of earmarking
funds. I think when one agrees with a policy one 15
desperate to have the funds earmarked but when one

- disagrees with the policy one wants il 1o be constantly

devolved. When the Royal Colleges were here they
shocked the Committee with their anxieties about
insurance. It seems to me that one of the problems
about giving women a real choice is that the
professionals, and indeed the parents-to-be,
themselves may well be anxious about the degree of
risk. Dr Walford said you cannot predict which are
going to be the 90% or whatever it is of births that go
reasonably well. 1 just wondered, 1 am shocked. and
I think we are in danger in this country of going down
a path which has led to enormous difficulties in other
countries where insurance claims against the medical
profession, even where the patient has chosen of their
own free will to have a particular procedure, are
going to make this sort of thing very difficult. What
does the Department think about it?

(Mrs Bottamiley) IT 1 may, 1 will answer the points
aboul insurance and then perhaps come back. There
are some other aspects 1 would like to spell out in
answer to these questions about cne per cent and
what is choice and what is informed opinion. As lar
as the question of insurance and increasing litigation
in the Health Service is concerned, that is inevitably
a concern for those in the profession and certainly
Health Awuthorities. Mo fault compensation was
debated last vear and the Secretary of State referred
to a number of proposals. We have recently gone out
to consultation on some proposals for arbitration to
try and ease some of these particular difficulties. We
are also awaiting a report [rom the Conference of
Medical Colleges on defensive medicine. Mr Rowe
will also note that the Health Authorities have taken
on responsibility for meeting negligence settlements.
Whether or not delivery takes place at home or in a
hospital should not have any effect. There is no
evidence it has an effect on the incidence of litigation.
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It s of concern for midwives as much as for
obstetricians. There is a whole discussion about
litigation. 1 do not think that is what is impinging on
these matters, | think there s a longstanding
tradition of conceniraling maternity services in
hospital. That seems to me to be linked with what
women perceive lo be the safest and most
appropriate route. [ detect from the Committee a
certain strength of feeling that one per cent is a very
small percentage figure and they would feel that there
wis more genuine choice il that figure was rather
larger. That is a matter of judgment as to what
women really want: whether they want to go into
hospital for shorter and shorter times to deliver the
baby or whether they really want to have the child
delivered in their own home. It seems to me we have
to continue Lo take all possible steps to ensure women
are well-informed, and, to take opportunities to
enable women to put their views, whether through
Matermity Service Liaison Committées, through the
consumer surveys increasingly being undertaken by
health authorities, or by ensuring that different
professional groups are giving clear and balanced
information. That, it seems lo me, is a point that
comes back to Mr Hinchliffe. What is wrong is for the
woman to feel she s at the centre of a demarcation
dispute. We do not want duplication nor do we want
women o be confused because they are getting
different information from different groups. | think
the most effective way of ensuring that it is the
woman’s choice, which is enshrined in the Patient’s
Charter and in the birth plan as a whole, is for the
policy to be reinforced by clearer statements by the
professions about what their respective roles are.

Mr HinchlifTe

#35, In response to the Mimister, | do not want to
give the impression (rom a personal point of view
that | am necessarily pushing one form of birth as
opposed to another. My own personal experience of
my own two children is | was damn glad my wife had
them in hospital, for reasons | will go into with the
Minister in private. My understanding is the
Department’s policy enshrined in *Maternity Care in
Action” states women should be encouraged 1o have
their babies delivered in hospital. Am I right or
wrong, that is official policy according to our
advisors? Can | take this a little further, Chairman:
we want (0 look at the issue of choeice vis a vis the new
Patient’s Charter and the Minister having been a
mother on three occasions, am [ right?

[ Mrs Borromley) 1 still am!

836, 1 will iry and rephrase that!
(Mrs Bortomley) Unless you know something | do
not know and | ought to leave now.

837. You have had personal experience of
delivering three children. You are obviously aware
that—

{ Mrs Borromiey) 1 am not briefed on this subject.

B38. It is an extremely personal issue whereby the
mother is the best person to make the choice as to the
process she goes through in terms of individual
midwives having different approaches, individual
hospitals having different approaches. The one worry
some of us have is the increasing evidence of the way
that reforms have constrained that choice by virlue in

some areas, and an example was quoted in the
Chamber yvesterday, women who have had a child in
hospital and choose to return there for the second
child no longer can do so. That is worrying and this
is a point that needs clarifying. 1 have women saying
to me in my area that their choice is now constrained
through the placing of contracts. There was a choice
of three hospitals in my area, that constraint is on the
on¢ where the contract is. | would be grateful if this
point could be clarified because if the understandin

| have is incorrect people need to be told at a loca
level that understanding is incorrect because it
appears that choice is no longer the case.

{Mrs Botromley) Chairman, if I may, just to start
off with Mr Hinchliffe's first point that it is
Drepartmental policy to encourage women to have
their babies in hospital. The Department’s view is
based on the advice of the Maternity Services
Advisory Committee and is very clearly spelt out in
the Pregnancy Book. I would refer Mr Hinchliffe to
them. It sets out the choices and their merits as clear
and simple as possible. | would resist the statement
that choice is constrained by contracts. | do not
accept there is any evidence that there has been any
difficulty over choice due to the implementation of
the reforms. What | would accept is that in the first
vear of implementation there has really been an
unprecedented level of discussion between the
districts and the GPs about the traditional referral
patterns, what are their aims, what are their
objectives. Of course as they then discuss the
contracts for next year they have, for the first time,
the opportunity to specily the quality improvements
they want to see. The district has never had that
before: the position of really championing the
interests of their local GPs and their local women in
the establishment and in the detail of the contract. All
districts have set aside money for extra contractual
referrals but the aim and the objective would be to
achieve year on vyear incremental quality
improvements. We know the sort ol quality
improvements we are talking about are often not
resource related. They are to do with thoughtfulness
and information, the way you are treated, all sorts of
details concerned with maternity services. It is not
only a question of money. As [ say we do not have the
impression that even in the first year there have been
difficulties about choice. Certainly if it is extra
contractual referral then the processes have to be
gone through but there is no suggestion that there is
difficulty there. Mr Edwards may wish to speak
particularly, as a Regional General Manager about
to how it is working in his region.

{Mr Edwards) We all were concerned that there
was a theoretical possibility that that might happen.
I can confirm it has not happened in my region and 1
see mo possibility it will. We seem to be able to cope
with the traditional flows, they have not been
changing very much and the reserves we have have
been coping with the occasional difficulties. We have
not had any problems at all.

Chairman: There will be problems and Mr
Hinchliffe referred to the one raised in the House
yesterday. We would like 1o receive that note you
promised in respect of the Netherlands and other
matlers your experts can help us on.
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839 On that, | think since this evidence will be
published 1 should make it quite clear what was
explained Lo us with figures was that home births are
on a plateau, they are not now declining in the
Metherlands. That is not why | wanted to come back,
Chairman. We were not on choice, we were on
costings and since such emphasis is put on cost
normally, it seems to me to be remarkable that we can
get so little information now. However, the point
about safety was raised by the Minister and her
advisors in a context to which it had no relevance
whatsoever. Since it was raised can I refer the
Minister and ask for a fairly succinet reply, not
taking in the whole remit of health care, as is her
wont, but actually sticking 1o the question. 1s she and
her advisors aware of the work of the National
Perinatal Epidemiological Unit which is, 1 believe,
funded—-

(Mrs Borramley) By us.

840. By the Department. Dr Walford said the
advice that is given by the professionals about the
safety question and hospital births has not been
rescinded. Could 1 refer her to the two very large
tomes published in 1989 which have a great deal of
detail but which conclude with very, very clear
appendices which give 61 forms of care that should
be abandoned in the light of the available evidence
and one of those is failing Lo provide continuity of
care during pregnancy and child birth and another
one is insisting on universal institutional
confinement. That comes from an evaluation of all
the available worldwide research in this field. It is
academically extremely well regarded. Has the
Department of Health taken any notice of it at all? IF
so why is it that women are still repeatedly told it is
not safe for them to have their babies at home? Why
is it, going further, that small units are continually
still being closed down, those few which are left,
because of claims they are not as safe as large district
generals? Why is it that continuity of care is not
actually being campaigned for, pushed by the
Department? Why is it that in July when 1 asked
about this I was told it is a matter for local decision
by the DHA._ If things are safe, il women want them,
if there is evidence funded by the Minister's own
Department, why is no notice taken or if it is taken
what exactly is done?

(Dr Walford) We would certainly endorse the two
statements that Mrs Wise read out and we would
expect  that  health authorities, in  setting
specifications for maternity services, would make
appropriate specifications to ensure so far as possible
there is continuity of care. This does not necessarily
mean by one person, it cannot always be by one
person, but continuity of care within a team, often by
a multi-professional team. We would accept that. We
would accept it would be entirely wrong to insist on
universal confinement in institutions.. We do. not
insist on it now. We believe there should be choice.
We totally endorse that.

Chairman

841. 1% —choice, Dr Walford?
(Dr Walford) More importantly we believe the
consumer surveys which more and more health

autheorities are undertaking to ascertain what women
in their populations would like will reveal to health
authorities the sort of service women want. It will
then be for the health authorities to make provision
for that service, provided it is a safe service of course,

842, Thank you for that succinct reply. Mrs
Bottomley, do vou want to add anything or can we
pass on to Sir David?
© (Mrs Botiomley) | think it is a difficult area.

843, Are vou going to leave it at that?

(Mrs Bottomley) The only aspect we have not
addressed on this is the presumption that it 15 easy to
predict which women are going to have complicated
births and which are not. | know there is a body of
opinion who believe this is a simple and
straightforward matter. There is also a body of
opinion who feel it is a less straightforward matter.
They feel it is important to point out up to 20% of
those who had been booked to have their babies at
home or in isolated GP units were, in the event,
transferred to hospitals. [ say this, Chairman, nol
because I do not believe sirongly women should be
able to choose, but because | believe from the tone of
:hl:l questioning I would like to redress the balance a
ittle,

Chairman: [ think you have done that.

Sir David Price

844, Can we move on to the rather more macro
review of all these matters. Your Department’s paper
on expenditure on maternity services shows a fall in
expenditure, in real terms, on maternity services
between the financial year 1988-89 and 1989-90.
Measured against that very particular inflation index
for hospitals and community sérvices it would appear
to be lower in 1989-90 than it was in 1986-877

(Mrs Bottomiley) Yes.

845. We wonder whether you expect this trend to
continue and indeed why is there this trend? Can you
explain it? Also if there is any good news. You
mentioned the global figures which we heard from
the Chancellor a little earlier this afternoon. [ have
gol your press handout but you have not gone into
sufficient detail for me to work out if more is going to
the maternity services. Maybe you do not feel that is
a priority, there are other priorities within the health
expenditure?

(Mrs Botiomiey) We have looked carefully at the
figures Sir David has identified and there are a
number of issues relevant to that same year. Perinatal
and infant mortality figures continued to fall to a
record low. There was a fall in the number of births,
against the trend throughout the 1980s. What we also
understand for the year is that there was an increase
in the activity in maternity services, measured by in-
patient maternity episodes. The average length of
hospital stay per birth fell from 5.7 to 5.5 days. There
was an increase of £1 billion in cash into the hospital
and community health care services. It was also,
interestingly, a year in which the increase in money
going into paediatric care increased by 6.4% from
£430 million to £490 million. | cannot give a clear
explanation precisely how onc would explain or
identily the figures for that particular year. What [
wanl to emphasise very strongly is what we are
demanding from the health authorities is steady
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improvements, and that really relates to the sccond
part of this question. It is excellent that one of the
healthicst places in the country o be born is
Huntingdon. Huntingdon has now, 1 think, been
beaten by East Dorset. Obviously we wish to see the
same achievements in other parts of the country.
That is the significance of the targets being set by the
Management Executive for the regions and by the
regions for their districts, and that is very much the
work of the task force. We will not be allocating
money specifically for maternity services. We will be
demanding improvements from the Health Service to
make sure we build on the remarkable successes we
have seen over the past ten vears.

846. Do | understand implicit in what you are
saying, although you are not explicit about it, that as
we improve all of these other factors, particularly the
things we were dealing with in the first part of our
inquiry, the health of parents and the preconception
stage, that in fact we should accept for a given
number of births there should be an actual reduction
in the amount of care you have to deliver and,
therefore, a reduction in the expenditure?

{(Mrs Bortomley) | do not think you can assume
that. Certainly there is an extension of perhaps Mrs
Wise's point on community midwives. Although we
have not been able to provide you with the figures, an
increasing amount of work is done in the community,
whether antenatal, at the delivery or post-natal is
cost-effective and there would be cost savings.

(Mr Shaw) | think what the Minister has been
saying can be summed up in two words: “increased
productivity™.

847. 1 tried to avoid using that word, it did not
seem appropriale in connection with maternity
services!

(Mr Shaw) Would “efficiency’™ be better?

848, Cost-cfficiency?

{Mr Shaw) I think it is slightly dangerous to take
one year and look at it in that way rather than
looking at the trend as a whole. In taking the
particular year in question, as all are agreed, the
expenditure in total went down but as the Minister
has suggested actually, certainly. in hospital activities
the in-patient activity increased by 1.8% over
I988/89 and 2.2% over 1989/90'in 1990/91 so there is
considerable efficiency in that example. But turning
from the individual years to the trend of the thing, we
know that the overall trend in improvements in
perinatal infant mortality are impressive and that
there was real term growth in expenditure of 11.9%
between 1980/81 and 1989/90. The Minister said
there was a [all in the average length of stay from 7.5
days per birth in 1980 to 5.7 in 198%/89 and 5.5 in
1989/90. Thirdly and finally, there was a dramatic
increase in community midwifery and expenditure
there doubled in real terms over the period from
1979/80.

{ Mrs Botromley) The other element of the question
15 whether we would anticipate those figures being
part of a trend. We do not feel able to comment or
predict on that front. | would be surprised, partly
because the birth rate has pone up again. What
happened was there was this significant fall in the
birth rate in that particular year. But we do not
anticipate that to be part of a change in direction.

849, Obviously il the birth rate goes up you expect
the expenditure to go up but | am asking about the
quality element in the general improvement we hope
there is in the health of the nation, particularly of
pregnant women. In fact one would hope, because it
is natural health and not illness, having babies, one
would expect there would be a gradual downward
trend if all the other factors are improving as you
have suggested they are. This is not a sickness service
this is a health service.

{Mr Edwards) What 1 think we are missing out of
this equation, Sir David, is that it is certainly true of
the maternity side itsell thai in my region in 1990/9]
we had a 4% increase in activity and a 2% reduction
in overall cash input and we are investing quite
separaltely in areas like intensive neonatal care and
we are not adding those into the equation but maybe
we should.

Chairman
850. Is Huntingdon in East Anglia?
{Mrs Botromiey) Yes.

851. You might be interested to know that East
Anglia has the highest percentage of home births.
You referred to it in glowing terms!

{Mrs Bottemley) IT | may, 1 will see il there 15 a
significantly higher proportion of home births in
Huntingdon itself.

{Dr Walford) The Committee were very impressed
with Hinchingbrooke Hospital.

(Mrs Bottomley) Mr Edwards was giving a list of
items not covered in the figures we were looking at.
The other aspect is GP payments. They are not part
of the overall picture so il there was a change in the
pattern and role of GPs thai is another element Lo be
considered. Overall, we are that we do not have the
comprehensive data on costings to make predictions.
What we have is the absolute determination to see
those figures continue Lo improve.

Sir David Price

#52. In a way we should not take those figures you
gave us on the maternity services too seriously?

(Mrs Botromiey) You can take seriously indeed
there are 24% more midwives and 20% more
obstetricians and paediatricians, more members of
the team providing matemnity services.

853. With respect, those are the output figures but
not the input. Select Committees have to look at the
input because we are using public money.

{Mrs Bottomley) We are nol in a position at
present to comment on the significance of that
particular figure in that particular vear. But we had
to see it in the context of a number of other factors
which are extremely positive, and certainly in terms
of the only outcome we are really talking about which
is improving the perinatal infant mortality figures.

Sir David Price: We would agree with vou on that.

Mr Rowe

854, It is a very complex issue and of course
everybody wants to see increasing improvements as
the Minister has just said. On the other hand there
musl come a point at which the guestion ishow much
incremental improvement you can achieve for a given



THE HEALTH COMMITTEE

357

Mgz VirGivia BotTToMLEY MP, Dr Diana WaLFORD,

6 November 1991] Mg Joux SHaw, DR [AN LISTER-CHEESE, M1ss JOAN GREENWOOD,

[ Continued

AND MR BriAN EDWARDS

[Mr Rowe Cont)

input of money? | just wondered whether the
Department has in this field or any other any ratio of
input for a desired improvement in the service?

(Mrs Bottomley) Mr Shaw?

(Mr Shaw) The best [ can offer is not in the context
of maternity services, but whether in the Civil Service
or public service at large or in the NHS we do look
for a 1% per annum efficiency improvement across
the board. That would be the best [ could offer.

Chairman

#55. While we are on basic financial matters could,
Minister, you or one of your officials tell the
Commiltee why general practilioners receive a
separate fee for providing maternity care and has
vour Department any plans to review such fees?

(Dr Walford) In fact GPs can receive a number of
fees for providing different aspects of maternity care.
They may provide the full maternity care, and as you
have pointed out that 15 reasonably uncommon, most
GPs provide antenatal care usually on a shared basis
with the hospital and with the midwives. Many GPs
provide post natal care, they certainly provide the
post natal examination but not necessarily post natal
visits. There is a separate fee for a visit and the
exarmination. There 15 a fee schedule, if you like, for
general practitioners and they make claims according
to the services they have actually delivered. GPs fees
are paid in relation to the services provided.

B36. Fine, but can vou indicate or can the Minister
indicate, because this may perhaps be a policy
matter, has the Department considered instead
extending the system of capitation payments to give
GPs a payment in respect of the number of their
patients who are women of reproductive age?

{Mrs Boitomley) We have not considered that
option but certainly il this Committee makes
recommendations in any of those areas we would
look at them very carefully. GP remuneration and
terms of service is the subject of discussions with
general practitioners. | am quite sure were
recommendations to be made in that area we would
look at them very seriously.

857. It looks as il Dr Walford has been handed a
useful piece of paper?

(D Walford) | endorse what the Minister has said
wholeheartedly.

B58. Can we move on o coniracts because
although this is important it has come up not least in
relation to a matter raised earlier by David
Hinchliffe. Can you tell us, Minister, what problems,
il any, have arisen in the operation of contracts for
maternity  services between purchasers and
providers? How are cross-boundary referrals for
specialist services (antenatally or for neonatal care)
being organised? Are admissions to neonatal centres
“extra contractual referrals™ and if so, is there a
guarantee that the parent health authority will
always agree to pay the bills?

{Mrs Bortomiey) This is an area that has not caused
difficultics. It is an area which clearly, with the
implementation ol the reforms, we wanted to be
satisfied would work effectively. | think the most
sensible and helplful approach for the Committee is to
ask Mr Edwards to comment on the way in practice
it is working in his particular region,

(Mr Edwards) | have with me, and | am happy to
make available—because they are public
documenis—the contracis available between the
district health authorities and provider units in my
region. They specify the range of services, they
specify the range of choices they would like to offer to
women in the district. They give an indication of the
range of volumes and fix a price. They also have a lot
of quality standards which you might be interested in
which they negotiate. 1 think for the first time we can
see much more clearly a clear relationship between
what the DHA think the community needs and what
the hospitals are commissioned to and willing to
provide. As far as neonatal intensive care is
concerned we have not had any financial problems.
We do have problems occasionally as the units hit
peaks in activity this year and we do occasionally
have to arrange for transfers. That is an occurrence
which happens from time to time. We have not,
however, had any financial barriers put in the way
thus far, | do not expect we would. These are very ill
babies and we would normally expect the
prolessionals 1o get on with it and we will sweep up
after them.

859. On that matter, Mr Edwards, | believe | am
reliably advised neonatal intensive care services are
being charged for at a flat rate. Why is that? Because
obviously some babies are very much more ill than
others and therefore why are these babies being
charged for at a flat rate which [ understand is the
position? Am 1 correct, first of all, in stating that the
neonatal services are being charged for at a flat rate
and il 1 am why is that?

(Mr Edwards) There is not, | do not think, a
uniform national position on this currently. In some
regions the services are contracted for regionally on
the basis of an agreed sum which is top sliced and
allocated. This 15 the pattern across most of the
country. In some parts of the country these specialist
services are handled at the level of the district, in most
parts they are handled at the level of the region and
in that respect they are a free good.

(Dr Walford) In the note we provided for the
Committee about the contracting position in regions,
you will probably see in many regions although these
cases are being handled under a block contract this
year the intention is to move to cost per case.

B60. At the moment you are confirming they are
being charged at a flat rate?

(Dr Walford) In a block contract, yes; not the same
rate for each contract necessarily.

861. Does this not encourage units to admit the
maximum number of babies who need a short stay to
the inevitable disadvantage of the most ill babies who
might need to stay in intensive care for several
months?

(Dr Walford) | consider that is a most unlikely
scenario, Mr Chairman. These units exist to serve
acutely ill, seriously ill babies and to suppose any
financial consideration, where the contract exists and
the baby can be taken in, determines which baby can
be taken in I think to be a highly unlikely

proposition.
862, | am reassured. Obviously commenting on Mr

Edwards 1 understand his is the only region which
has a block contract for this area of activity?
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(Dr Waljord) Mo, 1 think a vast majority of regions
actually have block contracts between the districts
and the regional units so there is a contract actually
established between a purchasing district and the
unit, only a few regions now themselves have a block
contract with the unit. The contract has been
established on the basis of previous referral patterns
and previous expenditure. There has been no cutting
back whatsoever pn the funding of these centres.

863. 1 understand. coming back to Mr Edwards,
no other region in fact. Is this to do with top slicing?

(Mr Edwards) 1 doubt if your information is
correcl. We need to check it.

(Mrs Boriomley) We could check this.

&64. 1 think there could be some misunderstanding
and we may not have the information that actually
would be most helplul and most accurate for us. This
clearly is very, very important to us, I hope you will
understand, not least because this Committee or its
predecessor carried outl an in depth inguiry and a
subsequent follow up inguiry into perinatal and
neonatal mortality and we are waiting lor the
Government to accept some of the recommendations
we made many years ago. Can | continue on the
matter of neonatal intensive care? Is it the
Government’s policy that smaller maternity units
may provide neonatal intensive care or is the regional
structure of such specialist services to be retained?

(Dr Walford) Chairman, the levels of service for
neonatal intensive care are basically either three in
certain regions or two. The three tier service is a
regional highly specialised service, a number of sub-
regional services and basic specialised care but not
highly intensive care delivered in each district. Each
district has to have the capability for a minimum
period of 24 hour emergency care for babies, if you
need a more specialised service this may be in the
regional level or at the sub-regional specialist unit.
We have no plans to change that arrangement, we
believe certain babies must go to specialised units and
it would be quite wrong for that district to try and
duplicate those services at that level.

865. Following up my question and your answer,
do you think a scheme of accreditation of neonatal
intensive care units should be introduced basically to
prevent small units taking a hand on the grounds
they may be able to do it more cheaply?

(Dr Walford) Purchasers have a responsibility not
to purchase care that is not of the standard required.
If purchasers refuse to purchase the service from their
district because the service is not appropriate, and the
service is not there, hospitals are not going to go it
alone. The money will not follow the patients and
hospitals, as providers, cannot set up in this field. It
will be for Health Authorities to purchase for their
recipients the best possible care, It is quite possible
this will not be in the local maternity unit for
intensive care, it will be in another district or ai
regional level.

866. Are you
accreditation or not?

(Dr Walford) Accreditation per se is nol
necessarily the answer. We, of course, support the
concept of medical audit and we know in order to
have the best possible outcomes you have (o have a
certain throughput of patients in any given area and

supporting this scheme of

in & unit which is likely to treat only a small number
of patients you can anticipate in advance the
outcome will not be as good. A system of
accreditation is not in contemplation and is quite
likely to be unnecessary in this area.

(Mrs Bottomley) This is one of the standards the
Clinical Advisory Group are interested in
considering but their thoughts on how to carry this
forward are not yet finalised. | want to reinforce what
Dr Wallord said about the significance of audit, but
also the lorthcoming Confg:;mlial Enquiry into
Stillbirths and Deaths in Infancy. There will be a
number of measures to make quite sure we are
achieving the quality of service for these fragile early
infants all of us would want to see. It is not our
experience at this stage that it is causing difficulties.
But this is an area we would want to watch very
carefully indeed.

867, If there is, therefore, no accreditation, and Dr
Walford has sand she thinks there will not be, and it
is unnecessary, how can the purchasers of these vital
technical services know what they are getting?

(Mrs Bouomley) The development of effective
purchasing, and of quality purchasing guidelines is
part of the work of the Management Executive, We
have talked about the task force for maternity
services generally. It is important that purchasers
become increasingly aware of the criteria they would
to address in carrying forward their purchasing
strategy. It is no different in that respect whether it is
neonatal inensive care or maternity Services
generally. [ do not know whether Mr Edwards wants
to add anything more on that.

( Mr Edwards) These decisions are not made in that
manner. When you get a doctor in a peripheral
hospital with a distressed child they do not worry
about where the contract is, they make the decision
whether their skills are enough or whether they cught
to go to a different clinical territory, that is where the
difficult decision making goes on. You have
differential decision making. some units are building
up their skills to a point where they feel comfortable,
others are not. This is where professionals work
together with the dedicated centres and they clearly
know when to refer and they are working together.

B6X. That is the way the world actually works. We
accept that, but obviously costs always feature in
anything that is done with the Health Service purely
on the grounds we have to get better value for the
Service. Clearly in dealing with neonatal intensive
care and these specialised units you are actually
dealing with a great deal of money and 1 am wanting
to hear, as Chairman of this Commiltee, and |
suspect my colleagues too, that at no time will the
cosl of dealing with one of these distressed,
vulnerable babies ever be taken into account, it will
be the distress of the baby?

( Mrs Botromley) Chairman, it may be the case that
the perception you have of the reforms is of an
emphasis on cost, but that is only so we can improve
care. The true revolution, surely, is the new emphasis
on outcome figures. The development of audit is
about making sure we have those figures readily
available and are committed to continuing to
increase the number of babies who survive infancy.
Any question of costs is secondary.



THE HEALTH COMMITTEE

359

Mrs VirGiva BorroMmLey MP, Dr Diana WaLFORD,

6 November 199 ]

Me Jous SHaw, Dr lan LisTER-CHEESE, MIss Joan GREENWOOD,

[ Continued

AND MR Brian EDWARDS

[Chairman Coni]

869, 1 think you and this Committee are going to
be on common ground. One final question: can | ask
il you would be prepared Lo come again, we have a
number of gquestions we are not able to ask because
we allowed the first hour of this meeting to be
dominated by very important issues which prevented
us going on to other issues? Would you be prepared
Lo come again?

{Mrs Bortomley) Yes.

Rev Smyth

870. Following on the answers given, and
reflecting the concerns about the direction of health
provision, if a young obstetrician with tremendous
gilts in a small hospital uses the undeniable skills and
support of the local people to provide neonatal
facilities, can they be stopped by the regions not
providing the money to follow the patient?

(Mrs Bortomiey) The region needs to be satisfied
they are providing a qualified service.

&71. In other words they can still go on ahead to
build up their own particular empire, if | might use
that term?

{Dr Walford) The fact is that nowadays—with
contracts—the unit will not be funded to provide that

service. Mow, neonatal intensive care is costly, as we
have established. and it is not simply what the
obstetricians or paediatricians want to do, it is the
whaole team of intensive care nursing and therelore it
is extremely unlikely now in a unit where this service
has not been established before—and there is no
money o éstablish it, unless there 15 a lot of soft
money or research money coming in—it is very
unlikely the empire will start to build. It was the case
in the past people built up their own interest because
the cosis were less transparent, these days it is less
likely it will happen. What Mr Edwards said is right,
where it is appropriate to develop expertise locally
the consultants become seconded to other units and
when they are ready and able to take on these new
techniques they can bring them back to their own
unit provided the purchaser wants them to do that,

Chairman: Mimnister, and your officials, can [ thank
you all for coming today. We have had quite a
motivated and invigorating session. | am grateful to
you for indicating you will come before us again for
a further session. Thank you for your attendance this
afterncon.

APPENDIX
DEPARTMENT OF HEALTH'S RESPONSE TO SUPPLEMENTARY QUESTIONS

[. The Minister gave a number of undertakings during her oral evidence of 6 November to provide notes on

certain issues to the Commitiee, These were:—

(a) More precise figures which may be available on the relative costs of different ways or organising

maternity services (Q300).

Department’s response.

The Committee are aware of the research project on team midwilery commissioned by the Department
from the Institute of Manpower Studies at Sussex University. This project is already collecting some
information on costs. The Department will be discussing with the researchers possible ways of extending this
element of the study. (More information about the study is given in response to question 2(c) below.

Health Authorities, as “purchasers™ of services, will themselves encourage local costing mechanisms as the
néw provider/purchaser arrangements develop from block contracts inte more sophisticated purchasing
systems. It is for health authorities to decide what detailed costings they require when entering into contracts.

(b) The Department’s own conclusions from the visit of Miss Greenwood and Dr Modle to the

Metherlands (Q833).

Depariment’s response;

Miss ] Greenwood, Mursing Officer (Midwifery). and Dr W | Modle, Senior Medical Officer, of the
Department of Health, made a study visit in September 1991 to the Netherlands to look at the provision of
maternity services. The programme was arranged by the Netherlands Ministry of Health and consisted of
visits and discussions with professionals and officials representing the following:

The Ministry of Welfare, Health and Cultural Affairs—State Inspectorate of Public Health, Rijswijk;

Academisch Medisch Centrum, Amsterdam;

Midwifery Training School, Slotervaart Hospital, Amsterdam;
Department of Standards Setting, Nederlands Huisarisen Genootschap (Association of General

Practitioners), Utrecht;

Midwile in private practice—at her practice premises in Lisse.

I B
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As a result of their visit, Dr Modle and Miss Greenwood have concluded that there are some aspects of
maternity services in the Metherlands which are better than those in the UK, but rather more which show no
advantage. In their opinion:

In the UK:

(i) We are maintaining a consistent fall in the perinatal mortality rate whereas the Dutch rate has shown
no marked change for several years. In 1990 the perinatal mortality rate in the Netherlands was 9.7 while that
in England was 8.1. Commenting on the trend in perinatal mortality rate in the Netherlands as early as 1986
the Dutch statistician Hoogendoorn wrote—"*The Metherlands has shown a remarkable decrease to the
extent that the rate for 1982 was only 25 per cent of the 1940 figure. Since 1982 however this rate has
stagnated”.

(ii) Professionals in the UK have a policy of offering universal screening for fetal abnormality but there is
no such policy in the Netherlands where Government policy is to offer tests to the small proportion of women
in groups at high risk of fetal abnormality.

(iii) There is better liaision between midwife, GP and obstetrician, i.e. women get the advantage of
multidisciplinary team *‘shared care”™ more commonly than in Metherlands.

(iv) All women in childbearing episode, wherever they are, receive care from a midwile in UK and all these
midwives practise the activities as laid down in the EC Midwives Directive. However, not all pregnant women
in the Netherlands receive care from a midwife.

(v) Pain relief in labour is readily available here but is not normally offered in the Netherlands.

(vi) The one third of women in labour in hospitals in the UK who, if they were in the Metheérlands might
have been labouring at home, are observed more closely by Midwives than they would be in the Netherlands.
Midwives in the MNetherlands are few in number and do not ténd to stay with the woman throughout the first
stage of labour after they have responded to a home call.

In the Metherlands

(vil) Continuity of Care, i.e. commonly from the same person throughout the pregnancy, (usually by a
midwife, less often by a GP) is achieved in about 50 per cent of cases, i.e. more commonly than in the UK.

(vili) Women who have a problem in labour have care by or are closely supervised in person by a specialist
more commonly than in the UK. Mot all those specialists will have the same level of training or experience as
a consultant in the UK but in all cases they have had their level of achievement formally assessed and
recognised.

(c) The proportion of home births in Huntingdon (Q851).

Deépartment s response

In 1990 the proportion of home births in Huntingdon Health Authority was 1.13 per cent (23 births) of
total births. This compares with 1.59 per cent (423 births) in East Anglia as a whole.

(d) Copies of the contracts between DHAs and providers of neonatal care in the Trent Region (Q858).
The information requested is at Annex A.

2. The Committee wishes to follow up the following points arising from the Minister's oral evidence of
& November:

(a) Could the Department give a fuller account of the terms of reference, the progress and the anticipated
date of reporting of the review of research priorities referred to in the Minister's answer to Q799. The
Committee would also be grateful for a note of any preliminary conclusions or indications which the
Director of Research and Development might be able to provide.

Department’s response:

A Central Research and Development Committee (CRDC) has been established to advise on the setting of
priorities for NHS research and development; the membership and terms of reference of the Committee are
sel out in the brochure “Research for Health™ published on 23 September (Annex B) (not reported). The
Committee met for the first time in October when a Priorities Working Group was set up to help determine
the way in which priorities should be set; it will be reporting to the CRDC next Spring. An Advisory Group
on Setting Priorities in Mental Health Research has also besn established and will be reporting to the CRDC
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at the same time on priorities in that field. A full set of R & D priorities will be developed over time, with the
Committee co-ordinating contributions from a range of sources. It is premature at this stage to provide any
preliminary conclusions.

{(b) Could the Department give more precise figures for the increases in qualified obstetricians and
midwives referred to by the Minister in her answer 1o QB00. What targets has the Department set
for the future, or what trends has it identified?

Deparintent’s response:
Increases in Qualified Obstetricians:

Between 1979 and 1990 there was an increase of 25-6 per cent in consultants in Obstetrics and Gynaecology.
The actual numbers of consultants expressed in whole time equivalents (WTE) increased from 586-5 to 736-4.
Ower the same ten year period the incease in all hospital medical staff in Obstetrics and Gynaecology was 19-2
per cent, from a total of 2,361-8 to 2.814-9 (WTE).

Increases in Qualified Midwives:

The figures already given to the Committee by the Minister refer to the growth in the number of qualified
midwives. The table at Annex C provides data for qualified midwives over the period 1981 to 1990 and show
an increase of 24 per cent,

Targets for the Future:

“Achieving a Balance—Plan for Action” (Annex D) (not reported) envisages a rate of consultant
expansion in all specialities of at least two per cent per year. It 15 for individual health authorities and units to
decide the appropriate level of expansion in the various specialities based on local needs and priorities.

The Joint Planning Advisory Committee (JPAC) advises the Secretary of Stale on quotas for Senior
Registrar and Registrar numbers in each specialty. In making their recommendations, full account is taken
of wastage rates and consultant expansion. The composition of the Committee is at Annex E.

The specialty of obstetrics and gynaecology was last reviewed in Spetember 1990; the Royal College of
Obstetricians and Gynaecologisis are, in general, content with national JPAC targets for Senior Registrars
and Registrars. IT the College request it the Committee will consider an earlier review than the 1993 date
previously set. It is planned that the target of 179 Senior Registrars should be reached by 1994 and the target
of 257 Registrars attained by 2000,

{c) What are the terms of reference of the team midwifery research project (Q800) and how does it relate
to the apparently broader review referred to at (a) above? Will it seek to establish what is and what
is not a domino system (Q808)7

Department’s response;

“Mapping Team Midwilery™ is the title of the study commissioned from the Institute of Manpower
Siudies, Brighton, the successful tenderers for the research grant.

The aims of the study are:

(i) Toidentify, through a descriptive mapping exercise, what midwifery staff management practices are
being carred oul in England and Wales in the name ol team midwilery.

(ii) The study should identify how the different *“team midwilery™ models function, and what, in the
opinion of the service providers and managers, facilitates or hinders their midwilery services,

As stated in the answer 1o 1{a) above, the Department will be discussing with the Institute the ways of
developing the costing aspect of this study. The study will seek to describe all methods of team midwilery
including domino schemes or continuity of care/carer schemes on which researchers receive information from
Health Districts in England and Wales. The study is being funded as part of the Department’s own centrally
commissioned programme of research. It is due to report in the Autumn of 1992

{d) What is the relationship beiween the statements on the availability of home births on page 21 of the
HEA book “Pregnancy” and that in chapter 7 of the Maternity Services Advisory Committee’s
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“Maternity Care in Action” that * As unfloreseen complications can eccur in any birth, every mother
should be encouraged to have her baby in a maternity unit where emergency facilities are readily
available™ (QB38),

Department s response.

The Pregnancy Book and the reports of the Maternity Services Advisory Committee (MSAC) are intended
for different audiences. The Pregnancy Book is aimed at parents and reflects the recommendations of the
MSAC’s reports which combine the views of all the professions with the views of users. The MSAC reports
are intended for use by professionals and health authorities as a guide to good practice and in planning the
development of maternity services.

On page 19 of the current edition of the Pregnancy Book the advantages of a hospital birth are stated as
being that:

“both expertise and equipment are on hand in case they are needed. IT something goes wrong during
labour (and no-one can be 100 per cent sure it won’t) then you don’t have to be moved.™

On page 21 however, it 15 acknowledged that some women will wish to have a home birth because:

“they feel they will be happier and betier able to cope in a place they know and with their family around
them™.

This is entirely consistent with chapter 7 of the MSAC’s report, “*Maternity Care in Action, Part 1I: Care
during childbirth™ which states that:

*As unforeseen complications can occur in any birth, every mother should be encouraged to have her
baby in a maternity unit where emergency facilities are readily available. Some mothers might prefer to
have their babies at home, despite the possible risks, feeling that these are outweighed by the benefits they
perceive (o themselves and their families.”

and

“Some mothers want a home birth because they feel that they will be more relaxed and in control at
home or because they regard childbirth as a family event and do not want to be separated from their
families.”

Both documents make it clear that a woman has a right to a home birth and recommend that, before
deciding, a woman should talk to her GP and midwile. A woman may also be encouraged to have a consultant
opinion but all the professions involved recognise that the final decision is the woman’s not theirs.

(e) Can you given the evidence on which was based the figure of 20 per cent of those booked to have
babies al home or in GP units being transferred to hospital (Q843).

Lepariment s response;

Paragraph 2.6 of the Department's Memorandum on Delivery mentioned that studies show that up to
one-filth of women booked lor delivery at home or in an isolated GP unit are transferred to a hospital
consultant unit because of complications that arise after labour has begun. The memorandum gives two
references to transfers from GP units. There are several other papers which quote GP unit transfer rates and
home to hospital transfer rates and a uller list is attached. (Annex F).

(1) When was the current system of remunerating GPs for maternity services introduced, and when was
it last reviewed (Q856)7 What is the system for renegotiating it?

Depariment’s response!

The current system of remunerating GPs for maternity medical services was in place in 1966, Since then it
has undergone periodic reviews in consultation with the profession, and minor amendments made. Regardless
of where the initiative comes from, any renegotiations would be a matter for discussion between the
Department and the General Medical Services Committee of the BMA.

(g) Could the Committee have further details of the progress and expected publication dates of the
inquiries of the Clinical Advisers Group and into stillbirths and deaths in infancy (Q866)?
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Department’s response:
Clinical Standards Advisory Group

The Clinical Standards Advisory Group (CSAG) has been asked by the United Kingdom Health Ministers
to advise on the standards of clinical care for women in normal labour. Their investigations will include
variations in clinical protocols for and practice in the management of women having their first child in a
representative sample of labour wards in NHS hospitals. They will also investigate the use of corticosteroids
in cases of premature labour. CSAG expects to report to the Health Ministers next Summer,

Confidential Enquiry into Stillbirths and Deaths in Infancy

The Confidential Enquiry into Stillbirths and Deaths in Infancy (CESDI), a unique initiative worldwide,
will be a continuous programme of selecting for detailed enquiry a propertion of the around 10,000 late fetal
losses, stillbirths and deaths in infancy which occur each year in England, Wales and MNorthern Ireland.
Ministers will be advised by a Mational Advisory Body (NAB) about the proportions ol such deaths which
should be studied in any one year. The NAB will be set up shortly and will comprise representatives of
professional bodies, voluntary organisations and NHS management. In 1992 the NAB will advise the NHS
of the systems needed to conduct the Enquiry and the first full year's data will be collected in 1993. A national
report of findings and recommendations is expected to be published in 1994.

(h) The Department’s table on current contracting arrangements [or regional services for perinatal and
neonatal intensive care indicates that the previously regionally funded services have largely been
devolved down to district block-contracting. The data suggest that only SE Thames has top-slicing
and a regional contract. However, Mr Edwards said on 6 November (Q85%) *. . . in my own
particular region the services are contracted for regionally on the basis of an agreed sum which is
top sliced and allocated. This is the pattern across most of the country . . .". This appears to
contradict the Department’s earlier evidence, which suggests that in Trent there is no top-slicing.
Dr Walford, commenting on this later in the evidence, suggested that they do not have the power Lo
stop small neonatal units being established, At Q879 she indicated that regions could not force
DHAs to make appropriate contracts, but in (864, Dr Walford states that the DH supports the
three-tier (or two-tier) structure. How is this structure to be maintained without top-slicing and a
regional contract?

Department’s response:

Prior to April 1991 top-slicing was used for funding neonatal intensive care and money for the service wenl
direct 1o sub-regional centres from regions. Since the introduction of contracting arrangements regions have
adopted a variety of approaches and, in some instances, this still involves top-slicing. The Department’s
earlier supplementary note on the subject made clear that all regions have either a two or three tier structure
for neonatal intensive care, though in East Anglia the Regional Centre based at the Rosie Maternity Hospital
operates informally. These centres are the responsibility of the regions concerned. They have built up
considerable expertise over the vears and regions will continug to have an interest in ensuring that their
resident populations are best served by all the services that are purchased.

Block contracting by purchasers simply means that access is given to a range of care at a specific price e.g,
maternity and paediatrics, within which neonatal intensive care may or may not be separately identified. As
the contracting process becomes more sophisticated, purchasers will begin to identify particular aspects of
care separately and some are already doing this. Block contracts can be held at regional level and therefore
their existence does not indicate any particular type of funding.

In the first year of contracting for neonatal intensive care, the contracting arrangements have been largely
based on the previous pattern of referrals and purchasers have been funded accordingly. Because of the
expertise that has built up over the years in regional and sub-regional centres, these are even better placed
than before in a system where the money follows the patient.

As Dr Walford staied in her response to Q871, it is the purchasers’ responsibility to enter into the most
appropriate contracts for their residents. In some cases, where residents live some distance from their own
regional centres, this may even be with centres situated outside the region itself.

(i) Babies admitted to neonatal inlensive care units seem not to be being classified as ““emergencies” and
admissions are being charged as part of a block contract (Q860). Is it the Department’s policy that
ill newborn babies are “*emergencies”, and that potential disputes about payment should be avoided;
and is it the expectation of the Department that the charge should be sénsitive to the care given in
future contracts? -
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Department s response:

The majority of referrals to neonatal intensive care units will be covered in advance by contracts and so the
question of where financial responsibility rests will rarely arise. In emergencies, the baby will be treated
promptly and the funding arrangements made at a later date. An émérgency extra contractual referral is
clearly defined in legislation (section 3{5)(b) of the NHS and Community Care Act); that is, where

“the condition of the patient is such that he needs those goods and services and, having regard to his
condition, it is not practicable before providing them to enter into an NHS contract for their provision,™

What is practicable in terms of arranging a contract will depend on the individual circumstances of the
case. It is a matter lor the individual purchasers to decide the level of detail. However, where the referral is an
emergency and does not fall within an existing contract (ECR), the charge made will be in accordance with a
published tariff.

(i) InQ866, Dr Wallord rejected the idea of accreditation of regional units. Does the Department expect
to review this policy?

Depariment’s response:

The NHS Managemeni Executive believe that purchasers should conlinue to secure improvements in the
quality of service delivered through the negotiation and specification of quality terms in contracts. DHAs are
able to negotiate and agree with providers quality terms which reflect their particular local needs and
circumstances. It also enables clinicians to become actively involved in discussions about the standard of
service they deliver leading to greater “ownership™ of the quality terms agreed in contracts. Accreditation of
national minimum standards runs the risk of ensuring that the minimum standards are the only standards
people bother with.

The Commitiee also wishes to obtain the Department’s response 1o the following supplementary questions:

3. What has been the impact to date of the findings and recommendations of the Maternity Services
Advisory Committee?

Depariment’s response:

The Maternity Services Advisory Committee’s three reports, “Maternity Care in Action™, provide detailed
guides to good practice and checklists (or action in the areas of antenatal care, interparium care and postnatal
and neonatal care. The Committee’s advice lforms the basis of Government policy for maternity and neonatal
services, [t is a matter for health authorities to determine how best to implement the advice contained in the
MSAC reports using their detailed knowledge of local needs and circumstances but, as stated already in the
Memoranda submitted to the Committee, the reports have been commended by Ministers to the NHS and
their impact on service delivery has been monitored by special surveys conducted in 1986 and 1988 into
selected aspects of care,

The results of these surveys have shown that health authorities have taken steps to improve their maternity
and neonatal services in the light of the MSAC reports and they have enabled the Department to identify
areas where there was room for improvement. This in turn, has led to maternity services being accorded a high
priority in the annual planning guidelines issued to the NHS since 1990-91. For instance, for 1992-93 all
regions have been required to agree targets with their districts and FHSAs to reduce sitillbirths and infant
deaths and to play a full part in the national confidential enquiry. The NHS Management Executive has asked
regions to pay particular attention to reducing smoking among pregnant women; issues of access Lo services
for certain groups of women—eg those from ethnic minorities; and arrangements for consultant cover of
labour wards.

4. Have Maternity Services Liaison Committees been successful in achieving the aim of greater user
involvement in the planning of local maternity services? Can you give us examples of where significant
advances have been made as a direct result of the work ol a Maternity Services Liaison Committee?

Depariment s response;

Most Maternity Services Liaison Committees (MSLCs) have succeeded in involving user representation
with, for example, members from Community Health Councils and the National Childbirth Trust. Most of
the success of user involvement scems to be connected with the operation of services rather than in planning;
with discussions of issues, such as the *Maternity Care in Action™ reports and “*The Breast Feeding Initiative™
and conducting consumer surveys being the most prominent activities. In general terms the balance that users
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can bring to issues where there may be conflict amongst providers is seen as extremely valuable. A list of
advances made as a result of MSLC involvement is shown in Annex G.

3. Are link workers employed by all providers of maternity services in districts with large populations
whose first language is not English?

Department s response:

The Department does not keep central records of the location and numbers of link workers. However,
anecdotal evidence suggests that they are employed widely and increasingly where there are large ethnic
minority populations.

The use of link workers was piloted by the Department of Health through the Asian Mother and Baby
Campaign (1984 to 1988) which encouraged their appointment by health authorities to overcome barriers off
language and culture between patients and health service professionals. It was a successful exercise in
providing a model for health authorities to follow. Its results were widely publicised to health authorities and
this will have contributed to their widespread use.

6. What consideration has the Department given to the Welsh Health Planning Forum’s publication
“Protocols for Health Gain for Maternal and Early Child Health™; and what is the Department’s policy
towards developing its own parallel protocols?

Department s response:

The Welsh Health Planning Forum was established in 1988 by the Secretary of State for Wales as an
advisory sub-group of the Executive Committee of the Health Policy Board of the NHS. Its role is to give
expert advice on the planning of health services. The *Protocol for Investment in Health Gain: Maternal and
Early Child Health™ is one of a series of 10 Protocols, four of which have been published by the Welsh Office
MHS Directorate.

The Department has studied the Welsh Health Planning Forum’s interesting and informative protocol for
maternal and early child health which includes guidance on the lines of that included in the Maternity Services
Advisory Committee reports. It also lays stress on health gain targets which it acknowledges is a central theme
of the Department of Health's **Health of the Nation".

In the Department of Health's view, protocols and good practice guidelines can be very uselul tools for
improving patient care and making better use of resources. However, these should not be over-prescriptive.
There needs to be room for local flexibility to ensure that health authorities arrange the most appropriate
balance of care to meet the needs and wishes of local people. Protocols and good practice guidelines are
certainly areas the proposed task force on maternity services will consider.

7. What is being done to develop routine methods of follow up of children who have been in intensive care
to assess the prevalence of disability among the survivors?

Deparimerni’s responise;

The vulnerability of very low birthweight babies (who have been treated in intensive care uniis) to sensory,
physical and developmental impairments is now well recognised. The experience of a child during labour and
in the neonatal period is a key item of information in the preparation of a child health surveillance (CHS)
programme and practitioners will pay special attention to children “at risk™ as a result of an unfavourable
early life experience. They will be at particular pains to ensure that these children do not miss any of the
developmental examinations in a programme of CHS. The recommended programme is set out in “Health
for all Children” (The Report of a Joint Working Party on Child Health Surveillance Edited by Dr David
Hall, Consultant and Honorary Senior Lecturer in Community Child Health at St George's Hospital Medical
School, London)

The Government has taken steps to improve the quality and availability of CHS. Since April 1990 GPs have
been eligible for a special payment for undertaking CHS provided they can meet criteria set by the
DHA/FHSA in respect of training and experience in child health. A working group of relevant professional
bodies including the British Paediatric Association and the Royal College of General Practitionérs has
produced guidelines on the necessary training requirements and have organised training course. So far some
50 per cent of GPs have been accredited to undertake CHS. i
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As a result, parents now have a choice between the child health clinic and their GP for arranging CHS. The
clinic may be more convenient or, alternatively, they may prefer the continuity offered by using their GP for
the lull range of the lamily’s primary health care needs.

Performance in CHS is subject to clinical audit.

8. Has the recommendation in the Government's reply to the Social Services Committee’s First Report of
Session 1988-89 on Perinatal, Neonatal and Infant Mortality (Cm 741) that all Regions should have at least
one paediatric pathologist in post now been achieved?

Deparintent's response.

All but one Regional Health Authority (South East Thames) now have a paediatric pathologist in post.
The South East Thames RHA's Appointment’s Committee will interview candidates in December 1991; with
the intention of making an appointment at the beginning of January 1992,

9. (a) Can the Department confirm that in its memorandum printed with evidence for 3 July (pages 186-7)
and in answers to PQs (10 June, col 446, 21 June, col 324, 25 July, col 911) the Department showed that data
provided to the Committee were based on only 55 per cent of births in England in 1989-90 and could not be
used to produce tabulations for regons, or for districts, What was the coverage in 1990-917

Department's response;

The Department can confirm that data provided to the Committee were based on 55 per cent of births in
England in 1989-90. Regional analyses of estimated percentages of some key data items have now been
produced where possible and are attached (Annex H). It is too early to make a precise assessment of maternity
HES coverage in 1990-92], but indications are that about 70 per cent of birth episodes and 60 per cent of
delivery episodes will be covered. Until the data are finalised, processed, and examined in depth, it will not be
possible to comment on the guality and completeness of the data in these records.

{b) What has coverage been since April 19917 Has there been any problem in getting data from trusts?

Department’s response:

It is too early to be able to assess the coverage since April 1991. Arrangements have been made for NHS
Trusts to continue to submit HES data through the Regions in which they are located until April 1993 and
there is no evidence of any specific problems with this arrangement. From 1993, data will be gathered through
purchasers covering patients treated in both Trusts and other management units.

(c) What has the Department been doing to improve coverage and what have been the results?

Department's response;

The NHS Management Executive monitors the data provided by Regional Health Authorities and
regularly meets with Regional Directors of Information to discuss the quality of the data. The difficulties
surrounding the completeness of maternity data have been identified as a priority. This initiative has resulted
in real improvements in most regions. Work has now been successfully completed in the area on linking
maternity to other systems and an improvement will be evident when 1991-92 data are available.

10. What information does the Department have about the incidence of post-natal infection after
episiolomies and caesarian sections?

Depariment 's response:

Information about the incidence of post-operative infection after caesarian sections is contained in the
paper by Miranda Mugford et al entitled *Reducing the Incidence of Infection after Caesarian Section:
Implications of Prophylaxis with Antibiotics for Hospital Resources™ (BMJ 21/10/89 page 1003 to 1006—
reproduced as Annex I) (not reported). The introduction to that paper gives an estimate for England and
Wales of at least 6 per cent wound infection following caesarian section with a range of 0-20 per cent.
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Information about infection following episiotomy is available from: Kitzinger and Simkin *Episiotomy
and the Second Stage of Labour” London National Childbirth Trust, 1990. Attached at Annex J is page 85
from the chapter by Bante and Thacker on infection following episiotomy (up to 3 per cent), together with
the reference list {not reported).

I1. lIs the Department planning to commission any surveys to fill the gaps in information since 1985, the
last year of the old Maternity Hospital In-Patient Enquiry?
Deparimeni’s response:

The Department is concentrating on achieving accurate and up to date information as soon as possible and
has no plans to commission any surveys Lo fill the gaps in information since 1985,

12. (a) What has the OPCS done to identify the causes of the problem identified in answers to PQs of 4
July (col 189-90) and 2 July (col 117), and OPCS Monitor DH3 91/1 which demonstrated a decline in
completeness of birth registration data?

Department’s response:

OPCS has carried out some preliminary enguiries into the reasons lor missing birthweights. There are a
range of reasons why these occur, and where possible immediate action has been taken. Further work to
identily the nature of the difficulty in different areas has been started and is planned to take about six months,

(b) Are additional resources needed to solve the problem?

Depariment s response;

Identifying where and how much resource is required is part of the above task.

13. The Department's memorandum published with the minutes of evidence for 3 July said that early
results of the infant feeding survey would be out in mid June. Are they now available?

Department s response:

We should have made clear in memorandum No. 4 on postnatal care that the reference in paragraph 6.3
was 1o mid June /992, The field work for the 1990 Infant Feeding Survey finished in May/June 1991. OPCS
are in the process of analysing the results and the final results are expected in the Summer 1992,

14. When does the Department expect to respond formally to the submission of the British Pacdiatric
Association on paediatric medical staffing lor the 1990s?

Department s response:

The report on paediatric medical staffing lor the 19905 is at present the subject of discussion within the Joint
Working Party (JWP) on Medical Services for Children. An interim report of the JWP is being considered by
the Chiel Medical Officer and good progress towards a final conclusion is expected. The Joint Working Party
consists of representatives from the BMA. the Royal Colleges and the Department.

The report is also being used to inform an early review of the specialty by the Joint Planning Advisory
Committee; this is expected in mid 1992, (See also the response to question 2(b) above).

15. Could the Department provide a bricl note on any issues ansing in connection with the Nurses,
Midwives and Health Visitors Bill [Lords] which it considers would be pertinent to the Committee’s currént
inquiry? s
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Department s response;

The MNurses, Midwives and Health Visitors Bill, which passed Report stage in the House of Lords on
26 November 1991, provides for changes in the constitution of the United Kingdom Central Council and the
four Mational Boards for Nursing, Midwifery and Health Visiting. In particular, the English National Board
will, if the Bill receives Royal Assent, be responsible in future for approving institutions to run courses of
pre- and post-regisiration courses in nursing, midwilery and health visiting. Al present, the Board uses some
of its grant from the Department, to fund course and salary costs for midwilery teacher training courses. The
Department is still considering whether, in the light of “Working for Patients: Working Paper 10, Education
and Training” this funding should be identified and protected nationally and administered by the
Department, or by the Board on the Department’s behalf.

December 1991

ANNEX A

TRENT HEALTH

REGIONAL SPECIALITIES AND NEONATAL INTENSIVE CARE SERVICES

Regional Specia lities

I. Regional Specialties cover a small range of services not provided in all Districts because of the need to
concentrate special expertise or equipment, and/or the relatively high cost, and which the Regional Health
Authorily (RHA) has considered should be planned and funded on a Regional Basis in consultation with
District Health Authorities (DHAs).

2. The RHA has itsell contracted for these services in 1991-92 with the provider units concerned and the
service agreements are block contracts with indicative workloads and costs. The agreements cover Trent
residents treated in Trent and for these patients there is no charge to Trent DHAs ie they are a free good.
Patients being referred outside the Region are paid for by the District of residence.

3. Regional Specialties in the Trent Region include cardiothoracic services, neuroservices and genetic
services. For genetics the RHA has let three contracts as follows:

Unit Funded  Expected Workload
Value
(E000"s)
Leicester Royal Infirmary 245.6 Clinical Genetics: 1,085 wisits/

attendances
Molecular Genetics: 1,450 tests
Clinical Cytogenetics: 902 tests
City Hospital, Nottingham 766.8 Clinical Genetics: —
Molecular Genetics: 1,420 tests
Clinical Cytogenetics: 2,900 tests
Children’s Hospital, Mottingham 576.7 Clinical Genetics: —_
Molecular Genetics: 2,000 tests
Clinical Cyvtogenetics: 3,934 tests

4. The take-up rates in Regional Specialties by DHAs are counted back into their resource position in
determining their distance from target. The RHA plans to progressively de-designate most, if not all, the
Regional Specialties and devolve the purchasing to Districts. Four of the smaller specialties were devolved
this year and two of the larger specialties, end stage renal failure and plastic surgery/burns services, are to be
devolved from | April 1992, with most of the remaining specialties from 1 April 1993,
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Neonaral Intensive Care

5. Whlst this specialty has received special targeted funding from the RHA, DHAs handle the contract
negotiations for their residents with the designated centres within a Regional framework. The RHA
specifically reviewed the contracting arrangements at the start of 1991-92 to satisfy itself that the services had
been safely secured during the course of 1991-92. In year one, contracts for neonatal intensive care were part
of block contracts with DHAs covering a range of services. Meonatal intensive care services are not identified
separately within the contracts and are generally either included under maternily or paediatric services. In a
few cases the specialty of neonatology has been identified but this includes both special care and intensive care
and does not differentiate between the two. For 1991-92, the majority of units have based their contracts on
average costs but work is in hand in many Units to distinguish more clearly between intensive care and special
care during the 1992-93 round of contract negotiations.

6. A major research project funded and undertaken in Trent has demonstrated that many babies are
admitted inappropriately to neonatal cots and purchasers have been asked to review admission criteria with
the providers.

7. With the exception of the Jessop Hospital in Sheffield where the tariff for ECRs shows cost per day
charges for both high dependency and intensive care, neonatology charges are quoted on a cost per case basis.
These cost per case costs vary widely, with the specialised units in Mottingham and Leicester charging prices
more than four times higher than other units in the Region. Derby City Hospital's charges for paediatrics
(including neonatal care) are quoted on the basis of DRGs. A substantial amount of work is currently in hand
to refine and develop these costs.

November 1991

ANNEX C

TasLE A
QUALIFIED MIDWIVES (EXCLUDING AGENCY)
ENGLAND AT 30 SEPFTEMBER

. Per cent
Year i change
= 1981-90
1981 16,040
1982 16,530
1983 17,110
1984 17,640
1985 18,260
1986 18,670
1987 19,130
1988 19,090
1989 19,110
1990 19,860 23.9%

Source: Department of Health (SM13C) Annual Census of NHS Non-Medical Manpower.

MNotes: (1) Figures independently rounded to the nearest 10 (ten) whole-time equivalents. Pércentage
calculated on unrounded figures.
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ANNEX F

GP UNITS TO HOSPITAL TRANSFER RATES
REFERENCES
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ANNEX G

EXAMPLES OF THE WORK OF MATERNITY LIAISON COMMITTEES

. Kettering DHA

{a) improvements in the quantity, quality and time of availability of food in the maternity unit;
(b) improvements to visiting policy;
(c) improvements to guidance on feeding new born babies.

2. King's Lynn and Wisbech
{a) pilot scheme for community antenatal bookings (Oct 1991).

3. Cambridge Health Authority
{a) MLSC played a significant part in seétting up Rosie Maternity Hospital.

4. East Suffolk

{a) introduction of patient held maternity records (also Macclesfield HA, Crewe HA, Wirral HA,
Lewisham and Southwark);

(b) extension of ultra-sound service to all expectant mothers;
{c) improvement in the management of stillbirths.

5. Rochdale Health Authority
(a) improvements in quality flowing from a patient satisfaction survey initiative;
{b) an increase in epidural service;
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(c) a review of patient information service including more information and in several ethnic languages;
{d) success in improving facilities for bereaved mothers/parents (also Wirral HA);
(e) helping to introduce team midwifery.

6. Yorkshire Health Authority

{a) MSLC has led work to review balance of primary and secondary care in pregnancy and childbirth—
has led to direct reviews of services and changes.

7. Leeds Health Authority
(a) Together with the CHC, the MLSC have produced a user friendly description of available services.

8. Macelesfield Health Authority
(a) A policy of GF deliveries has been developed.

9, South Sefton Health Authority
(a) Support for the breast feeding initiative (also Crewe);
(b) care of pre-term infants in the community.

10. Warnngton
{a) Each mother is allocated a midwile who is responsible for her care throughout their shift;
{b) more peripheral clinics have been established.

11. Greenwich

(a) the needs of the ethnic child bearing population has been given focus through updating available
literature, appointing client/patient advocates who complement the user representatives at MSLC
meetings and advertising for an Asian speaker lor this client group.

12. North West Thames RHA

(a) MSLCs have helped in encouraging team midwifery in many units (eg St Mary's), in obstetric day
care units (Edgware).

ANNEX H

MATERNITY HOSPITAL EPISODE STATISTICS 1989-90—ENGLAND

INTRODUCTION

I. The following tables show a regional breakdown of estimated percentages relating to maternity delivery
episodes recorded in the Hospital Episode Statistics (HES) system.

BACKGROUND

2. Upto 1985, data relating to maternily items were collected via the Hospital In Patient Enquiry (HIPE).
HIPE was based on a 10 per cent sample of all episodes and was therefore subject to statistical error especially
where estimated numbers were small.

3. Following the recommendations of the Korner Committee, HIPE was replaced by HES in 1987-88.
HES is designed to collect data lrom all hospital episodes. The system consists of the collection of data from
the hospital unit where the episode takes place and recording them on the Patient Administration System
(PAS). The data are then made available to Districts and Regions to enable them to be used for local
management purposes, before being submitted to the centre.
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4. Given the additional burden of data collection on the NHS it was decided that to ease the burden, the
“Maternity Enhancement™ (i.e. daia relating to delivery and birth episodes), should not be collected until the
1988-89 financial year. This collection of data was eventually postponed until the third (i.e. September)
quarter of that year. This resulted in a shortfall of data for 1988-89. The first full year of collection of
maternity data under HES was therefore 1989-90. The 1989-90 data are however, not complete, and are
based on about 55 per cent of the expected number of delivery episodes. The NHS Management Executive
monitors the data provided by Regional Health Authorities and regularly meets with Regional Directors of
Information to discuss the quality of the data. The difficulties surrounding the completeness of maternity data
have been identified as a priority. This initiative has resulted in real improvements in most regions. Work has
now been successfully completed in the area of linking maternity to other systems and an improvement will
be evident when 1991-92 data are available.

Data QuaLiTy
5. The deficiency of data includes incomplete data within Districts and Regions as well as data missing
from whole Districts. Within the incomplete data there is evidence of mis-recording of data items.

6. The poor quality and incompleteness of the data make it difficult and often impossible to formulaie
useful statistical information either at national or regional (district level. It is not meaningful to produce actual
numbers of data items and therefore estimated percentages are the best that can be achieved. As the system
15 still in its infancy, there are no historical data against which to perform validation checks except for the last
year of HIPE data in 1985.

TaBLES

7. The attached tables show regional breakdowns of estimated percentages of some key data items relating
to delivery episodes. All figures are rounded 1o the nearest whole number e.g. where (0 per cent 1s shown, this
means less than 0.5 per cent. Where, because of poor data quality, it is not possible to produce reasonable
estimates, this is signified by the symbaol “—"", Where this occurs for the regional data within any calegory, il
casts doubt on that region’s data for other categories.

8. Table 1 shows estimated percentages relating to Place of Delivery. These estimates differ from OPCS
birth registration data in that those data show 2 per cent of maternities being other than in a NHS hospital.
It is thought that under-recording of home births within HES is the reason.

9. Table 2 shows estimated percentages relating to Method of Delivery.

10. Table 3 shows estimated percentages relating to Method of Onset of Labour,
11. Table 4 shows estimated percentages relating to Person Conducting Delivery.
12. Table 5 shows the mean and median Duration of Post-natal Stay,

CoMNCLUSION

13. These are the region breakdowns which it has been possible to produce to date. Work is continuing to
investigate the feasibility of producing further regional breakdowns relating to Gestation and Birthweight. It
has not been possible to praduce regional breakdowns relating to Anaesthetic Administered.

14. The estimates in these tables should, for the reasons stated above, be treated with caution.
15. Improvements are being sought in the quality and completeness of data for future years.

These tables were produced by Department of Health, Statistics and Management Information, Branch
SMI 2B, October 1991.
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Memoranda submitted by the Royal College of Obstetricians and Gynaecologists
POSTNATAL CARE
l. CURRENT PRACTICE OF POSTNATAL CARE
11 Introduciion

The puerperium is considered to last for about six weeks, Postnatal care takes place for most women
initially in hospital and following discharge, in the community. While for the vast majority of women the
postnatal pericd presents no difficulties, for some, major problems do arise and there are a number of
important issues.

lii Hospital Care
(a) Team Approach

In theory the team approach adopled by obstetricians and midwives—Iled by consultants—during the
antenatal and intrapartum period continues postnatally. In practice inpatient postnatal care is largely left to
the midwives and the most junmior medical staff, with middle grade and consultant obstetricians becoming
involved only if medical problems arise. While it is probably quite appropriate for the routine medical input
to cease afler delivery, this gives rise to two problems. Firstly consultants tend to have little if any input into
the establishment of standard hospital policies for postnatal care so thal in certain areas—such as
coniraception and infant [eceding—there is a tendency for management and advice to women lo be
inconsistént if not conflicting,

Secondly some women, expecting the medical input to continue after delivery, may feel short-changed if
they do not see “their obstetrician™ once the baby is born. Complaints that “no-one came near me after the
baby was born™ are heard not uncommonly.

Recommendations

Consultant obstetricians should be involved in establishing consistent policies for all aspects of postnatal
care and ensuring that the policies are adhered to. All hospital stafl should be aware of policies for postnatal
care and information about policies should be available to patients, who should know what care to expect.

ib) Discharge Policies

With imprevements in antenatal and intrapartum care and general health and wellbeing of the community,
the time spent in hospital following delivery has reduced and most hospitals have abandoned fixed durations
of stay after childbirth.

By and large the duration of inpatient care is dictated by the mode of delivery, parity of the mother, health
of the neonalte and demands on bed occupancy. Increasingly the tendency is towards early discharge both as
a result of pressure [rom some consumer groups and from managers who see short stays as being economical.
With the closure of small maternity hospitals and rationalisation ol malernity services it may become difficult
for mothers who need or wish to remain in hospital longer, for social rather than medical reasons to do so.
This particularly applies to single mothers, women who need more time to become confident with handling
their baby. babies with feeding difficulties and so on.

Recommendarions

Discharge policies should be flexible and should meet the social needs of mothers as well as the medical
needs of the posinatal period.

The policy of early discharge into the community should be scientifically evaluated. Its effect on the
successful establishment of breastfeeding and on the recognition of postnatal depression may be detrimental.
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i Community Care

Community care is shared by the general practitioner, the community midwives and health visitors.
Midwives rule No. 27 states that “the postnatal period means a period of not less than 10 and not more than
28 days after the end of labour during which the continued attendance of a midwife on the mother and baby
is required” (1). This has been interpreted by the providers as a daily visit to all postnatal mothers and babies
until at least the tenth postnatal day. In practice many mothers who are seen to be coping well are not visited
every day while mothers with problems may continue to see the midwife regularly until the twenty-eighth day
following delivery. Health visitors are notified of the delivery and visit on or around the tenth day and
thereafter according to the perceived needs of the family.

General practitioners receive item of service payments for five visits to be made during the first fifteen days
after delivery and for undertaking a postnatal examination—usually done in the surgery—at around six
weeks after delivery. Most GPs do not make five home visits within the first two weeks and it is doubtful
whether this is a sensible arrangement since most mothers have few problems and are already seeing the
midwife. It is likely though that with the increasing tendency of GPs to run their practices as business concerns
that all five “visits”" will increasingly be made and claimed for. Conversely in some parts of the country there
now seems to be a fixed upper limit on the number of visits a health visitor may make during the baby’s first
year of life. The standard of care delivered in the community varies. One study in N. Hertfordshire reported
that 50 per cent of patients were dissatisfied with their postnatal care (2). In a study undertaken in S.E.
Scotland (3) only 40 per cent of GPs in seventy-seven training practices noted delivery dates in practice
diaries—the majority relied on being informed of the delivery by the patient, her husband or by the hospital.
Only a handful of GPs visited the mother in hospital and 30 per cent did not visit after discharge—relying on
midwives visits or the mother coming to the surgery. While over %0 per cent of the GPs felt that there was a
team approach to postnatal care in the community this belief was not supported by the other members of the
team-—the midwives, health visitors and practice nurses. If a mother is discharged from hospital before 48
hours alter delivery the GP is obliged to make an early home visit. Most of these early discharges are arranged
during the antenatal period but if not there can be problems with informing the GP of the mother's departure
from hospital. There appears to be no standardised procedure of informing the GP when a mother and baby
have been discharged.

Recommendations

An integrated leam approach between midwile, health visitor, GP and hospital with an excellent standard
of communication between all parties is essential to maintain a high standard of postnatal care. Standard,
effective policies for informing a practice of a mother’s discharge must be established and the local GPs and
their teams should be aware of the hospital's policies [or postnatal care so that patient management may be
consistent.

2. SrectFic IsSUES/PROBLEM AREAS
2i Infant Feeding

The most recent national data on infant feeding comes from the OPCS survey last undertaken in 1985 (4).
Between 50 per cent and 60 per cent of women in the United Kingdom choose to breastfeed their baby but
the great majority give up in the early post partum weeks, by six weeks only 40 per cent of women are still
breastfeeding. Howie et al 1990 (5) demonstrated that there is a significant reduction in the incidence of
gastrointestinal disease in children during the first year of life if they are partially breastfed for more than 13
weeks after delivery. There is now mounting evidence to suggest that even in developed countries
breastleeding really does improve infant health. Efforts are being made to encourage breastfeeding. The
DHSS in collaboration with the voluntary organisations—particularly the Mational Childbirth Trust
(NMCT)—have mounted a countrywide breastfeeding initiative but it is low key and tends to preach to the
converted. There is also a move to curtail the advertising of artificial baby milks and to force manufacturers
to inform women buying these [ormula leeds that “breast is best™,

Breastfeeding is not easy and its successful establishment depends on good instruction during the early
postnatal days, commitment on the part of the mother and support from the rest of the family, particularly
the hushand.

Infant feeding is not often discussed in depth antenatally except at specially arranged classes which a
minority of mothers attend. After delivery instruction and assistance is left to the midwives—most of whom
have never had children. Mothers usually see a large number of different midwives during their stay in hospital
and advice is often inconsistent. Moreover many mothers are discharged home before lactation is established.
Mo provision is made for mothers having difficulties and very few hospitals offer breastfeeding problem
clinics. Once home more advice—often conflicting—comes from a different set of midwives and a health
visitor as well as from a host of friends and relatives. Small wonder that most women give up. Mothers most
likely to establish successful breastfeeding and to maintain it for more than thirteen weeks are those who use
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the lay organisations such as the NCT through which women have access 24 hours a day to a single
breastfeeding counsellor who has herself breastfed and who gives a consistent message.

Recommendations

Hospitals should strive for a consistent approach towards instruction in and assistance with infant feeding.
Most women have decided well before delivery, even before pregnancy, how they wish to feed their baby. it
is unrealistic to believe that the incidence of breast-feeding can be dramatically increased by intervention
during the post partum period. Attention should be focused on discussing antenatally relevant and real
problems such as feeding, crying and getting the baby to sleep and on supporting women who are keen to
breast-feed. Mothers who do not wish to breast-feed or who are unable to do so should not be made to feel
guilty or inadequate. Consideration should be given to the wider use of breast-feeding counsellors from lay
?rganisaliuns in hospitals since midwives have insufficient time to handle women struggling with infant
eeding.

2ii Conmtraception

Flessig (5) reported recently that 31 per cent of pregnancies ending in childbirth in England and Wales were
the result of unintended conceptions. Particularly likely to have been unplanned are pregnancies occurring at
short intervals (6). For a couple preoccupied with a new baby decisions about contraception are frequently
postponed. Decisions about infant feeding are relevant to contraceptive choice and a change from breast to
bottle may render the chosen method less appropriate or even less effective. Again a large number of
professionals may give advice, none of them with a particular expertise in family planning, and usually too
little time is spent discussing past experience. General practitioners are good at remembering to discuss
contraceplion at the post-natal visit (2) “possibly encouraged by the early opportunity to claim an item of
service fee” but in over 85 per cent of cases they advise the pill.

Recommendations

Doctors with an interest and expertise in contraception should be involved in establishing a consistent
hospital policy with regard to post partum contraception and policies should be made known to the
community teams. Discussion about contraception should not be left to ill-informed junior medical and
nursing staff. In large maternity hospitals a doctor or nurse trained in family planning should be available to
visit post-natal wards daily to discuss contraception.

2iii Perinatal Bereavement

Attitudes to perinatal bereavement have changed profoundly over the past 25 years (8). Despite this,
stillbirth and neonatal death is often handled extremely badly in hospital. Staff are often ill-informed of the
legal requirements and local arrangements for registration of the birth; disposal of the body or remains;
funeral or burial; post mortems; the availability within the hospital of immediate support from the hospital
chaplain. Support from the post-natal team in the community is often better but relies on good
communication between members of the team. Recently the RCOG has distributed to all maternity units a
copy of the Stillbirth and Neonatal Death Society's publication **Miscarriage, stillbirth and neonatal death;
guidelines for professionals” London: SANDS 1991,

Recommendations

Hospitals should have clear and consistent guidelines about the management of perinatal bereavement
casily available to all staff. The use of checklistst for management such as that available in the RCOG working
party report on the management of pernatal deaths should be encouraged. Written information about
statutory requirements and local arrangements should be available to all bereaved parents. Where possible
accommaodation in single rooms with opportunities for the partner to stay should be made available together
with a time for parents to be alone for as long as they wish with the dead baby. Post-natal checks should be
undertaken by the obstetrician at a time when all post mortem, infection screen reports etc. can be guaranteed

to be available.
A clear and consistent policy must be made within the community and in the event of a stillbirth or neonatal

death, communication between all members of the team is of paramount importance. Information about
voluntary support organisations such as the Stillbirth and Neonatal Death Society should be made available

in all practices.

2iv Post-natal depression

Depending on the exact definition used (and excluding puerperal psychosis) severe post-natal depression
occurs in between 15 per cent and 40 per cent of mothers. The main failing of the medical services lies in
identifying post-natal depression but it is difficult to do so as mothers ofien try to hide it.
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Recommendations

Ante-natal education can be preventive and a climate should be established both ante-natally and post-
natally in which the realities of parenting and emotional feelings may be discussed. Time should be set aside
on post-natal wards to allow women to discuss their emotional response to childbirth. Sensitive midwives in
hospital may be able to detect early difficulties between mother and baby and in this case liaison with the
community team is essential. Consideration should be given to evaluating screening every new mother for
post-natal depression using a 10 point screening questionnaire developed in Edinburgh (8) and administered
preferably at around three months post partum. Health visitors may be useful in the detection of and
counselling for post-natal depression but would require specific training.

2v Help for unsupported|at risk mothers

Single mothers, particularly the very young and mothers with unsupportive or frequently absent partners
are likely to be at risk of developing post-natal depreéssion and their babies are at risk of abuse. Too often
these mothers are left isolated once the immediate post-natal period is over. The onus of these mothers and
babies falls on the community téam, who are often unable to arrange (or are ignorant of) practical help such
as home helps, income support etc.

Recommendations

The medical services within the community should be better informed aboul social support systems and
access to these systems should be facilitated.

3. CoNCLUSIONS

Post-natal care is the cinderella of obstetrics—~few if any obstetricians develop any special interest or
expertise in the area. Many hospitals lack a well defined policy concerning the various aspects of post-natal
care-particularly infant feeding, contraception, management of post-natal depression—such policies should
be established and made known to GPs and their teams so that care can be consistent. Closure of small
hospitals and rationalisation of maternity care into large units creates pressure on staff and on beds and may
lead to premature discharge for some mothers with particular needs. A better organised leam approach 15
needed in the community.

An integrated well organised team approach to post-natal care with the recognition of potential problems
antenatally offers a cost-effective way of producing better parénting and improved infant health. An

investment in the social as well as the medical aspects of post-natal care offers a cheap way of improving the
health of society.
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NEOMNATAL CARE
INTRODUCTION

The developments in obstetric and neonatal care during the recent past have brought about outstanding
improvements in perinatal mortality and morbidity, particularly for low birthweight infants. Data from a
recent review of published mortality and morbidity rates show this improvement (Figs 1-3) (Verloove-
Vanhorick & Verwey 1987).

This has been brought about by the recognition that a continuum of care is required for the baby prior 1o,
during and after birth. Effective neonatal care starts with high quality obstetric care. There is extensive
research which shows that the prerequisite for the immediate and long term health of babies is that babies
must be born in “good condition” ie without trauma or hypoxia/acidosis. 1t is imperative, therefore, that the
unborn child has appropriate and effective care during labour, whatever the setting.

PriMarY CARE

Since midwives and general practitioners may deliver babies in isolated situations they must be able to
recognise signs of fetal hypoxia, respond quickly and appropriately to these signs and be able to resuscitate
the baby effectively. Because these professionals have infrequent exposure to these events there is a place for
certification and regular recertification of their competency in these skills.

SECONDARY CARE

Most babies in the United Kingdom are born in consultant obstetric units in district general and teaching
hospitals and all babies should have access to paediatric medical care during the neonatal period. The needs
of newborn babies at this time are often unforeseen, require immediate attention and intensive treatment.
Neonatal services must, therefore, be available on site, 24 hours a day and be appropriately staffed. The
intensive and tiring nature of neonatal medical care needs to be recognised and the staffing of many units
remains insufficient and requires improvement.

TERTIARY CARE

Following a controlled trial of intensive and routine care in Melbourne between 1966 and 1969 (Kitchen ¢t
al 1978; 1979) which showed a distinct improvement in survival of very low birthweight infants in the intensive
care group, intensive neonatal care has evolved into one of the most remarkable successes of modern
medicine, Successful systems of neonatal intensive care incorporate regionalisation or subregionalisation of
perinatal services, with referral, often in utero, (o a central intensive care unit. These units have high levels
of commitied staff with specialised skills and high quality, expensive equipment. It is important that (a) the
anticipated increased autonomy of Trust hospitals and district general hospitals does not compromise the co-
ordinated regional approach to care of these infants and (b) it is recognised that intensive care units are
expensive and need and deserve significant financial support.

LoxgG-TerM FoLLow-Ue

Although many more low birthweight babies now survive, many, particularly if of very low birthweight,
survive with neurological and other handicaps and disabilities. A recent review of populations studies of very
low birthweight infants by the Scottish Paediatric and Obstetric Research Unit, (1989), shows that within
the United Kingdom 20-30 per cent of those infants have neurological, visual, hearing and developmental
disabilities {Table 1). There is little evidence from the world literature that intensive neonatal care has been
associated with a reduction in these disabilities, There is an urgent need to understand by long term audit and
research the causes of these disabilities so that technigues and strategies can be revised (o reduce their
prevalence. This type of research requires long-term follow-up of these babies into childhood. which requires
patience on the part of the researchers and expenses on the part of funding organisations. It is important that
such funding is available so that the prevalence of handicap and disability can be reduced in our society.
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Figure 3

In-hospital mortality @ and total adverse outcome O (percentage of liveborn infants) in all studies on
infants with birthweight < 800g (from Verloove-Vanhorick & Verwey, 1987).

10 ¢

80

€0

%]
—
L

1 = ! L ]

)
]
2

A0

% o
$ &£
SYSSa e e

YEAR OF STUDY

Examination of Witnesses

Me STAMLEY C SiMMons, President, Miss Mary ANDERSON, Vice-President and ProFessor WILLIAM DUNLOP,
Royal College of Obstetricians and Gynaecologisis, examined.

Chairman

872. 1| welcome the President and other
representatives of the Royal College of Obstetricians
and Gynaecologists, This is the second occasion you
will have come belore us in the inguiry that we are
currently undertaking into maternity services. It was
a spirited session on the last oceasion. | have no
doubt that it will be as spirited on this occasion.
Obviously we are interested to hear the progress that
you have made in the discussions that you have been
having with the Royal College of Midwives. Perhaps
before we begin for all our sakes and those who are
also in the audience, will you identify those
representatives who are members of your team?

(Mr Sipuinons) Yes, | am Stanley Simmons,
President. Mary Anderson is Vice-President and Bill
Dunlop is Professor at Newcastle.

873 Thank vou very much indeed, Mr Simmaons.
The first question [ wish to put to you is why do low
risk women need to see an obstetrician for ante-natal
care?

(Mr Simmons) Although low risk women are
identified as low risk in early pregnancy. by and large
they require very little of specialist care during
pregnancy and labour, nonetheless I am sure it is well
known to this audience that a considerable number
of them will be transferred to the care of an
obstetrician during their pregnancy and it is our view,
by and large, and | think it 15 one shared by my
colleagues in general practice and in midwifery, that
they should know the department and the people
concerned under whom they may find themselves
before the pregnancy is over. There is a substantial
transfer of low risk patients during ante-natal care
and pregnancy to obstetric care.

874, But is that necessary, Mr Simmons? It
happens we know, but is it necessary or is it, in fact,
desirable?

(Mr Simmons) It is certainly desirable. Our
understanding from the studies we have done is that
the consumer or the patient, or however one likes to
call the pregnant patient, would like to be aware of
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and familiar of surroundings in which she may find
hersell. That is desirable. It is wholly desirable that
the patient should be aware of hospital surroundings
and the environment in which she may find herself
later on. Yes, that is wholly desirable.

B75. Therefore my next question to you, or to your
colleagues if they wish to come in. is what do you as
the Roval College of Obstetricians and
Gynaecologists consider to be the essential criteria by
which to judge the quality of maternity care?

{ Professor Dunlop) | think that is a very difficult
question. 1 do not think there is a straightforward
answer to it. We have recently established an awdit
unit within the College which should be addressing
questions of that sort. But I do not think it is possible
lo give you a straightforward comprehensive answer
in two words today.

876. Miss Anderson, would you like to try?

{ Miss Anderson) | would go along with that. There
are so many factors involved that it is very difficult to
summarise them into a single sentence which would
encapsulate the answer to your question. Until we
have done a lot of further studies, | do not think it
would really be possible adequately to address that
question.

877. Albeit difficult to answer, would you care 1o
try to answer it?

(Mr Simmons) There have been allempts lo
identify sub-optimal care. A study was done in
Oxford many vears ago by the Oxford people—I
think lain Chalmers was one of the group—to try lo
relate sub-optimal care judged by criteria of the
narmality within the region and to see what outcome
and effect there was in those cases. 1 think it will be
much easier when we can audit more precisely and
when we audit more precisely standards of care
which we are currently doing in the college. Part of
the benefits of change is that we are ¢éven more aware
of audit now than we were before. It is our hope that
il we identify sub-optimal care it will be the way in
which we subsequently direct continuing medical
education, so called closing of the circle. But audit is
not as adequate as it might be in terms of identifying
sub-optimal care.

878. In putting the question about the essential
criteria by which to judge the quality of maternity
care, would you not say that a healthy outcome for
baby and mother would be the outcome that you
would require and by which you would judge this
whole matter?

{ Miss Anderson) If | may come back on that, there
are three aspects really: there is the physical wgi‘E-
being of the mother; there is the physical well-being
and perfection of the baby. but there is also—for lack
of a better word, or perhaps there is not a betler
word—the spiritual satisfaction of the mother, that
she feels she has had the best possible available care
and that she has enjoyed what has happened to her. If
you look at it very broadly. those would be the three
groups of things that one could look at.

Rev Smyth

879. | may have misheard, but when you said there
was an audit committee looking at things, I think you
said that it should be addressing this. Are they?

{ Professor Dunlop) As far as | know they are.

{ Mr Simmeons) Yes, that is right, they are. [ think
you are quite right that outcome is one crilerion for
addressing quality of care, but it is not the only one.

Chairman

B80. But it might be the perhaps the most
important?

{Mr Simrons) 1 think that is guite a reasonable
Judgment.

Audrey Wise

881. I was slightly taken aback by your modesty in
answering, but 1 think on consideration that I am
quite pleased with it because, am | right in thinking
that this suggests there may be quite a lot of fresh
thinking happening which might change the
emphasis? | am quite sure you have worked to some
kind of criterion. You are not a new profession, so
would [ be right in thinking that you are in the course
of considering some things that you have not thought
so much about before, including the feeling of the
mother and perhaps morbidily rather than just
mortality outcomes?

{Mr Sinwrons) The answer is the one | gave last
lime we were here. There has been a swing in the
19708 and 19805 towards the application of a
scientific method towards obstetrics which was late in
that field and I think it is fair to say that there has
been criticism of too much intervention during that
period of time. Ifanything I think this Committec has
helped to make us reassess the degree of intervention
now and its necessity. It is right that we are looking
very carefully. I would suggest that we are much
more conscious of the need to do that than we were
before. I think that is a fair comment.

Chairman

B82. Mr Simmons, you state in your submission
that vou consider the safety of mother and baby in
labour to be of paramount importance. 1 put the
question to you, how does this statement relateto the
importance you give to other criteria you mention?
Or what factors would govern how you prioritise
these criteria?

(Mr Simmons) It is slightly difficult to intérpret
precisely what you are asking. Are you asking me
whether the outcome for the mother or the baby are
conflicting?

883, That is all part of the question indeed.

(Mr Simmoens) It is Torlunately very rare that we
have to make that kind of judgment. By and large the
outcome for mother and baby are not contradictory,
but complementary. It is very rare these days that we
have to make that kind of conflicting decision. 1 do
not think we would have to prioritise one against the
other, and rarely do so now.

#84. Does the Royal College ensure that the care
makes optimal use of the available resource?

(Mr Simmons) | think we have been so under-
financed for so long that we have always felt we were
under-financed, that we may not have given thought
to the fact that we are not using the resources as we
might. We have been much more aware of lack of
funding than over-funding.
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885, Earlier in response to Mrs Audrey Wise you
indicated that the 19605 and 1970s had been the
decades of a great deal of sophisticated technological
equipment involved in obstetrics and that you had
come in for some criticism. Most of that equipment is
quite expensive not only to purchase but to use and
that perhaps that was not necessary. So are you
necessarily making optimal use of available
resourcesT That does not mean necessarily that you
are under-resourced. [t might mean that vou are not
using the resources properly. You paid tribute—and
I am very grateful to you—to the work of this
Committee in concentrating your minds on things
that perhaps were not necessary.

(Mr Simmons) All [ was trying to indicate is that [
think we are much more aware of the need to be
selective, but let me answer your question, if you are
talking about monitoring. If vou have to monilor
part of your communily in the hospital you need a
monitor, whether it is half the community or three
quarters of the community. The need for the
equipment that necessarily has to be available. | am
talking about selectivity and I think we are perhaps
more aware lhat there are disadvantages than
perhaps we have given sufficient understanding to.
That does not in any sense deny the need to have the
availability of such equipment. [ do not think we
have been in any sense guilty of under-utilisation or
over-ulilisation of resources. I think the reverse is
true. | think the achievements we have shown over
the last few years are remarkable, despite under-
funding. So | am not at all aware of any reason that
we may nol have used resources appropriately.

Chairman: 1 am sure that my colleagues will be
pressing these matters.

Mr Clarke

B86. Can I ask a few questions on the subject of
domino dehivery? Everybody seems (o be agreed that
dominoe delivery is a good thing, but why then is it not
more generally available? What are the argumenis
against it? Is there still the problem of lack of
sufficient midwives? Finally, could present resources
be allocated more efficiently to enable the availability
of domino deliveries to be increased?

{Miss Anderson) 1T 1 may 1 will start the answer to
your guestion. Domino delivery in theory 15 a highly
desirable arrangement. But it is expensive. It is
expensive  particularly in  midwives. The
requirements for the number of midwives is increased
if one 15 to run a successful domino scheme.
Interestingly enough | have experience of a domino
scheme and although theoretically it is a highly
desirable thing and one about which 1 am very
enthusiastic about and very supportive of it. But not
every mother wants it. Strangely and perhaps
understandably, the mother who has children is quite
glad of a little longer time in hospital to rest, recover
and feel ready to go home to the rest of the family. |
would say about domino that perhaps it has not been
as successful. 1 think you asked why it had not been
as successful. Perhaps my colleagues can give you
other thoughts, but part of the answer may be that it
has not been as demanded perhaps as one might
expect. I think personally that it is a very good idea
indeed, but not 50 easy to run and not as wished lor
as one would expect.

Chairman

BRT. Can I just put a supplementary to Tom
Clarke's question? Can you tell us, Miss Anderson,
where shall we find the evidence that domino
deliveries are more expensive than hospital births?

(Miss Anderson) | do not know the answer to that,

888. So how did vou then come out with the
statement that it was more expensive?

( Miss Anderson) Because | am talking locally. I am
talking anecdotally and we find it quite expensive to
run. We did not have the midwives to implement it.

B89, One (urther question, again on your response
to Mr Clarke, you said that mothers who have given
birth should be allowed to lie in for a little bit longer.
From the Chair | am delighted to hear that because in
maost hospitals, even under the normal hospital birth
siluation, they are not allowed to lie in. They are put
out within 24 or 36 hours and if they want to stay in
they have to fight to do so.

(Miss Anderson) | did not say they should, but
many of them want to stay in. | did not say they
should. [ did not actually commit mysell on that. |
understood their desire to stay in a little bit longer lor
a rest, but here again we are talking, I am afraid, in
terms of resources because where there is a shortage
of beds which there 15 in many places, the ability to let
post natal mothers stay with us for any length of time
is greatly diminished. Again [ can talk with authority
as far as my own scene is concerned.

Chairman: If you can let us have any of that
anecdotal evidence in writing, we would be most
grateful.

Allice Mahon

890. Is there consultant resistance to domino
delivery? Has the Royal College surveyed its
members lo ascertain their opinions on domino
delivery?

(Mr Simmons) No, 1 do not think there is any
resistance o domino delivery. At least it would
surprise me lo learn that there was from my
colleagues. | think you will remember last time we
were here Miss Mellows made the same comment as
Miss Anderson that in their district it was expensive.
We are talking about anécdotal evidence. We have
had the same in East Berkshire. We had a visit from
the Community Health Council on the subject of the
domine scheme. This was the report [rom the
Berkshire Community Health Council, not by us.
There was no chance, although they supported. of
having a domino scheme at Heatherwood at the
moment as il is expensive o operate and reguires
twice the amount of community midwives. That was
the report that came. Thalt is our experience, but | do
not know of any resistance from our discipline. |
would support entirely what Miss Anderson says
about guite a large number of women who want to
stay in not only more than a few hours, but more than
24 hours, and perhaps that is a reflection of the age
of first children now. The average of first birth now is
round about 30 and the size of the family is now fewer
than two and a large number of women are single
parents. S0 in and out quickly and looking after
yoursell in those circumstances clearly is much more
of a problem than it might be where people are going
home to a family with other children. | am sure that
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i5 right. We have done some siudies, but | do noi
think we would subject them to statistical criteria.
But we do have some evidence that there are quite a
large number of women who want to stay in hospital
longer than a few hours.

Mr Clarke

B91. I wonderilitis known that Caroline Flint says
that there are 34,000 practising midwives and about
630,000 births per year. Cannot one midwile per 18
hirths provide sufficient cover?

(Mr Simmons) It is something vou would have to
ask my colleague Margaret Brain to answer. | do not
know. We are told from our own studies that there is
a significant shortage of midwives. There iz a
shortage of entries and there is a shortage of
midwives around the districts. But they are more able
1o answer that question than I am. We are also told
that it is expensive operate and requires an increasing
number. I cannot tell you if that is accurate
information, but it is the information that we are
aware of. I it is not true, it is certainly what we are
told by the districts.

Audrey Wise

892, I can gquite see that women may make different
choices. In fact, one of the things which concerns me
is that they do not get the opportunity to make a
choice, either about place of birth or about, if it is
hospital, how long they stay in. I think that is a pity.
| would like to explore with you a little bit more the
domino scheme. because | am rather puzzled. We
have not been able to get any costing information out
of the Department of Health. They do not appear Lo
have any information about relative costs in any way,
shape or form. | am puzzled because surely the work
load is the same. Assuming that a mother is going to
have the support of a midwile during the labour, then
is it not a matter of where that midwife is rather than
how many midwives there are? Unless, of course, as
happened to my daughter in law, the midwife who
was supposed to be attending her said, “*1 am terribly
sorry. | have to leave you now because | am
delivering someone else”. You can do that in
hospital. but you cannot do that quite so casily with
the domino. Is that why it might be more tﬂp?ﬁﬁwﬁ?

{ Miss Anderson) | have always found puzzling the
ratios and the criteria for the numbers of midwives or
the numbers of babies per midwife, so I cannol give
you a detailed reply to your question because | find
it difficult to understand. You have reduced it to its
simplest terms and it would seem, on the face of it to
be a straightforward answer. But this is what we are
told. I shall certainly do my best to get some facts and
figures.

Sir David Price

%93, Can we move on lo research/audit? Jl knn-_w
you have in the College a medical audit umt.
Particularly in the context of what we have been
discussing up to now. | understand that one of those
projects concerns the identification of low risk in
obstetrics and that you have been doing this in
conjunction with the Royal College of Midwives. 1
wonder if you could tell us a bit more about the work.

{Mr Simmons) The Audit Unit put in a grani
application for looking at low risk criteria in
obstetrics nearly two years ago. That was to establish
a group of representatives from the three Colleges
and essentially to look at the criteria for defining low
risk and then to audit whether that was appropriate
and then to look at outcomes. But that study has not
been taken up, | believe. They have a degree of
autonomy at the Audit Unit, but they define broadly
their own priorities and there are, as you would guess
at this time, a number of studies that they have been
asked to look at—endometrial resection, 1 could
name many others—defining other criteria in the
discipline. That so far has not been done, but it is on
their agenda. | could not tell vou precisely where it is
at this time, but it has been on their agenda since they
'Ewere !‘nknn:d. Essentially it is to define the criteria for
ow risk.

#94. But in those matters which have been brought
before us in this inguiry and which we have been
discussing so far, it strikes one as a layman looking in
that this question of low or high risk is a pretty
critical factor. It would seem to us that this should be
a fairly high priority. Let us put it straight to you. Is
it lack of resources on your part? If we could extract
something more out of the department now that they
are having a much more proactive research
programme and not just simply relying on the MRC,
would you welcome that?

(Mr Simmons) You are, of course, quite right. It is
a higher priority thar perhaps they had adjudged two
years ago. Again it could be that this Committee has
drawn attention to that. But there are and have been
some more recent studies about movement from low
risk care into more specialist care. There is one just
about to be published from Leicester which I think
has bearing on the question you have asked. I think
it is particularly important to draw attention to the
Leicester study which was a prospective study,
having defined low risk by the criteria we already
know. Then it was randomised to care under the
midwife and care in the department. They set up
within their own department, part of the department
which they call appropriately their *Home-from-
Home™, which is a rather nice title 1 think. The
patients in that part of the hospital are looked after
entirely under midwife care—anitenatally, admission,
discharge. The data are about to be published, | think
in the British Medical Journal, and 1 have had
permission to allude to it here. During the pregnancy
25 per cent of those put in the midwifery home-from-
home section were transferred and during labour
another 25 per cent, so they transferred during
pregnancy and labour 50 per cent of those already
identified as low risk. The transfer is very easy. It is
not from home, miles away, but it is just down the
corridor, so that may increase the transfer rate or it
may not. The fact is that they transferred. even in
those cases selected by criteria which were
determingd by midwives and obstetricians, they
transferred overall 50 per cent.

What 1 think is most interesting is that the
transferred patient had the same perinatal loss as
those who remained within  the midwifery
department. That is quite at odds and quite contrary
to transfer from domiciliary confinement where a
great deal of evidence shows a higher perinatal
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mortality in transferred patients. What that says to
me 15 that provided they have easy access to
emergency facilities the risks, once defined to low risk
patients, being in an autonomous part of the hospital
devoted to midwives is no greater than being already
in the hospital. In other words I think it gives support
to the view that patients can be admitted under
midwife care, but it also supports the view that it
safeguards the high risk of transfer. [ think that is a
very important paper and it is likely to be published
any time. There are others poing on. There is
Aberdeen and Reading and other experiments of this
sort which brings me back to the acknowledgement
that in our discipline changes are occurring and it is a
dynamic process which is taking place now. 1 am
sorTy 1o have gone on rather long.

895, That takes us on to asking you what is your
college collectively or your personal view about what
loosely may be called the Dutch system, and in
particular the midwife-only care of low risk women?
We keep getting back to this definition of low risk
women, do we not? It scems unavoidable in these
discussions.

(Mr Simmons) | shall ask Professor Dunlop to
answer that in a moment, but if [ may give an initial
answer. I am sure you know as well as I do that there
i a whole spectrum from those who are arguing for
home confinement to those like us who argue that
hospital confinement is the appropriate way. The
specirum is complete. There are views right across
that spectrum. I think we would have to say that our
view is that it 15 in the best interests of the patient to
be delivered where [acilities for emergency and care
either of mother or baby are available, if we have no
clash of interests over midwives attending to, looking
after and being responsible for considerable section
of the obstetnc population. But we are not
enthusiastic about the Dutch system which is totally
isolated in Europe. There are a lot of data becoming
available now which open the system (o criticism,
There is a lot of intraprofessional discussion about
its—propriety is probably not the correclt word—
about it being the correct route down which to go.
There is really no other European country that is
following that line. I think we would have to say that
it 1s not our view that it is the night route at this point
in time, in the light of available knowledge and
scientific method. As to midwives taking charge of
patients who fall within what they appropriately feel
are their criteria. we have no criticism of that.

Chairman

896, But what about consumer satisfaction, Mr
Simmons? This was not mentioned as one of your
College’s criteria for good care. How would you
respond to that because this is particularly relevant
when maternal choice is mentioned with regard to the
place of birth? Do you not think the consumer should
have a choice and that her satisfaction is really very
important?

(Mr Simmons) 1 do absolutely. 1 think the
consumer should have what | would call an informed
choice.

897. By that informed choice do you mean doing
what you say they should do? Or doing what they
would like to do?

{ Mr Simmons) That is not my interpretation. I do
not think any of us would think that is right. Of
course the consumer must have a choice, but there
are constraints on choice for all of us and we are all
consumers: financial, manpower and so forth, But
where it is within scope to acknowledge and to agree
to the choice that patients want we have no
argument. My understanding—and | have to say that
studies have been done and there are studies that we
would like to see done—would include the choice of
hospital and would include the choice of access to
specialist care. Having said that, there will be a small
group of patients—whatever you tell them the risk is.
whatever you believe it to be, however small,
however large—who insist and, rightly or wrongly,
wish to have their babies at home. There are
enormous benefits. One can undersiand the ure
of giving birth at home. Both Miss Anderson and 1
have done in our time—40 years in obstetrics—quite
a lot of community obstetrics. When 1 was a resident
it was part of our job to deliver patients in
Paddinglon at home. 50 we have seen the advaniages
and disadvantages. One of the advantages in the right
setting is the pleasure of giving birth at home. It has
considerable anxieties and disadvaniages and 1 do
not want to dwell on them too long. But whatever we
say, however great or small the nisk, there will be
patients who insist on having their babies al home or
rightly prefer to accept the risk. I acknowledge that
they should be looked after in the best possible way
we can provide and with the greatest support that we
can give. But | have to tell you that we are desperately
short of staff in our discipline. The size of that
additional work load would be a considerable
problem, or could be.

Chairman: | am going to ask Mrs Wise to ask a
question before we move on to the Reverend Martin
Smyth, but I should inform our witnesses that
because of certain  domestic Conservative
Parliamentary maiters downstairs at five o'clock [
intend to suspend this sitting for approximately five
minutes in two minutes time.

Audrey Wise

898. 1 cannot help feeling, Mr Simmons, that in
your own mind you are identifying those women who
choose home confinement as rather an awkward
squad and perhaps inclined to ride roughshod over
evidence. 1 should like to put three points to you. In
your previous evidence in writing you said in
paragraph 9.1 that *"there is no conclusive evidence
that hospital delivery is safer than home". You then
wenl on (o say that there 1s no evidence that it is more
risky, “that the risk ... is increased rom latrogenic
causes such as obstetric intervention™. So you had a
neutral view in paragraph 9.1. In paragraph 9.2.3 you
said “‘delivery in hospital is the only really safe
option™. So in your own evidence you were showing a
certainamount of contradiction. Y ou will be familiar
with Effecrive care in pregnancy and childbirth as
produced by the Mational Perinatal Epidemiology
Unit and you will be familiar with the fact that their
evaluation—which is very highly academically
regarded-—of all the research which has been done
leads them to include “insisting on universal
institutional confinement™ in the list of lorms of care
which should be abandoned in the light of the
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available evidence. Now, where do you stand? Do
you say that they are simply wrong?

Chairman: The questioning was with Mrs Wise
and Mr Simmons was aboul 1o give considerable
lengthy thought to the questions posed by Mrs
Audrey Wise.

{Mr Simmens) You do nol wanl to repeat your
questions, do you, Mrs Wise?

Audrey Wise

8991 am willing to do so. But | thought you knew
i

{ Mr Simmans) You asked me first of all about the
Mational Perinatal Mortality Unit in Oxford. We
were one of the constituent members who were
responsible for ils formation, so we entirely
acknowledge the work it does and the basis for
looking in future at care. So we do not expect to
criticise it. But 1 would draw attention to chapter one
which says that different objectives of care during
pregnancy and childbirth will always remain a matter
for individual judgment. They are unlikely to be
influenced by the kind of evidence reviewed in the
chapters that follow. They are saying that these are
guide-lines and that they are not enshrined in stone,
That is borne out by the fact that they are constantly
updating and this is a dynamic subject. I do not think
we shall be held in chains by what is at the end of the
chapter. That is the first thing I would say.

Then you asked me whether we say that every
single delivery should be in hospital. We say that we
think delivery should be where the best possible
facilities are available in the patient’s intercsts, where
we believe that all the emergencies that may occur
and do occur—we have just described transfer—in
childbirth have all the facilities available to all the
patients. We are not saying that every single patient
musi be delivered in hospital, but it would be our
advice that they should be where those facilitics are
available. You would know, as my colleagues in the
other Colleges know, that there is a safe motherhood
initiative around the world to try 1o reduce maternal
death where such facilities are not available. It would
be irresponsible 1o suggest that there is room for
complacency. | believe you have read the maternity
mortality survey. It starts by saying in its conclusions
that there can be no room for complacency. Because
we have produced a high quality ol care there is no
reason 1o think that risks still do not exists. You
know they do.

900, It sounds to me as though you are still saying
delivery in hospital is the only really safe option,
despite the lack of evidence identified by the National
Perinatal Epidemiology Unit?

| Mr Sinumons) There is no lack of evidence or the
need for emergency cover. This occurs wherever the
patient is put. Emergencies occur. There were 180 in
two years in Staffordshire and there were 180 flying
squad calls of which hall were bleeding. There is no
argument about that. We also know the transfer
perinatal mortality in four or five studies, many
studies. show a very high perinatal mortality for
transferred patients as far as the baby is concerned.
That is not argument. All | am saying is that | think
all patients are entitled to that option. I they
understand those risks and il they still decide 1o
accept them and be delivered at home. we will do all

we can Lo take care of those patients and provide the
emergency cover. We do just that. In my own region
we will have a flying squad and it still goes out and we
still do our best to cover that. | have brought with me
the forms we give Lo patients who wish to be delivered
at home and the maps of the house produced. But
there are risks. I is no good denying them.

Chairman

901. Mr Simmons we could go on with this
particular issue for some time and we are rather
pressed for time, as you know. Perhaps to help Mrs
Wise and the Committee could you perhaps advise
the Committee of the studies that you keep quoting?
Y ou have said that there are four, five, several studies
that indicate what you have just said to Mrs Wise. If
you could let us have details of those studies we
should be very grateful and it would help us a lot.

{Mr Simmons) We are happy to do that.

Rev Smyth

902, In your earlier evidence on anienatal care in
the section on low risk mothers, your memorandum
states: *“Midwives should continue to have links with
the hospital and, il possible, be able (o provide
intrapartum as well as antenatal and postpartum
care for the women in the community™. Would you
like 1o elaborate on what that actually means and
how could such care be organised?

{Mr Simmons) Can you tell me what is difficult to
understand? That seems to me 1o be [airly
straightforward, that they should have care
antenatally and intrapartum-—

903, In the community? With the emphasis at the
moment on hospital as the place of salety, lor
example. How do we then keep the midwives moving
between hospital and the community?

(Mr Simmons) It is antenatal care in the
community.

4. Yes, but it is the three?

{Mr Simmons) | am sorry, | do not see a problem,
but all we are saying—and there are many examples
of community antenatal systems and there are
examples of domino care—is that there should be a
conlinuity of care in which the midwife is involved
throughout, If the wording 15 not clear then 1
apologise, but | do not see any problem. Are you
saying that we have said they should deliver patients
at home as an ideal? That is not what it is intended 1o
SaY.

905, Mo, we are rying Lo explore just what is the
basic thinking in the College in so [ar as we
understand that while we are talking about low risk
ai the moment, some 70 per cent of deliveries, even
within hospital are by midwives. When you go on in
yvour subsequent paper on intrapartum care and
dealing with home delivery the College states: ™
labour remains a potentially dangerous time and
delivery in hospital is the only really safe option™.
How does that square with the previous quotation?

(Mr Simmons) 1 am sorry. 1 do noi see any
difficulty. There are risks. The risks | acknowledge
and we understand there is a spectrum ol argument
about the safe place, but it is our view that the safe
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place for delivery is where facilities exist for dealing
with emergencies. That is our view.

Chairman

906, So what you are saying, Mr President, 15 that
all babies should be born in hospital?

{ Mr Simmons) We are saying that—-

907. Are you not? In fact, you seem to have
equivocated, because to Mrs Wise's questions you
seemed to reply that il a woman wants to have the
baby at home she can have it at home as long as she
knows all the risks, but in the quotation which the
Reverend Martin Smith has referred to yet again you
have come back to what 1 perceive to be the
guidelines of the Royal College and that is that every
single baby should be born in hospital because there
is a risk with every baby and therefore every baby
should be born in hospital?

(Mr Simmons) At this point when we are dealing
with semantics | need the Professor, so you will
understand why 1 ask Professor Dunlop to réspond.

( Professor Dunfop) 1 do not see a real conflict. 1
think what is being said is that we accept that some
babies are delivered in the community. That would
not be our own priority. We would not consider that
that is the safest thing o do, bul in that il does occur
we would want to ensure that midwives have clear
links so that if problems anse, and they do anse in 25
to 50 per cent of these cases. In almost all studies that
have looked at this, it is stated that there should be
the ability for patients to be transferred quickly into
hospital where safe care is available.

Rev Smyth

908, But il we can follow it through a little further,
am | right in thinking, or am [ completely in another
direction from you, when 1 suggest that the Royal
College's position is not just simply that they should
be delivered in hospital, but they should be delivered
in hospitals with highly skilled provision, because
even in the concept of translfer they go wrong. We
know that there is movement afoot that there should
be 2,500 to 3,000 deliveries in a hospital to be
recognised with all the facilities that are needed today
in the perception of the Royal College and others for
delivery. 1 am probing that because | understand you
are also having consultations with the Royal College
of GPs and the Midwives. 1 am wondering, in the
concept of consultation, is the Royal College moving
towards them or away from them, or are you
reinforcing the general impression now that GPs give
to mothers coming along that hospital 1s the only
place and we are not prepared even to give you the
cover unless you go there?

(Miss Anderson) Perhaps | can answer this. It
would seem to us clear that we feel that the safest
place is where the facilities are. The finest of facilities
will be in the biggest units. Fairly good facilities will
be in much smaller units, but those facilities will be
betier, we believe, than no facilities ai home, oither
than a flying squad and support of that kind. | would
say that in our thinking we have moved away [rom
the thought that “You must have your baby in
hospital” concept of some 10 or 15 years ago. I would
say very strongly that we recognise that women's
choice must be accepted and invited. | would 1ake

issue when we were accused of not making any
comment about this. We comment in the opening
section of our antenatal care document that modern
antenatal eare aims to provide the maximum choige
for the mother. We do try to move towards that. All
we arc saying is that we believe that all facilities
should be available, but in full discussion with
maothers. If they still make the choice then we will
want to take part in the proper care of those mothers,

909, Are you saying that in the light of your
understanding of the situation that the informed
choice of mothers has just led to one per cent of home
deliveries? This seems rather low from the other
information and evidence that we are picking up.
That is why we are probing. When we speak of
“informed choice™ a mother, or perhaps more
particularly a father, may not want to have too much
responsibility at home and might also be conditioned
into making sure his wife is in hospital out of the
road,

Mr Hinchliffe: That was a sexist question!

S10. As a mere mortal | acknowledge that we are
different sexes. It is the conditioning that is going on
and that i1s what 1 am tryving to probe, whether in the
sense from the top of the Royal College the
conditioning is going through to our medical
students and others so that the woman may not have
a truly informed choice because she has been told, “IF
you do not do what 1 am saying, you will be held
responsible for anything that happens to your baby™,

{ Mr Simmons) | do not think that is a fair analysis.
As [ explained at the beginning, there is a whole
spectrum of opinion about the place of delivery. The
arguments have been back and forth for years. It is
our view in the present state of knowledge that il we
are to safeguard patients against the nsks of
pregnancy and labour which exist, the best place on
that count is in hospital. It is true that there are
disadvantages 1o hospital. We acknowledge that the
environment is often shabby. We are often under-
staffed. Not enough money has been spent on
improving the environment and a great deal could be
done to improve the environment in the way that we
feel patients would be more at home, home from
home. But that does not alter the fact that on balance
we think the safest place lor babies (o be born is
where such facilities exist. The evidence | have
mentioned already. That does not in our view mean
that we have the right to insist. But inevitably, il we
think that is the right place, there will be some bias.
It would be quite difficult not to have bias in giving
advice. It would not, in my view, be responsible to tell
a patient that it is absolutely safe to have your baby at
home, that there is no risk il you choose that option. |
think that would be irresponsible. There must be
some bias if we are on that side of the spectrum.
Would it be wrong not to advise patients in that

respect?

Audrey Wise

911. It is not absolutely safie 1o cross the road.

( Mr Sintmens) OF course it is not. But the patient
must make the decision. On the other hand you
would not run across the M4 il there was a bridge to
£0 OVET.

Chairman: Oh, | do not know!
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Mr Couchman

912, 1 would not necessarily disagree with your
preferred option, that of hospital confinement. What
I have been worried about over a number of years is
that by withdrawing recognition for training
purposes, the Royal College has been responsible for
the closure of a number of small units countrywide,
whether they be GP units or whether they be small
isolated maternity units. Do you regret that over the
years, or do you really believe that all confinements
should be within the large modern units? In t2rms of
home from home some of those small units much
more resemble home than do perhaps the large
district general hospitals.

{Mr Simmons) My response to that 1s that, as |
have tried to point oul, there are the salety element
and there is the environment—

Chairman

913, Mr Simmons, we do not want to go over the
same argument again. Can you give a direct answer
to Mr Couchman’s question? Dioes the Royal College
regret the closure of cotlage and other hospitals?

{Mr Simmons) No. It is not a subject we have
discussed in our council, but | do not think we regret
ithe closure of small units.

Chairman: Thank vou very much.

Mr Couchman

914, It 15 a subject your council must have
discussed over the years because it has been the
withdrawal of training recognition which has been
the catalyst for closure?

( Mr Simmons) No, if the institution does not fulfil
the criteria for training then recognition might be
withdrawn. That is our role. That is our
responsibility to see that criteria for training are
fulfilled. If they do not fulfil criteria, then it is
withdrawn. We would not regret that. We would
rather see the institution raise its standards to fulfil
the criteria. !

{ Professor Dunlop) The purpose of withdrawing
recognition is not in order to close the unit. It is
because we need to safeguard the training of our
juniors. Our primary purpose would not have
anything to do really with the provision of services
within the unit.

915. But you will have known in withdrawing
training recognition that it is impossible for many of
those units to be brought up economically—

{ Professor Dunlop) In fact that is not always the
case. It is possible to withdraw recognition and it is
possible lor posts to be filled by trained staff who do
not require further training and for alterations to be
made so that training facilities can be improved and
recognition has been granted again to hospitals from
which it has been withdrawn in the past.

916. 1 should be very interested to know what the
figures are for recognition being reintroduced.
{ Professor Dunlop) | am sure we can find it.

Chairman

917. If you have any evidence we w-:-u!dl be very
pleased 1o receive it. But you suggest, Mr .Simmcms.
that women should be told the risks of having a baby

at home. You would accept, [ think, that there are
also risks in having a baby in hospital, albeit perhaps
rather different risks. Are women told of these risks
when they book in for a hospital birth?

(Mr Simmons) What risks are you talking about?

918. Infection,

(Mr Simmons) Let me say this. Professor Dunlop
wanis to speak, but when you talk to patients aboul
risk we always have to judge the benefits of informing
patients of the drama of risk in any situation against
the benefit of seeing that the patient is fully informed.
That is a common medical problem.

919, 1 asked you a question whether or not you
actually explained the risks of having a baby in
hospital?

(Mr Sinumons) No, we do not specifically.

920. Why do vou not? Il you explain the risks of
not having a baby in hospital, why do you not also
explain the risks of having a baby in hospital?

[,‘g‘r Simmons) Because—do you want 1o answer
thai?

{ Professor Dunlop) We would be interested to
know what these risks actually are.

921. Mrs Wise and | answered with one voice, a
higher risk of infection.

{ Prafessor Dunlop) What is the evidence? 1 know
ithere was evidence a century ago, but what is the
current evidence?

922, There is evidence of a higher risk of infection
of those who have a baby in hospital and those who
have a baby at home,

{ Mr Simmons) On a normal childbirth?

Audrey Wise

923, For example, the National Childbirth Trust
did a survey which showed a high rate of infection of
episiotomies and showed a deplorable state of
cleanliness in hospitals. This was confirmed for me by
my said daughter in law who had a baby 12 weeks
ago, took her own cleaning materials into hospital
and was glad that she did so because she needed to
use them.

(Mr Simmons) That is awful.

Audrey Wise: And common.

Chairman

924. And increased incidence of unnecessary
intervention,

(Mr Simmons) 1 think it is awful and il it exisis |
hope you will make representations to see that it 1s
changed. That is awful. May | ask you the question?
When a patient comes to see us, do you think it is
right that before she has any procedure we sit here
down with a list of risks of that procedure as a form
of counsclling? We have to do what we judge to be
right in the patient’s best interests. That is what the
College is there for, in the public interest. The way in
which we present the case, | hope we do it in the way
which is in the patients’ best interests. | do not think
we sit down with a list of nsks for any procedure. We
try to give a balanced judgment and help them make
a decision. It is true that we would have a biased view
because we try to give them the view which gives them
the safest outcome. Of course we are nol going Lo say,
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“If you have this, that and the other, you will become
infected. If you have to have an opération you arg
likely to get peritonitis”. That would not be a proper
way to approach a patient. We are not dealing with
procedures, we are dealing with whole people,
rightened people, anxious people.

925, They may be frightened sometimes when they
come in front of you. They may not be frightened
when they find out that they are pregnant. Professor
Dunlop asked me a question. 1 say surely that
increased intervention in a normal physiological
process is something which happens in hospital and
which certainly could cause increased incidence of
infection. Would you not agree, Professor Dunlop?

( Professor Dunlop) It is a secondary phenomenon,
but I was talking about normal confinements. | am
not aware of any clear evidence that there 15 an
increased infection associated with normal
confinements.

926. As Mrs Wise has said, we have had quite a lot
of evidence given to this Commitlee.

{ Professor Dunlop) | would really have to see that
evidence before answering.

027. That 1% fair enough. Miss Anderson, you
wanted to come in a little earlier. [ have forgotten the
question now.

(Mirs Anderson) It was going back over ground
again. 1 have been the chairman of the hospital
recognition committee in the College. 1 should like to
say that | am not aware of this impression that we
have been given of wholesale closure of small units.
We do our very best to maintain recognition of
training in smaller units because they can make up in
quality what they lack in gquantity. Where the
training is obviously inappropriate for lack of work
and lack of lacilities they may have that recognition
withdrawn for their training. But then | would have
said again-——-

928. But you are aware surely, Miss Anderson,
that some consultants have in the past been reluctant
to come out from their district general hospital to
cotlage and peripheral hospitals because it has been
inconvenient for them to do so. Therefore fewer
patients have gone to the cottage hospitals, therefore
the criteria for meeling training criteria have
disappeared and therefore the training is taken away.
Would you not agree that that is the case?

[ Miss Anderson) | am aware that that happens, but
| could not name more than perhaps on the fingers of
one hand where 1t exists, Up and down the country
consultants do go out and cover antenatal clinics,
gynaecological clinics and so on in small peripheral
umits.

Chairman: | think we have made some progress on
that. Alice Mahon and David Hinchliffe have a
number of important questions still to ask.

Alice Mahon

929, The Roval College's memorandum on
antenatal care says that a domiciliary visit to the
mother by the midwile is advantageous, but that the
booking visil is not the most suilable occasion. Can
yvou tell us why not and what is the booking visit for?
Do doctors need to be consulted during the booking

visit, and, il so, which doctors, the GPs or the
obstetricians?

(Professor Dunlop) | personally would not take a
very strong line on this. [ think it is important that
women are seen at a relatively early stage in
pregnancy by an obstetrician. It need not necessarily
in my view be the booking visit, but it could be. 1t is
just that there 15 a need for a screening lor a large
number of potential problems and may of these can
incréasingly be diagnosed al a very early stage in
pregnancy and intervention can then follow from
that early diagnosis. If the opportunity 1o be
adequately screened was not available at the
beginning of pregnancy, then the opportunity to deal
with some of these early problems may be lost.

930. S0 vou think the obstetrician should be
consulted, because the Royal College of General
Practitioners lays stress on the advantage of having
the GP being consulted because he or she has all the
patient’s previous medical notes?

{ Prafessor Dunlop) My own view is perhaps rather
personal, but this is an area of obstetric practice that
is changing dramatically month by month. We are
increasingly able 1o make diagnoses which were
previously almost unheard of. It is such a growing
area that I feel at the moment that many people in
general practice and in the periphery may not have
that information immediately available. That isnot a
criticism. It is simply that things change rapidly and
that there must be access to the most up-to-date
information possible.

Mr Hinchliffe

931. Can | move on to the question of teamwork?
The Committee took interesting evidence in
Amsterdam from professionals over there and some
of us recall with interest discussions we had with
midwives there. All the Colleges agree on the
importance of teams of doctors and midwives
working together, but seem to disagree on who
actually should lead the team. What would be wrong
about midwives being the team leaders?

(Mr Simmons) 1 think il midwives have the
background and are prepared to accept the
responsibility and the training to fulfil that
responsibility, there would be nothing wrong.

032, Can you expand on what you mean by
training? You imply that additional training would
be needed over and above the existing training.

(Mr Simmons) | think you have to understand that
a consultant obstetrician, by and large, before he is
appointed has had perhaps 15 years in medicine,
perhaps 10 years in the discipline and then has
another 25 or 30 years. 1 would have thought that
that imposes upon us the responsibility and the
leadership that goes with it. That is one we have
accepted and 1 think it is expected of us. But il you
tell me that there are other disciplings that accept that
responsibility and can fulfil and discharge that, there
would be nothing wrong.

933. Il we were talking about a disease, we could
accept that as an answer. But yvou hawve said
yoursell—we have had this from every witness and |
am sure we all agree—that this s a8 normal
physiological process, a natural process. [l'we were 1o
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move away from the medical model would not
leadership by midwives be totally appropriate?

(Mr  Simmons) | accept that in retrospect
pregnancy and labour are a normal physiological
process. If | could refer you to the confidential
inguiry—-

934. It is the first time you have said that today.

{(Mr Simmons) Pregnancy is a physiological
process. It s not without its inherent risks. In
retrospect it is a physiological process, but it carries
risk. Some 500,000 women every die in pregnancy
and you may say—

Audrey Wise

935. Worldwide.

(Mr Simnions) Yes, worldwide. but you may say
that is underdeveloped countries, but in this country
the situation was precisely like that when this College
was formed.

936. Quite a long time ago.

{ Mr Simimons) That is the position. It is a normal
physiological process when the outcome is a happy
one for everybody, but it has inherent risk. That is all
I would say about it. That training that the
obstetrician undergoes is 1o safeguard patients
against that risk. That is our responsibility. Ol course
anybody who fulfils that need could lead the team,
certainly,

Mr Hinchliffe

937, Can you advise us aboul the progress of the
discussions that have been engoeing among the three
Colleges about maternity care? What point have you
reached so far and what sticking points have you
come across in these discussions?

{ Mr Simnrons) As far as our College 1s concerned,
there are iwo meetings. There are the meetings
between the Presidents, which is going on and has
been going on for a little while. 1 think we have
reached the point where very shortly we shall
produce a consensus view about maternity care. It is
very near Lo publication. There is also another team
meeting general practitioners looking at training
which Mary Anderson has been chairing and which
is also very near to publishing its results. I hope that
ANSWETS your question.

Chairman

938 Before Sir David Price finishes with the last
question. can you tell the Committée. Mr Simmons,
what the RCOG has done to smooth the path
towards the consensus that needs to be reached
between the general practitioners, the RCOG and the
Royal College of Midwives?

{Mr Simmons) | have said this to you last time |
wias here. 1 think all three Colleges and all those
involved in the care of pregnant women, malernity
care, have a responsibility to work together. | have
repeated this to my colleagues many times. | think the
worst thing we can do in an attempt. albeit
unintended. to alter the various status of the various
disciplines is to undermine confidence in the team
either for the individual or for the public. that would
be disastrous and highly irresponsible. When you ask
me what we have done. | have put forward that

philosophy and 1 will continue to do so. Qur
responsibality 1s to the public.

939. But you are not saying that you have done
anything specific in order to reach the consensus that
we hope to view when we read the paper that you
have indicated to us is shortly 1o be published?

(Mr Sipvnons) 1 have done many things
specifically.

940, Will you be specific. then, and tell us what you
have done?

{Mr Simumons) | cannot be specific. You will have
the document very soon and vou can read it for
vourself,

941, | am asking you here in this Committee. Will
vou be specific?

{Mr Simumons) 1 am not quite sure what is the
specific you wanl. Are you asking me whether we
have agreed Lo one form of delivery against another?
Mo, on the issues which we agree upon we have
published data. On those we have published opinion.
On those where we have differences of opinion or
where we have a different emphasis we are also
prepared to acknowledge. We shall not agree on
every issue concerned with maternity care, but that is
not something that prevents us [rom publishing a
document in which the broad issues are agreed upon.
When you say “specific” [ am not sure what you
mean, except to identily the importance of such a
team publication.

Chairman: It looks as if we shall have to wait for
that document.

Sir David Price

942, | can give you an example in evidence that we
received from the Royal College of General
Practitioners. They were critical about the training
that doctors receive in obsieirics, both at
undergraduate level and immediately post
qualification. They suggested that possibly you had
zome responsibility for this. 1 do not know how you
would react to another College obviously. But do
you accept that you have a responsibility and that it
may be due to your attitude that there is a decline in
the number of younger GPs doing maternity work?
Or is it all these other factors that we have spent a
long time discussing? Il means that the GP has
followed the thrust of—-

(Mr Simmons) | understand precisely what they
are saying. | do not think there is very good evidence
that that is the case, but it is sufficient for them to
make the point for us to look at it very carefully.
Mary Anderson will explain to you how we are doing
that. | do not think there is very good evidence for
what my friend Colin Waine said to support his
contention,

{ Miss Anderson) This is one thing that the College
has been doing by initiating and working out the
discussions which inevitably back up the final
outcome of such a document on training, for
example. These discussions have been quite wide
ranging. not just in defining educational needs for
GPs, but in the differences that the GP has felt from
our own approach to training and the eventual
outcome of general practice obstetrics. It has been
enormously useful and we have reached a very
[riendly and well-considered consensus of opinion on
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this. I think vou will find that when this document,
which is, | hope, about to be accepted by the councils
of both Colleges, 1 think you will find that we have
highlighted where our deficiencies have been. Of
course it would be wrong to claim that we have done
it all right. We have highlighted those deficiencies
and we have tried to tackle them and to acknowledge
the enormous place that the general practitioner has
in the general care of the pregnant woman.

Chairman

043, What about the midwife?

(Miss Anderson) We have also touched on
midwives in our document and have highlighted one
particular arca in which we would like them to be
part of the educational team concerned with the
general practitioner and the trainee doctors.

Sir David Price

944, There are two aspects to this, There is the
basic initial training and there is the other, which
concerns us all today with the speed of advance, and
that is what might be called in-service training. |
wonder, particularly about the developments that
Professor Dunlop was touching on, whether you
organised, and in what depth, updating the training
of GPs and some of your own College members?

{Professor Duniop) 1 think those are wvery
important points indeed. We are in the process of
reassessing our training for the diploma examination
which is what most general practitioners take. A
working party to meet early next year has been set up
to try to look again at our educational objectives and
1o ensure that we train general practitioners in what
they wish, 1 think it 1s important for the Committee
to remember a point that 1 made last time. Obstetrics
is only one aspect of what general practitioners learn
during training in obstetrics and gynaecology and
increasingly there is a need for gynaecological skills.
There is a movement within general practitioners
who feel that their obstetric skills and particularly
their intrapartum skills are therefore suffering
because the training has changed. It seems to me that
at the moment the diploma examination is a very
popular examination. We had our diploma
examination last week. There were 845 candidates
who applied for that examination. It is certainly a
popular examination and il seems to me that il is
likely that it fulfils some of the needs of general
practice, but we are not complacent and we shall
certainly look again at what is required.

945. 1 wonder, without detaining you now,
whether it would be possible to let us have a very
short note on the in-service training of GPs?

(Professor Dunlop) We can certainly let you have
the regulations lor the diploma examination. There is
no problem about that at all.

946. I think you would agree, would you not, that
one of the major problems with considerable
resource implications for looking ahead in health
care is how we keep everyone up to date?

{Professor Dunlop) The working party will have
general practitioner representation but will not be
reporting to council until the middle of next year.
That may be too late for your purposes.

Chairman

947, But will you accept that there is considerable
evidence from trainees that their training has not
been adequate or appropriale in many areas?

{ Professor Dunlop) 1 know of a survey which has
been carried out in Bristol which addressed that point
and 1 heard of the data presented. 1 must say | found
mysell in considerable disagreement with some of its
conclusions.

94%. Thank you very much. As | thought at the
beginning, this has been another lively session. You
have provoked us. | suspect that we have provoked
you. Thank you for your patience in allowing a break
in the middle which was longer than | had hoped, but
| am most grateful to you and your colleagues, Mr
Simmons, for coming to give us evidence this
afternoon. Thank vou very much.

(Mr Simmons) 1 would just like to say that
sometimes the form of the questioning suggests that
there is a major schism within hospitals throughout
the country between midwives and obstetncians., 1
would like to say that it is certainly not my experience
that that is the case. By and large I think the
relationship between the two disciplines in hospitals
throughout the country has been and continues to be
extremely good. [ think it would be quite wrong to
give an impreéssion that we are day in day ou
working together and fighting for some possession of
a poor patient. The association is extremely good and
I think it has been an example over many years (o
many other disciplines.

Chairman: Thank you for that concluding
comment, Mr Simmons. Perhaps vou will now allow
the midwives to come forward. | apologise for them
for keeping them waiting.

Supplementary Memorandum submitted by the Royal College of Obstetricians and Gynaecologists
APPENDIX 1
THE CURRENT POSITION OF HOME DELIVERIES

BaCKGROUND

In 1989 there were 682,979 births in England and Wales of which 6,941 were in the home,' an average of 19
a day in the whole country or one every ten days in each Health District. About half these cases are unbooked
and so would only be attended by emergency care. Heénce, less than (0.5 per cent of all deliveries are booked

and accomplished at home.
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8. Shepherdson B. HOME OR HOSPITAL BIRTH. Health visitor 56, 405-406 {1983).

9. Chapman M., Jones M., Spring J.. de Swiet M., Chamberlain G. USE OF A BIRTHROOM. Brit ] Obs
Gyn. 93, 111-116 (1986).

APPENDIX [I
QuEsTION 916

The College records have been reviewed. The following data relates to records since January 1980

1. Recognition has been withdrawn entirely from four (4) units. In all cases this followed closure or
reorganisation of the unit concerned, a process which was not initiated by the College.

2. In one instance (Elsie Inglis and Bruntsfield Hospitals in Edinburgh) recognition was withdrawn
following an unsatisfactory Visitors” Report in July 1980. A rotational training programme was
then introduced in consultation with the College and full recognition was restored upon its
implementation in November 1983,

3. In ten (10) units, recognition for training has been modified because of changes in workload or
slal‘ﬁ_ng. In none of these cases has recognition for training in the unit been withdrawn completely
and in some the decision has been modified following revision of training practices.

Supplementary Memorandum submitted by the Royal College of Midwives
INTRODUCTION

I. This short memorandum aims to clarify issues raised by both the Health Committee and other bodies in
response Lo the written and oral evidence submitted to the Maternity Services Enquiry by the Royal College
of Midwives earlier this year. It also sets out the RCM response to the evidence presented by other
organisations, where this might be relevant to the Committee's further considerations.

THE MipwIFERY PROFESSION anD CHANGE

2. The RCM recognises that the proposals contained in its writlen evidence ol May this year for a
midwifery led maternity service providing continuity of care to defined caseloads of women within a specific
geographical area may be regarded as idealistic. It might also be suggested that they are unrealistic in relation
to the structures in which the majority of midwives currently work. Firstly it should be stressed that the
profession views the proposals as radical rather than revolutionary. Prior to the move to 100 per cent DGH
delivery in the early 1970s the majority of midwives were operating in a community-based structure
undertaking the full range of midwifery tasks for the women in their care.

3. Secondly, the midwifery profession collectively has demonstrably not lost skills in the intervening
period. Both the concept of midwifery and its practical attributes have been sustained and developed by a
continuing emphasis on improved midwifery education. Indeed, although NHS policies and struetures have
made it difficult to practice what is understood by midwilery, the profession in the United Kingdom has
maintained its high reputation internationally. For example, in setting up action programmes to promote its
Safe Motherhood Initiative the World Health Organisation identified as key workers those who could work
with women in their own communities to provide primary maternity care and health promotion including
Family planning. The skills they envisaged were based on the British midwife wha represents the role model
for this key worker. As a result the RCM has been invited 1o contribute to a number of initiatives overseas to
improve training and practice. It has been involved in three main areas: helping to establish appropriate
education for midwives aimed at saving life and improving outcomes, contributing to developing research to
improve practice and advising on the legislation required to enable and control the practice of midwilery.

4. Some problems may well be posed for individuals within the profession by change. although the
profession already possesses credible mechanisms to deal with these (see paras 6, 7 and 8 below). However,
far greater problems will arise for the profession as a whole if change does not come about because of the
existing disparities between education and skills and the opportunities to put these into practice. In 1990 the
College commissioned the Institute of Manpower Studies lo survey midwives with a view 1o establishing the
eritical issues o be addressed if gualified midwives were to be retained in the MHS. The results of this study
made clear the importance midwives gave to the full use of their skills and to “professionally rewarding client
patient contact™.

5. In all organisational change there are individuals who will need help in adapting to altered
circumstances. For midwives this is likely to centre on reactivating skills which have not been called upon in
their current jobs. These could be anything from updating knowledge of labour ward practice to the practical
provision of breast-lfeeding support. The needs are likely 1o be quite specific Lo the individual practitioner. bul
there already exist mechanisms to both identily and meet their needs.
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THE ROLE OF THE SUFERVISOR OF MID'WIVES

6. The statutory role of the Supervisor of Midwives is outlined in the Annex Lo the College’s written
evidence of May 1991 entitled ““The Role of the Midwife”, which describes the legal status and accountability
of the profession. For individual midwifery practitioners a source of support and leadership should be
available from the local Supervisor of Midwives. Supervisors should be readily available to midwives; they
should know local circumstances and have sufficient knowledge and experience to command the respect of
their peers and represent their views where professional practice is an issue. Some health authorities have
failed to understand the nature of the Supervisor’s role and théy have nol appointed supervisors
appropriately; they may well benefit from further guidance on this topic. However, in general the role of the
supervisor is a major pillar in maintaining existing high standards of midwilery and will be of considerable
significance in any changed structure.

7. Anexample in practical terms is that one of the tasks falling within the Supervisor’s responsibilities is to
monitor the clinical practice of each midwife in her area at least annually and to maintain appropriate records.
It would be feasible, therefore, to identily the particular training needs ol individuals through the supervisor’s
review and to sel out a talor-made programme 1o meet those needs.

ContinuinG Epvcation anp REFRESHER COURSES

8. Midwives have a professional responsibility to keep up to date on all aspects of midwifery practice. Such
continuing education enhances individual practice and service provision. A key component is the statutory
obligation to undertake periodic refresher courses. (There are no equivalent courses for nurses or health
visitors). Implementation of the UK CC’s Post-Registration Education and Practice Project (PREPP) will add
to these responsibilities. There are several ways in which this system could be built on to implement change.
One idea would be to add onto the current refresher course components designed to enhance particular skills
so that over the transition period individuals could choose a course specific to their needs. Alternatively,
individuals could be encouraged to seek training which would be accepted as an alternative to a refresher
course and put them in compliance with their statutory obligations. Both of these measures would require
pump-priming resources. However, the refresher course requirement would enable transitional training needs
to be met in a cost-effective manner.

9. Inrecent years the RCM has given a high priority to developing a range of post-gualification courses to
further improve the options for continuing professional education. These include a Postgraduate Diploma in
Professional Studies, Midwifery, and the first Masters in Midwifery Programme in Europe in collaboration
with the University of Surrey. The College has also sought to encourage open and distance learning initiatives.
It is a member of the Steering Group for the development of a Diploma in Professional Studies-Midwifery,
by distance learning, in conjunction with South Bank Polytechnic and it has been involved in the development
of a return to practice programme by distance learning. Clearly these developments could be built on to
provide for additional training needs.

10. A major current issue for midwifery and one which will be critical 1o the future quality of midwifery
care is to ensure that midwifery education remains founded on clinical practice with a recognition that it is a
skill-based profession. To do this midwives need to retain control of midwifery education and it might well
be necessary Lo strengthen the mechanisms al both statutory and institutional level Lo ensure that midwives
can direct their education and practice as inténded in the Nurses, Midwives and Health Visitors Act 1979,

11. Within the NHS structure there are two existing routes through which change could be facilitated. The
first is the Heads of Midwifery who are likely to have animportant role in implementing service developments.
At present, managemenl structures in some health authorities do not enable the Head of Midwifery to
contribute as fully as is desirable and improved recognition of those who represent the profession is required.
Only midwives can speak lor midwilery and it is essential now and could be increasingly so in the future, that
where maternity provision is being considered a midwife with the appropriate expenence and standing is able
Lo participate fully at the level where decisions are made. The second route to change could bethe Maternity
Service Liaison Committees. It was recommended by the Maternity Services Advisory Committee in 1983
that all health authorities should have such a forum Lo discuss, review and establish acceptable policies lor all
those providing maternity care. Despite the passage of time some health authorities still do not possess a fully
functional Liaison Committee. It would be hoped that general managers would appreciate that such bodies
can provide a prime source of advice when arrangements for malernity care are being considered. They should
ensure that there is equal representation from professional groups and consumers and that an adequate
secretariat is provided.

THE RoLE oF THE GENERAL PRACTITIONER

12. In oral evidence to the Committee in June the RCM expressed concern about the duplication of care
in the community by both the midwile and the GP. It was suggested that the GP’s item of payment for
maternity services in which care was broken down into three components | ante-natal, intra-partum and posi-
natal care) systemised the fragmentation of care. The College is aware that at that point its commenls were
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considered controversial. It was therefore pleased to receive and comment on the General Medical Services
Committee document, **Building Your Own Future—An agenda for General Practice”. In its response the
RCM reiterated its policy that women should have access 1o a full range of maternity services including direct
referral to a midwife—within the context of the GP continuing to take prime responsibility for broader Family
care. The RCM strongly supported the GMSC concern to see a system of remuneration which wholly reflects
the work GP’s undertake and their wider responsibilities and commitment to their patients. However. the
College expressed the view that item-for-service payments did not lend themselves to “whole service
provision” and proposed that a weighted capitation fee based on the number of women of childbearing age
on a practice hst would be more appropriate. This would take account of the GPs' responsibility for the
provision of a very wide range of services to this group and would also allow for the development of more
varied, appropriate and effective patterns of care,

13. The RCM and the RCGP have agreed recently to set up a Joint Working Party to examine the delivery
of maternity care in the community. The working party will produce recommendations in four major areas:

13.1 the formulation of a programme to guarantee high quality care from confirmation of pregnancy to
the post-natal examination.

13.2 the definition of the contributions of the general practitioner and the midwife to the delivery of
malernity care to avoid unnecessary duplication of services.

13.3 the maintenance of continuity of care for women through pregnancy, childbirth and the infancy of
their child.

13.4 the examination of ways in which women can be kept informed about the process to ensure their
choices about maternity care are heard and acted upon.

The Working Group will report direct to the ruling Councils of both Colleges in early 1992

THE MATERNITY SERVICES ADVISORY COMMITTEE—MATERNITY CARE IN ACTION

14. The RCM was concerned to note the heavy dependence of the Depariment of Health written and oral
evidence on the three documents produced by MSAC, These aimed 1o review the then current practice to raise
standards of care and present a source of advice and an achievable action plan for health professionals and
managers. Since their publication in 1983 the documents have proved to be valuable but there have been
subsequent clinical developments, social changes and alterations to the structure of the NHS which should
now be taken into account. The RCM does not believe that Maternity Care in Action currently represents the
best advice of midwives nor the best advice to midwives and it considers that it would be timely to draw
together new national guidelines for the provision of maternity care.

15. There are three particular areas which the College believes are not addressed by Maternity Care in
Action and which should be incorporated into new guidance:

15.1 The need for a woman-based servive affering adequare choice and cantinuity of cover, Maternily Care
in Action was largely concerned about humanising a pre-existing system; it was not consumer-centred, The
Advisory Committee did not possess the evidence currently available on the importance of continuity of care
and carer.

15.2 Maodern approaches to clinical practice—The available evidence, drawn together in *Effective Care in
Pregnancy and Childbirth™, including information on the appropriate use of technology such as electronic
fetal monitoring and oxytlocic drugs.

15.3 Methods of Promoting Change—In line with the Health Charter it would now be appropriate to
establish clear targets for health authorities for particular aspects of malernily care, eg wailing lime in anlte-
natal elinics. intervention rates and the introduction of named midwives and continuity of carer schemes.

RESEARCH PRIGRITIES

16. The RCM considers that one of the causative factors leading to the present emphasis on abnormalities
of pregnancy and childbirth has been the disproportionate volume of resources devoled Lo this aspect of care.
Midwives recognise the right of *high-risk™ women to have the opportunity to safely deliver a healthy child.
However, the effectiveness of care given to the majority of “normal™ women with a resulting decrease in levels
of clinical morbidity could also be improved by means of good quality research and the application of the
results of research to practice. The RCM contributes to the Steering Group lor the midwifery research data
base { MIRIAD) centred at the Mational Perinatal Epidemiology Unit, Oxford. This has significantly raised
awareness among midwives of the application of research to practice and generated an increase in practice-
based research. The College also runs courses for research midwives and the *Research and Midwifery™
conference. Despite such activity midwifery research is relatively underdeveloped compared to medical
research a major constraint being the lack of secure sources of funding to enable large-scale projects to be
undertaken. The RCM administers funds on behalfl of various trusts and commercial sponsors, but such
funding is generally for a very limited period and rarely in excess of £5,000. As midwifery (and also nursing
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research) develops, the number of high quality project proposals is increasing. This is beginning to give nise
Lo a very unegual situation whereby a medical research proposal of similar quality and validity to a midwifery
proposal is far more likely to atiract funding. The RCM considers that the stage has been reached where it is
necessary Lo consider the feasibility of establishing a free-standing body with earmarked resources along the

lines of the Medical Research Council to support suitable midwifery and nursing research.

Novernber 1991
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Chairman

949, Miss Margaret Brain, as President ol the
Roval College of Midwives, can | welcome you most
warmly to the Committee this afternoon to give
evidence for a second time in this inguiry we are
carrving oul into matermity  services. 1 publicly
apologise to you for keeping you waiting so long.
You know part of the reason and also naturally we
were rather engrossed with the Royal College of
Obstetricians and Gynaecologists, seeking to solicit
additional information from them. We are now
giving vou an opportunity to bat. Will you, first. for
the benefit of all, introduce your team to us?

{(Miss Brain) Thank you very much, Mr
Winterton. We are delighted to be back. 1 have the
samé team with me that batted before. They are Anne
Rider, who is the Maternity Services Manager and
Director of Midwifery at the Obstetric Hospital at
UCH in London and is also a supervisor of midwives;
then Beverley Bryans, the Director of Professional
Affairs at the Royal College of Midwives. We have
Ruth Ashton, the General Secretary of the Roval
College of Midwives and Lesley Page, Director of
Midwifery at the John Radcliffe Maternity Services
in Oxford and also a supervisor of midwives.

950. Thank vou very much indeed. We obviously
hope to get through the questions that we have down
for this afternoon, to wind up on evidence that we
took at the earlier session. [ lead off by asking vou the
first question, a very general one. What do you
consider to be the essential criteria by which to judge
the quality of maternity care? What factors would
influence how these are prioritised by the Royal
College of Midwives?

{ Miss Brain) There are many criteria which can be
used 1o judge the quality of care and probably the
easy ones are the hard statistics relating to maternal
mortality rates, perinatal mortality rates. Other
statistics, such as the types of deliveries within
hospitals, can also be used to look at the wype of
service vou are providing, But pregnancy must be
recognised as a life event and therefore there are
other criteria which need 1o be looked at. 1 will

therefore ask Lesley Page to comment on the more
women-ceéntred or the softer statistics and sofl
criteria which can be used and which must be used.

{Ms Page) | think it 15 important when we are
looking at a vardstick for measuring quality in the
maternity services that we recognise that we are
caring for a woman who is having a baby. We are
talking about basing our indicators of value on the
value which is important to that human life event. We
are looking at things like developing confidence in
parenting, happiness at the outcome of having a
baby, the mother using the feeding method of her
choice, as well as looking at the health of the mother
and baby. A lot of these are consistent with value for
money and one of the things that we need to focus on
more in the maternity services are the social
interventions and the effect that they have. We need
to have some social indicators of quality. When one
asks a mother if she has had good quality care it is
very obvious to her whether she has had good quality
care or not. It is not a difficult question to answer.

One of the things that is particularly important is
looking at the sensitivity with which the mother has
been treated. When dealing with difficult complaints,
as | do often in the maternity services, one finds that
for the women who have been treated insensitively we
cannot really resolve their complaints. We have to
recognise that those women are affected to the very
core of their being. We oflen talk to old women who
remember difficulties that they had when they were
having their children. It is not always the bad
physical outcomes, but the sensitivity with which a
woman has been treated. It is particularly important
that she has control over her own body and the birth
of her own child and the partner and the Gamily of
that baby have 1o have contrel too. They are the
kinds of things that we need to look at as well as the
hard physical outcomes when we are looking at
quality in the maternity services.

951, There are one or two guestions from me
before 1 hand over guestioning Lo my colleagues.
Miss Brain, in the oral evidence that your College
gave to the Committee in June you described the
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[Chairman Cosri]
under use of the midwives in the country as—and |
quote the words that were used—"a scandalous
waste of money™. What have vou done as the Royal
College to persuade the Department of Health to
quantify this waste of money? What assessment have
you made of the resources which could be released by
the reorganisation of maternity services? Where
would you apply these resources? What amendments
or concessions have you got from the GPs and the
Royal College of Obstetricians and Gynaccologists?

{ Mizs Brain) Lesley!

{Ms Page) | have this feeling that this is an arca
where angels fear to tread, but I will get into the area.

952. You and | are in it together.

(M3 Page) | have to link this with your question to
the RCOG previously. We keep on hearing the
misconception that domino systems, for example, are
too expensive. But nobody can ever quantify or give
evidence that they are too expensive. What we have
to be looking at are systems in which we do not
superimpose one sysiém on top of another. We
actually have to look at fundamental reorganisation
of the whole system. So, for example, if you put a
domino scheme on top of a traditional system it
becomes more expensive. It is casy 1o see how the
misconceptions arise, The midwives who do domimo
deliveries are community midwives and highly paid.
They have leased cars. They have travel expenses. So,
on the face of it, il seems expensive. On the other
hand, we have traditional systems which are
inflexible to the peaks and troughs of the work load,
so0 we need midwives where the mothers are when the
mothers need them. That is very simple. | have done
some local work on costings with our unil
accountant. It is a very difficult area to guantify. |
have looked simply at the midwifery cost per case
when we use the traditional system, and team
midwifery, which is community based and hospital
based. In fact, if we use the proper skill mix with
community based team midwilery, it is as cheap as
the traditional system, if not cheaper. We also have to
be able to add in there the reduced intervention rate,
which often lollows with those svstems. So 1 think it
is an area on which there needs to be much national
work and we need to look at remodelling whole
systems and looking at a new organisation, not at
imposing a different organisation on top of a
traditional one.

953, The RCOG in their evidence just now—you
were present and you heard it—indicated that there
wis a shortage of midwives. Is there a shortage of
midwives? .

{Ms Page) We work in systems where midwives
feel constantly frustrated and stressed—

954, Mo. that was not my question. Is there a
shortage of midwives?
{ Miss Ashron) Yes,

955, Or is it that they are not properly organised al
the moment because of the primarily hospital based
service?

{Miss Ashton) Can | elaborate on that “yes”,
because | was not going to say “no™? | do not believe
that we can say that there is not a shortage of
midwives. That is why I said “'yes”. However, | think
there are certain issues that one has to look at in
relation o the use 1o which midwives are put. There

is no doubt at all that if you look at the way the
malernity service and particularly midwifery is
organised and begin to analyse and use the processes
which can analyse the way that midwives provide the
care, those places that have done that have been able
to utilise the midwives betler, but at the same time,
with fair confidence, many of them have identified
that there are shortfalls in the numbers of midwives
that they require. It may not be such a shortfall as
they might have anticipated while they used the
different system, but nevertheless they have identified
shorifalls. The difficully is—and this is where | think
the pressure is—that if yvou look at the establishment,
those numbers that are allowed, you might find the
vacancies are all filled. But if you look at the number
required to provide a service then you will discover
that there were not enough midwives working in
some places. Therefore there is a shortage of
midwives working within the NHS to provide the
type of care that we are talking about,

Audrey Wise

256, Following directly on that, is there what
would be called a wastage of midwives? 15 there a
drift away by qualified midwives? If there is, can you
identify any reasons for that and any ways of
preventing it?

(Miss Ashron) We did a survey last year through
the IMS. One of the questions related to the
likelihood of people moving out of midwifery within
the next five years. One of the things that came out
very loud and clear was that what midwives wanted
was to be able to exercise their professional expertise
to be able to wtilise their skills. The survey indicated
to us that midwives are frustrated with that and that
they felt that they would come out of the NHS, out of
maternity care within a short period of time. That is
the indication we get of people’s likelihood of
leaving. We are certainly beginning to get anecdotal
evidence now and I think that within the next year we
shall be able to discover the extent to which this is
happening, that midwives are moving outl of
midwifery, We were talking the other day with some
people from the north of England and one ol the
things that seems to be happening is that midwives
are going to work in practices. So they are practice
nurses, no longer exercising their midwifery skills,
One of the reasons lor that—we are not here to talk
about pay and conditions—is the pay they receive as
praclice nurses as opposed (o the pay they might get
working within the hospital or community system in
the NHS. The other thing is their [rustration at not
being able 1o do what they believe they are there to
do: that is to practice midwifery in the way that they
should be, free to be a midwife and practice
midwifery. I am sorry we cannot give it Lo you now,
but | am sure over the next year we have to follow up
this increasing anecdotal evidence ol midwives
moving out of midwilery into other areas of care,
because the opportunity 18 now much more available
to them and the general practice issue has suddenly
provided that trp];lnrl.unit}' for peaple 1o move out.
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Sir David Price

057. How far do your members feel that they must
act independently? How far do they feel themselves,
initially at least, to be members of the primary health
care team and therefore working very closely with the
GPs and the health visitors? Or do they prefer to be
independent?

i Miss Ashion) I the pnimary health care team is an
organisational concept, then they are not part of that
organisational concept. Midwives are working in the
main in this country in the context of an integrated
community/hospital service. That is where the team
i5 which covers communily and hospital. Most
midwives working in the community setting will
liaise and co-operate and work with their colleagues
who are in a primary care team where that primary
care team is interfacing with the work that they do,
for instance the health visitor. At the moment very
few midwives are structurally within what is defined
as the pnmary health care team.

95%. So they would not particularly wish to work
from the premises of a group practice?

(Migs Brain) They may be working in these
practices, wes, They may be working in those
premises, but they are not actually a part of the
primary health care team. They will be part of the
total midwifery service for the district.

959, Let us take this in the context of hoping Lo gel
the primary health team closer to the hospital al one
end and out into social care at the other. 1 think you
will agree that more and more, as one takes a holistic
view of these things. one is talking about health care
the spectrum, rather than trying to scparale out
exactly which part of the individual's problems or
need for care is stnctly health and what 15 stnictly
other but imporiant matters. Let us take the example
with the pregnant mother of her diet. In our earlier
reporl we took a good deal of interest in that.

(Miss Ashion) At the moment—and this is
something we have advocated—midwifery and
midwives cover community and hospital. For a long
time we have said that it is inappropriate to separate
midwives off rom that group and that team and take
them out and put them into a communily team.
There are all sorts of reasons why the integrated
service for midwilery is appropriate. That is the one
side. The second side is that we believe that midwives
obviously must and do—in the organisation of the
care which is provided in the community to
mothers—work with the team of people who will
provide whatever sort ol advice and services are
needed. That may be the dietician. Midwives should
know and undeérstand the dietary needs of the mother
and should be able to help, but the midwile will liaise
with and work with the dietician. Our College has
taken the stand and will continue to take the stand
that the seamlessness where maternity is concerned
must be between communitly and hospilal and that
the seam must be between the midwilfe in the
community and the other community people and
that has to be bridged by liaison. What we do nol
want is for the seamlessness to be in the community
between community midwives and other community
stafl so that they then have to try to establish the
seamlessness between their colleagues who are
working across the district. That is, hospital and

community should be one, and then midwives should
liaise with their colleagues outside that to make sure
that the mother gets the sort of care she requires.
That is the stand that the College has taken.

960, So you would expect the majority of midwives
to be working out from the hospital base? Physically
that would be the way to do it. would it?

{ AMiss Rider) | think that varies [rom geographical
area to geographical area. ITit is a big area there may
be teams of community midwives working within
community institutions, like GP practices or health
centres. Where 1 work the midwives work [rom
within the hospital and go out. They work in 12 or 13
different health premises. It will vary, but their
allegiance and their control is [rom within the
hospital. That 15 what happened in 1974 with the
integration of the maternity services, Having worked
before 1974 the advantages are superb, because
whoever deals with the woman, community midwife
or the hospital, they are working to the same policies,
practices and understanding of how the sysiem
works. This means that the woman does not notice
the difference. whether she is being cared for within
the community or the hospital because the
philosophy of approach is exactly the same.

961, Following that. how common is it nowadays
for a midwife to alternate, still based within the same
general area, between hospital and community? In
my part of the world in Wessex | have found it quite
common for a midwife to do six months in the
hospital and then six months anywhere out in the
community. | know that it produces great problems
over regrading. Is that a kind of mode] that you think
will become increasingly common?

(Miss Bryans) In fact. increasingly there are
rotational schemes of midwives working between the
hospital and the community for the very reason, it
has been sand, to keep the seamlessness of the service,
A midwife also is trained and able to deal with all
aspects of care, antenatal, intrapartum and post
parium care. Supervisors of midwives in recent years
plus managers have very much been encouraging the
fact that the midwife utilises all her skills and works
across the gamut of hospital and community, We
really very much welcome this. If the emphasis is
woman-based care rather than institutional then you
are following it right across the span.

Chairman

062. Can you just clarify one point? This came up
during the evidence that came belore us during the
evidence given to us [rom the RCOG, Do midwives
carry resuscitalion equipment when attending home
births?

{ Miss Bryans) Yes.

{Miss Rider) For the mother and the baby,

963. Another question, going back to some of your
writlen evidence which you have given 1o the
Committee. is it right that you supporl capitation
fees for GPs caring for women of reproductive age?
Can 1 ask your College whether vou think this will
enable more GPs to provide maternity care?

(Mizs Ashron) | have no idea whether it will allow
more (GPs to provide maternity care. The issue in
relation Lo the capitation as opposed to the item-for-
item payment is that where there is the item-lor-item
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payment. the GPs are paid for specific activities of
care, in other words antenatal care or post natal care.
They are paid according 1o the fact that they have
given an aspect of care. Maternity care is not to do
with aspects of care. Maternity care is to do with the
care of the woman from the beginning of her
pregnancy until she has had her baby and until she
and the baby are satisfactory post natally. If we had a
capitation arrangement—and we have discussed this
with the GPs—there would not be the same pressure
on GPs to get their hands in there to make sure that
they get the payment. We believe that their payment
should be made for the type of contribution which
they should make to women during their pregnancy
and that then the actual care of the woman should be
determined according Lo the professionals that
should be involved. In that sense the mother would
not be experiencing anything like a fragmented
service. It becomes fragmented, if somebody has to
get their hands on to get their money.

964. What reaction have you had to that proposal?

(Miss Ashton) The interesting thing is that the
RCGP really supported what we were saying. We
were quite surprised at this and asked why it was not

ssible therefore for the whole issue to be taken
orward. Their answer was, “We do not negotiate
terms and conditions.” and that perhaps we could
talk to the GMSC. That was their response,

965. The Royal College of Midwives?

{ Miss Ashron) The RCGP suggested that we could
talk to the GMSC. In fact | have a meeting with the
GMSC at the beginning of January and this will be
one of the subjects we shall talk about. It is a service,
it is not a one-off hands on thing. That is really the
point we were trying to make when we were talking
about the need for general practitioners to be given
a per capita, somehow determined by the number of
child bearing people within their population. [n that
sense they would get the money. They would provide
the service that they need to provide for the women
and the affinity that they need to for the women, but
the women will not get this fragmented approach, *1
must get my hands on in order to get my money".

046, But have you any evidence to back up that
proposal that you have put forward or 15 it just the
grass root feeling of midwives that that sort of change
in remuneration for GPs would provide a new locus
of maternity care which would not only benefit the
mother, but would enhance the image and role of the
midwife?

{Miss Ashion) We have quite a lot of anecdotal
evidence that that would make a considerable
amount of difference.. The people who are in the
service know the difficulties that exist because general
practitioners have to get their hands on in order to get

their payment.

967. If you do have any anecdotal evidence and
you feel it would be helpful 1o let us have it by way of
a short noie—ihe Clerk will probably criticise me for
asking for further paperwork—but | think it would
be very helpful to our Report.

Audrey Wise

968. I should like 1o ask two disconnected
questions, just to make sure 1 get the second one in.
The first is that the Commiitee and the people from
whom we have been taking evidence have been
stressing the importance of continuity of care. Can
you tell us what effect the rather reduced working
week compared to days gone by has on the ability of
midwives lo supply continuity of care? For example,
will they be expected 1o have a long period on call? IT
they are, will they be willing to? If not, are there other
ways which are efficient and which still provide
continuity in organising the service?

(Miss Brain) In the good old days of the 1940s and
19505, communily midwives or district midwives as
they were called then did work in partnerships and in
groups. Although looking back on it many of us feel
that they took the sole case and were on 24 hours a
day, seven days a week, elc, they did work in groups,
perhaps only in groups of two or groups of three. In
order to accommodate the reduction in the working
week, groups of midwives have 1o work together and
therefore the woman would have to get to know more
than one midwife. It would be unrealistic to pretend
that one midwife per woman could be obtained for
evervbody throughout the United Kingdom. There
would have to be groups of midwives, although there
could alwavs be a prime midwile for a particular
woman.

(Ms Page) What is happening in practice is that we
are being very flexible aboul the hours and we have
fixed experimental schemes, team midwifery and
even domino care in community teams. Although we
recognise that there is a 37 hour week, we are flexible
about it over several months. The midwives are
willing and wanting to do this. They are wanting
more professional practice rather than employment
status so they will take their time back. They do not
think that they have to work only 37 hours in this
week, but will work it out often over a number of
months. It is important to them that they get the
professional satisfaction from doing that.

969, S0 you mean that if they are in the middle of
dealing with a delivery they would prefer not to say,
I am sorry. | have finished now. Off I go.”” But they
would prefer to see it through, provided they received
adequate recompense in the way of time off in lieu?

(M5 Page) Itis important too that the management
changes. because these tcams take a lot of
responsibility for controlling their own work. If there
are a lot of deliveries due they will have more people
on duty, but they will take the time back when there
are not many women deliverning. There are always
peaks and troughs in the service in the number of
people delivering. They definitely would not want to
walk out on the delivery of a woman.

970. 1 have heard it described as staffing the
wamen, rather than staffing the wards?

{Ms Page) It is the midwife being with the mother
when and where she is needed basically.

{ Misx Brain) Midwives [ollow mothers, in the same
way that money follows patients.

971. 1 hope rather better. Does the culture of the
NHS normally allow [or this flexibility or do vou
have instances where a midwife is delivering and is
told to go rather against her will so that vou have g
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change of shift anyway? Do you think that that is
inevitable?

[ Ms Page) Mo, it is not inevitable. 1 would say that
we have two cultures operating at the moment and we
are moving very guickly to the new culture. In the
recent olden days, not the good old olden days, we
had a situation where midwives were expecied 1o
work certain hours, where they were controlled,
where there was a hierarchy, We are now moving toa
situation where we recognise that we are professional
practitioners and we will often make the choice. We
are not stuck with rigid regimes, meal breaks and so
on. The midwile has to take that responsibility and
make that choice hersell, and do so in partnership
with the woman.

972. Do you think that midwives in general, or
sufficient of them, are willing to move Lo that second
culture?

[ M5 Page) The younger midwives are longing todo
it, and a lot of the older ones too. | think there are still
some midwives who probably need to change in their
thinking on it, but it is moving fairly fast.

973. My second disconnected question relates to
breast feeding. It has been put to me by a recent
mother that she was with two other mothers, all
delivered about the same time. The other two were
bottle feeding and she was breast feeding. They were
in the same little unit and the pressure of being with
two bottle feeding mothers was enormous because
the kind of questions that were routinely asked,
*How much has the baby taken?" and all that kind
of thing seemed to be geared to bottle feeding, She
felt that she could not give the kind of answer that
seemed 1o be expected of her. She felt it was very
discouraging. She felt that breast feeding mothers
should be kept together to compare notes and work
out their own problems and bottle feeding mothers
should be kept together. Have you come across this
problem before?

(Miss Rider) Yes, I think there is a problem
sometimes, but 1 think there is a movement now
within the education of midwives in preparation for
breast feeding, that it is not like it was ten years ago
when we were imparting information. We are
actually trying to build the woman's confidence and
having discussions with her about the problems that
she will encounter. The resistance from husband,
friends, partner, general public etc, so that she is
facing up to these issues and makes a good informed
choice and feels confident about facing up to all of
these things when she actually commences breast
feeding. The education of the mother to breast
feeding has been looked upon ina much more holistic
way, where as it is true to say it was quite didactic in
the past.

974, | take that point and | welcome the comment,
but the point which was specifically being made to me
was nol that it was pressures from society, but
pressures from the hospital itsell and the way
expectation seemed to be geared—not intentionally
probably. But because bottle leeding can seem to be
more straightforward—vou have this quantity of
milk and will the baby take it or will the baby not—
breast feeding seems to involve more subtle changes,
more subtle needs and problems. The hospital did
not seem 1o be geared 1o that. In fact it was put to me

that any longer in hospital and she would have given
up breast feeding.

{ Miss Rider) One of the very good reasons when
there is proper domestic support that the woman
receives midwifery support at home and does not
have to be in an institution, because as managers we
have all tried very hard to make the post natal wards
less like an institution, but we cannol get away [rom
the fact that women watch each other and they do see
midwives—who, by and large, are usually uniformed
in a hospital—and the doctors in their white coats as
the experts. That diminishes their own sense of
confidence in themselves because they are seeing
these experts around them and other people perhaps
having bad experiences at that time. They do not see
them three or four days later when they might be

having good experiences.

Mr Hinchliffe

975. I have two very quick questions. You laid
great emphasis on the need for improved continuing
education for midwives. If additional resources are
made available, would this be the best use of such
scarce resources?

{ Miss Ashion) IT there is more money available for
continuing education that is an excellent use of
resources. Any education is an investment in the
standards that vou hope will appear subsequently.
Money spent on education is always value for money.
If the nature of your guestion is whether that value
would be equivalent to the value of using that money
elsewhere—

976. That is the point. It is an either/or situation. If
you had scarce resources would you direct it towards
the education?

( Miss Ashron) It would depend on what else was (o
be given up. | think it is vitally important that the
right amount of resource for education is made
available for midwifery and for midwives. As | have
said that is an investment in the quality of care that
midwives provide. Mo profession finishes at the point
at which the person has finished the first part of
education and training. It has to go on. What we have
been talking about today and what we talked about
last time is that there 15 a tremendous amount of
change taking place and we certainly hope that the
Committee will be able to make some further
recommendations about the tvpes of change which
must be seen within the maternity services. If change
is to be brought about. the only way it can be brought
about successfully, even il one has highly qualified
people, is to invest some money in the change
process, There must be money going into education
and continuing education anyway. If we want to
bring about change money is needed as an investment
1o produce change in the best possible way.

977. Tocontinue with the ed scation theme. in your
evidence you state that it would now be appropriate
Lo review the content and format of medical training
in obstetrics? Why do you think that is the case and
give us an idea of whal you think the content and
format of medical training in obstetrics should be?

(Miss Ashron) | think our concerns in relation o
medical training are to do with the fact, particularly
in the context ol the hospital setting to date, very
often the people in the learning part of obstetrics are
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not being given the right kind of support and not
being seen as learners. They are very often seen as
actually having to act as if they were far more
experienced than they are. As an organisation we
believe and we hope that where medical training is
concerned in obstetrics those people who are
supposed to be there in a training capacity should be
treated as trainees and should be given the right kind
of support to enhance their skills and develop the
competencies they need to become whatever they
want 1o become.

978. So you are saying that they are thrown in at
the deep end too soon? Is that the impression that you
have?

(Miss Ashron) Yes, my colleague said this
alternoon, what was it?

(M3 Page) See one. do one, teach one.

{Miss Ashron) 1 think sometimes that is what
happens and certainly that is the experience. I think
we are not alone in our experience. It is something
that has also concerned our colleagues in the other
two medical colleges. Perhaps what they are looking
at in education will address that problem as well.

Mr Couchman

979. We heard from the RCOG earlier this
afternoon that they could see no reason why
midwives should not lead a team, but that the
training consultant obstetricians have usuvally had
tended to fit them better for these teams. | suspect one
of the reasons for this is that perhaps the fear of
increased litigation and that sort of thing has become
more of a factor as to which of the two professions
should or should not lead the team. In your view
should the fear of litigation automatically lead to an
increase in medical intervention in antenatal care,
care during labour and birth and post natal care? IT
50, how can this increase in intervention be avoided?

{Miss Brain) It has been shown in America—aone
tends to think of America when one starts talking
about litigation because of the problems that they
have had—that where the woman knows her carer
and has built up a good relationship over the months
of the pregnancy there is much less litigation. In fact
the organisation [or midwives in that country, the
American College of Murse Midwives, have had very
few of their members brought before the courts. That
is one aspect of it that we would emphasise; that
where the midwile gets to know the woman there is
much less likelihood of litigation. You started off on
the question of leading the team. | believe that at any
one time—il you like to call it the leader of the
team—il could be the midwile, the obstetrician or the
general practitioner who will be the key worker for
that woman. That person. of whichever profession,
will take the lead for that woman.

980, My point was, is the leader in greatest
jeopardy of litigation il things go wrong in those
circumstances?

{Miss Brvans) No. The midwife is accountable for
her own practice.

{Miss Brain) 1 do not sec that it links to the
litigation at all.

981. What are your views on a system of no fault
compensation? Should that be available for medical
accident”

HIEM D

(Miss Ashion) Our college has a policy of pressing
For no fault compensation in the realm of obstetrics
and midwifery. We take the view that a person having
a baby who is damaged for whatever reason should
not have to rely on the courts to determine whether
or not they should get the sort of compensation they
need. In our profession the person who acts wrongly
is subject to the discipline of our statutory body and
we believe that the profession should take
responsibility for ensuring that professionals who do
not undertake their professional work in the right
way should be disciplined. We feel that it is very
wrong that women whose babies are damaged for
whatever reason have to wait until it is shown that
somebody acted wrongly professionally before they
are given the compensation.

Chairman

982. Did 1 understand you correctly a few
moments ago? | therefore put the question to you.
Are you saying that in the United States of America
where the sole carer i5 an obstetrician the litigation is
less of a problem? Were vou saying that?

(Miss Brain) No. [ referred, Mr Winterton, to the
American College of Murse Midwives which has over
4,000 nurse midwives practising in the United States
of America in various states. | was talking about the
litigation that those midwives have had 1o face.

Audrey Wise

983, Compared with Amencan doctors?

(Miss Brain) Yes, that is nght. One has to recognise
that poor outcomes do occur in obstetrics, regardless
of the very good care, That is important when one is
looking at this. However good the care is there will,
from time to time, be a poor outcome. The different
and separate issue is the question of malpractice and
how the professional organisations and statutory
bodies cope with that.

Chairman

984, But in answer to this direct guestion—you
may say it is loaded—il the midwife was given a
greater role in maternity care, do you think the
unsatisfactory outcomes would be more or less?

{ Miss Bryans) Less.

{Miss Brain) Less.

985. So, by implication, vou are saying that the
midwife should be given a more important and
enhanced role in maternity services?

{ Miss Brain) Yes.

Mr Sims

986, Given that maternity services can expect their
fair share of the increased resources to be allocated to
the Mational Health Service as a whole, would you
like to indicate where, within the service—education
apart, which we have just discussed—you feel the
priorities should lie? Would you lavour, for example,
more resources 1o home births or perhaps building
up small lecal GP units? In particular you mentioned
in one of vour memoranda vour feeling that the
resources arc skewed in maternity care by the
perception of it dealing with critical rather than
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normal births. Is this a shift you would like to see in
resource allocation within the service?

(Miss Rider) The question of the allocation of
resources has to be looked at in each individual
district because each individual district is at a
different stage and has developed different things.
Obviously what we would like to see is the
establishment of teams of midwives giving continuity
of care for all the reasons we have given previously
about greater satisfaction, less interventions and so
on. In some districts additional resources for
midwives may be required, but not all. [ have
introduced it in my own district without additional
resources, so it will be give and take. Whether it is
home confinements or domino deliveries, it really
depends on the women within that locality. It is no
good preparing for 50 per cent home confinement il
that is not required.

One of the important things [ feel we should
consider is women's views of the service. As you
probably know, the OPCS has produced a wonderful
package exploring women's views, but it is very
expensive to apply. We have just costed it in our
district and it would cost us £50,000 properly to
survey two hospitals, which is about 7,000 women. If
we are (o have a women-led service, in other words it
is to be consumer-responsive, we have to have good
surveys to establish, so those might be other areas
that we might want to put resources into. But it really
depends on each individual distnct and in each
district you would get a different answer, We must
not forget that we are not just talking about
midwives. We are also concerned in some districts
about the junior medical staff. We cannot see the way
forward, even il they do shed some tasks on to the
midwives. We still cannot see how some of the
demands to get their right hours can be met without
additional resources. I think it needs to be looked at
very carelully.

(Ms Page) 1 should like to confirm what Anne
Rider has said. The maternity service basically has to
make the decision locally about the use of resources,
but would like to confirm that it must be bottom up.
There has been a disparate proportion of resources
poured into high risk pregnancy. We do need money
for the care of women who are having a normal
healthy pregnancy. The decisions about the use of
those resources have to be made jointly by the
midwives and the doctors in thpse services and that
is a very important poinl to make. Also those exira
resources might help us to turn around systems like
those which are very stréssed and are experimenting
with different organisations of care, bul to turn
round the whole system would be very difficult
because we are feeling stretched at the moment. We
might then be able to have more effective and efficient
use of our resources like midwives.

Audrey Wise

987. Do you think that is what will happen, or do
you think decisions will be made more by managers
in any case, rather than either the doctors or the
midwives? Has the Department of Health ever
approached you, either in your capacity as a college
or your individual capacities in your areas, for
discussion about costings?

(Ms Page) There is now the most marvellous
opportunity for discussion between purchaser and
provider. Provided that it is set up well it will provide
a very good mechanism for setting standards for the
use of those resources and proper decisions about
those resources. We just need to make sure about it.
There is a danger and 1 fear what you have said, that
the decisions might be made by managers who are
not professionals. In reality that is sometimes
happening. But il we can have legitimate support
from our College about using these resources and the
Department of Health, it would be helpful.

(Miss Bryans) | want o add that the Department
of Health has just funded a one year scheme in which
the College is involved looking at all the team
midwilery schemes and continuity of care schemes
within the country. The information coming back
from that—although it is a vear away before the
results will come—will be very inteéresting to look at
and possibly some information on costing, how
different schemes can be implemented. You are
talking about managers. We asked a large number of
very senior midwifery managers recently whether, if
they had the opportunity to change the direction of
how the care was to take place—larger community
based teams, midwife case loads, the midwife to the
lere in the normal—they would be willing to work
with that and facilitate it. It was a mosl encouraging
response. Obviously they will have to look again at
their budgets and relook at their care, but from that
level of management there was a willingness. We
believe owverall that if we could address the
duplication of roles and use the midwife for so much
of the normal properly and look at the skill mix in its
fullest context, we could end up making it very cost
effective. There may be some resources needed
probably to start with for the management of the
change.

958, But when we discuss this we are always told,
“Well, alter all 70 per cent of the births are delivered
by midwives anyway, so what are you talking about
when you say that midwives should have an
enhanced role?” What is the difference between 70
per cent of the births being delivered by midwives and
the kind of things that you are advocating?

(Miss Bryans) It is all to do with continuity.

(M5 Page) What we are talking about when we say
T0 per cent of babies being delivered by midwives, is
often the midwife who only works in the delivery
suite, who makes contact with that mother when she
is in advanced labour, who does not know her as a
person and who says goodbye to her after she has
given birth to her baby, never to see her again. What
we are talking about is midwives in a position where
they can make policies for the maternity services in
collaboration with their medical colleagues, and
actually direct and lead those policies and the
organisation of care and the use of resources.

Mr Sims

989. But you are saying that the initiative for those
policies should come locally and not be imposed
from the centre?

(Ms Page) There are two things. First, they have to
come locally, but there has to be a drive at a national
level and from the College level 1o make this kind of
reorganisation and change legitimate. That will help
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people like myself and Anne Rider who are trying 1o
move forward these changes. It will give them some
legitimacy.

(Miss Bryans) Also there is information from the
National Perinatal Epidemiology Unit in Oxford
which talks about continuity of care and low
intervention leading to better outcomes. We might be
able to increase the numbers of normal if we had a
change in the lype of care.

(M3 Page) May 1 add a really burning issue which
has been burning away in me since the obsletricians
were speaking? There was a lot of emphasis on the
need for facilities for women who are giving birth.
One of the most important thingsis a midwife present
with the woman when she is in active labour, There
arg a lot of myths about hospital services and even the
best teaching hospitals cannot always provide one o
one care for a woman in active labour. When we look
al the allocation of resources, we tend to look at very
fancy facilities, but the most important thing is the
midwile who monitors the health of the mother. Any
kind of technology depends on the clinical judgment
of that midwife and her interpretation of the results.
It is terribly important to remember that.

Chairman

990. T have Mour questions that | want to put, Miss
Brain. Can I suggest that | put the questions one by
one and as | have put the first question, will yvou then
allocate one member of your team 1o answer that
question? First, the Maternity Services Advisory
Committee Maiernity in Aciion. There is a statement
in these documents—and 1 refer specifically to
chapter 7 on intrapartum care—"As unforeseen
complications can occur in any birth, every mother
should be encouraged to have her baby in a maternity
unit where emergency lacilities are readily available™.
As far as | know, you do not draw attention to this.
Is this because you believe it is still valid and do not
want that advice to be reversed?

{ Miss Bryans) We would very much guestion that
statement at this time on the point of view of choice.
Advocating 100 per cent hospital confinement is nol
giving the consumer the full choice about where the
baby can be born. Secondly. we question it on a real
look at the evidence. In the work previously from the
Oxford unit Where to be born by Alison Maclarlane,
Marjorie Tew's work and very interesting work that
is coming out of Nottingham where a very large audit
has been done on midwife-led care and home
confinements. The perinatal mortality rates in some
cases show betler oulcomes and certainly no worse
with home versus hospital. We have to say that we
wani the choice and the evidence looked at in a new
wiay. We would not go along with that point.

991, The next question falls to you, Miss Bryans.
Do you feel that il a mother has a home birth. there
should be at least two midwives present: one to care
for the mother and the other to care for the baby il
has, for example, breathing difficulties or problems?

( Miss Brvans) In some local policies it is thought it
is betier to have lwo present, perhaps a midwile and
a student, so that if assistance is needed someone can
go for the telephone. But is not a requisitc. My
colleague referred earlier to staffing problems within
hospitals where there arc nol always two people
present at the birth. We would say it is desirable,

especially for a senior student, to see the normality
and to be the back up, but it is not essential to have
two midwives present. However, it is desirable to
have an assistant,

992. It is desirable. In the latest memorandum to
the Committee you mention “the baby™ only once.
Does this suggest that midwives are concentrating on
the outcome of a pregnancy exclusively in the terms
of the mother’s experience and failing 1o give
adequate attention to the risk to the baby? Are you
happy that midwives are properly trained in the
resuscitation of new born babies and in the
recognition of illness and if not what should be done
about it?

{ Miss Brain) | think it just shows that we think of
mother and baby as one family unit.

993. An excellent political answer!

{ Misx Bram) | then move the question to someone
else, having earned my gold star.

i M3 Page) Yes, we certainly expect all midwives to
be trained in the resuscitation of the new born baby.
We often use a shorthand language because when we
talk about being with the mother and caring for the
mother, we are also talking about looking after the
mother in the context of her family and recognising
the importance of a healthy baby.

(Mizs Brain) ¥ ou asked whether we were trained
to look after the ill baby. The answer to your question
must be yes and particularly that midwives are
trained to spot the abnormalities. If the baby is not
thriving normally, then they are trained to spot that
and refer to appropriate medical advice.

994, My final question may put the cat among the
pigeons. It might be possible to read much of your
evidence, and the comments which surround it, as
suggesting that the RCOG take an almost entirely
obsiructive attitude towards developing the
profession which vou represent, that of the midwife.
What has the Royal College of Midwives done to
smooth the negotiations between the relevant
professional bodies? Do vou acknowledge the justics
of the RCOG's claim that the involvement of
obstetricians in normal births is a central part of their
professional experience? Or do you think that this is
equivalent to claiming that surgeons should make a
habit of regularly removing healthy limbs and
organs’

{Miss Brain) 1 am not sure which is the cat and
which is the pigeon, now. First | would like to say
that the two Royal Colleges are not at each other’s
throats, or whatever phrase you actually used.
Certainly at national level we work wvery closely
together and share many of the philosophies of care.
However. we have o face the reality of life, which is
that out there—1 nearly said *'in the sticks™. bul you
might think of the wrong place—in the field at service
level there are problems in certain areas. 11 would be
unjust il we did not face up Lo that. I believe that one
ol the roles of the two Royal Colleges at national
level is 1o assist local people to get together and to
sort out some of these very real problems.

995, You are President. You may have the last
word, but do any of your colleagues wish to add to
that extremely adept and constructive political
comment?
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Memorandum submitted by Professor Malcolm Levene, Head of Department of Paediatrics and Child
Health, University of Leeds.

Management of Infertility and Implications for Neonatal Core

This Memorandum has been prepared from data collected by myself and Prof Philip Steer on behalf of the
British Association of Perinatal Medicine. | hold a Chair of Paediatrics at the University of Leeds and have
an Honorary contract with the Health Service as a Consultant Neonatologist at the Leeds General Infirmary.
Iam also Honorary Secretary of the British Association of Perinatal Medicine (BAPM ) and was the organiser
of a one year study to ascertain all the triplet and higher multiple births occuring in Britain in the calender
year 1989. This project was commissioned by the BAPM, but this Memorandum is written as an individual
and does not necessarily represent the views of the BAPM. The results have been submitted as a full paper to
the British Medical Journal, but as it has not yet been published it is not possible to send the Committee a
copy. This Memorandum summarises the important points arising from this study.

I. The remit of this project was to ascertain the significance of assisted reproduction in the increasing
numbers of triplets, quadruplets etc which will be referred herein as higher multiple births. It has been noted
for several years that the numbers of higher multiple births have been increasing stecply. Between the two
quinguennia 1961-65 and 1981-85 there was a 13 fold increase in the number of pregnancies comprising four,
five or six fetuses (1). The shortfall of facilities for neonatal intensive care in the United Kingdom (2) makes
it very difficult to plan for the delivery of higher multiple births and widespread use of methods lor assisted
reproduction appear to be contributing to this problem.

2. All Consultant Paediatricians were circulated every month for one year (1989) with a card asking them
whether they had been invelved in the paediatric care of triplets or higher multiple births delivering after 22
weeks of gestation. Those giving a positive response were then asked to complete a questionnaire and were
also asked to send a second and third questionnaire on to the Consultant Obstetrician responsible for the
antenatal care and, if appropriate, the Gynaecologist responsible for the treatment of infertility.

3. We were informed of 143 sets of triplets, 12 quadruplets and one quintuplet set (482 babies delivered).
Of the 156 pregnancies, 47 (31 per cent) were spontancous, 52 (34 per cent) had ovarian stimulation (usually
with clomiphene and/or gonadotrophins), 37 (24 per cent) had in-vitre lertilization (IVF) and 17 (11 per cent)
were treated by Gamete Intra-fallopian Transfer (G1FT). All 13 pregnancies delivering quads and quins
followed assisted reproduction.

4. The majority of triplets and higher multiple births occurring after assisted reproduction were treated in
District General Hospitals by Gynaecologists not specialising in infertility. Ultrasound monitoring of
follicular development (assessment of the number of eggs produced by the drug stimulation) was used in less
than half the cases where ovarian induction was undertaken by means of drugs alone. In some cases very high
doses of stiimulating drugs were used.

5. In five cases where we were told of the number of ova replaced during the IVF treatment four ova were
inserted, but in 15 cases the Gynaecologist would not tell us of the number of ova inserted. This study was
undertaken before the Human Embryology and Assisted Reproduction Bill was enacted and hopefully this
will not happen in the future.

6. The GIFT technigue requires relatively low technelogy and [ believe will become more widely used. In
10 of the 17 cases where the Gynaecologist told us of the number of ova (eggs) inserted, four or more were
replaced. This led to seven sets of triplets and three sets of quadruplets.

7. The Medical Research Council (3) has recently reported that 80 per cent of all GIFT and IVF
pregnancies in Britain occurred after treatment in just three centres; all of which operated outside of the
Mational Health Service. Those babies who require intensive care and who have been conceived by treatment
in private institutions apparently all received care in cots funded by the NHS.,

%. One recent study (4) found that only 53 per cenl of women undergoing assisted reproduction undertood
that multiple birth was a possibility. It is clear that apart from the medical problems associated with multiple
pregnancies there is considerable social and financial cost to the families into which these babies are born (4).

9. | urge the Committee to consider the following points with reference to the problems of increasing
numbers of higher multiple births due to assisted reproduction:
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i. Infertility should be managed only by Consultant Gynaecologists trained in this area and who have
access to all the appropriate facilities required. The organisation of infertility treatment should be
on a Regional and Sub-regional basis so that every family has access to an infertility centre close to
their home town. It should be the responsibility of the Royal College of Gynaecologists to monitor
the training and service.

i Infertility centres should be in hospitals where there are adequately provisioned Neonatal Intensive
Care Units. These Units should have énough capacity in terms of cots and equipment to be able to
offer intensive care facilities to three, four or more babies at one time which will avoid the need io
break up siblings of the multiple group and sending them to different hospitals for care.

iii. A counselling service should be offered 1o all couples prior to the onset of infertility treatment to
inform them of the risks of higher multiple births and all that it entails.

iv. Consideration should be given to a requirement that all private infertility centres take out some form
of insurance to pay for neonatal inténsive care in MHS hospitals which may be required for the
infants born following these methods of treatment.

v. That GIFT be regulated under an Act of Parliament similar to (or incorporated into) the Human
Embryology and Assisted Reproduction Act and that the number of ova replaced be strictly
prescribed.
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Memorandum submitted by the British Association of Perinatal Medicine

The BAPM has for 15 years represented the opinions of paediatricians, obstetricians and other nursing and
allied professions involved in the care of the mother and her newborn baby. The organisation has not enly
provided a forum for the exchange of new ideas, but provided teaching seminars for junior staff and guidelines
for practice. At present it is also engapged in setting up a national network of units willing to participate in
multicentre research projects. The views expressed below are of the current President, Professor R.W. 1.
Cooke, Professor of Paediatric Medicine, Liverpool, the Secretary, Professor M. Levene, Professor of Child
Health, Leeds, and the national executive of the BAPM.

Irtroduction

The results of perinatal care have improved greatly in the United Kingdom in the past decade, due to
improved technigques, improved staff training and better organisation of provision of services on a national
and regional basis. This improvement was, however, lrom a fairly poor baseline, as expectations of the general
public, and even many professionals were very low. With a better understanding of what can be achieved for
even very preterm infants, these expectations have grown, and the services are stretched to meet them in many
areas of the country. The introduction of new techniques such as surfactant therapy substantially reduces
mortality amongst the smallest infants, but will paradoxically then increase the need for intensive care for
these survivors in their first weeks of life.

Struciture of perinaial care

1.1 The BAPM guidelines on levels of equipment and staffing (Appendix 1) need to be accepted as the norm
in order to help *purchasers’ ensure that *providers’ are able to meet adequate care standards. In addition,
‘purchasers’ should ensure that "provider’ units at regional and sub-regional level have an annual throughput
which is large enough to ensure that stafl can both acquire experience and maintain long term intensive care
skills. All units where babies are born must continue to be able to provide short-term intensive care facilities.

1.2 Although there is some evidence to show that providing neonatal intensive care is more expensive in
smaller units, transfer of such services to larger units may not be more economic as much of the costs may be
fixed rather than marginal. Small general practitioner units have a place in maternity care, provided that
patients have been properly assessed for nisk at booking. It is essential, however, that clear guidelines exist for
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tm:rgemy transfer if needed, and that the staff are fully trained and regularly updated in infant resuscitation
techniques.

1.3 It will be important to retain and develop a regional strategy for perinatal care, to ensure provision of
appropriate specialist services such as genetic antenatal diagnosis and counselling, and neonatal intensive care
for the extremely preterm. A regional perinatal group should also audit overall outcome and highlight
deficiencies in the regional perinatal programme.

1.4 With the rapid development of the specialty, staff working in district hospitals need to be kept aware
of what can be offered in terms of antenatal diagnosis and therapy. and post-natal care. A regional perinatal
group should have the responsibility of publicising new developments and monitoring their uptake by district
hospitals,

1.5 Ivis often necessary to transfer infants and their mothers before or after birth for their care, and delays
often occur. The establishment of a clearly defined route of referral for each district hospital would reduce the
likelihood of such delay.

1.6 A proportion of nursing shortage is related to the use of nursing staff for non-nursing tasks such as
clerical and cleaning duties, and in trying to get defective equipment to work. The use of ancillary and
technical staff (at lower cost) for such duties frees nursing time to be used in direct patient care.

Giving Perinatal Care

2.1 Pilotstudies have recently provided data on the actual amount of nursing time that is needed to provide
intensive and other care to sick newborns, and these can provide a factual basis upon which staffing numbers
and skill-mix can be based. By modifying the latter it may sometimes be possible to improve care provided
without substantially increasing the numbers of staff.

2.2 The suitability of the neonatal nurse practitioner for certain roles should be explored. Such roles could
included management of ventilator care, intubation, dialysis ete; and the direction of research projects.
Mursing objections to such a grade are largely based on the lack of nursing siaff at present in many units, The
grade could enhance the continuity of skills available in a unit, which at present fluctuate due to frequent staff
changes, and provide a role for the experienced neonatal nurse who wishes to retain maximum patient contact
rather than move into management.

2.3 There is a need to ensure that the introduction of new medical techniques and treatment occurs only
after they have been carefully evaluated by adequately designed trials. This would be facilitated by the [urther
development of the BAPM/NPEU clinical trials group. Recent successful trials on the use of surfactant,
steriod therapy for chronic lung disease, and ventricular tapping for hydrocephalus have been completed.
There is a danger that *glamorous’ but inadequately evaluated therapies such as “ECMO™ will be offered by
Trust hospitals, consuming scarce resources but without significantly improving outcome.

2.4 While there is no scientific reason to limit the availability of Tull intensive care o infants above a specific
gestational age, the results in terms of survival, outcome and economics will be poorer at the lowest extremes.
A case can be made for limiting care to infants in this category to a number of major centres where, suitably
funded research could determine the optimal approach to their management.

The Ourcome of Perinaral Care :

3.1 There remains a need for a basic but standardised form of follow-up on a national scale lor all infants.
Expansion of an obligatory minimum data set within the Korner system if fully and uniformly applied would
go a long way to achieving this. Because of a lack of central government interest, the Korner system was
unevenly implemented, and is widely discredited by clinicians. The structure still exists, and with interest and
care, perhaps rom regional perinatal groups, could be made to work. The BAPM is prepared te assist in
advising on items which should be incorporated in such a system.

3.2 The outcome for “high-risk™ infants needs to be evaluated in a more structured way in order to avoid
missing hearing loss, visual and speech defects until a late stage.

3.3 For the minority of survivors who have ongoing disabilities, clear provision needs to be made within
current services for the disabled. Often the “hand-over” from neonatal unit to paediatric services needs to be
improved.

April 1991
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Paediatric Committee of the Royal Colleges of Physicians and in its representation on the paediatric
commiltees of the Royal Colleges of Physicians.

1.2 The BPA has a membership of virtually all consultant paediatricians within the United Kingdom. Most
trainees within the specialty are members and also included in its membership are many senior doctors
working in the child health services together with consultants in other specialties which treat children for
example paediatric surgery or radiology.

1.3 The BPA has many standing committees and joint committees including the Standing Committee of
the BPA and the Royal College of Obstetricians and Gynaecologists which is separately producing a response
which the BPA supports. The BPA has very close links with the specialty groups within paediatrics including
the British Association for Perinatal Medicine.

!
2. BRITISH PAEDIATRIC ASSOCIATION DETAILED CoOMMENTS TO INQUIRY

2.1 The BPA notes the terms of reference of the House of Commons Health Committee

“To enquire into maternity services to determine the extent to which resources and professional
expertise are used to achieve the most appropriate and cost effective care of pregnant women and delivery
and care of newborn babies™.

2.2 The response from the British Association for Perinatal Medicine is attached as Appendix B to this
response and is supported and commended by the British Paediatric Association.

2.3 BacrGrOUND: CoNSULTANT ORSTETRIC UNiTS

Although some babies are born at home and in GP maternity units most babies in Britain are born in
consultant obstetric units (approximately 85 per cent of which have 2,000 or more deliveries per year). (See
Appendix A). The majority of the consultant obstetric units are located in district general hospitals but some
are located in major regional centres where regional neonatal intensive care is carried out. All of the babies
born in consultant obstetric units require paediatric medical care during the newborn period, (some very
urgently and frequently unpredictably at birth in order to resuscitate—even in apparently uneventful
pregnancies and labours). Some of the babies require special care and a small proportion of the babies require
irtensive care (see the BAPM document).

Therefore all consultant obstetric units should have paediatric medical staffing and facilities must be
present in all for immediate resuscitation at birth and for short term intensive care which will be required while
awaiting the transfer or collection teams when needed from the regional or subregional neonatal intensive
care unit where longterm intensive care is carried out.

A proportion of babies are of course born in the hospital where regional neonatal intensive care is carried
out. Some of these are babics who are resident in the district served by the consultant obstetric unit which is
associated with the regional neonatal intensive care unit but is providing district services to that population.
Some however will have been from high risk mothers transferred for their care from other districts because of
anticipated problems with the labour or delivery or in the newborn baby ({or example very premalure or
multiple births, babies suffering from haemolytic discases of the newborn or where a condition requiring
paediatric surgery or other intensive care therapy has been identified before birth and where a period of
intensive care is expected).

2.4 Much antenatal care and some neonatal care is of course provided by general practitioners in general
practitioner units and also, most importantly, following hospital delivery of patients when they are cared for
in their homes. General practitioners also occasionally undertake home delivery and immediate newborn
care. The BPA's comments which follow relate specifically to those services not provided by general
practitioners and largely relate to hospital based services.

2.5 The care of newborn babies is provided by professional stafl (medical, nursing and other professional
staff) within the hospital based services.

Paediatric medical care for newborn babies is provided by consultant teams in a hospital based service
supported by appropriate junior medical staff. Much neonatal care therefore is provided by paediatric
medical staff as part of their multiple responsibilities that is: admissions for paediatric medicine and day care;
outpatient paediatric medical practice; work in the Child Development Centre with chronically sick or
disabled children; consultations in the A + E Department; and work within the community.

The hospital and communnity based child health services provide for the health needs of children other
than those services which are undertaken by general practitioners. These services are:
— Acute services able to respond immediately to the needs ol the acutely ill or injured child and the
newhorn infant
— Preventive services such as immunisation, vaccination and child health surveillance; school health
SETVICES
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— Services for the chronically disabled or ill child
— Services for health needs arising from disadvantage or deprivation

2.6 HoSPITAL BASED PAEDIATRIC SERVICES

Children should receive their care in a comprehensive children’s department in a2 District orin a Regional
Centre which incorporates the following: inpatient, day patient and outpatient facilities for children and
maternity and neonatal services including short term intensive care in all District Health Authorities and long
term intensive neonatal care in some. This service should be available on the same hospital site as the
comprehensive Children’s Department.

3. PERINATAL AND MNEONATAL CARE

Consultant paediatricians are, together with associated junior paediatric medical staff, responsible for:

— the provision of resuscitation services for newborn babies—a responsibility and requirement
throughout the 24 hour pericd. Paediatric medical staff will attend deliveries of low birthweight
babies and babies demonstrating foetal distress or where complicated labour or caesarean section
takes place. The medical staff must be available for the unexpected requirement of a newborn baby
for resuscitation and therefore need to be resident at the site of delivery.

— the examination of all newborn babies at least once and often twice afier birth, including advice on
infant care given to parents of healthy newborn infants.

— the detection and management of many problems which arise in otherwise healthy newborn babies
{eg jaundice, infection, hypoglycaemia).

— the detection and management of congential abnormalities and serious illnesses (and where
appropriate, in collaboration with the Consultant Obstetrician, for ante natal counselling and
planning of delivery for disorders affecting the loetus).

— the provision of short term intensive care in all District maternity units and, in some, for long term
neonatal intensive care.

— for follow up of children—sometimes over many years—who have presented with problems in the
newborn period. (This may beneficially be undertaken in a community setting).

It is important to stress that a substantial acute emergency workload arises from maternity and neonatal
units and labour wards even if long term intensive neonatal care is not carried out in that hospital.

4. PAEDIATRIC MEDICAL STAFFING ISSUES

4.1 From the above detail it will be seen that paediatric neonatal care is provided within the context of a
child health service. However, in larger units, especially in the regional neonative intensive care unit, the staff
will be fully committed to neonatal intensive care but also may have additional responsibilities in the form
of teaching undergraduate and postgraduate students, research etc. The effectiveness of the service and the
satisfactory improvement in the prognosis in terms of mortality and morbidity in newborn babies has been
achieved partly by an improvement in the training and experience and numbers of paediatric staff at junior
and senior level over the prior decade. However, the further developments in the care of the newborn baby
have produced additional workload and the service is now maintained at a cost of excessively burdensome
work falling both upon junior medical staffing (this has achieved much publicity lately) and upon the senior
doctors involved in such care. The hidden personal costs of this excessive work burden should not be
underestimated. The BPA is concerned about the shortfall of adeguate numbers of consultant paediatricians
to meet this workload and alse upon the shortfall in adequacy of numbers and experience in junior medical
stafl who have to be resident in order to provide resuscitation and other aspects of newborn care.

4.2 The BPA is also concerned al a shortfall in sufficient numbers of training posts in paediatrics 1o meet
the necessary expansion which will be required over the next ten to fiflteen years. The present consultant
numbers specialising in neonatal care in England and Wales are 63 and the future need is 125. (See
recommendations in “*Paediatric Medical Staffing for the 90s".) For general paediatricians providing for care
al a district (or provider unit) level, the present consultant staff amount to some 570 and the Muture need is for
1, 100-1,500.

4.3 Evidence for the excessive workload falling upon junior medical staff in paediatric units is present in
“Patterns of Hospital Medical Staffing, Junior Doctors Hours", Robin Dowie, British Postgraduate Medical
Federation, 1989. The advised staffing levels for the future needs of paediatrics are given in Appendix C
attached which is a BPA document “Paediatric Medical Staffing for the 90s™ (not reported).
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APPENDIX D

Standing Joint Committee of the
British Paediatric Association and the
Royal College of Obstetricians and Gynaecologists

RESPONSE TO PARLIAMENTARY SELECT COMMITTEE ENQUIRY INTO MATERNITY
SERVICES—INTRAPARTUM CARE

l. The current number of intensive care cots and support staff is insufficient to support the number of
babies that could reasonably benefit, particularly in the light of the recent dramatic increase in the number of
higher order births, and the availability or surfactant treatment which can be expected to increase the number
of normal survivors.

2, This commitiee is concerned about the deterioration of the standards of statistical reporting of
maternity évents at a national level in the United Kingdom, for example birthweight, Caesarean section.
Without this information, the impact of changes in practice cannot be assessed.

3, The committee feels that labour ward staffing is still neglected and that in general the numbers and
seniority of obstetric, anaesthetic and paediatric staff available is inadequate. Urgent attention needs to be
paid to the quality and continuity of training of junior medical staff and the number of consultants needs to
be increased.

4. As perinatal care develops, it is important that techniques andfor technologies are properly evaluated
as regards their efficacy and cost effectiveness. Such evaluation requires properly designed research, including
muli-centre studies. We consider that managers should be asked to allow for such research in their financial
planning.

5. It is important that all professionals responsible for intrapartum care be appropriately trained in
neonatal resuscitation, and that their level of skills should be tested on a regular basis.

Memorandum submitted by the Neonatal Nurses’ Association

The Neonatal Nurses Association was established in 1973 to promote good standards of neonatal nursing
for the benefit of the public. In furtherance of this aim, the Neonatal Nurses Association collects and
disseminates on all matters affecting neonatal nursing to all members and other bodies having similar
purposes whether in the United Kingdom, Eire or Overseas. Full membership is open to any nurse whose
name appears on the register of the United Kingdom Central Council for Nurses, Midwives and Health
Visitors or the professional register of Eire. Our membership is a growing one, we currently have 1,600 full
paid-up members.

We therefore welcome the opportunity to comment to the Health Committee of the House of Commons
on issues affecting the delivery of Neonatal Nursing care.

MNeonatal Nursing has developed alongside the significant changes in Neonatology particularly over the
past two decades in the development new technologies. increased knowledge and enhanced skills resulting in
the improved management of the small vunerable infant.

The Neonatal Nurse acting as advocale for the family, and as the prime care giver is in a unique position
of liasing at the interface between midwilery and paediatrics thus facilitating communication and services lor
the benefit of these families.

FamiLy CENTERED CARE

Neonatal Nurses are committed to the concept of family centered care in the management of the small
newborn with special needs. Our members are convinced that only by such a family centered approach to care
in a service utilising considerable technology can parinership with parents be achieved, thus maximising the
family role and independence. Such an approach promotes early discharge wherever it is possible and thus
enables the utilisation of resources at a higher capacity.

MURSE STAFFING

Mursing establishments together with the present skill mix require a major réthink to provide for future
demands upon the neonatal nursing services, Whilst most management initiatives relate to the recruitment of
staff the members of the Meonatal Nurses Association believe that there is also room for a more creative
approach to promote retention and prevent “*Burn Out™ of staff with this area of “High Tech™ and associated
siress.
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2.2 Itis imporiant that obstetric and neonatal services liaise to provide advance planning and preparation
between the family and professionals.

2.3 Parents should have readily available information and access to visit facilities provided for neonatal
care.

2.4 Ultra-sound scanning facilities may frequently identify surgical anomalies in early stages of pregnancy.
Parental pre-admission visits, joint management of care and communication is essential for complicated
neonatal deliveries.

2.5 During the first and second trimester, broad information about less intensive neonatal care and
available facilities may be of assistance in reducing some of the anxiety felt by parents should care become
necessary for their infant.

3. Delivery

3.1 Sound communications belween departments is essential for optimal timing ol delivery 1o enable
appropriate neonatal skills and resources to be available.

3.2 Where geographical location and resources permit, it is desirable that a neonatal nurse is present 1o
assist medical staff in resuscitation in pre-term or complicated deliveries.

3.3 Midwifery skills and education in resuscitation and immediate neonatal care should be consistently
updated.

3.4 Where pre-term delivery is unavoidable in locations without the necessary neonatal facilities, it is
essential that skilled interim care and transfer personnel are available.

3.5 Multiple births or delivery of infants requiring immediate surgical intervention should take place in
regional centres,

3.6 Planned care enabling the small healthy infant to be nursed with his mother should be instigated
following delivery.

3.7 Infants born between 24 and 28 weeks gestation will invariably have intensive care facilities available.
This is in direct contrast to the lack of legal recognition afforded to infants below 28 weeks gestation that are
born dead. This lack of recognition of the baby as a *‘person™ results in acute distress 1o parents.

4. Posinaial Care

Following birth we support the primary aim that the baby is not separated from his mother unnecessarily.
The healthy, small baby's needs are such that his care can be managed in the post-natal area, enabling the
mother to be the primary care-giver with the support of the midwife and access to the paediatrician.

4.1 We are encouraged that over the years improvement has been made in delivering this care within the
postnatal area, but there is still great variability between units’ policies of admission. This has a major effect
on the utilisation of neonatal personnel and resources.

4.2 It is our considered opinion that healthy infants over 34 weeks gestation should be nursed with their
mothers. Low-dependency special care can be delivered at the bedside, for example: phototherapy, tube
feeding, minimal elinical monitoring and intravenous cannulation for antibiotic therapy.

4.3 Resources must be built in to matérnity services to enable the extra support to be available for these
mothers and babies.

4.4 The number of postnatal beds and skilled midwives should reflect this model of care.

4.5 This support must also be available in the community and requires that the community midwife has a
similar expertise in the care of the small baby, and thorough knowledge of potential neonatal problems.

4.6 The community midwife should have direct access to the paediatrician or neonatal unit when this is
required. This is particularly important afier a very short stay, for example domino deliveries.

4.7 Post-regisiration education must be utilised to increase the skills and confidence of the midwife in this
rale of post-natal care,

5. Paediatrics

Under this heading we have chosen to consider the baby in need of specialist neonatal care, with the right
to expect personal, family-centred care provided by informed, competent nurses with the necessary support
services and equipment.

5.1 Meonatal nurses are members of the Working Group on Categories of Care. This is allempling to
define the baby in terms of the need of intensive, high dependency. special and normal care, with appropriate
nurse and medical staffing [Appendix 1].
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5.2 Improvement in care available has resulted in a differing workload in units. Many of the babies are of

lower birth-weight and gestation, utilising elective ventilation from birth and frequently necessitating long
periods of assisted breathing.

3.3 A new population within units is the long-stay neonate with chronic lung disease. These infants are
often in need of prn!ungbd intensive facilities. The neonatal unit may not be the most suitable environment to
meet the psychological and social needs of the older infant.

Unfortunately, there are few paediatric intensive care facilities available, and the normal paediatric ward
does not have the essential resources.

We awail the results of current research into the use of surfactant, it may be possible that this will reduce
the incidence of chronic lung disease.

5.4 Multiple births arising from infertility treatment creates a sudden take up of available resources and
personnel. This can result in closure to any further admissions, necessitating in trying to transfer out booked
mothers and babies.

Concern is felt that the emotional, physical and financial implications may not be fully appreciated by the
family,

3.5 Improvement in care parallels an increase in necessary invasive procedures. These, and the comphcated
equipment in use need frequent explanations to parents. Time must be made available lor this.

5.6 The complexity of the unit requires units to devise information booklets to assist parents in
understanding the working of the unit.

5.7 Meonatal nurses are commitled to aiding parents to “focus”™ on their baby despite the high technology
environment.

5.8 Despite the complexity and difficulties that are integral to neonatal intensive care, staff and parents
establish a good rapport, often developing into friendship.

5.9 Death is a factor to be considered in neonatal units, nurses are constantly improving their approach to
bereavement care:

— post-discharge bereavement counselling is essential for future emotional health
— many units have a Remembrance Book

— staff (medical and nursing) will often attend the funeral if parents were agreeable
— letters of sympathy are sénl

— some units send flowers (o the mother a few days after the funeral signifying that the thoughts of the
unit are with them

— liaison with SANDS is offered

— some nurses who acted as primary nurse to baby and parents will maintain contact for some time
after the bereavement (il parents wish this).

6. Neongial Nursing Resource

“Systematic methods should be used to agree the number and deployment of staff in all health-care
settings” [Target 17—Appendix 2.

6.1 Staffing Establishment
6.1.1 The sick newborn requires specialist nursing care of high calibre to ensure safe, optimal delivery of
care.

6.1.2 The specialist nurse is the single most important person at the cot-side, providing constant vigilance,
interpretation of the continuous monitoring, enabling medical attention to be sought.

6.1.3 This nurse will act as a coordinator between all disciplines involved in the care, and be available for
constant support for parents.

.1.4 We are aware that no scientific research has been undertaken to measure nurse: workload ratio (this
research is currently in progress in Nottingham).

6.1.5 Various bodies have recommended nurse: workload ratios, the latest working group of the British
Association of Perinatal Medicine (BAPM) & NNA are (draft document) advising whole-time equivalents
(wie) [Appendix 1]:

wie 5.5: 1 Intensive care cot,
wie 3.5: | High-dependency cot,

wte 1.0: | Special-care cot.
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7.6 Initiatives considering flexible roster schedules should be utilised:
— mix and match shifis
— job sharing
— self selection rostering.

7.7 Encouraging holistic care with identified family relationships is a model of care that increases job
satisfaction.

7.8 Good communication between medical and nursing staff is vital.
1.9 Encouraging staff-support groups, availability of counselling services.
7.10 Fostering the philosophy of personal entegrity and valuing both patients and staff as individuals.

7.11 Sufficient experienced staff to be available for mentorship to the many students gaining learning
experience on the unit:

— 405 students (neonatal intensive care training)
— RSCN students (sick children training)
— RM students (midwifery training).

7.12 Saturation of units with students without providing resources for mentorship increases stress levels in
*core” stafl.

7.13 Adequate establishment to meet workload will enable stafl to have planned off-duty periods. This will
reduce the familiar pattern of staff needing to stay on, or return to duty to allow workload to be covered.

7.14 Many units do not have the required support staff. Often, technical, elerical and general eleaning
duties must be provided by the nurses, or financed [rom the nursing establishment.

7.15 Establishments should clearly define the clinical component separate from support staff.
7.16 Specialist nursing roles should be encouraged for individual and unit development:

—  Family care sister

— Eduecational/teaching sister

— Counselling sister.

This would enable support to be offered to all stafl by assisting with parental care, monitoring and planning
for educaiional needs. It would help diffuse the stresses encountered with ethical dilemmas, problems arising
for caring of the long-term neonate, and the effect of the death of a baby.

These roles assist stafl in lateral movement on the clinical ladder. Senior stall may need to be encourgaged
to maximise their potential in these areas, relief after many years in the intensive clinical field could prevent
the loss of senior experienced staff to the unit.

All of the above will foster and encourage commitment to the unit. Staff must feel valued as individuals as
well as work colleagues,

8. Education

*All practitioners should have opportunities for continuing post-registration education appropriate
to their work™ [Target 30, Appendix 2],

8.1 Flexible educational opportunities would enable more staff to undertake training. This would aid
recruitment and retention of stalf.

§.2 Unit-based teachers should be part of the establishment.

8.3 Posi-basic education should be reassessed and updated to meet the needs of the service and of the
individual.

8.4 Continuing professional development needs to be assessed. This has financial and resource
implications that are rarely budgeted for.

8.5 Many units are unable to even partially finance the study-leave necessary for professional education.

8.6 There is difficulty in releasing staff for study-leave when establishment is already inadequate.

8.7 Meed for outreach teachers encouraging closer support/cooperation in the improvement of patient care
between regional and referral units.

8.8 Without the support of unit-based teachers, heavy learner/student commitment places added stresses
upon busy clinical staff. r
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£.9 Improved cooperation between unit-based teacher and clinical staff with the colleges of Midwifery &
Mursing will improve educational facilities.

B.10 The NMNA has, and continues to, actively encourage continual professional development by means of
regional and national conferences, and offering research scholarships.

9. Environmeni

9.1 Many units are not purpose-built, there is a lack of flexibility in utilisation of space. Meonatal nurses
are constantly attempting to reduce the impact of the technology, heat, noise and poor facilities on parents
and relatives.

0.2 Constant monitoring of babies may be irreconcilable with family needs for privacy.

9.3 The geography of the unit can add to difficult working conditions, making a need for a greater number
of staff.

9.4 A large number of allied professionals and Ffamilies are working within a confined space, increasing
discomlort in working conditions.

9.5 Some units have a lack of, or very inadequate facilities for parents and staff.

9.6 Improvements, such as dressing the babies in their own clothes, may be hampered by a lack of laundry
facilities for parents and staff.

9.7 Heat, constant noise and the need for extreme vigilance is a perpetual source of stress on all staff and
families.

9.8 Facilities such as a quiet room, breasi-feeding room and a refreshment area are of major imporiance
to parental care.

9.9 Where possible, parent support groups should be established, alleviating some of the many stresses
experienced in neonatal intensive care.

9.10 Accommodation for parents is vital:
—  allows them to be near when their baby 1s1ll.

allows them to give total care without undue close supervision, encouraging confidence in their
ability, whilst allowing help if required.

9.11 Little consideration has been given to the needs of staff caring for babies and their parents, the NNA
particularly welcomes the new project “The Neonatal Unit as a Working Environment—a study of Neonatal
Mursing” being undertaken by the Depariment of Health, Bristol.

10, Community Care
10.1 Resources within the community are essential to lacilitate carly discharge. This frees unit resources
for new admissions.

10.2 Good communily care increases parental confidence in their ability to have their baby at home, and
relieves some of the many anxieties felt at this time. The Family sister can be invaluable in easing the transition
from hospital to home.

10.3 Good communication between all community disciplines and the unit personnel is essential,
10.4 Meonatal nurses are committed to working with the many invaluable lay support/self-help groups.

10.5 Liaison with paediatric community services (where they exist) is essential to enable parents of the
long-term/complicated neonate to be supported and assisted in home care (for example, infants with chronic
lung disease needing home oxygen).

10.6 Community personnel need direct access to the paediatrician/neonatal unit when circumstances
require.

10.7 Professional updating to increase the confidence and skills of community staff should be readily
available.

11. Costs

“The cost of providing perinatal intensive care when measured in terms of quality adjusted life years
would compare favourably with other forms of care available to adull patients™.

11.1 Optimal care given throughout pregnancy and following birth is an investment in the future health of
the population.

11.2 Larger units are more cost-effective, due to a constant workload, less “peaks and troughs™. Resources
are utilised to their maximum potential, and staff establish and maintain the necessary skills.
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Recommendations for the improvement of infant care during the perinatal period in the United Kingdom.
London. British Paediatric Association and Royal College of Obstetricians and Gynaecologists. 1978,

British Paediatric Association and Royal College of Obstetricians and Gynaecologists. Midwife and Nurse
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Society. 1984,
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September 1985,

Oxford Regional Health Authority. Special Care Baby Units Study: Fifth Report-1989. Nursing
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Hale, Paula. Health Services for Children: Nottingham Meonatal Services-Mursing. 17 May 1990.
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Memorandum submitted by Dr Rodney Rivers

Dr. Rodney Rivers has been consultant paediatrician at 5t. Mary's Hospital Medical School since 1978, He
has been closely involved in the provision of neonatal intensive care at St. Mary’s, a designated subregional
Meonatal Intensive Care Unit (MICU) in North West Thames. In his appointment as Reader in Paediatrics,
he has a major interest in research in relation to neonatal care and is a contributor to the nursing,
undergraduate and postgraduate teaching programmes at St. Mary's. He is currently Chairman of the
Thames Regional Perinatal Group.

THE CARE OF NEWBORM BABIES
1.0 INTRODUCTION

I.1 The reasons behind the centralisation of delivery care and birth based on district maternity units, and
sub-regional and regionally designated perinatal centres derive from the recognition that in a country with
major urban conurbations and areas of social deprivation, there would be a better chance of improving
perinatal mortality and morbidity by so doing. Improvements in perinatal outcome have been seen over the
past 20 years in association with the adoption of this poelicy. (OPCS, App. 1.1)

1.2 That medical and nursing care of mothers and their newborn babies is important not only, as stated in
the Report of the Roval College of Physicians 1988, because babies are more likely to die on the first day of
life than any other, but also because the wellbeing of mothers and their babies has major implications for
the future health and achievement of development potential of the child and. therefore, on the whole of that
individual's future life.
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1.3 Of deaths occurring in the first year of life in the 650,000 or so babies born in England and Wales each
year, some 3,500 are born dead, 3,500 die within the first month (most during the first week) and 3,000 die
between one and twelve months. The principal causes of death in the newborn period (first 28 days) are
congenital abnormalities, preterm birth and asphyxia occurring around the time of birth. These conditions
may be combined in some babies.

1.4 Antenatal identification of congenital abnormalities will reduce mortality and morbidity in three ways,
(1) termination of pregnancies with lethal or severe abnormalities, (2) possible intrauterine intervention or
preterm delivery with intervention, (3) a neonatal awareness of concealed abnormality with appropriate
intervention and follow-up.

1.5 Preterm birth. The outcome for this category of babies has been the most affected by the changes in
neonatal care occuring in the past 25 years. Both mortality and morbidity have been significantly reduced,
but differences in cutcome between babies cared for in small, district neonatal special care baby units
compared with the outcome of those cared for in designated regional and sub-regional centres highlights one
of the current problems arising from the inadequate provision of appropriate levels of care and, in the Tuture,
of enforcing the recommended strategies of care provision when intensive care cots are available.

1.6 Asphyxia remains a cause of mortality and morbidity with much research being directed against its
prevention and management. Recognition and improved management of maternal conditions associated with
fetal and perinatal asphyxia, the intrapartum recognition of fetal compromise and availability of neonatal
resuscitation measures are all directed toward reducing the frequency of asphyxial insults and their
consequences. It is possible that in the future therapeutic interventions in the newborn period will offer some
hope for the surviving baby who has been asphyxiated.

Thames Regions
Perinatal mortality 1980-89

rale per 1000 LBs
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2.0 Delivery/Birth

2.1 Birth constitutes the moment of adaptation from the intrauterine to an extrauterine existence and
involves several complex and inter-related bodily and psychological changes.

2.2 Provisions at birth are dictated by the needs of mother and baby; the midwile/doctor delivering the
baby musi be trained to recognise the importance and signs of any failure of a baby to make these adaptations,
particularly any inability to establish the breathing and circulatory changes essential for normal survival, they
must appreciate antenatal conditions that put the newborn at risk and they should be able to detect certain
abnormalities that might impair a baby’s ability to survive intact.

2.3 Immediate resuscitation facilities must be available and access to paediatric staff trained in
resuscitation is required for the baby who is identified as being at risk as well as for the baby who unexpectedly
presents as a problem of adaptation. Recognition of the importance of resuscitation has led 1o the publication
of a set of guidelines now displayed in hospital delivery rooms.

2.4 [nvestigation of circumsiances surrounding an adverse oulcome,
Perinatal mortality reviews are conducted by most hospitals on an annual, biannual of more frequent basis.

2.5 Research in this area has involved the holding of a confidential enguiry in cases of perinatal death at
the time they occur. Although time-consuming and difficult to arrange for logistic reasons in terms of stafl
rotas and leave, these enquiries can provide important insights into areas where changes in policy, procedures
or care might alter out-come; they can provide important sources of feedback for the parents of the child
concerned. Properly conducted, these enquiries il held as a normal part of care evaluation, do not take on the
undesirable “witch hunt™ label with the risk that relevant information may be concealed.

2.6 Recent Research

Although it is general experience that in individual cases one can define how monitoring in labour led to
the identification of a baby at risk of asphyxia, situations still arise where a baby unexpectedly is dead or dies
at birth or alternatively is later found to be affected by a brain lesion which would not have been predicted by
the perinatal course. There remains much debate as to how many of these brain lesions arise antenatally, being
totally separate from a perinatal cause.

2.7 Where research is currently concentrated is into whether it may be possible to intervene successfully in
the period following an asphyxial insult; trials of therapeutic interventions are currently being evaluated in
animal research and preliminarily trial designs are being considered for asphyxiated newborn infants. Aspects
that require further support are the application of techniques in resuscitation that may provide easier ways of
initiating and supporting the breathing of a newborn baby without the need for expertise in intubation.
Research must also continue into ways of identifying which of the babies who have been asphyxiated are at
risk of brain damage and might therefore benefit from future treatments.

3.0 Postnatal Care of the Baby

Bockground

i.1 Following a birth, the midwife, together with the mother, has the responsibility for supervising and
monitoring the care and condition of the baby. The midwife is responsible for weighing the baby and for

making a briel examination of the baby shortly aflter birth to exclude the presence of any problem or
abnormality requiring urgent attention. For a hospital birth, the baby must be labelled.

3.2 A dector, usually a paediatrician or obstetrician in training or sometimes a general practitioner, will
have the responsibility of directing any additional care that may be required and of performing a detailed
examination of the baby, usually within 24 hours of birth. The findings must be recorded.

3.3 The principal objectives of perinatal care for the baby include:—
{a) the facilitation of mothering skills and of family interaction with the new offspring
(b} establishing breast or formula feeding
{¢) prevention of disorders likely to cause morbidity or mortality

(1) administration of vitamin K
(ii) appropriaie monitoring ol babies identifed as “at risk”
(iii) screening—by clinical examination
~by blood investigations
(iv) avoidance of dehydration and severe jaundice
(v} parent education
3.4 The lst day medical examination

The objectives of this examination are to identify problems/abnormalities requiring further investigation
or treatment: it provides an important opportunity for communication between the doctor and the mother at
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a time when many queries may be raised. In some districts, the record of the findings forms part of the child’s
“hand held™ health record.

3.5 The 2nd medical examination

This is currently performed on most babies before discharge from hospital and is particularly important
for babies where problems have been previously identified, but in most babies could probably be limited to a
re-examination of the hips (BMJ 1991 302: 878-9),

3.6 Roonune postnatal care (Hospital and at Home)

The midwife has the responsibility during the first 10 days of life of ensuring that a baby establishes leeding
and that anticipated weight gain occurs. The midwife must be able to ensure that signs indicating the need for
investigation or treatment are recognised, ¢.g. the development of severe jaundice, the signs of infection, the
failure to establish an adequate food intake.

3.7 Rooming-In. A major objective of hospital-based postnatal care is that it can be carried out, whenever
possible, without the baby being removed from the mother's bedside. For babies requiring additional levels
of monitoring or care, this can be achieved by establishing a so-called transitional care postnatal ward where
there is increased midwifery supervision or by providing a higher level of care on all the postnatal wards, Only
when a baby requires special or intensive care will some separation of mother and baby become inevitable.
The consequences and benefits of these developments in facilitating the formation of a close emotional
attachment of a mother to her baby have resulted in less need for cots on special care baby units for babies
whao in the past would have been routinely admitted there for monitoring of treatment, e.g. babies born to
diabetic mothers, babies born by Caesarean Section, babies requiring phototherapy treatment for jaundice.
The consequence of such changes in the patterns of care provision are a need for a higher level of midwifery
training and expertise on postnatal wards and an increased midwilery establishment on postnatal wards.

3.8 Discharge from hospital

It is the doctors’ responsibility to ensure that the G.P. is informed of any problems relating to the baby, ol
any continuing therapy and of plans for future management and follow up. This communication is usually
best achieved in the form of a parent held summary.

3.9 Research

Screening: the importance of screening for hypothyroidism has been recognised and implemented. The
value of screening for haemoglobinopathies has been argued and this is being introduced to some areas.
Screening for cystic fibrosis may become feasible in the future. Where proven benefits can be demonstrated
for screening, centralised funding for it must be made available.

3.10 Vitamin K: although early deficiency of this vitamin in newborn babies has been frequently
documented, research is still required on the efficacy of alternative modes of administration, since an injection
given to the baby at birth, although representing the most effective route of delivery, is not acceptable to some
mothers.

3.11 Breastfeeding. More research is needed on ways to facilitate the establishment of breastieeding so that
formula feeds become less used in the establishment of early nutritional and fluid feeds before a mother's
lactation becomes established.

Regquirentents
3.12 1. Adeguate midwifery staffing levels for postnatal supervision with an appropriate mix of experience
on all shifts.
2. Adequate medical staffing to provide cover for neonatal resuscitations, subsequent postnatal problem
evaluation and routine examination.
3. Further research on vitamin K provision.
4. Funding of established and new screening investigations when they have been shown te be of proven
value.

5. Parent education. More emphasis must be given to the period following discharge from hospital.
Funding of adequate health visitor services to provide this. Publications extending into early
childhood following on from the ‘Health Education Authority Pregnancy Book'.

4.0 Pardiatric Care

4.1 Introduction

{a) After birth, the management of a wide range of disorders, especially those occurring iq I:hl: 5-T per cent
of babies born preterm (accounting for 70-80 per cent of neonatal deaths), involves the provision of intensive
care facilitics. Respiratory and circulatory support, parenteral nutrition and brain monitoring are required
by many of these babies and take much time, skill, experience and dedication by staff. The necessity for an
understanding, of and supportive approach to the distress and anxiety expenienced by parents and indeed by
staff themselves caring for these babies is well recognised.

HIEM E
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(b) In the past, those very low birthweight babies who survived had a high chance of being disabled by
severe handicapping conditions. Whilst neonatologists in general subscribe to the view that all babies, even
those at low gestations, are potentially autonomous persons and should be respected and treated as such, they
recognise that there are important ethical issues that arise when caring for them. On occasion it is beneficient
to refrain or desist from the provision of life support and ethical dilemmas are brought to the forefront when
competing needs of patients occur against a background of ever diminishing resources. It would appear that
the results of intensive care for the newborn are better by any criteria than those obtained by the provision of
life support to most other groups of patients (RCP report 1988).

(c) Data (OPCS)indicates that the numbers of low birth weight babies are steadily increasing vear by year
as are the numbers of multiple pregnancies. With the improvement in results of caring for preterm babies,
obstetricians have become more likely to deliver a mother before term where to delay could be deleterious for
the mother, baby or both. (App. 4.1)

4.2 Categories of Babies Requiring Neonatal Care

In 1984, the British Paediatric Association and the British Association for Perinatal Paediatric (now the
British Association ol Perinatal Medicine) issued a memorandum identifying eight clinical categories that
could legitimately be said to demand intensive rather than special care. "Special care’ was interpreted as a level
of observation and treatment which exceeded the normal care that could be provided on a maternity ward.
Normal care was given on a maternity ward usually by the mother, supervised by the midwife or doctor, but
requiring minimal nursing or medical advice. With changing patterns of care provision (see postnatal care,
3.7) some flexibility in the interpretation of these definitions is required. In 1989, BAPM recommended the
recognition of an intermediate “high dependency’ level of care (App. 4.2)

Number of LBW Births
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8. Who are more than 48 hours post major surgery and are of very low birthweight or have two or more
ostomies. (Addition to 1985).

9. Who are post-operative and require complex nursing procedures. (Addition to 1985).
10. With tracheostomy. (Change of level from 1985).

Special Care
Special care should be provided for bahies:

‘IQS Eﬁm uiring continuous monitoring of respiration or heart rate, or by transcutaneous transducers. (Same
as B

2. Receiving additional oygen. (Same as 1985).

Being given intravenous glucose and electrolyte solutions. (Same as 1985).

Who are being tube fed. (Same as 1985).

Who have had minor surgery in the pevious 24 hours. (Same as 1985).

Who require terminal care but not on the day of death. (Modification to 1985).

Being barrier nursed. (Same as 1985).

Undergoing phototherapy. (Same as 1985).

Receiving special monitoring (for example frequent glucose or bilirubin estimations). (Same as 1985),
10. Needing constant supervision (for example babies whose mothers are drug addicts). (Same as 1985).
11. Being treated with antibiotics. (Same as 1985).

Excluded with conditions requiring radiological examination or other methods of imaging.

4.3 Past Recommendations for Intensive Care

In spite of several reports in recent years drawing attention to the need for provisions to be made for the
paediatric care of newborns including the Short Report (1980) and the Report of the Royal College of
Physicians 1988, extra resources have not been made available by Government and local authorities have
mostly been unable to meet the funding levels required. Particularly in London, the development of neonatal
services has been haphazard and based on local needs in the absence of sufficient funding for designated
Regional centre based cots for intensive care provision.

4.4 A three tier regional structure for the care of high risk unborn and newborn infants in England and
Wales has been widely advocated and is supported by the British Association of Perinatal Medicine. It is
broadly agreed that each region needs about two major regional perinatal centres for the management of
serious fetal and pregnancy-related disorders requiring specialist investigation and intervention and to
provide care for extremely premature babies and other babies with severe problems. In most instances these
centres would be sited in university hospitals and would play a major role in teaching, training and research.
In addition each region requires about five subregional centres to provide intensive care for babies that cannot
safely be dealt with in every maternity hospital. All remaining maternity units should be equipped to provide
short term support for ill babies prior to transfer and should provide care for all of their babies with relatively
minor problems.

4.5 Lack of implementation

Whilst it has been argued (RCP report) that the three-tier system is the safest for ill babies and makes the
best and most cost-effective use of resources by concentrating medical and scarce nursing expertise, medical
equipment and special investigational services, an overall shortage of intensive care cots both in the Thames
and other Regions together with chronic underfunding has encouraged the haphazard development of IC cots
in district maternity units, many of which do not come up to proposed minimal requirements for delivering
long term intensive care. Long term intensive care requires a critical mass of staff and throughput of babies
in order for skills to be achieved and maintained and for the provision of vital course training experience for
nursing and medical staff.

4.6 Important consequences of these unfortunate developments have been a documented diminished
survival rate for very low birth weight babies born in hospitals with either small NICUs or with special care
baby units only, when compared with survival figures for those born or transferred to hospitals with larger
NWICUs (BMJ 1987 265 690-692 and Arch. Dis. Child. 1991 64: 408-411).

4.7 Current Recommendations for England and Wales based on the RCP report and on the documented
increasing delivery rate of very low birth weight babies requiring intensive care are:—

(a) IC cot provision: 1.5 intensive care cots should be provided per 1,000 live births. These should be

divided between regional perinatal and subregional perinatal centres with regional neonatal surgery
being ideally located within a regional centre.

W e wh
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(b) Medical Siaffing: the staffing levels of regional perinatal centres should include three consultant
neonatal paediatricians who have no significant responsibility for acute general paediatrics, four
registrars/senior registrars (middle grade staff) with two of them [ull time in neonatal medicine and
six senior house officers with no significant responsibilities for acute general paediatrics.

The staffing for subregional perinatal centres should include three consultants, one of whom would be
a consultant neonatal paediatrician with no significant duties in acute general paediatrics, three
middle grade stalf, one of whom would have a full time commitment to neonatal medicine, and four
senior house officers, none with any substantial commitment to acute paediatrics.

(c) Nursing Staffing: nursing recommendations made note of the Maternity Service Advisory Committes
recommendation that a neonatal nurse should not be required to care for more than two babies
receiving intensive care at a time, and recognised the important distinction between ‘paper
establishments’ and the number of nurses available at any time due to maternity leave, sickness and
study leave. Of vital significance in the staffing arrangements not apparent from ‘paper
establishments’ is the staff mix in regard to experience and training level available on each shift.

The appropriate level of nurses per cot was recommended at 5:1 for intensive care and 1.5:1 for special
care. Recently the BAPM has proposed levels of 5.5:1 for intensive care, 3.5:1 for high dependency
care and 1.0:1 for special care.

4.8 Implications of Accepting Recommendations for Staffing Levels

In the RCP report, two models for the distribution of intensive care cots within regions are explored; on
one, model A, cots were to be concentrated in regional and subregional centres whereas in the second, mode/
B, allocation involved a wider distribution throughout maternity units in each region.

In Model A, based on the calculated requirement of 1.5 IC cots per 1,000 live births with the regional
perinatal centres having some 15 IC cots and the subregional centres some 8-10 1C cots, it was found that
virtually every maternity unit with over 3,000 deliveries per year would function as a regional or subregional
centre but that units with less than 2,000 deliveries/year would not be required to carry out long term intensive
cane.

In Model B, each regional centre was envisaged as having some 10 rather than 15 IC cots and with
subregional centres having no more than 6 IC cots each. Such an arrangement would require the existence of
119 subregional centres in England and Wales compared with 61 in Model A with 61 per cent compared with
38 per cent of the subregional centres being sited in smaller maternity units deliverning 2,000-3,000 babies per

Year.

All maternity units with more than 2,000 deliveries per year would need IC cots and some units with less
than 2,000 deliveries per year would need them also if all babies requiring 1C were to be provided for in Model
B. The throughput of VLBW infants in this latter category of maternity unit would obviously be very small,
and would be insufficient to maintain expertise and for recognition by the ENB for setting up training courses
which are 50 needed to expand nurse recruitment.

The staffing implications of a broad spread approach are striking with 303 middle grade medical staff
reguired in England and Wales to provide cover in the concentrated regionally planned model compared with
666 in the model where most maternity units would be providing intensive neonatal care. The latter figure
cannol conceivably be fulfilled within the remit of **Achieving a Balance™. Calculations of the numbers of
neonatally trained nurses is even more adverse and becomes likewise inconceivable when consideration is
given to the number of 405 training course spaces available and 1o the predicted fall in the number of young
women enlering nursing for demographic reasons over the next few years.

Clearly the above calculations carry serious implications lor the quality of care that could be provided for
babies in small IC units where higher mortality rates and worse quality of survival is likely.

4.9 London NICUs

In London, the distinction between some regional and subregional centres in terms of facilities and
expertise will be less apparent since several neonatal intensive care units are sited within University Paediatric
Departments where active perinatal research programmes and specialised training and investigational
services for neonates and children are available. Lack of funding and of the availability of appropriately
trained nurses has led to chronic understaffing at both Regional and subregional NICUs in the Thames
Regions.

4.10 The White Paper

Working Paper 2 following the White Paper “Working for Patients™ states (p.22) that “the Government
considers that decisions on services which are currently organised on a regional or multi district basis should
be taken locally but with a presumption in favour of contract funding™. Such an approach would appear to
encourage competition in the market place and abolition of the regional structure for the care of ill babies
with all the previously outlined serious implications of the broad spread approach. The possibility of each
district maternity hospital deciding to go it alone and set up neonatal intensive care “because we could do it
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cheaper™ than the regional or subregional centres by utilising suboptimal establishments both numerically
and in training becomes a real danger for babies. These hospitals would lack recognition for setting up their
own training courses and, in association with deficiencies in special investigational facilities for the newborn,
could only provide suboptimal care; although districts will be encouraged to document oulcome measures, at

present no authority has the power to stop a unit providing an inadequate form of intensive care no matter
what the outcome data might reveal.

4.11 Limiting factors in the provision of neonatal intensive care and follow up.
4.12 Nurse staffing

The most important deficiency remains the lack of sufficient trained neonatal nursing staff and the
und:rl‘unqimg which has prevented the generation of nursing establishments at the levels recommended for
neonatal intensive care. The consequent stress of working conditions is an important deterrent to recruiting
staff in many units.

4.13 Eguipment

Many designated NICUs have totally inadequate funding for new equipment or for the replacement of
obsolete equipment. Much equipment has to be funded from charity sources.

4.14 Clinical Psychologisis

The importance of clinical psychology in providing staff and parent support and counselling, bereavement
counselling and supervision of post discharge developmental intervention programmes is recognised but
again has been dependent on haphazard research funding with few units having service funding provisions
for such an individual.

4.15 Developmenial Follow Up

Although the monitoring of outcome for high risk babies who have received intensive care is of utmost
importance, the provision of trained paediatricians for this task has fallen between research and service needs
with the result that funding from regional or district sources has not been forthcoming.

4.16 When things go wrong

Current litigation mechanisms are cumbersome and ofien damaging to doctor-parent relationships; rather
than encouraging an openness of information, the opposite course is often adopted when accidents or errors
in management occur. The frequent inability of the plaintiff to establish a certain causal effect, particularly in
disorders of multi-factorial origin, results in the child often failing to benefit from the legal action.
Examination of how a “no fault” form of compensation in regard to neonatal intensive care and its
consequences might be applied should be undertaken.

417 Research and Implications
4.18 Surfactant Therapy

In a recent review of published trials using surfactant replacement to prevent or reduce the severity of lung
disease in preterm infants, benefits have been seen in babies less than 30 weeks gestation; survivial was
improved and duration of ventilatory support reduced. The improved survivial does not appear to be
associated with any increase in neuro-developmental handicap.

Implication: This therapy, costing £300 per dose with babies requiring up to 3-4 doses, will become part of
routine management.
4.19 Blood Transfusions

The possibility of reducing the number of transfusions given to VLBW babies by the use of the naturally
occurring compound, erythropoietin, whose normal function is to suimulate blood forming tissues in the
body, is under evaluation.

Implication: Erythropoietin injections might become a routine part of N.1.C. in order to reduce the
potential danger of blood tranfsusion.
420 MNutrition

The recognition that nutritional deprivation in VLBW babies may have important implictions for
subsequent neurodevelopmental outcome has received further support from studies comparing babies fed
with different milks.

Improved growth and neurodevelopmental outcomes have been seen when the nutritional requirements of
these babies are met (Lucas et al., Arh. Dis. Child. 1989 64: 1570-78).

4.21 Prevention of brain haemorrhage and of impaired brain flow.

Many NICUs have documented a reduction in the incidence of these complications in their VLBW infants
in the last 20 years. (Philip et al., Pediatrics 1989 84: 797-801). A considerable amount of research continues
to be directed towards increasing our understanding of their causes and into ways of reducing the occurrences
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further. Factors which alter and destabilise brain blood flow and the study of therapeutic intervention to
reduce such instability are subjects of intense research activity.

Implication: the introduction of new monitoring methods and possible therapeutic interventions.

4.22 Retinopthy of prematurity and blindness.

Multifactorial in its causation, research is still required into prevention: although oxygen levels in blood
reaching the relina are important in causation, little benefil from therapies designed to reduce oxygen toxicity
and to control the oxygen level in the blood have ben seen in recent years.

423  General Comment

There is no abvious source of funding for major therapeutic innovations which are proven Lo be of benefit
by research studies. Surfactants will be the first componenis in this category, bul erytorpoietin may be shown
1o be of benefit in due course. A parellel situation has been seen in renal units, unable to afford erythropoietin

for patients on dialysis. (BMJ 1991 302: 248-249).

Some mechanism by which proven therapeutic innovations can be funded must be sought if the improved
outcomes demonstrated in clinical trials are to be transmitted to the population of babies who would beneift.

4.24 Qutcome measures

Mo formalised data of outcome measures is collected from United Kingdom neonatal units. The
BAPM/RCP working group on audit of the care of VLBW infants have drawn up preliminary proposals for

prospective study and this should be supported.

Until now, outcome data have come from a few individual units as part of local research projects. They
have generally shown a falling mortality for VLBW infants with little change in the percentage of babies with

severe handicaps in recent years.

(Stewart et al., Arch. Dis. Child. 1977 52: 97-104

Stewart et al., Lancet 1981 1033-1041

Marlow in perintatal Medicine, ed. Chiswick, Churchill Livingstone, p. 181 1985

Pharaoh et al., Arch. Dis. Child. 1990 65: 602-6)

April 1991

Examination of Witnesses

Proressor RicHarD Cooke, President, and Proressor Mavcols Levene, Honorary Secretary, British
Association of Perinatal Medicine, PRoOFessor Davip HuLL, President, British Paediatric Association,
Mes Win Huxtow, Chairperson, and Mrs PauLa HaLg, Meonatal Nurses Association, and DR RoDNEY
Rivers, Chairman, and Dr PaTricia HamiLton, Thames Regional Perinatal Group, examined.

Chairman

1000. Good afternoon. We welcome those that are
giving evidence to us this afternoon as part of our
Maternity Services Inquiry. | apologise for keeping
you just a few minutes, 1 apologise also for
postponing your arrival here, and thirdly 1 apologise
for the limited number of members from the
Committee who are here. Dare [ say you have got the
quality if not the quantity before you this afternoon.
We are delighted you are here and 1 am also delighted
1o see an ex-Chairman of the Commitiee sitting again
in this Committee, Mrs Renee Short. She is always
very welcome when she comes. | think all of you
know that we have done inquiries in the past into
perinatal and neonatal mortality and there has been,
we all know, a considerable reduction in perinatal
mortality in recent vears. Why do vou think that this
reduction has occurred, Profiessor Cooke?

( Prafessor Cooke) For several reasons: both an
improvement in the health of women over the last
twenty or thirty years, but also I think increasingly
the appropriaie application of iniensive care
technologies. There is a danger always of owver-
emphasising the role of intensive care technologies in

improving health, because health is improved by
lifestyle and other things, but I think that now that
perinatal mortality rates have really got to quite low
levels, at least on an international footing, the further
improvemenis that have been made in recent years
have been very largely due to tackling the problems
of very low hirth weight.

1001, So what do vou think is the balance between
social and medical advances in achieving this
dramatic and very welcome reduction?

{ Professor Cooke) | think you have ito look at
which children are now alive which a decade ago were
not alive, and they are mainly the very low birth
weight children. There has also been a continued but
smaller reduction in term deaths although these are
now al quite low levels, but the biggest change in the
last decade for instance has been in the survival, in
this country anyway, of very low birth weight infants
and that seems to be related to the way that they are
managed rather than anything else.

1002, Is there any other observation that any of
our other witnesses would like to make to those
opening two questions fmom myself?

e
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{Dr Rivers) I think another point to make here is
the reduction in the congenital malformations due to
screening of antenatal women with ultra sound and
offering selective terminations which has led to a
reduction in the deaths that would have arisen from
those congenital malformations. I think we have also
seen the effects of the prevention of Rhesus disease. a
disease from which there has certainly been a
mortality in the past, and possibly even screening for
diabetes in pregnancy has had an impact on
mortality. | would certainly concur with Professor
Cooke on the effects on very low birth weight infants
which he has described.

1003. What about our neonatal nurses?

(Mrs Hale) We would think there is better
collaboration between all professionals involved in
the care and this is helping significantly.

{ Professor Hull) IT you want data that supports the
claim that there is increased survival in babies who
are born with low birth weight and that there is also
an increased survival in babies with congenital
abnormalities, then the statistics from the Northern
Health Region are the best data 1o give you that
infarmation. They have come out in two booklets
and the information is very secure that both those are
QCCUTTing.

Rev Smyth

1004. You point to a regional study. Have you
compared various regions and how far would you say
termination has had a deeper impact upon perinatal
maortality compared with social changes?

{ Professor Hull) Again the data is here. The reason
why 1 am quoting the Northern Region is that they
have a population study and therefore they have the
best data base on which to make the claims. [ think all
of us would support this in terms of having our own
hospital data or indeed having our own district data
that these trends are there. The same is truc in
Morthern Ireland as elsewhere, and the overall ligure
has come down. But for the secure data that breaks it
up into the various parts the Morthern Region data is
the most secure and the one that I think you can rely
on, and as an example of what is going on in the rest
of the country.

Sir David Price

1005, Could 1 ask Dr Rivers a supplementary 1o
what you said? Would | draw the conclusion that we
should as a society expect to do more screening in
pregnancy and hence sorting out the possible
problems later in the pregnancy and certainly at birth
or post natal, and act accordingly?

(Dr Rivers) Yes, 1 think screening is absolulely
crucial both in selecting mothers with potential
problems and for the reasons that have already been
alluded to, such as congenital malformations and
disorders which can affect the oetus.

1006, Should this be available at district level or
indeed we have scen it at this stage being a rather
specialist activity?

iDr Rivers) Mo, 1 do not think it should be a
specialist activily.

1007. It should be at every district?

(D Rivers) It should be available,

1008, Or below that down almost at primary care
level?

(Dr Rivers) | think it should be part of routine
antenatal management.

1009. How far are we away from achieving that at
the moment?

(Dr Rivers) | would not be able to answer that.

1010, But from your own experience in Thames,

(D Rivers) In Thames it probably is again very
varied. | do not have information. | probably could
find it. My obstetric colleagues might know.

1011, This is the relevant guestion for us to be
askipg. looking at the future success of the maternity
services,

(Dr Rivers) 1 think it will be a gquestion that
certainly the obstetricians might be better able (o
answer than myself, but the information might well
be able to be found for your Commitiee.

Chairman

1012, Could I take Sir David's question further?

How much of what Sir David has referred to
should actually be carried out and counselled about
before conception and pregnancy occur?

(Dr Rivers) Certainly 1 think the information on
the dangers of smoking, aleochol and other
interventions should be discussed and known about
before conception is even thought about. Screening
then only becomes applicable of course when
pregnancy has occurred.

1013, You talk aboul congenital malformation.
Obviously if there is a history in a family, either man
or woman, and they are seeking to have a family,
clearly this matter could and should be discussed
with them, about the risks of proceeding with a
pregnancy and the way that any pregnancy might be
handled.

(Dr Rivers) Yes. 1 think genetics counselling is
crucial for such families where that sort of thing has
been identified.

Sir David Price

1014. Professor Hull, 1 thought you looked as il
you wanted to add something.

( Prajessor Hull) The question is about standard of
surveillance for all women when they are thinking of
having a baby or when they first think they have got
a baby. That is a primary care lunction il it is done
well. The problem with our surveillance procedures
is actually making sure that everybody shares in that
service. We are going through the same exercise for
examination after birth, so that whilst it is desirable
thatit is a primary care function there has to be some
system to ensure that everybody shares in it evenly
and we do not have that system in place ai the
moment.

1015, Have we got any idea of the unevenness of
this service because | suspect i1 1s not 50 much on a
regional basis but it is a much lower level?

( Professor Hull) You are absolutely right. It is
within each general practice group, and now that
there is a requircment that they report in on their
register as to whether a vaccination programme has
been done (they have always had that done for
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rubella in pregnancy) once one starts putting other
surveillance criteria into the programme, those GPs
that have got registers can begin to start thinking
about doing that, but those people who are not on
general practitioners’ registers or are reluctant to
attend when requested are the ones that need to be
addressed and they are the ones who have the major
problems. They have a high incidence of problems
and there is not a system for encouraging that at the
moment.

1016. Presumably they would tend to be in the
more impersonal parts of large cities?
{ Prafessor Hull) Yes.

1017. When we were looking at primary health
care the difference between some of the rural areas
and let us say Earls Court because of the turnover of
population and the number who Failed to register or,
having moved, did not follow up with another GP
Was VETY EI'E'-EL

( Prafessor Hull) Yes.

Chairman

1018. Can I address my next question to Professor
Cooke and Professor Levene. In your evidence you
state:

“It will be important to retain and develop a
regional strategy for perinatal care”. Can you
summarise for us why you believe that this is so
important?

(Professor Cooke) Perinatal care as such developed
in a slightly haphazard way some years ago. During
the last ten to filteen years different regions have been
able to produce regional working parties which have
been able to advise each region on the appropriate
distribution of perinatal services the perinatal
services that should be provided and to produce a
certain amount of co-operation amongst those
involved in giving the service. Unfortunately people
feel that if the hospitals which give the service within
the region act quite independently in future then this
may well threaten this somewhat embryo system that
we have got in a number of regions. Some regions are
much better developed than others. The Northern
Region has already been referred to and the Thames
regions are developing this, but other regions have
virtually no such working party structure. Certainly
inmy own région, Mersey, I feel that over the last five
to ten years we have been able to do quite a lot in
developing the service and the region themselves
have been very amenable to that sort of advice and
help. However, the role of the region in directing
money will be a lot less in the Tuture as | see it and
different forces will operate. This is likely to mean
that the disiribution of those resources will be less
even rather than more,

1019. This actually takes me on to my next two
questions because [ think we are getting to the nitly-
gritty of the sort of vital services that you all provide.
By the way, in the questions, if [ do just say
“Professor Cooke™ or “Professor Levene™, il any
olher witness would like to come in with a view, lor
heaven’s sake please do. 1 have to put to you the
political question because il I do not Audrey Wise
most ceriainly will. What do you think will be the
effect of the NHS reforms on the sort of regional
services Lhat you have just been talking about,

Professor Cooke? The Department of Health have
told us that regional funding will be continuing by
way of top slicing but we already have other evidence
suggesting that this is not the case. What is your
information about this? Do you think that regional
funding should continue, and if you do. why do you
think it should continue? Again perhaps that will
dr.‘;w in the Thames Regional Perinatal Group as
well.

{ Professor Cooke) The understanding in my own
region that I have been given is that although we are
not a trust hospital as yet regional funding is not
likely to continue but that we will move to a system
of contracting, which in fact we have largely already
done, so [ am surprised 1o hear that. 1 feel the
problem is that when smaller district hospitals find
that they are running out of resource towards the end
of the year there may be a temptation to say to their
own small pacdiatric department, *Well, you had
better try and do your best”. Certainly already this
year the number of extra-contractual referrals which
our unit has taken is far beyond what was expected,
and whether these are all going to be paid for at the
end of the year I do not know.

1020. What is vour view, without wishing to put
you in a delicate political medical situation? Do you
think that regional funding should continue or do
you feel we should move to what you have implied, to
a contract situation?

( Professor Cooke) One has to admit that there have
been considerable problems with funding in the past,
particularly with major referral centres in that for
instance, again speaking of my own experience, a
quarter of all the children given intensive care do not
even originate from the region, and they are actually
not paid for by anybody. They are paid for by our
region, and the regional top slice given to the district
has been inadequate to meet the costs of regional
babies and as a result the central districts, as they do
in many large umw:rsn}r towns, find that they are
financing care for the region and beyond, and this has
been very unsatisfactory. 1 think all of us have felt
that something had to be done to improve that
situation. Whether it is necessary to go as far as the
trust hospital system I do not know. My own feeling
is that it is an untried experiment at the moment,

(Professer Levene) My views are very similar. [
think the point I would like to make is that although
we have had a system whereby regional managers
have subscribed (o the concept of three levels of care,
in my experience there has not been top slicing and
funding for tertiary level neonatal units, and
certainly in my own region in Yorkshire there has
been no funding at all for regional neonatal intensive
care costs, so the system up to the recent change has
not been good. It has been very patchy through the
country. Some regions have been better than others.
| have worked in three different regional health
authorities in my neonatal career. None of them has
been anything like good. We must be very concerned
about the changes which are | believe going to erode
the tripartite system we have at the moment, but at
the same time | do not think we should be deceived
into believing that it was previously significantly
betler than it is now.

1021. Have you any observalions to make about
the impact of the reforms on your service?
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(Professor Levene) The impact of the reforms on
my own particular service has been positive. We have
more inlensive care cots because our hospital, our
trust, has decided that that is an area that has to be
developed because we only have hall the number of
neonatal intensive care cots in Yorkshire that we
require. For some hospitals within the region it
works well but I am quite sure that for every hospital
that works well, for instance ours, there are other
districls and other hospitals that do not.

1022, And your hospital 1s which?

(Professor Levene) Leeds General Infirmary.
Others are suffering as a result of that because they
are not having the money to develop their own
SETVICES,

( Prafessor Hull) 1 am just a little bit troubled about
the direction of the discussion. We seem to be talking
about level three neonatal intensive care. If we are
talking about neonatal services we are talking about
the normal care of every baby that is born. We are
talking about special care, high dependency care.
Hospital services around the country are divided up
into four groups. There are the groups where babies
are born in general practitioner units which are under
the care of a primary care team; they are born in small
units with a thousand te three thousand delivenes
where they have a special nursery but they transfer
out for level three intensive care. There are also large
units that do all levels of care, and mine is one. Wedo
not transfer in or out and we have never been top-
slice funded by the region because that money was
allocated to units for transferring in because there is
a fourth group of hospitals that were given extra
money by the region for intensive care for
transferring in to their unit. I think what you seem to
be talking about at the moment is the capacity o
transfer in from another part. My answer io the
general question about trust status or non-trust
status is that the provision [or level three care, that
i§ intensive care, which is expensive and rare, is very
limited and in most regions there is a very sensitive
awareness between the different groups to help each
other out so that we look after as many babies as
possible. The new system where each is going
separately, not knowing whether each wants to vie
for trade for not, is not helpful for the optimum use
of very limited resource. We have had a regional
strategy and a networking in the country for tertiary
services and neonatal medicine is only one example,
but it is not at all clear to us just what is going to
happen in future because nobody is responsible any
more for tertiary services in anything, never mind
neonatal medicine.

1023, Dr Rivers, Dr Hamilton, would you care 1o
respond to what we have heard and perhaps also to
deal with the questions that I put to begin with?

(Dr Rivers) I think the situation in the t‘pur :l'hamti
regions is quite different within ¢ach region in terms
of the way things are funded at the moment. To take
South East Thames as an example, the units there are
contracted by region on intensive care cot days, so
they know the money is going to come, bul next year
1 gather that money is going to be distributed to
individual districts who are going to be demanded to
continue the same pattern of referrals as they have at
the moment, if indeed a region can demand that.

But the year after that, as I understand it, it will be
for each district to decide where their babies go, so
there will be no security for the level three, top level
regional unit, nor the sub-regional units as
designated at the moment. The situation of North
East Thames is somewhat similar. There has been a
major injection of money to increase the number of
intensive care cots there from thirty-cight to sixty-
two, but once again there is the move 1o devolve the
regional monies to individual districts with the desire
on the part of the officers of the region, | understand,
to ensure that contracting can only eccur with the
designated regional units. | cannot imagine that
hospitals that already have established intensive care
at district level or the trust hospitals wishing to
undertake intensive care, are going to lake kindly to
that idea. In MNorth West Thames we have a
completely different system which is a lead
purchasing team with paediatric input who have
contracted in an extra-contractual fashion for
neonatal intensive care, and this is a flat rate so that
every district has an extra-contractual budget with
which they can refer their babies to any of the
regional units and that money is secured as an extra-
contractual budget, but it is a flat rate of payment so
that if the level three unit (which you would expect
the most severely ill or the smallest babies to go to) is
faced with three months of intensive care, it gets
exactly the same amount as a unit accepting babies
for two or three days in intensive care.

1024. 1 would like to pursue that one further. Dr
Hamilton, do you want to add anything to what Dr
Rivers has said, because | would like to pursue the
last point as it worries me immensely that itisata flat
rale which could cause considerable difficulty and
problems?

{Dr Hamiiron) 1 certainly réinforce that. In South
West Thames the contract is held at region which
does protect to a certain extent the three-tier system
so that purchasers can be assured that babies are
going to appropriate centres. The rate is charged ata
flat rate and some babies may stay there for a month
and the money is the same as for the baby who comes
in and may only survive a few hours, which seems
unfair both ways. I would also like to make the point
that there are particular problems of London in that
we have to switch babies from one region to another
so quickly because we have a shortage ol cots, a large
number of babies and regions that are very close
together whose apices concentrate around London.

1025. Where do you have the shortage of cots?

(Dr Hamilton) South West Thames for example
has twenty-one cots in a population of 40,000 people
whereas we should have nearly sixty cots il it is to be
1.5 cots per 1,000 live births, so that a lot of our
babies have to go out of the regions. It makes it even
more complicated il we go to another Thames region
which has a different system of funding and
contracting.

Sir Dvavid Price

1026. Dr Hamilton, the point you make if I have
got it right is one that was common in many regional
centres around the country, where first of all you
have a very long delay on being paid for your
referrals from outside your district, although you
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were told ultimately you would get it. Certainly in
mine—I come from Wessex—it was up to two years
minimum. Secondly, the funding usually on all
specialties that 1 know was done on an average and
by definition the regional unit was taking more
intensive cases and hence the average cost of their
patients was bound to be more, not just in your
specialty but in all specialties. That was a criticism 1
found very strongly made, and 1 find it in other
regions too. | do not know if our witnesses have had
that experience. It was not limited to your specialty.
It was a general criticism of the system.

{Dr Hamiffon) Yes.

Audrey Wise

1027. Thinking further of this tertiary level, it
seems 1o me that really what you are saying is that the
previous system was not adequate but needed
improving in ways which strengthen strategic
planning rather than moving to a competitive ethos
in this particular field. Is that right?

{Dr Rivers) The Thames régions would support
that view very strongly',

{ Prafessor Hull) 1 think for something like the
tertiary specialties for children, which is a limited
service, what we would be keen to do s to make sure
that where the service is provided it reaches a certain
standard. To do that yvou cannot have a whole lot of
units doing it and trying to do it. You must bring
together the strengths and the workforces so that
they can have a minimum standard level, and that
means a certain amount of throughput and that
means having an  organised statement for a
nationwide strategy. That is what you have to have if
it is going to work to use the resources optimally. It
does not fit in with having, as | have got in my region,
one trust, one directly managed unit. We have an
integrated service but we do not talk to them about
it.

Chairman

1028. 1 want to put a rather controversial,
provocative point to you really in answer to what you
have just said. Is not what is happening at the present
time, with some exceptions and [ think Professor
Cooke and Professor Levene have indicated that for
some hospitals it s actually improving, what may
well be described as puiting the clock back twenty
years to the time before regional units were in fact in
the first situation set-up, ie a free-for-all to the
detriment of these very small babies because you are
going Lo be spreading the money; there is going to be
a larger number of units seeking to make a bid for this
sort of care and the super regional specialty units

'Note by wimess: In this context, the Thames Regional
Peninatal Group consider it would be helpful if some form of
accreditation of units providing intensive care could be
established, possibly through the mediation of BAPM under
a directive from the Departmeni. Units offering inlensive
care would be assessed and accredited on the basis of the
quality of their care provision; each unit would be expected
w meel previously agreed trained staffing levels with
adequante cq'u:'prm:«nl facilities and buEup services for the
number of intensive care cots they aim 1o provide. This
accreditation would be a form of quality guarantiee that
polential purchasers could use as a basis for establishing
their neonatal intensive care referral patierns.

which Mrs Short and | and others advocated when
we did an inquiry some years ago on this are likely 1o
suffer? Am 1 right or am | wrong?

{ Professor Hull) 1 think you are trying to link it in
with a management arrangement. Il you require a
unit to be of certain size, certain standard of quality
and s0 on so0o you can give directions to
commissioners, and there is a perspective as to how
many of those vou need. with some sort of
recognition that you are serving a larger population
than the district health authority, then there is a
possibility of solving it within the current
arrangements. It takes a great deal of will and
courage to put those frameworks about. It seems a
pity o introduce the managemenl arrangements
until those have been agreed upon. We are now
expecting nearly to rediscover the rules for setting up
the arrangements but in the meantime those of us
who are providing the service are going (o go on
doing it while the management arrangements foat
themselves around.

Audrey Wise

1029. It seems to me one of the things you are
saying, Professor Hull, is that a co-operative attitude
within the service is also part of that. [ seem to pick
up the idea of planning a strategic view and planning
based on that, and a sort of culture of co-operation
amongst the different providers. Is that right?

(Professor Hull) Al the moment the services in
Trent work because we all talk to each other and
share our problems because our resource 15 limited (o
meet the size of the problem. If we start getting
divisive about our interest then we are going to lose
out. If you want to look at arrangements the
northern region has got it structured out. Quite a lot
of other neonatal services have structured themselves
out. They are tentative but they are there. With the
new arrangements it does not make it quite clear
whether it is a disadvantage or an advantage for us to
transfer babies in for example.

1030. I was interested in the British Association for
Perinatal Medicine evidence which has already been
referred to that you did in that same paragraph refer
to the regional genetics services as well. We have
taken some evidence on this and it seemed that the
geneticists were very keen that there should be a
certain regional provision and they felt that it could
easily be squeezed out because it does not really lend
itsell very readily to again a competitive sort of ethos.
Do you think that that is important?

(Prafessor Cooke) The genelic services are
developing very rapidly. OF course with genetically
determined disease most of them individually are
quite rare and so the numbers of people requiring
services for individual diseases are going 1o be very
few. Wherever you have a rare disorder you need to
centralise the organisation of care for that in order o
build up experience and to make the thing
economically viable in any sense of the word. Yes, it
would be very inappropriate for evervbody to have a
go at being a genetics service. There simply would not
be enough for all the little services to do and would
fragment what funding there was.

1031. So that it might mean that the most ill babies
could possibly suffer if there was not an adequate
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tertiary arrangement lor them, but that at the earliest
stage the people most in need of very special genetic
advice might also suffer, so again it is the minority of
the very ill babies and the minority of the people with
genetic problems where it might get squeezed
between contractors?

{ Prafessor Cooke) Ceértainly, yes.

{Professor Levene) Could 1 just pick up on that
point because 1 think that we must not
comparimentalise it into neonatal care or genetic
care. We should be talking about perinatal care and
the region 1 think should be planning for perinatal
care which includes foetal medicine, perinatal
pathology, neonatology and genetics and | am sure
that there are others, and [ am quite sure that the
region needs to have a strategic plan whereby there
are relatively few numbers of perinatal centres to
allow the cross-specialty of care that i1s necessary
within the context of what we are trying to do, We
cannot just think in terms of neonatal care. Genetics
is important as well.

1032, It sounds as if it would be the most economic
as well.

( Professor Levene) Certainly much more economic
than every unil trying Lo duplicate these services.

{Professor Hull) 1 am a little unhappy about the
parallels that you are making. Tertiary care as
discussed by my colleagues is a relatively rare baby
needing a high level of care, which needs to go to a
unit that can deal with it. Genetic counselling needs
to be available for everybody and that is a distributed
service, and therefore, although one accepts that if
you pick up a rare disease you have got to refer it to
somebody who is familiar with it. genetic counselling
services have got to be available to everybody where
they need them. so I am not guite sure thal the
analogy of networking that, so that it is only
available in certain special centres makes any sense at
all. I think that oughi o be available for everybody.

Chairman

1033, Can 1 ask perhaps whether our neonatal
nurses would like to make any comment on what has
been asked or said so far? You have a vital role to
play. Are you happy with what has been said by your
colleagues?

{Mrs Hale) The Neonatal Nurses Association feels
strongly that there is a need to continue centres of
excellence and to have regional cenires for the care of
the small, fragile and vulnerable babies, and that it
requires the skill of competent and expert nurses and
those nurses are unable 1o be dissipated across the
country in the extent which they would be required if
care took place outside regional centres.

Audrey Wise

1034, 1 was going to raise also the point you make
which is relevant | think 1o all of you that there
should be a regional perinatal group that would audit
overall outcome and highlight deficiencies in the
regional perinatal programme. Do you think that
that is going to happen or not?

{ Professor Cooke) | think in a number of regions it
is already up and going. In other regions they have
not even got started. The problem is that these sorts
of things tend to happen either when there is an

enthusiast around or when there is a requirement
from above somewhere that this should be done.

Chairman

1035. How does it happen though, Professor
Cooke, in one area where it is up and running and
going well and vour reply just now where you said in
others it did not even exist at all? That shows an
extraordinary variation in the level and quality and
availability of this vital service.

{ Professor Cooke) That is as [ see 11, ves,

Audrey Wise

1036. What do you think the Department of
Health's role should be in this to ensure that that docs
not happen?

{Professor Cooke) People will only collect
information on which you can make judgments
abouta service if they either themselves have a special
interest in it or they are required to collect it. In fact,
information collected for no particular purpose is
usually fairly worthless because it is badly done. 1T
the Department require certain figures and certain
information at a certain level of detail each year, then
no doubt they will getit. | hope they would make sure
they did.

1037. Do you think there are such figures and
information that they should require?

{ Professor Cooke) There is a great deal, yes. They
should have information about the numbers of
children requiring treatment, who actually got it,
what sort of delays it took for them toget it, and what
standards this care is actually being given under.

Sir David Price

1038. This takes us back to a complaint we had as
a Committee in the early eighties from many of your
colleagues, that so many of the statistics that they are
asked to provide at almost every level of the health
service as you say can be of general interest but of no
specific help to the individual person concerned in
fulfilling their job, and one hzs come Lo the rather
awlul conclusion that it seems that all the new lot of
statistics were designed by statisticians for the benefit
of statisticians rather than for the benefit of making
gither clinical or management judgments,

{ Professor Cooke) Yes.

1039. Would that be a little harsh?

{ Prafessor Hull) The clinical datais unhelpful, with
respect to the questions you are asking now, yes. |
think Richard Cookeis being a bit harsh. There is an
analysis by the Perinatal Centre on the number of
units that were making reviews of their services in
perinatal mortality meetings and I think quite a lot of
centres are doing it. What they are not deing is the
same meticulous analysis that Richard Cooke has
done for his in-patient service and which the
Morthern Region has done, but it is the
recommendation of the Department of Health, and
maybe you should ask. that they are there to collect a
lot of data and they are thinking of setting up a
confidential inquiry into neonatal death. There is
quite a lot of activity in the Department in this area.
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Chairman

1040. What I think you have béen saying, certainly
Professor Cooke, is that it is possible that il you live
in a particular area of the country and you have a
very lightweight, vulnerable baby, that baby will die
because they have not got the appropriate intensive
care specialist facility that they have in Merseyside.
Am 1 right or am | wrong?

{ Professor Cooke) 1 think you are right. The
problem then comes when people say, “Show me
exactly which one died because of that™, which is
something that somebody will inevitably lead to. The
difficuliy 15 that there 15 still a presumption among
many members of the general public, and certainly
even some members of the profession, that very small
babies tend to die anyway and that if a doctor is faced
with phoning three, four or five different hospitals
around the réegion and outside his region in order to
try and place a small child and in the end he does not
succeed, he may well simply cover this up a bit by
saving Lo the parents, 'l do not think transfer would
help” or “Nothing else can be done™ or something
like that. In that very stressful time for the parents
one is nol going to say, “Well, clearly this is a lack of
provision that has caused your child to die™ ete. This
sort of information is therefore difficult o collect and
tends to be anecdotal.

1041, Professor Levene, then Dr Rivers, and |
suspect that Professor Hull may care to come back.
Then | want to pass on to other questions.

( Professor Levene) Two brief points. Three or four
years ago the British Association of Perinatal
Medicine commissioned a survey o see how many
babies who were referred for neonatal intensive care
could not be got into a unit at all and approximately
ten per ceént of babies who were referred could not be
got in. We do not know what happened to those
babies, which brings me on to the second point that
simply counting the number of dead babies, the
perinatal moriality, disguises a very important aspect
which is that babies may not die in the centre that is
referning, that cannot get the baby in. They may
survive to be handicapped and if we are auditing the
service it is not just perinatal mortality statistics that
we need but we need good national outcome statistics
as well, and this is done extremely badly through the
couniry.

1042. Would the Clinical Standards Advisory
Group be an appropnate body to deal with this
matter, to examine standards, etc?

[ Professor Hull) You are going much faster than

I can. The Audit Commission is currently looking
inte acute medical services in children as well and
they have just been scrutinising our units in
MNottingham in depth with a view to setting up an
audit standard. They are not actually looking
precisely at the figure that you keep on going for,
which is in [act not neonatal services but the care of a
very small fraction of newborn babies who require
lewvel three intensive care. Looking lor the data that
you are asking for, the Morthern Region has looked
for it. The size of the maternity unit does not seem to
correlate to the perinatal mortality rate. They have
got specific data for the whole of the country on this.
Therefore getting the precise data in mortality
statistics, 1 think you would have difficulty finding it.

Getting paediatricians who say that they would like
to transfer a baby and the baby died because it was
not transferred would not be that difficult, but [ have
to say that when you talk about regional centres, as
| represent the British Paediatric Association at the
moment, there are a lot of general paediatricians who
do level three care in small units who have never ever
transferred their babies for level three care 1o the
neonatal centre and would not wish to do so and
would object to doing so il there was an arrangement
set in which said that they should.

1043, Thank you. Dr Rivers?

{Dr Rivers) | have three points. One is that | would
just like to refer back to the Royal College of
Physicians Report of 1988 on newborn care which
examined the effects really of two models of care, one
centred more on regional units and one devolving the
intensive care to many small district hospitals, and
the really major effects on staffing implications, both
medical staff and particularly nursing staff that that
would entail, and I have referred to that in my
document. Secondly, | think it is also very important
to make this point about adequate follow-up if we are
going to know what happens across the country to
these very low birth weight babies, There must be
some sort of national follow-up system. Thirdly, in
terms of the cot provision in London which has
already been alluded to, I think we have something
like half the number of intensive care cots in London
that we should on the basis of 1.5 cots per thousand
live births. We did a brief survey over a period of four
months last year on just how long it takes individual
units to find a cot for a baby that needs transfer, and
it took anything up to four hours to find a neonatal
cot and in some circumstances it took up to three
hours to get an ambulance and in some cases it took
up to three hours for the ambulance journey of the
infant, so some of these babies are being transferred
quite long distances in order to get them into a
regionally designated intensive care unit.

Audrey Wise

1044. Do any of our witnesses know of any regions
which have what would be regarded professionally as
sufficient cots?

{ Professor Cooke) No.

{Dr Rivers) Mone of the Thames Regions.

Chairman

1045, Mersey?
{ Professor Cooke) Mo,

1046. Morth?
{ Professor Hull) No.
Audrey Wise: And | know North West does not.

Rev Smyth

1047. May I go back to the guestion of contracts
and charging for block contracts. How do you think
charges should be calculated?

{Dr Rivers) | think it should be done on intensive
care cot days and held at region on a block contract
and a unit should be Munded on that basis, and some
system certainly in London of cross-regional
payments should be evolved on an extra-contractual
basis perhaps.
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1048. That of course is one of the questions of the
money following the patient.

( Professor Cooke) Yes, 1 think there are certain
costs for volume which works out the number of days
and the level of care. The problem that certainly our
accountants raised against thal. which we suggested
as the original best way of doing it, was that the
further you go into working out the precise costs the
more that costs and that it was not actually worth
doing.

1049, Money for the accountants in other words?

(Professor Cooke) They [elt that a simple block
contracl based on £8.000 per case was the cheapest
' and easiest way of doing it. They are still looking at
the possibility of going lor cost for volume but until
there is any form of computerisation in place that is
virtually an impossibility.

(Professor Levene) On exactly the same point, in
the trust hospital that | work in the charges are per
intensive care day, which has some benefit to it but it
is wery costly actually to get that data because
someone has to go round every day and look at every
baby and decide whether they have intensive care ar
special care or occasionally just ordinary care, and
they may change lrom day to day. The baby may
move [rom being a medical baby Lo a surgical baby
within the same day. If you are going to do it properly
you dre going to need to employ skilled people 1o
collect that data, which is money away from patient
care.

1050. This raises the question again that Professor
Hull referred to and that is the size of units and we are
going back now not to simply neonatal care but 1o
obstetric provision. 1 got the impression that you
favour the concept of larger units, two and a hall
thousand or so, or were you coming out in favour of
what some of us might call the corner shop instead of
the co-operative?

(Professor Hull) 1 think the concept of wanting
three large umis with highly expensive services and
all the women irooping to them is just not
reasonable, | keep on saying that you are talking and
they are talking about level three care all the lime as
1o what is very expensive, and it needs lo be costed
out because it is very expensive and maybe the
accountants will determine that they do not want the
hospital to do it because they do nol want a lost
leader, so it has got 1o be worked out how much it
costs the hospital to do it. But every unit in which
babies are born has got 1o have a neonatal service
which looks after level one and level two care as well
as the routine examination, and then the question is,
can the hospital afford 1o send the very ill ones on to
somewhere else for level three care and how much
does il cost them and can they control il, because
often we would keep a child in lor a lew weeks, maybe
two or three or [our weeks; it becomes in the interest
of that unit if there is money that flows with days
occupied to hold the baby whereas it would not bein
the inieresis of the baby to have that situation. I think
one ought to take advice from the British Army in the
Rhine when it actually bought neonatal level three
services [rom the German services and they were very
expensive.

Chairman

1051. Can | pursue that because | think it was yvou
or Professor Levene saying | think it was per day
charging for intensive care. Our evidence, and this is
the Department of Health’s evidence, is that most
units are charging a fAat rate for an intensive care
admission, not by the day. and therefore | put 1o you,
perhaps Professor Hull and Professor Cooke and
Professor Levene, what are the disadvantages of that,
1e a flat rate charge for admission irrespective of the
length of that admission as against a per diem charge?

( Professor Hull) IT vou are talking about a flat rate
that we would contract o take all the babies needing
that sort of care from another health district, that is
the *“level playing field” language, then that
arrangement seems to me (o be a sensible one inso far
as we would then agree to take all those babies
needing level thre¢ care say from., in
Mottinghamshire, the Lincoln Hospital, knowing its
delivery rate is, say, 2,000, knowing that 2,000 on our
previous experiences generated so many babies
needing transfer for level three care, and for them o
have a block contract with us to look after all those
babies that come from that unit in a year and then
review it year on year depending on the workload
that is generated. That seems to me (o be the sensible
way., [Fthat is what the Department said to vou then 1
think that is the arrangement we have at the moment.
Correct me il 1 am wrong. That would be a sensible
thing to do, 50 Lincoln and South Lincolnshire and
North Lincolnshire draw up block contracts with
Mottinghamshire to look after their level three care,
knowing that their previous work i the previous
vear was that much and they will pay to have that
much again. ITit poes grossly above that we agree 4
proporiional increase and the workload would be the
transfer of baby days.

{ Professor Levere) A disadvantage of charging per
day is clearly the possibility of overcharging, keeping
babies in intensive care when they should be going
back. In the present situation in this country there is
no risk of that at all because there are just far too
many babies demanding intensive care in our units.
We have to get the babies out often before we fieel it
is reasonable to do so. In the future if things change
then we would have to look at it again. The
advantage of that system of charging per day is that
often with the in utero transfers where a hospital will
refer a woman 1o a regional perinatal centre, the baby
is born in surpnsingly good condition, as often
happens if the care in the pregnancy has been good,
and the baby may need only two hours of intensive
care, yet the disirict will be charged £10,000 for that
block contract. What 1 prefer to see actually is not the
dizstricts paving as the purchasers, but the region
paving for the work that we are doing.

[052. That does not fit in very well with directly
managed units, trust hospitals, etc, does it?

{ Professor Levene) It does nol, no. but the
situation s at  the moment that the
purchaser/provider split is fine providing there is
enough money in the pot o pay forit, bul there is not
and this is the problem that we alluded to earlier. 1T
the region wants 1o have a regional service, which |
believe that it should have. then the region | think has
to make some financial commitment 1o that. Top
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slicing to the trust hospitals is not necessarily the
answer.

Rev Smyth

1053. Can I take you to part of your evidence
where you said that there is a danger that glamorous
but inadequately evaluated therapies such as ECMO,
that 15, extracorporéal membrane oxvgenation, will
be offered by trust hospitals, consuming scarce
resources, but without significantly improving
outcome. Can you explain why you think that there
is this danger?

( Profeszar Cooke) The particular treatment | have
mentioned there is given purely as an example rather
than my being particularly for or against that
treatment. If you take what has happened with this
particular very high-tech therapy for very sick infants
that has been developed largely in the United States,
where it has taken off very quickly and has been
adopted by many of the big leading hospitals, which
function rather in the way of trust hospitals would do
here, because it makes them look glamorous and
there has been no good evaluation at all of this
therapy, there is no doubt that it works. The question
is that other people suggest that they can do just as
well using very much cheaper therapies. much more
conventional therapies. Nevertheless it has taken off
simply because people like doing it and people like
buying it.

1054, Taken off here?

( Professor Cooke) Sorry, no in the States. There is
only one centre in this country at the moment, but I
believe another three are coming on line very soon
and will be capable of doing it.

1055. And you think therefore that this will
consume funds without providing the results. 1s that
what you are saying?

{ Professor Cooke) It will consume funds at a great
rate because it is very expensive treatment, and the
amount of benefit one may get for this will be
relatively small compared to the amount of money
you are pulting into it.

1056. Then will purchasers buy it? | am not talking
now about private purchasers; 1 am talking about
general practitioners or districts who are contracting.
Will they be going for that if there is adequale
provision that gives as good if not better results?

{ Professor Cooke) The problem 1s of course the
general practitioners and similar primary care people
will not come into it because this is really a tertiary
level therapy. It would be one district hospital acutely
requesting a centre to do this. My [ear is that the
evaluation will not take place. There is some
suggestion that an évaluation may take place with
this particular therapy beginning next year, bui it has
not happened yet. There are many others like this,

1057, In other words you are suggesting that they
should be examined?

{ Professor Cooke) 1 am suggesting that no new
therapies should be introduced belore they are
properly evaluated.

1058, Professor Hull wants to come in.

{ Professer Hull) It seems to me that the answer to
this question lies in commissioning. Somebody has
got 1o give evidence and guide the commissioners and

they have got actually to say whether they are
prepared to commission for this service or not. What
is important is they have got to say “no”. It is very
expensive and within their priorities they cannol
afford it. This is a very difficult thing to say. The only
way Lo cope with that is Lo say thal any very expensive
treatment is not introduced in this country until it has
proved to be efficacious. The reason it has come on in
America is that no unit that does not have that toy is
held to be very good and there is no restraint because
there is no money bar. For a GP to say, [ refuse to
let my patient have that because my budget is short”,
is going Lo be an impossible position for him, so he
has to have some central help there on his moral
position.

1059. Can you suggest who might do that
accreditation?

{ Professor Hull) 1 think that is a proper task for the
professional side of the Department, to give guidance
on that matter. At the present moment the evaluation
i5s done by the neonatal services getting together and
doing it but that does not stop an individual
practitioner saying, “*We think it works and we do
not want it evaluated” and there is no way of
stopping that.

Sir David Price

1060. I want to go on to some of these cost figures,

Can I ask you generally have vou gol secure
information as 1o what neonatal intensive and special
care ¢costs and how does the cost compare with for
instance intensive care for adults?

{ Professor Cooke) There are a number of costing
studies that have been published in this country and
abroad. Sticking to the ones published in this country
from about the mid eighties onwards, putting it at
today’s prices, intensive care cosls approximately
£500 a day for the newborn, which is probably rather
less than it does for adults. The problem is that it
depends exactly what you are dmng to them, but the
costs are slightly higher for adults, the hotel costs and
s0 on tend 1o be higher and so it is comparable. 1] you
take special care, it is very much cheaper. At 1986
prices we estimated it at around £180, £190 a day [or
special care, which is well below the standard cost of
somebody Iying in bed not doing very much in an
adult medical ward.

1061, Could we go back to a question which vou
sort of hall answered? Have you evidence that
maothers with very high risk pregnancies and very ill
babies are being refused admission to regional
perinatal centres because of lack of cots? We got the
impression from the Thames region that there was a
shortage there.

{Dr Rivers) Yes indeed. We do have information
that the major perinatal centres are turning away
about half of the cases that are being offered to them.
It is certainly true in Morth East Thames and South
East Thames.

1062, About half?
(Dr Rivers) Yes.

1063, Is this problem special 1o the London Region
or is it fairly general?

{ Professor Levene) The figure nationally which we
looked at in 1988 and was published in the British
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Medical Journal was that 10 per cent of all referrals
throughout the country cannot be got into a neonatal
unit and in some of those cases the referring doctor
would make eight to ten telephone calls to different
units before they gave up. I think every region finds
that there are not enough intensive care cols. We are
not talking about the regional centres demanding the
babies. We are talking about the doctors,
paediatricians in the district general hospitals who
themselves feel incapable of looking after those
babies. Certainly in my own unit we have turned
down eighty babies this yvear for intensive care.

Chairman

1064. What has happened to those babies?

{ Professor Levene) We do not know because we do
not have the resources to find out what has happened
to them. Most of them I think are looked after in the
hospital that refers them. The doctor clearly is not
happy to do that because he has attempted to move
them somewhere else, but he ends up looking after
them anyway. As I said before, simply counting
whether they die or not is not zatisfactory because
thelj:lfan survive and they may be handicapped as a
result.

Sir David Price

1065. Because the Department of Health
apparently does not collect these figures?
{Professor Levene) No.

1066. Going back to our questions earlier about
figures, it strikes one as important they should do so,
or again is this the responsibility of the National
Health Service Executive? They are managing the
service, or supposed to be.

{Professor Levene) 1 find it difficult 1o know who
should be collecting the figures. 1 think they should
be collected in a nationally agreed manner. There is
no point in my collecting them and my colleague in
another part of Leeds collecting them because we
may be collecting the same baby. One needs a name
or a hospital number in order to trace how many
different hospitals that baby is being referred to. One
baby referred to ten hospitals may be counted ten
limes. It is actually only one baby. It becomes quite
complicated to track these il you are going to do it
properly and | am not clear in my own mind how this
can be done properly.

Chairman

1067. There is one question | would like to get
clarified. Could you give us the cost of what 1 would
describe as average adult non-intensive care cost
within ithe National Healih Service? Do you know
;r?f'ﬂ‘t:‘ that figure is? | believe it may well be around

(Dr Rivers) That was the information I got.

1068. So to an extent the cost of intensive care for
any baby of £500 is actually good value for money, is
it not?

(Dr Rivers) Yes.

1069. Would vou accept that as clinicians?

{ Professor Cooke) Naturally.

1070. Even Professor Hull?

(Professor Hull) Just because 1 keep trving Lo
change the subject does not mean | do not agree there
is a need for level three care and the cost has got to
be weighed not against life and death, which | do not
think is the issue; it is o do with the guality of
survival, and if in fact you compromise that it is very
expensive and on the legal evaluation it is a million
pounds a time if vou get it wrong.

Audrey Wise

1071. I would like to go back 1o what you said
about evaluating treatments because this seems 1o me
to be important for a number of reasons. One is that
money might actually be wasted, money and skill
resources. Another is that perhaps a baby is given
treatment which is not the oplimum treatment.
Another treatment would have been better for it, and
of course il is possible some treatments may actually
do harm. It is also possible that some treatments il
evaluated would show up as being extremely useful
and could therefore be made more widespread. It
seems Lo me to be a very important matter. | am not
clear whose responsibility vou think it should be 1o
ensure that new or indeed existing treatments should
be evaluated and how we should ensure that this
work 15 funded,

(Professor Cooke) IT 1 could comment on how it
happens al the moment. it is evaluation that largely
comes out of work from university deparimenis up
and down the country. A recent development during
the eighties has been the involvement of the National
Perinatal Epidemiology Unit in Oxford which has a
clinical trials service of which you arc probably
aware, and this has worked with the Bntish
Association for Perinatal Medicine, both in running
a number ol gquite large trals in this country
successfully which have produced useful resulis, bui
also most recently in compiling a database of all
obstetricians and paediatricians interested in joining
in large collaborative research projects. The reason
these projects need to be large is that the benefit or
otherwise of any new therapy these days is not likely
to be stupendous. Progress is made by lots of small
steps and each change in treatment may have a
relatively modest effect, and in order to discover that
effect with any confidence you need 1o have a very
large study with a lot of patients and a lot of doctors
involved in it. The co-ordination through
organisations like NPEU, which is supported by the
Department of Health, has been very valuable in this
respect, but an awful lot more needs to be done. 1t 15
just the beginning,

{ Professor Levene) | think it must be the profession
itself that sorts out these problems and evaluates
them. I do not think it can be imposed upon us, but
in fact neonatologists are extremely amenable to
asscssing new Lrealments. We have a good record for
doing this.

1072. What about funding, the paying for it?

{ Professor Levene) [ think if the Department of
Health believes that it is important the Department
of Health must pay lor it. The funds cannot come
from other sources. Perhaps the Medical Rescarch
Council if it considers itsell 1o be interested in that,
bur 1 think that the MRC and the Wellcome are much
more interested in basic science these dayvs and not
clinical science.
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1073. Thinking of the Perinatal Epidemiology
Unit at Oxford, they do have a very long list, not only
about perinalal care but maternity care in general, of
forms of care with unknown effects which require
further evaluation. The Department does fund that
unit. Do you think there should be a clearer
responsibility and expectation that the Department
will fund evaluations such as the NPEU find to be
necessary”?

(Professor Cooke) Yes of course. We would
support that very strongly. We are hoping that the
new approach 1o research funding within the
Mational health Service might go some way to doing
that. We do not know vetl what is going to come oul
ol it but we understand now that 1.5 per cent of the
Mational Health’s funding should go towards
research. One is very pleased to hear this. What we do
not yel know is how this is to be carried out.

1074. Do you know how that compares with what
is spent on research at the moment? Does anybody
gather information about what is spent on research
al the moment?

{ Professor Cooke) 1 think the difficulty is that
money gets into research by all sorts of devious
routes and it is very difficult to work out exactly what
is spent on it at the moment and 1 think this is an
attempt to do that.

Sir David Price

1075. May I ask you a quick question which I am
sure you can answer very quickly, just for our record.
Are staffing levels adequate to run a satisfactory
service for neonatal intensive care?

{ Professor Hull) Can 1 answer that in the general
sense of neonatal care because it is an issue that I did
and would like to leave on the record. This is in
relation to providing a 24-hour medical cover for
babies wherever they are born and the appropriate
cover when they need special care in neonatal units,
that the Minister has made the statement that
doctors will not work for more than 72 hours and
wishes the task force to implement that by 1994 It
has also been agreed with the Joint Consultants
Commitiee in the Department that consultants
would not be resident in hospitals to provide
emergency cover for emergency services. Those are
the two facts of the matter. The evidence of the facts
is that SHOs in necnatal medicine and in paediatrics
work wvery long hours as in .this publication on
paediatrics which I do not think you have seen, which
actually states that they work far longer than any
other SHOs, and that when they are on night call—
that is when they are on call—they are usually
working all the time and at most they get four hours'
sleep a night as a maximum. In many parts of the
country (but this is not necessarily in tertiary centres)
paediatricians who were providing this service only
had SHO on VTS training between themselves and
the child. If in lact we then apply the two
requirements that are being imposed—and this is
since we wrote our evidence to yvou—then | have to
say thal quite a large number of neonatal services
round the couniry will have to close down at certain
times because there will not be staff available to cover
them. This is a simple straightforward consequence
of the Minister agreeing with the profession that
doctors will not work long hours and consultants will

not be first on call in residence in hospitals. There has
got 1o be some solution to that.

1076. What would be your solution? Presumably
at one end more consultants?

( Professor Hull) We have obviously brought this to
the attention of the management executive and the
CMO and to the staffing section of the Department,
and the solution rests, guite rightly you say, on
having more doctors. You cannot do it by pulling
them on rola arrangements because they are already
working excessively long hours.

Chairman

1077. What feedback have you had [rom the
Department? You say you put it before that great
body, the National Health Service Management
Executive. Have they responded?

(Professor Hull) No, but they have this document,
they have the information, they have the analysis, we
have put the data in from our own evaluation and
this is concerned with covering neonatal units for
level three care as well as neonatal units—

1078. When did you put that booklet in front of
Duncan Nicol and his colleagues?

( Professor Hull) That was about six to eight weeks
ago.

1079, And no response yel?

{ Professor Hull) They have received it.

1080. Mo, no. | was not asking about receipt. I was
asking whether there has been a response.

{ Professor Hull) Not to my knowledge. We have
had a meeting with the Department staffing and they
are aware of the problem.

Sir David Price

1081. Could you give us rough overall figures of
the shortage both at consultant level and at junior
level, very roughly? What sort of percentage?

{Professor Hull) 1 can leave you the book with
them in if vou wish. On the calculation it just depends
what sort of agreement the Minister wishes to make
to SHO's but it is nearly like doubling the numbers.

1082 It is as much as that?

(Professor Hull) Oh, it is indeed, and the solution
that they are looking for, which the JCC and the
Chairman of the Manpower Commitlee were
meeting with the Department about, was some sort
of conversion of CMOs and SCMOs to do on-call
rotas, but you cannot achieve that instantly and you
certainly cannot achieve it by 1994, so there is going
to be a severe embarrassment which will effectively
close down units unless it is resolved.

1083. Could I follow that up, as we have colleagues
from the Thames region: you presumably are already
aware of this?

{Dr Rivers) Very much so, yes.

1084. What does it mean in your terms? Very much
what Professor Hull has been telling us?

{Dr Rivers) Yes. The implications will be exactly
similar.

1085, And you are already short, you tell us, of
cots?
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(Dr Rivers) There is under-staffing and there is
certainly a great shortage of cots and of nursing staff,
which has never been adequately established and
funded. Also this will have major implications for
medical staff,

Audrey Wise
1086. Perhaps 1 could address myself primarily 1o
the Neonatal Murses Association, could you

summarise the role of your organisation and how
does it relate to that of midwives and paediatric
nurses?

(Mrs Hale) The goals of the Association are to
promote a common standard of nursing care for the
newborn, Lo promote education of neonatal nurses,
to promote communication and co-operation
between neonatal nurses, to promote an awareness of
the needs of the newborn and his family and to
communicate with the newborn and his [amily. In
relationship to the midwives, we welcome paediatric
nurses and midwives and neonatal nurses within the
Association and we say that each of those
professionals contributes to the care of the newborn
but that we would draw your attention to neonatal
nursing as a specialty within its own right.

1087. What do you think is the role of midwives in
neonatal units and how does it differ from your role?
Are there potential conflicts or is it relatively
straightforward to define the roles and to work out
co-operative arrangements?

(Mrs Hale) Neonatal nursing is a diverse specialty
and that diversity is our strength. Midwives are
practitioners who care for the normal newborn, and
neonatal nurses tend to act as nurses who will care for
the baby who would be abnormal in this respect, that
is, the baby with specialist needs. We would see the
role of midwives and nurses as those two working
together to provide optimal guality care for babies
and their families with close networking of both of
those professionals. The midwife has a role in
neonatal units but that would be with an extension of
expertise into neonatal nursing and over and above
that qualification of midwifery.

1088. We understand that working in a neonatal
inténsive care unil can be very stressful and there isa
high turnover of nursing staff. What do you think can
be done to improve matters?

{Mrs Hale) That is correct, that retention can be a
difficulty. If we can come back first to neonatal units
and the provision of care. the single most common
factor for not being able to admit a baby into care is
the lack of availability of the qualified-in-specialty
nurse, the nurse with competencies and expertise 1o
care for that baby, Many of the stressful situations
result from the fact that the question of establishment
has never been addressed. We are chronically under-
resourced for neonatal nurses who are qualified in the
care of the newborn. We lack support teams to
support nurses who are giving that care. We lack
adequate access to education and the whole issue of
professional development of neonatal nurses needs
io be addressed. Some of the areas of our concern
were well expressed in the survey of nurses working in
high technology care in 1989 and they suggested and
made recommendations for how some of those
stresses could be helped. mainly in more imaginative

access to education for neonatal nurses who were
frozen by geography in their situation or their
domestic situation or the lack of funding to reach out
for education, or the fact that simply it is sometimes
impossible to send a nurse away for Murther training
o promote good care in her own unit because you
have not got a person to work in her place whilst she
1% away on a training programme. In addition to
those factors there are the conditions under which
neonatal nurses work. Meonatal units are highly
pressurised. Sometimes we feel there is misuse of the
facility and that one needs to look very critically at
how the facility in neonatal units could be used. One
example of this would be to welcome babies for care
next to their mother as far as it is possible, and by this
we would be referring to small well babies who
require minimal clinical monitoring, phototherapy
and tube feeding, where they can salely be nursed in
the midwifery unit and embraced into the midwile's
normal role and stay next to the mother which is
where every baby should rightly be. This would help
alleviate some unnecessary admissions to neonatal
units which would then save the expert neonatal
nursing care for the babies who needed it most®,

1089. In following the point in a different way
about misuse, the British Association lor Perinatal
Medicine in their evidence to us said that the
proportion of nursing shortages related to the use of
the nursing staff for non-nursing tasks, such as
clerical and cleaning duties and in trying to get
defective equipment to work ...*"

[ Mrs Hale) Those were the support leams to which
| referred. There 15 very little in the way of support
teams for neonatal nurses. Neonatal nurses in fact fill
in all the gaps and deficiencies in the provision of the
service and in this we are referring to housekeeping
teams, clerical support, receptionist support. Large
amounts of dedicated nursing time will be spent in
routine non-nursing duties. In addition, specialist
support roles, for example in the areas of family care
and education are required.

1080, The point about the equipment interested me
because in one of our trips out to seek evidence we
were told—in fact [ think it has arisen more than
once—that a good deal of the equipment in neonatal
care units actually comes from voluntary
subscription, that this is a very good issue for lund-
raising; people respond very well to it. Then the
problem arises with maintenance and replacement
because the funds raised supply the equipment and
then what happens later on? When [ saw a reference
lo irying to g=t defective equipment to work I
wondered whether in fact some of this process was at
the root of what happens. How does your experience
go in relation to the balance between how neonatal
care equipment is lunded and then how it is
maintained and what preparations are made for ils
replacement.

*More by witness: “The MNeonatal Unit as a Working
Envirenment—A national survey of neonatal nursing”. This
three year research project, funded by the Depariment of
Health, s being carmned out by a research team based in Child
Health at the University of Bristol. The main aim is to
document many aspects of the work environment
particularly from a siaE::i.:wpuint. The focus is on the work
and experience ofprofessional care-givers that affect delivery
of care, :
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(Mrs Hale) Neonatal care requires today, due to
the advancement in the management of the newborn,
large amounts of sophisticated technical equipment.
That equipment must be checked, cleaned,
monitored, assembled, re-assembled, set  up,
prepared for use. It must also be obtained and it must
be replaced when it goes wrong. There has been again
major under-funding with regard to the purchase and
maintenance of technical equipment. The money
simply is not there to replace equipment and we must
rely upen charitable organisations to donate it and
actively campaign to get that money from charitable
organisations because of the lack of funding.

1091, And it is perhaps harder to get equipment
replaced than it is to get it supplied in the first
instance because possibly the general public feels,
well, it has made its contribution and now it is up to
the NHS. [s that so?

{Mrs Hale) It is really very difficult all round. I it
is a compulsory replacement you may be successful,
If it was condemned and felt to be unsafe you might
be successful in getting it replaced.

1092. Only may be?

{ Mrs Hale) ¥ ou may be. Itis very much dependent
on what you are talking about, how much it 15 and
how much of it you require and it simply is not
forthcoming in the amounts in which it is required to
do the work.

1093, Do neonatal nurses have Lo spend their own
time and energies in such fund-raising?

{ Mrs Hale) 1 believe a lot of neonatal nurses spend
a lot of time doing public talks and generaling an
interest in groups to collect and contribute towards
the purchase of equipment, and again going out to
thank them. Some areas have set up small trusts and
have people to help them organise such funding. It
does take a lot of time but also medical colleagues are
equally involved in the promotion and work ol trying
to get extra funding for medical equipment.

1094. Turning 1o another aspect of staffing, do you
think that there are sufficient staff on post-natal
wards for transitional types of care?

( Mrs Hale) The answer to that across the country
is no. There are not enough midwives available to be
able to give that slight extensicn of care which we feel
should be within the normal role of the midwife to
allow the baby to stay with his mother in the post-
natal situation.

1095, So the picture we get—at least the picture
1 get—which vou might confirm or otherwise—is
that there are some babies who are just a little bit
under par but who should be nursed with their
mothers and are sent instead to a higher level of
intensive care than they need, and there are other
babies who need intensive care who cannot get it?

{Mrs Hale) That is right. A survey carried out in
Trent indicated that from an inborn population there
could be as little as 4.8 per cent of babies admitted
against 25 per cent of all those deliveries, and when
you looked critically at the population within the
neonatal unit 40 per cent of those admissions may not
necessarily have had to be admitted to a neonatal
unit.

1096, Bul possibly that happened because of
staffing and other problems on the original ward?

{Mrs Hale) That could be a lack of staffing or
perhaps what might also be required would be a
change in attitude and an examination of the
provision of the lacility.

1097. Moving on to something rather different, in
some parts of the country [ believe neonatal nurses
are being trained 1o take over some of the duties of
Junior medical staffl and are then described as “nurse
practitioners™. [s that happening in vour experience
and do you think it is a good idea?

(Mrs Hale) Neonatal nurses across the country do
not have an established norm in which duties that
they do that in some areas could be delegated as
medical tasks and in other areas would be considered
an extension of the nurse’s role. The word
*“practitioner” to us suggests a stage of expertise and
it is quite reasonable to accept that nurses might
carry out certain delegated tasks as part of their
expanded or extended role. It could be done, and
some of those tasks with fairly minimal training. The
practitioner role to which I believe you are referring
i5 the model which is being set up in the Wessex
region which is due to commence in January 1992
and this model suggests a role of advanced
practitioner and with “advanced”™ we would mean
that that would be a nurse of professional excellence
but who would develop advanced clinical skills and
take over a number of medical tasks. The Association
has concerns with relation to advanced practitioners.
We welcome the concept of a practitioner and of an
advanced practitioner but we feel concerned that in
a situation where we are chronically under-resourced
for qualified in specialty nurses and we lack the
adequate nursing structure to be able to give care
effectively with job satisfaction. another key element,
and to feel that we are providing an acceptable level
of care, that to deflect the available nursing time into
the undertaking of what is at the moment SHO
activity could prove very difficult for neonatal
NUrsing.

Audrey Wise: Thank you.

Chairman

1098. We have obviously got limited time i we
stick to our hopeful timetable. Perhaps to the
questions | now intend to put to you, particularly to
Professor Hull in the first instance, if vour responses
could be brief and succinct 1 would be grateful. |
think, Professor Hull, you told us in the evidence
from the Paediatric Association, that paediatricians
are responsible for resuscitation of babies at birth
and the routine examination of all babies. Do you
think that midwives are currently able to do this? Do
you think that they could be effectively trained Lo
carry out this important role, and how long would it
take to train them all to a sufficient standard in this
new responsibility?

{ Professor Hull) 1 will deal with the resuscitation
exercise first, the 24-hour resuscitation of
asphyxiated babies. It was suggested that midwives
twenty or thirty years ago should be trained with
tracheal intubation resuscitation and that was an
endeavour in which 1 was involved. It came to
nothing. IT it is the view that babies may adequately
be resuscitated with the face and mask, which 15 the
view and the way they have solved the problem in
Sweden, then certainly midwives are well able 1o do
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that, and it certainly is a skill they should have, but in
Sweden they have found that there are still occasional
babies whose life depends on tracheal intubation and
artificial lung ventilation. | think experience has
shown us that midwives on the whole do not do it
frequently enough to acquire the necessary skills, As
far as the routine examination of the newhorn,
midwives currently as [ understand it do examine
every newborn baby, looking for abnormalities and
defects, and they do it soon after the baby is born. As
far as them becoming the persons who do the first
major appraisal of any child that is born, then that is
a very big exercise and there are elements of it that the
midwives 1 am sure could do as well, properly trained
and with sufficient midwives and time, as anyone else,
but part of this examination includes listening to the
heart and although they might well be trained to do
that we are beginning to look at a training that is
close to that of a doctor to perform that task. They
would also have to have some sort of feedback
evaluation as to whether they are effective or not and
they would have to be midwives who did a lot of it
rather than those who did it very infrequently. Whilst
it is possible, 1 am not quite sure that it will be a
complete advantage to do it that way,

1099, Professor Cooke, do you agree or disagree
with what Professor Hull has said, and Professor
Levene | would ask yvou similarly.

(Professor Cooke) | broadly agree. In our own
practice midwives have largely taken over the role of
the second examination. Most babies whe are in lor
not more than a short time are examined first at
about twenty-four hours and then again before
discharge. Provided no problems have ansen it is
now routing for midwives to examine these children
prior to discharge in order to speed up the discharge
process because mothers stay for such a short time
these days.

{ Professor Levene) All midwives must be trained in
basic resuscitation skills. Few I believe can be trained
because of the infrequency of the problem in advance
resuscitation skills which includes intubation and the
giving of drugs. often through an intravenous or
intra-arterial line. Those are difficult skills 1o achieve
if you are not doing it regularly.

1100. Dr Rivers, Dr Hamilton?

(Dr Hamifton) We are very short ol midwives on
post-natal wards. We do not and they do not feel they
enough time to devote to breast feeding, so | am not
sure that at the current staffing levels there is enough
tme to take on that role or to devole to exira
training.

1101, Let us move on then o another question
which lollows from an answer we have just heard,
talking about the speedy discharge of babies and
mothers. Are there any dangers to babies of very
early discharge following a domino delivery, and
how should these dangers be overcome? Who do you
believe is best placed 1o be responsible for identifying
serious illness in babies at home and who sh:-:}uld b
responsible for referring the baby to hospital and
what is your attitude to home births or to delivery in
small GP maternity units? | hope they can be brief
and succinct responses. | suspect I am asking rathera
lot.

(Professor Hull) 1 think if the domino delivery is
done within a unit that has 24-houwr anaesthetist,
obstetric and nepnatal support, then that gives you
the back-up and the safety, but the general
practitioner and the midwife who are sensitive to the
child and the family do the total care with the GP
doing the routine examination. There is no reason
why, and this might be a solution to the siaffing
problems, all GPs should be appropriately trained
and be the doctors who have performed the
examinations whilst they were SHO's in paediatrics.
I have no difficuliy with that at all. The debaie on the
statistics about safe home delivery—there are books
and books written on those and you recall that it was
a misunderstanding of the onginal statistics of the
1958 study that led to babies all being delivered in
hospitals. The data was there and was not serutinised
clearly enough. | think one has to look after it
carcfully but my view would be that babies can be
safely delivered at home. My anxiety about that
position rests on covering the liability.

( Professor Levene) My views are exactly those of
Professor Hull.

{ Professor Cooke) My last two children were born
al home 50 1 have to be considered to be a supporter
of home deliveries. 1 think that the important thing
is that if we are to move to a greater involvement of
general practitioners and communily midwives in
taking over the surveillance procedures which are
now largely done by hospital staff, they must have the
training for it, and recently when the British
FPaediatric Association was looking at the traaning for
general practitioners it became obvicus that less than
halfl of them have had any paediatric training at all
following qualification. That really cannot be a
satisfactory basis for suddenly giving childhood
surveillance over into the community. ILis a desirable
aim but it must be supported with appropriate
training.

Audrey Wise

1102, Could it not be that it need not be 100 per
cent of GPs? They may not all want to do so much of
that work, but we have gol quite olten now lairly
large practices with more than one doctor and a
reasonable proportion, a sufficient proportion, of
doctors, properly trained and interested, would be
what 15 needed rather than to say that every single
doctor needs to do it because then you might never
achieve that.

{ Prafessor Aull) That is absolutely fine. There 15 no
reason why it should not happen. It is just getting
Medical Defence Union cover for them to do it that
is the difficulty. It was that legal restraint that closed
general practitioner units. 1t was not that the general
practitioner unit provided a bad service. It was one
case of birth asphyxia for which they might have been
responsible that cleared them out. and | do not know
how, unless you give them Crown indemnity flor
doing it, they are ever going to do it

1103. I do not know what your views are but there
could be different arrangements for caring for
situations where things go wrong at birth because at
the moment of course people are almost lorced 1o
assume il there is any possibility of it at all that it has
been somebody’s fault so that they can sue so that at
some lime some years later they can get some



452

MINUTES OF EVIDENCE TAKEN BEFORE

Pror RicHarD Cooke, PrROF MavcoLm LEVENE,

2 Novenher 1991 |

Pror Davie Hure, Mrs Win Huxton, Mrs Pavra HALE,

[ Continued

Dr RoODNEY RIVERS AND DR PaTRICIA HAMILTON

[Auvdrey Wise Cony]

compensation. 1 there were perhaps better
arrangements for compensation or help without
having to prove negligence, could that not help in
easing this situation?

{ Professor Hull) No fault compensation has been
looked at in great depth. The Lord Chancellor has
zot very clear views about it and he is not [or it. He
is actually wanling the tort arrangements Lo stay in
position and argue causation and that has been
pushed very hard to the highest point. It is a sad
position but that is what happened.

1104 | think there are a good many members of
this House, perhaps for all 1 know both Houses, who
might not agree with the Lord Chancellor. 1 am just
saying that some backing for our views might be
quite helplul.

{ Professar Hull) But you cannot actually transfer
the indemnity off the doctor and the midwife that is
actually doing the practice if that is what you were
suggesting.

Audrey Wise: What | am suggesting is that at the
moment the only route for getling adequate financial
help is the route of blaming somebody and suing and
that this may lead to unnecessary legal action. There
is a great deal of wasted time and professional stress
and if we found a different way ol caring lor inlants
where something has gone wrong, which mostly will
not be anybody's fault anyway, then that would
reheve the possible oppression of the legal system and
be helpful to the profession and helplul to parents of
handicapped children too.

Chairman: | think we could have a major debate on
this which is not entirely relevant to this.

Sir David Price

1105 1 think the aspect that worries me most is the
evidence that the fear of legal action may distort
clinical judgment and that people may take exira
tests they do not need to take. From quite a number
ol studies from the United States for example we get
very clear evidence ol even pulting young medical
students off certain speciallies—obsletrics is an
obvious one.

{ Professor Hull) The staffing position is difficult in
paediatrics because of the reason | gave vou. The
staffing position in obstetrics—again we have been (o
the Chiel Medical Officer and the position there is
bad and getting worse and there i1s not a solution on
the skyline.

Chaftrman

1106, Mrs Huxton, did | see you wanting to come
in on this?

(Mrs Huxron) It is aboul an earlier point about
care of the infant alter carly discharge. 1 would have
thought that the community midwife would have
been the first in line person to keep an eye out and
detect the carly problems with access to the hospital
and to the paediatricians and neonatologists for help
and advice. In my own area we do that. | do not know
about other areas. They will either ring up or bring
the baby back il there is a problem.

Chairman

1107, Could I very quickly ask those that would
care to respond: how do you view the current state of
research into illnesses affecting mothers and their
babies and what would you consider should be the
priorities?

{ Professor Hull) | am in writing on that one, in a
response 1o the Green Paper, the “Health of the
Mation™, the major burden on our units at the
moment 5 babies born prematurely and very
prematurely. The reason our figures are worse than
Hong Kong's and Japan's and now Ireland’s is that
we have a much higher prematurity rate. We have a
higher low birth weight, a higher pre-term hirth rate.
Owrs is like seven to eight to nine per cent; it is like
three to four per cent in Hong Kong and Japan and
it is four to five per cent in Ircland. The reason why
our figures are not as good as other people’s is that
our babies are being born early and smalland at risk.
That contributes to the perinatal mortality figure two
or three or four points. If it does that it also
contributes to the handicap rate because the very
small ones have a 15 to 25 per cenl handicap rate. It
sgems to me then the solution is to have a major
rescarch programme in identifying and dealing with
prematurity, and that is a multi-factorial outeome. 1t
is not going Lo be open Lo a single magical solution.

1108. 1 think that is very positive. | assume by the

silence and the Lotal acquiescence in the eyes of our
olher witnesses thal they goentirely along with you.

( Professor Levene) 1t is important but I think there
are other priorities as well. The causes of handicap
are very important, which may or may not be related
to prematurity. | think we need to look very much
more carefully at that. One of the very important
areas in neonatal medicine, the reason that babies
slay in neonatal units longer, is chronic lung disease.
We also need 1o have that as a priority.

Sir David Price

1109, Have vou got any sort of general response,
any thought you would like to leave us with, as, given
the present state of medicine, the most important
wavs of reducing perinatal deaths further and
reducing the number of disabled children in the
community? I think what Professor Hull proposes on
research is quite a good lead.

{Pr Rivers) 1 think it is a matter of introducing
adequate screening and selecting the mothers at most
nsk so that their babies, il they do have to deliver
prematurely in the curreni evidence before we can
understand the techniques that might reduce the
premature very low birth weight delivery rates. can
be delivered in units that can look after them
properly and where there is the expertise twenty-four
hours a day.

1110, Initially we are talking about better
screening for all?
{Dr Rivers) For a selection of mothers.

1111, At the beginning?
{0 Rivers) Yes.

1112, And presumably following that up with
genetic counselling where necessary?
(Dr Rivers) IT that is applicable.
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purposes of maintaining energy was necessary in the
final three months of pregnancy. OF course we take
account of information from a number of sources
from people who write to us, from research and
surveys carried out by other groups as part of the role
for continually monitoring both the structure and
levels of income support which, as you will know, has
to be reviewed each year.

1119. 1 suppose it is perhaps a difficult question for
you to answer and if you think I am out of order in
asking it please tell me. Do you think it would be
helpful to have more research into what the cost of
providing a good diet for a pregnant woman was to
enable that to be built in to decisions relating to
income support?

(Mr Tansley) ] am not an expert on this Chairman.
One of the difficulties | foresee, both in relation to
diet and indeed perhaps to other aspects as well, is
securing a consensus on the range of items on which
someone claiming income support should rely. It
may be quite difficult to achieve such a consensus.

I accept your answer al this stage, but |
hope that when our Report comes out the
Department will study it carefully.

Alice Mahon

1120. Can you tell us what the levels of income
support are in cash terms?

{Mrs Maunsell) We both have the same table in
front of us and it i1s quite a complicated one. Perhaps
if I give you the rates for a single girl and a couple.

Chairman: Take a single girl 16 to 17.

Alice Mahon

1121. And a single woman aged 18 to 24, because
the percentages differ. Perhaps you can give us both
those.

(Mrs Maunsell) Certainly, a single girl not living
independently, aged 16 to 17, receives a personal
allowance of £23.90 increasing next April to £25.55.
Do you want couples, or single people only to start
with?

1122. Single only, please.

(Mrs Maunsell) The 18 to 24 year olds get a
personal allowance of £31.40 and that goes up to
£33.60 in April. That is also the rate which applies to
the 16 or 17-year old who is forced to live
independently. For the over 255 the rate is £39.65 at
present increasing to £42.45 in April 1992. 1 wouid
perhaps like to make the point that if a woman is on
income support, and once the child is born and if she
is single, there is a substantial increase on the birth of
the first child. In all cases that is at least £26.75, when
you take account of the family premium, the lone
parent premium and the payment increase for the
first child.

Chairman

1123, Thank you, Mrs Maunsell, that is very
helpful. Can you let us have that? We would like to
have it as part of the evidence that will be published
in due course.

{ Mrs Maunsell) We will send you the chart®.

*See p 463

2080 F

Mr Couchman

1124. 1 am slightly confused about why pregnant
women under 25 should receive a lower rate of
income support than those who are over 25. It seems
to be an arbitrary age and there seems to be little
difference in their circumstances. Perhaps you can
explain that to the Committes?

{Mrs Maunsell) 1 will start and if | miss out
anything my colleague can pick it up. This really goes
back to the review of, as it was then, supplementary
benefit which was conducted in 1986-87 and the
reforms that happened in 1988, At that time there
were two rates of benefits, householders and non-
householders. That was obviously not something
that we wanted to continue, or that the Government
at that stage wanted to continue. It was decided that
in order to help the people who had the greatest
expenses, who were the over-235s, these differential
rates would apply. It was also true that the
Government of the day had incentives very much in
mind and that for younger people one did not want
to construct a benefit system which would encourage
people not to seek work,

1125. 1 can undersiand the young pregnant girls,
the 16-17-year olds being considered to be living at
home unless otherwise proved, as it were. But I do
not see how the difference came about between a
single woman of 24 and a single woman of 26
probably living in similar circumstances.

{Mrs Maunsell) It was also found at that time by
looking at who was getting benefit and what were
their responsibilities, that the under 255 had fewer
family responsibilities and were much more likely to
be living with family and friends and did not have the
expense of fully independent living.

{Mr Tansley) The only point to add, Chairman, is
that also generally speaking many had not yet fully
established themselves in employment. They
certainly had lower earnings expectations and so the
combination of the various factors—the need to
maintain incentives to get into employment and the
factors that Mrs Maunsell has pointed out, that
many of them were living as part of households and
not bearing the full responsibility of the houséhold.

Sir David Price

1126. What firm data do you have for your
assertions in answering Mr Couchman’s question lor
the difference between the 24-vear old and the 26-
year old? Do you have firm data done by any
respectable surveying organisation, whether OPCS
or any of the independent ones or any university? All
of us find what you are saying incredible. You both
say it with great certainty and | assume you have
some solid basis, other than just the view of the
Department on which to base it.

{Mrs Maunsell) Lines are not easy to draw and
there are always people on either side to whom the
line does not strictly apply.

1127. Why draw a line at all?

{ Mrs Maunsell) That is because it would not have
been appropriate in the view of the Government at
the time to enable everyone to be paid at the level at
which we pay people of 25 plus. The data that we had
were clear data from our own statistics which were
available of the kind of people who had the full
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expenses of running households, Most of those werg
over 25, though not all.

1128. You are making a brave attempt. Would you
prefer to say that this is a question that we ought to
put to your Ministers? Would that be the fair answer?

(Mrs Maunsell) It does ultimately come to a
political gquestion. | am trying (o answer you
factually.

Sir David Price: You have had a brave shot at it,
but you are not convincing us and you know it, do
you not? We do not want to embarrass you. Would
you rather we reserved that and put it to your
Ministers to explain?

Mr Couchman

1129. This opens up an intriguing question. What
happens in the case of a married couple on income
support where the woman is under 25, but the man is
over or where both are under 257 Are there different
scales as well?

(Mrs Maunseil) Mo, they both get the over 25 rate,
do they not?

11340, Soif it is a married couple, even though the
woman is only 24, her part of the income support is
at the same rate as if she was 267

(Mrs Maunsell) Yes, it would not be a full amount
because she would—

1131. I recognise that it would be the married rate,

(Mrs Maunsell) The system is what 1 said
previously, which was that they have assumed the full
expenses of living independently. 5o it is in line with
the sort of principle that applies.

1132, Some | suspect are 24-year old women living
on their own?

{Mrs Maunsell) No. Can [ make one further point,
Chairman?

Chairman

1133. Please, we are putting you through it, Mrs
Maunsell.

{Mrs Maunsell) There are two further points, both
factual. One is that if one were to give the same
amount to all under 25s as we do to the 25-pluses, the
cost would be £250 million. The second point is that
there is some relationship between earnings and age
and earnings go up with age and therefore it is
perhaps not entirely unreasonable for the income
support—

Mr Couchman: That £250 million may be the key
to our puzzlement.

Chairman: [ do not like to intervene, but this will
perhaps come up again.

Mr Hinchliffe

1134. Am I right in assuming that pregnant women
of the ages of 16 or 17 cannot claim income support
until 11 weeks before they have the baby, unless they
have some form of physical or mental disabilities?

(Mrs Maunsell) That is right il it is based on
pregnancy alone. Pregnancy alone 15 not a reason for
claiming income support, but any young person
between 16 and 17 may at any time seek to have his
case for income support considered under the special
hardship rules.

1135. Can I put to you an individual case and ask
you what guidance is given to local officers and
adjudication officers in terms of interpretation? | had
a constituent who [ believe was 17 who was pregnant
and as a result was unable to go on to the various
YTS schemes that were available at that stage
because of her pregnancy. She was ineligible for
income support on the basis of being less than 11
weeks away from the delivery time. She had
absolutely no benefits whatsoever and she was
dependent on her partner who had next to nothing
himself to live on. What kind of advice do vou give
local officers in those circumstances about their
interpretation of what is available to them in a
situation such as that?

(Mrs Maunsell) In the case you describe, if there
were really no other resources, where the girl was
living independently or as part of a couple, the advice
would be to apply to the severe hardship unit.

1136. 1 am speaking from memory and | may be
wrong, but when she came to me she had done
everything possible and received no help whatsoever.
I suspect that that experience is reflected elsewhere.
My colleagues may raise similar cases. It seems to me
very wrong that someone who is carrying a child in
these circumstances is expected to try to feed and
produce a healthy baby but she cannot have any
access to any form of benefits whatsoever. That was
the problem in this case.

(Mrs Maunsell) It 15 hard to comment on
individual cases.

1137. I accept that. [ am asking you about the
principle.

(Mrs Maunsell) The principle would be, if there
really was no alternative means of support, 1 would
have expecied the severe hardship unit to use the
Secretary of State’s discretion sympathetically in that
case. The question of 16 or 17 year old pregnant
women in general has to be seen against the general
background that, until they come towards the end of
pregnancy, unless they are ill, there is no reason why
they should not participate either in work or
education in the vouth training schemes which they
have a right to.

1 138, Will vou accept that in this case the Y'T5 did
not feel it appropriate for this person to be involved
because of her fairly advanced state of pregnancy at
that stape?

(Mrs Maunsell) Yes. | do not know that | can say
any more on what was obviously a very sad case.

Chairman

1139. Is there anything on that piece of paper that
is fluttering in front of you that may be helpful 1o us?

(Mrs Maunsell) My colleagues are reminding me
that 20 per cent of the special hardship unit’s claims
are [rom pregnant girls and over 80 per cent of those
are successful. Where they are not it is mostly because
they are living at home and have support from their
parents.

Mr Hinchliffe

1140. This particular girl was not.
{Mrs Maunsell) Things may have improved over
the years.

it i
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114]. I hope they have because 1 found it
unbelievable.

( Mrs Maunsell) That would certainly be the advice
now.

Alice Mahon

1142. What research are you conducting into the
maierial circumstiances of teenage pregnancy? We
have heard a report recently of a high percentage of
teenage pregnancies in the group of young girls
leaving care. Has any research been done into that?
Are we comparing income in this age group? Is there
any research into comparing income with countries
in the EC, for example? What happens there?

{ Mrs Maunsell) There are a lot of questions there.
We have done no particular research into pregnant
teenagers. The Department of Health may have done
s0. | am not sure.

1143, I wonder whether the hardship lund was
being used by this particular group of 16 and 17-year
olds who naturally have no access Lo any income up
to the eleventh week. There is a group there with no
access whatsoever. I have had a case similar to my
colleague’s. They cannot get on to a Y'TS because of
their condition and they cannot get a job. So they call
on this hardship fund. 1 believe you said that 20 per
cent of all the hardship fund cases was this particular
group. I would have thought that that would have led
itself to some kind of research, bul perhaps that is a
political question as well.

Chairman: [ think it probahly is.

Mr Clarke

1144, 1t has been suggested that a premium should
be paid in income support for pregnancy, in the same
way that a lamily premium is paid. Has the
D:p-f.rimem made any estimate of what this would
cost]

(Mr Tansiey) Just 1o make an observation about
premiums to start with, premiums are the means by
which the income support system locuses resources
on groups with particular needs. Generally speaking
premiums are intended to meet some kind of
continuing recurring weekly expenditure, the family
premium being a case in point where someone has
assumed a lasting and significant responsibility of a
family. Hence we pay a premium in that case. In the
case of pregnancy il is not clear that, until childbirth,
that there is the same kind of lasting and recurring
responsibility that might justify a weekly payment.
Let us suppose that the family premium were
extended nonetheless, back into pregnancy, perhaps
for the last three months of pregnancy, we reckon
that would cost about £20 million a year.

Chairman "

1145. Have you any evidence that that might be
money well spent in that a number of more healthy
bahbies would be born without complications?

{Mr Tansiey) We have discussed diet and our
advice is that by and large that il a mother geis a
balanced and nutrtious diet, which cught to be
possible within the current income support levels,
that there will nol be any significant need on that
account. One has to bear in mind that mothers on

income support receive milk and vitamins. If in
particular cases there is a need for some other
5upp1qmgnt. such as iron, then that is available on
prescription. There are other benefits like the
maternity payment and the Social Fund itsell 1o meet
the undoubted expenses which attend upon a birth.

Mr Clarke

1146. 1 am not sure whether your paper on
Maternity Benefits was drawn up by anybody here or
by an individual person, but it indicates that in 1991-
92 an estimated 172,000 maternity payments will be
made from the social fund. The latest figure lor births
in England and Wales is 706,100. This suggests that
about 25 per cent of births are to mothers in receipt
of family credit or income support. Do you feel that
£100 is an adequate sum o meet the needs of a
quarter of all pregnant women?

(Mrs Maunsell) 1 will start and if there is anything
to add my colleague, Mr Layton, will come in, £100
has always been intended to be a contribution to the
costs of a baby, not the full cost of having a baby.
This is because it has always been thought that a baby
is an event you can plan for, can work towards and to
which most people can look 1o family and friends lor
some help. Before the social fund payments started
people just got £25, a frozen amount which had been
frozen for many yvears, which was obviously really no
use at all. So £100 was a substantial increase [or those
people who were thought really to need it.

Mr Clarke: When Mrs Maunsell says that most
people can look to family and (riends, | think she will
agree that in some cases that is not 507

Allice Mahon: Children leaving care.

1147. Yes, indeed. And yet there are these cash
limits in individual offices, so that when the budget is
used up at a local office—Mr Layton seems to be
disagreeing. | am open to be corrected.

(Mrs Maunself) It is a mistake that a lot of people
make and 1 am glad to have the opportunity of
correcting it. The maternity payment and the funeral
payments from the social fund are payments as of
right io people who meet the criteria. They do not
come out of the budget and they are not cash limited,
g0 that if you are on income support or family credit
and il you have capital of less than £500, you
automatically qualify.

1148, 1 certainly welcome that clanfication, but
can | come back to the point about most people
having families and friends. The fact that most
people might have them suggests that some do not.
Where then is the safety net for what might be a
sizeable minority?

(Mrs Maunsell) | suppose this 15 where one has 1o
say that the social security system cannot solve every
human problem. I a mother had noe other source of
help there would be a possibility of a loan or even of
a community care granl from the social fund which
would be cash limited. There are sometimes other
sources of help which health visitors who are in
contact with pregnant women and midwives can use
to help someone who is entirely on her own in the
world to find a way.

1149. I think that this, too, may be an issue that we
might want to raise with the Minister.
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(Mrs Maunsell) Perhaps 1 should add one more
thing. Under the new Children Act the local
authority—Mrs Mahon mentioned children leaving
care-—has a duty to befriend and advise children who
have been in care right up to the age of 21.

Alice Mahon

1150. Is there any cash going along with that?
{Mrs Maunsell) There is no automatic cash going
with that, no.

Mr Hinchliffe

1151, I, along with Tom Clarke, served on the
Standing Committee. | would not want the
impression 1o be given that that legislation in a sense
was a means of assisting the DES 1o reduce 11s budget,
It certainly was not that. It was not seen that way at
all. It was more of a practical assistance rather than
specific cash aid, as | recallit. I think local authorities
would be very unhappy about the idea being given
that they may be able to offer substantial cash
assistance in the circumstances you have described.

{ Mrs Maunsell) 1 am sorry. 1 was not meaning o
imply that, What | was intending (o say was that a
girl who had been in care would have a right now to
ask for adwvice and support from the local authority
that had been responsible for her. and might have
some source of other sorts of help, if not cash.

Chairman: The point that David Hinchliffe is
making is that local authorities themselves are under
some pressure in respect of capping, particularly
where they are likely to exceed their budget.
Therelore, although you have indicated that help will
be available through advice and counselling from the
social services, from what Mr Hinchliffe has said—he
has experience of that side of things—there is likely
to be little if any money available. 1 think that is the
point, 15 it not?

Mr Hinchliffe: Yes.

Mr Clarke: May | make a very brief point? As Mr
Hinchliffe said, some of us were on the Standing
Committec dealing with that Bill. Mr Sims was there
too. We attempted to make it a bit more specific in
terms of not just this phrase “befriend and advise”,
but we tried to bring resources into it. Yesterday our
colleague, Dawn Primarolo, pul a specific question
to Michael Heseltine when he was announcing the
rate support grant settlement in England and Wales,
quite specifically about the Children Act. I think you
will find, if you have time to read the reply, that there
was nothing definite about specific allocations being
made to local authorities for these purposes.

Mr Sims

1152, Can I turn to the question of multiple births
and ask whal consideration has been given to slpocial
help for them? We have had evidence from several
sources about this, the gist of which is that the cost of
triplets 1s rather more than the cost of three children
born at intervals for various obvious reasons, not
least that you cannot take advantage of handing on
clothes and so on from one child to the next.

{Mrs Maunsell) The short answer is that we have
not been asked or required to give any specific
consideration lo additional payments for triplets or
quadruplets, which is really what you are talking

about. But what we would rest on is the availability
of automatic payments of child benefit for every
child. regardless of means, and the £13.60 that goes
with the arrival of every new child, if a woman or a
couple are on income support, plus the fact that they
would also be given credit for the extra children in
family credit. So they would come higher up the scale
for payments under family credit. Specifically, no,
nothing for the individual child.

1153. So the case has not been specifically put to
you or considered? You have not, for example,
looked at the Australian scheme which allows for
extra benefits?

(Mrs Maunselly Yes, we are aware of the
Australian scheme which does give quite generous
paymenis of £30 1o £40 a week, but as 1 understand
it, the Australian scheme does not have the automatic
payment of child benefit that we have. Their child
benefit payments are also means tested. Ifyvou look at
the scheme as a whole we make quite a lot of
provision for children in whatever order they arrive.

[154. It is always difficull to start making
comparisons because details of the systems are
different. 1 appreciate that, What I really wanted to
establish was whether, within this particular area,
consideration has been given to some kind of
addition to the child benefit or something of that sort.
From what you say the answer would appear to be
no, Mor does it sound as il those who have made
representations to us have made representations to
your Department that should be considered.

( Mrs Maunsell) Mo,

{ Mr Tansley) Mo.

Sir David Price

1155. Can we now move on to Europe, particularly
to the European Community Dralt Directive on the
protection at work of pregnant women or women
who have recently given birth. Just to give the context
a little more clearly and why we are concerned about
this, the Parliamentary Under-Secretary of State for
Employment in giving evidence to our European
Standing Committee B earlier on the year said—and
on this | want to base one or two questions to you:
“The United Kingdom fully supports the prolection
of health and safety of pregnant women where there
are specific risks”, | will come back to what we mean
by specific risks. “However, the draft Directive,
which covers maternity leave and pay, goes much
further. Those employment protection and™—this is
relevant (o yoursell—"social securily matters have
no place in a Directive based on- Article 118(a).
Frankly, that 15 an abuse of the Treaty”. Do you
agree, first of all, that there are specific risks and that
is the only thing we should be concerned with? What
are the specific risks as opposed 1o the generality of
pregnanl women?

{Mrs Maunsell) Perhaps in order to answer that
may | scene sel for a moment because | think things
have moved on a good deal since the Under-
Secretary of State gave evidence in March. We are
now in a position where Ministers, including Mr
Forth representing the Secretary of State for
Employment, have reached political agreement on
the directive. It still has in it provisions relaling to
social security and the UK is still unhappy that social
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security should have appeared in a Directive which is
essentially about health and safety and subject 1o
qualified majority voting. That was why in the end
Mr Forth abstained from voting for the directive.
But going back to what you were saying of what he
said aboul supporting the general thrust of the
Directive and the health and safety proposalsinit, he
supported the content of the Directive despite doubts
about the legal base. I hope that answers you,

1 156. It helps, but not completely. In the real world
can one make these rather nice distinctions which
may suit divisions in Whitehall between health and
safety and social security? In the real world, in terms
of a prégnant woman at work, surely they all come
together, do they not?

(Mrs  Maunsell) That
Commission’s argument.

1157. But should it not be asked? Remember, we
représent that person on the top of the Clapham
omnibus, the ordinary person or the pregnant
woman on the top of the Clapham omnibus. Is it not
being just a little too much a Whitchall view of
making these rather subtle distinctions? Are not the
problems of a pregnant woman at work the same and
cover all three aspects?

(Mrs Maunsell) Yes. What my Secretary of State is
concerned about in addressing social security issues
through qualified majority voting is that there is a
danger in having considerable expense imposed on
Government or employers from the European
Community as a whole.

was the European

1158. Yes, it is the idea that it is somebody outside
normal Treasury control should impose a charge on
your Department that does not come under the
normal way in which these matters are settled in the
UK, rather than the rightness or the wrongness of
whether there should be such a charge. Would that be
unfair?

(Mrs Maunseli) 1 think we are now getling into
dangerous waters, Sir David.

Chairman: What Mrs Mauonsell is saying is that it
is a matier for Ministers.

1159. Perhaps you will tell us whether I am being
unlair or any of us are and whether this is a matter for
your Ministers and not yourselves as senior members
of the Department. Are we right in the estimate that
we have that the draft Directive was going to cost
your Department something between £400 and £500
million in a full vear? I know that was the March
figure, but is that now accepted as correct?

{Mrs Maunsell) No, Sir David. As a result of the
negotiations which the Secretary of State for
Employment has undertaken, although we are not
able to do a final costing yet, it looks as il the
Directive will cost a good deal less than that.

1160. So Treasury wise, it is rather more
containable?

(Mrs Maunsell) Yes, that is correct.

Chairman: When you say it will be considerably
less, it would be helpful il you are able to give us the
figure. What is that figure?

Alice Mahon: And exactly what are we getting?

1161, You know what we are interested in and we
do not ask you about other departments’ aspects of

this Directive, it would be helplul if you could give us
an update. I think we would all find it helpful.

(Mrs Maunsell) Yes, indeed.

Chairman: Are we talking about £100 million?

Audrey Wise

1162, And can we ask what we are getting for that?

(Mrs Maunsell) What we are getting is that the
leave for pregnant woman has to be at least 14 weeks,
but we presently provide 18 weeks on lull pay.

1163. On full pay?

(Mrs Maunsell) Sorry, not on full pay, on
maternity pay. | am sorry. The Directive also
conlains a requirement that conditions should not be
worsened, so one can put two and two together from
that. The limit of maternity pay is Lo be equivalent to
what a woman would get if she interrupted her
employment for reasons of health. That probably
means a relationship with sick pay of some kind, but
exactly what we have vet finally to settle. That is why
I cannot give you more than a ballpark figure. The
ballpark figure for the amount is something round
£65 to £80 million, but it all depends and it needs to
be worked out in detail.

Sir David Price: This again may be an unfair
question, but why is it related to sick pay? Part of our
inguiry is on the basis that pregnancy is a perfectly
normal activity. It should not be regarded in the same
attitude as somebody being sick at work.

Chairman

1164, In fact, it is a very healthy activity.

(Mrs Mounsell) That was exactly the line taken by
Madam Papandreou and that is why the Directive is
drafted in the rather curious way it is, which is about
a period of intérruption for reasons of health, rather
than ill health. That is why we in turn are having
some difficulty in sorting out exactly what this means
for UK legislation.

SiJ David Price: Productivity might be a better
word.

Chairman: That would be very acceptable to the
Treasury.

Apdrey Wise

1165. May I just complete this by asking about
qualifying conditions?

(Mrs Muminselly The qualifying conditions are
down to member states to apply.

1166. Does that mean that there will be length of
employment qualifications in Britain?

{ Mrs Maunsell) There is a restriction on the length
of employment. We cannot require that a woman is
employed for more than a year in order to get
statutory maternity pay.

1167. Does that apply whether she is Mull time or
part time? Because at present there is a big distinction
in Britain.

{Mrs Maunself) Yes, it does.

Chairman

1168. 1 know Audrey Wise probably has not
finished, but we have been talking about anecdotal
cases, or certain David Hinchliffe has. Do you think
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that the existing system is correct where somebody,
through no fault of their own—such as the
liguidation of the company for which they have béen
working has meant that they have not been in
employment with the same employer for two vears—
does nol get the full rate of maternity allowance or
pay? In other words, they do not have broken
employment, but the company for which they
worked went out of business and was taken over,
They therefore stayed in employment, yet because
they have not been working for one employer for two
years they lose out on the higher rate.

(Mrs Maunsell) | am told they do not, Chairman.

Chairman: 1 am afraid that I have just had a letter
from the Department saying that they do. If I can
refer it to you, Mrs Maunsell, | would be very happy
to do 5o,

Audrey Wise

1169. 1 think I can cast some light on that. In
certain circumstances the take over firm accepls
continuing employment. In that case then the person
is treated as having been employed. On the other
hand it does not always apply, so0 sometimes the
person is a victim of the kind that the Chairman
mentioned. Can [ clarify some things on a factual
basis to make sure that the record is perfectly clear?
When you were discussing the under 25 and over 25
rate, Mrs Maunsell said that it would cost £250
million to give the same rate. Am [ correct in thinking
that that would be to everybody, not just to pregnant
women?

(Mrs Maunsell) Yes.

(Mr Tansley) That is correct.

1170. Do you have a figure for pregnant women?
{Mr Tansfey) No, we do not.

1171. Can you find out, do you think?

(Mr Tansley) We can certainly try. There may be
some assumptions in there that we have to look
rather carefully at, but we can certainly look ai that.

1172. While totally disagreeing with the dividing
line anyway, some of us feel the greatest possible
sense of urgency where it involves a pregnant woman.
That would be an easier dividing line to draw, if | may
suggest. Can | also ask, again for the sake of clarity,
this question? Mrs Maunsell you compared the £100
maternity grant which people on income support and
therefore in poverty get, with the £25 maternily grant
which was abolished a few years ago by this
Government. Would 1t not be more correct 1o have
compared that £100 with what a person then on
supplementary benefit could have got? The £25 was
payable to everybody, but il a person was on
supplementary benefit at that time, then a
considerably greater amount was received. Am 1 not
right in thinking that that amount would certainly be
considerably greater than £100 is now? !

{ Mrs Maunsell) Yes, | think that Mrs Wise is quite
correct Lo pick me up. [ should have mentioned that,
to balance the whole picture, it was possible to
receive a substantial payment in total single
payments but not everyvone received the maximum
amount. At that time it was only available to people
on supplementary benefit, as it then was, and not to
poor families, which was an improvement which
came in with the social fund.

1173. Also for the sake of accuracy, when
discussing the 16 and 17-year olds, you made a
number of references to sevére hardship and the
severe hardship unit. | served on the Standing
Committee which looked at the Bill when the
arrangements were made for 16 and 17-year olds. It
15 worth putting on the record—you will correct me if
| am wrong—that although the unit may be referred
to a5 a severe hardship unit, the actual qualification is
that the girl has to show that she is in severe hardship.
That is the term used, not simply hardship, even
though she is pregnant, but severe hardship. Has the
Department given any guidelines at all—I do not
think you were clear in answering my colleague—
about what constitutes severe hardship for a
pregnant 16 or 17-year old?

(Mrs Maunsell) Yes, we have some guidelines. If
you bear with me [ will find them.

1174. In that case, 1 will move to your colleague
while you are looking. You said that it ought to be
possible to have a nutritious and balanced diet within
income support levels. When you make that
statement | presume you have some grounds for it
when you say “it ought to be possible™. Can 1 ask,
treading a little on the ground already covered by my
colleague, Sir David Price, whether the Department
has any evidence for that assertion? Is it an assertion
based on hard evidence, or is it just a wish?

{Mr Tansley) The basis for my statément was the
advice we received about people meeting the basic
needs of nutrition. There are 8 number of ways that
might be done. It is not a case of having one
particular diet, but a number of ways of meeting
basic reguirements for nutrition. The report [
mention, published last July, was a fairly dense
scientific report which explained what was required
in terms of particular nutrients and work continues
on that. There may be other reports coming out in
due course which give more direct advice about food.,
My reasons for linking that to the adequacy of
income support were simply that the experience of
people in the field and our ongoing monitoring of the
scheme suggests that we have no evidence to point the
olther way, that people are having significant
difficulty in oblaining an adequate diet.

hhl!’r Couchman: How on earth would you know
that?

Aundrey Wise

1175. When you say people in the field, to which
people do you refer?
_ (Mr Tansley) People in our local offices, for
instance.

1176. But they are not experts on the nutrition of
pregnant girls?

(Mr Tansfey) No, but—

Audrey Wise: Do they invite pregnant girls into the
office and ask them what they are eating and then
seek any scientific confirmation or anything?

Chairman: | am not sure that you were here at the
time, Audrev. We tackled this subject right at the
beginning and our witnesses indicated that they
actually had undertaken very little, if any, research.
They relied upon certain medical and other advisers
on this, but they lacked research into precisely what
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sum was required to be built into income support to
cover diet.

Audrey Wise: | am aware of that and therefore 1
take issue with the categoric statement being made
later on in the evidence that *it ought to be possible
to get this balanced and nutritious dict within income
support levels. IT you do not have sufficient evidence,
then, with respect, you do not have sufficient
evidence to make a categoric stalement in your
evidence Lo us.

Chairman: Our witnesses are in some difficulty here
because they perhaps believe, as | am beginning to
believe, that this might be a question to put to a
Minister rather than to a civil servant.

1177. 1 shall move on to a different aspect here. Are
you aware that the babies of very young mothers are
at the greatest risk? Have you done any research into
that aspect? Do you seek any advice?

(Mr Tansley) Mo, not into that specific issue.

Chairman

1178. Ta wrap this up before the final questions to
you from Reverend Martin Smyth, my colleague Mr
Couchman responded in an explosive way just now,
Were you surprised that he responded explosively to
the statement you made, Mr Tansley?

{Mrs Maunsell) 1 do not think he can answer.

Chairman: You remain silent, so [ will not press
you on that.

Mr Couchman: 1 was indeed astonished that the
basis of research appears to be *'We have not heard
to the contrary™.

1179, 1 think Mrs Maunsell has the answer (o
Audrey Wise's earlier question.

(Mrs Maunsell) Mrs Wise wanted to know what
guidance had been given to the severe hardship unit.
It is a unit which operates at the Secretary of State’s
discretion, 50 there are no absolute set rules which
say what severe hardship is and each case is looked
at on its merits. But the sort of things they leok at 15
whether the pregnant woman has any money or not;
whether she can expect to get any money through a
job or training allowance; whether she has any other
sources of help, that is whether she is living at home
or not; whether she is threatened with homelessness
or is homeless and whether she is ill or disabled.  am
translating those general guestions into cases. A
young pregnant girl living independently who had no
other source of income would almost certainly
qualify for a severe hardship payment, exactly the
case that Mr Hinchliffe raised earlier. A pregnant girl
living independently who only got a bridging
allowance between YTS schemes, which is only £15,
who said she could not manage would almost
certainly be successful. Also a girl living at home with
her parents who were on income support would
probably be successful. But, as | said, thofe are
examples and each case would be considered on its
merits by the unit.

Rev Martin Smyth

1180. | want to press you a little on the research.
Some of it has been coming oul. | looked at thisin the
light of the £400 to £500 million which, in a sense, you
have already answered. The other day we had a

similar kind of response from a Minister on a
different subject. It seemed to me that this was
common to an ordinary person who would say that it
would cost millions, in other words it had not been
costed. Can I therefore press you a little? The Family
Policy Studies Centre has estimated that it takes
£2.200 a year in the child’s first year te feed and clothe
that child. Would you challenge that estimate? What
research have you done which leads wyou to
recommend to Ministers the policy that is now being
followed through in the grants? For example, how
many people would qualify for that £100 and how
many people are left outside the net who might
qualify?

{Mrs Maunsell) 1 find that a very difficult question
lo respond to. The best evidence to balance their
assertion that £2,200 is what you need to feed and
clothe a child is that self-evidently many families do
not have that money, cannot therefore spend that
money and still manage to feed and clothe their
children. If you looked at what you might perfectly
want in an ideal world, which this is not, to feed and
clothe a child perhaps that is the figure you would
come up with, but it is self-evident that that is not
NEcessary.

1181. 1 appreciate the point you make. But have
you folk done any research to estimate what might be
required in a normal situation? Some of the people of
whom we have been speaking would not be in a
normal situation to have friends and others Lo hand
things on to them. I am looking for the hard research.
I regret that 1 have to say that when we are looking at
it and thinking through the answers [ felt a little like
the scripture parable, the rich man was already inside
feeding and Lazarus was outside having his wounds
licked by the dogs. It is at that level that I am looking
for hard evidence rather than culture comfort.

{Mrs Maunsell) 1 do not think we can say very
much more than we have already said, which is that
it is difficuli to do research into income support levels
and what they should cover. As we have already said,
the difficulty of establishing to cveryone's
satisfaction exactly what should be included would
be extraordinarily difficult. There is also the point to
make that the Committee seems to be looking for
some degree of scientific validity. One has to say that
all social securily benefits, and income support 15 no
exceplion, are set according to some judgment aboul
what can be afforded as well as what is uliimately, in
an ideal world, desirable. That is true of income

support.

Chairman

1182. I think that is a very good point at which o
finish.

{Mr Tansfey) May 1 make another clarificatory
statement in relation to my figure earlier of £250
million for increasing income support from the 18 to
245 to the adult rate? 1 should have said that that
figure includes the consequent increases in housing
and community charge benefit. That is just to get the
record straight. It also occurs to me that that may
have the effect of making some estimate for pregnant
women difficult because we may not have the source
of information about pregnant women getting the
housing community charge benefit, but we shall try.

(Mrs Maunsell) We shall do our best.
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CHANGE OF EMPLOYER DURING THE STATUTORY MATERNITY PAY QUALIFYING
PERIOD

l. Statutory Maternity Pay (SMP)is payable for up to 18 weeks to women who have been employed by the
same employer for a period of at least 26 weeks into the | 5th week before the expected week of confinement—
the gqualifving week—and whose average weekly earnings in the last eight weeks of that period have reached
the level at which liability to pay MNational Insurance (N1} contributions arises (£52 per week [rom 6 April
1991).

2. Forthe first six weeks of the matermity pay penod a higher rate, equivalent to ning-tenths of the woman's
average weekly earnings, if payable to those who have been employed by the same employer for at least two
years into the qualifying week, working for at least 16 hours a week, or for five years if working for between
8 and 16 hours per week.

3. The employer, for SMP purposes, is the person who under section 4 of the Social Security Act 1975 is
liable to pay secondary Class | Contributions in respect of the womans earnings under her contract of
employment. In the case of Agency workers, it is the Agency which is normally regarded as the employer, not
the client to whom she is contracted to work by the Agency.

4. In general, a change of employer during the SMP qualifying pericd means that continuity of
employment is broken and may affect entitlement to SMP. However, SMP Regulations provide that a change
of employer does not break continuity of employment where—

the employer’s trade or business or an undertaking (whether or not it is an undertaking established
by or under an Act of Parliament) is transferred from one person to another;

— by or under an Act of Parliament, one corporate body takes over from another as the employer;

~  the emplover dies and his or her personal representatives or trustees keep the employee on in
employment;

— there is a change in the partners, personal representatives or trustees who employ the employee;

— the emplovee moves [rom one employer Lo another where at the lime of the move the two employers
are associated employers, that is if one is a company of which the other (directly or indirectly) has
control or if both are companies of which a third person (directly or indirectly) has control;

— @ leacher in a school maintained by a Local Education Authority { LEA) moves 1o another schoal
maintained by the same authority (including maintained schools where the governors rather than
the LEA are the teacher’'s employer).

COSTS OF PAYING PREGNANT WOMEN AGED 18-24 ON INCOME SUPPORT THE RATE
FOR THOSE AGED 25 AND OVER

1. When Departmental representatives gave evidence to the Committee on 27 November 1991, they
estimated at £250 million the annual additional cost of providing the income-related benefits—Income
Support, Housing Benefit, Community Charge Benefit—to those aged 18 to 24 at the rates appropriate for
those aged 25 and over. The Committee asked for a corresponding estimate il such a step were taken only in
respect of pregnant recipients of the income-related benefits.

2. As was explained to the Committee, such an estimate is very sensitive to the assumptions made. The
fundamental one is of course the proportion of those in the relevant age group who are receiving income-
related benefits at the 18-24 rate and who are pregnant.

1. Young women who are married or living with someone in a stable relationship receive the benefit rate
lor couples. Those receiving the 18-24 rate of personal allowance are therefore single women. We have no
direct information on the ingidence of pregnancy among single women aged 18-24 and claiming the income-
related benefits. Mor can we derive a valid estimate from demographic data on live births among those
classified as unmarried women, because many of those so classified will, as explained, be receiving the
“vouple” rate,

4. Ifone simply applied the birth rate for a/f women aged 20-24 in 1990 1o single women under 24 receiving
Income Support, and assuming that Income Support were paid al the 1991/92 rate to the number of pregnant
women on that benefit and aged 18-24 (50 estimated), the annual cost-assuming Income Support was paid
throughout pregnancy—would be about £4.5 million.

5. Itis much more difficult to derive a corresponding estimate for Housing Benefit and Community Charge
Benefit, but applying to the above Income Support estimate some crude assumplions aboul the ratio of
expenditure on these benefits to that on Income Support, suggests that £]1 million should be added, to yield
an overall estimate for the additional annual cost of paying income-related benefits to pregnant women who
in 1991/92 received the 18-24 rates of around £5.5 million.

6. It must be stressed that the broad assumptions used gualily this estimate as simply indicative of the
possible order of magnitude of cost and not in any sense a robust assessment.
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Memorandum submitted by the Association for Improvements in Maternity Services
SUMMARY

I. The provision of maternity services in this country has been largely determined by a mistaken belief that
obstetricians’ increasing monopoly of maternity care has brought about the fall in the perinatal mortality rate
since the 1930s. AIMS would like to see a proper recognition of the central role and status of the midwife in
the provision of maternity care, :

2 T!m decision of where the baby will be born, home, GP unit or consultant unit, at present very much
determines the antenatal care a mother receives. With the aim of achieving continuity of care, women should
be able to choose a midwile (the trained professional in normal pregnancy and labour) as the first point of
contact for maternity care, starting with pregnancy testing and advice on health. The midwife should be able
to decide, with the woman, on the most appropriate antenatal care for cach mother booked and refer on to
the consultant those who need specialist attention.

3. AIMS believes that the staffing of the maternity services should be revised with more effective use of
midwives, fewer obstetric posts, and an urgent review of the general practitioner’s role. There is a need to
provide alternatives to expensive, often inappropriate, centralised care. Many health authorities and
obstetricians have pursued a profligate policy involving largely inappropriate interventions, closures of small
potentially cost-effective maternity units, and the routine use of unevaluated expensive technology and
procedures. Many of the proposals called for by parents and user groups are not costly and can actually save
money.

CHaNGES I8 MORTALITY RATES aND MORBIDITY

1.1 The planning and provision of maternity services must be based on ensuring the health and safety of
all mothers and babies. In this respect the perinatal mortality rate has been taken as the crude indicator of
success of failure and, more importantly, has been the basis on which policy has been formulated. The Peel
Report (1970) [1] stated, **We consider that the greater safety of hospital confinement for mother and child
justifies the objective of providing sufficient hospital facilities for every woman.” The Report gave no
statistical evidence to support its assertion, however attention was drawn (para 29) o an increase in hospital
confinements on the one hand and a decrease in perinatal and maternal mortality on the other. The
implication was clear and the past 20 years have seen the closure of a great many local maternity hospitals,
the centralisation of maternity services in large consultant units and the reduction of home confinement to
only 1 per cent of all births. Once the health authorities had accepted the ‘medical model’ of childbirth the
provision of all maternity services became determined on this basis, the vital role of the midwife was
marginalised and women's choice reduced.

1.2 The argument that obstetricians’ increasing monopaly of maternity care has brought about the fall in
perinatal mortality rate since the 1930s is constantly cited as justification for the medical management of all
aspects of maternity care. AIMS has been foremost in expressing the view that this argument is mistaken and
certainly unproven. However we would draw the Committee’s attention to the Mational Perinatal
Epidemiology Unit’s report Where to be Born? (1988) [2] which concluded, amongst other findings, “There
is no evidence Lo support the claim that the safest policy is for all women to give birth in hospital.” Marjorie
Tew in her analysis of maternity statistics [3] went further, concluding that “*had the official policy (of 100 per
cent hospital births) not been so effectively pursued between 1969 and 1976, and had the proportion of births
in hospital not increased., the stillbirth rate would have fallen each year by more than it did.”

1.3 Since the place of birth has such a bearing on the planning of all maternity services we should look
more closely at the justification given for 99 per cent of all births to presently take place in hospital. Perinatal
moriality rates began 1o decline appreciably in the 1940s. In war-time Britain maternily care was forced to be
less interventionist since most of the younger doctors, recently trained in obstetrics, were withdrawn for
military service. Al the same time, the enlightened policy for food rationing, combined with the higher
incomes from ull employment, ensured that a greater proportion of childbearing women than ever before
were adequately nourished. However obstetricians persuaded nearly éveryone, and most importantly the
authorities who control the provision of maternity services, that the steady improvement in ocutcome was
principally the result of their greater management of maternity care. It was acknowledged that overall death
rates were always much higher when birth took place in hospitals than in general practitioner units or at home
but the explanation given was that this disparity was only to be expected because they had to care for all the
births predicted to be *high-risk’, This ignored the inference that consultant care could not be effective in
significantly reducing the risks and also overlooked the fact that these births made up only a small proportion
of all hospital births and therefore would not greatly raise the average death rate based on the majority of
births which were at lesser predicted risk. [4] Comparisons of death rates for births at the same degree of
predicted risk but having care in hospital under obstetricians’ control or outside hospital under the control of
midwives or GPs could have been made from the data obtained from national perinatal surveys conducted in
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1958 and 1970 under the auspices of the Royal College of Obstetricians and Gynaecologists [5], [6], [7]. These
comparisons ( Table 1) show that perinatal mortality rates were in fact higher for hospital births at every level
of predicted risk, low, moderate or high, whether on account of single risk factors or a score constructed by
obstetricians in 1970 to measure the combined risk from all the most important factors. Thus their own
evidence falls short of supporting obstetricians’ claims that their management makes birth safer at any level
of predicted nisk.

ANTENATAL CARE
2.1 Pre-conceprion and pregnancy advice

AIMS has urged that the effectiveness of this advice be questioned and evaluated as rigorously as every
other intervention carried out during pregnancy. For example, general advice to eat a healthy balanced diet
is likely to be beneficial to women but cannot at present be justified in terms of preventing malformations or
low birthweights. [8]. At present it seems that the beneficial effects of pre-conception advice are likely to be
modest and cannot automatically be regarded as harmless. Supplementation with trace minerals and vitamins
cannot be justified in the present state of knowledge [8].

Whilst there is clear evidence that smoking and alcohol have an adverse effect of the development of the
baby, the aim must be to have a healthy society in which smoking and alcohol are recognised as undesirable
for all. There is uncertainty about the safe lower limit for alcohol intake for pregnant women and many who
continue to smoke and drink, even moderately, in pregnancy suffer chronic stress and anxiety for doing so.
The effects of such stress on the pregnancy, labour and on the lasting relationship with the child are unknown,

2.2 Continuity of care

Research has shown that much of the antenatal care available to the majority of women is inappropriate
and could, with considerable benefit, be organised differently. Steps should be taken to ensure that the
potential of adverse effects of routine procedures antenatally are minimised. We would draw your attention
to the study Effective Care in Pregnancy and Childbirth [B] which should provide a background to the work
of your Committee. This study found, “There is strong evidence that continuity of personal care combined
with efforts to provide social and psychological support during pregnancy and childbirth, is preferred by
women, and that it has a number of other beneficial effects; furthermore, there is no evidence that it has any
adverse cifects.”

We would also draw your attention to the “Know Your Midwife Report” [9] which analysed a trial at St
George's Hospital 19831985 offering women continuity of midwifery care. While this was clearly a system
appreciated by the women, there were also savings for the Health Authority. In the area of antenatal care the
actual costs were 20-25 per cent less than those for women who had consultant care. A survey of Lothian
Maternity Services [10] in 1987 also bears out these findings. They found that the majority of mothers made
it clear in their responses that they wanted continuity of care during their pregnancies. In conclusion the
survey found, “Women want more and better information; they want better and more equal relationships
with the doctors and midwives; they want to be part of making decisions about their care; and they want as
little medical/technical intervention as is safe for them and their babies.*

AIMS would again urge that continuity of care be a basis of policy planning lor the maternity services.

2.3 The organisation and opgration of antenatal clinics

Recurring complaints to AIMS over many years have been; the unecessary length of time women have to
wait, the numbers of different people se¢n, and the difficulties women experience in getting information from
the professionals involved. These complaiats were put to the Maternity Services Advisory Committee when
it was taking evidence for the reports Maternity Care in Action [11]. These reports, “*A guide to good practice
and a plan for action” were welcomed by AIMS and include valuable checklists at the end of each chapter to
which we would draw your attention.

In the Lothian Study [10] the results showed that women’s estimation of the quality of the overall care they
received very much depended upon (a) the amount of information they received and (b) how easily they felt
they could discuss things with the staff, This study also found that despite the popularity of the preference for

continuity of care only 13 per cent of women did in fact see the same staff at each hospital visit and one-third
of all women rever saw the same person. [10]

Women cared for in Know Your Midwife Scheme [9] did not wait long for their clinic appointments, did
not have problems obtaining information and felt more confident as a result of the personal care they received.
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2.4 Anienated education

The popularity of antenatal classes with parents i1s an indication of their desire 10 know more about
pregnancy and childbirth. Antenatal education is undertaken by Health Authorities provide classes and also
by independent organisations such as the Mational Childbirth Trust and Active Birth Movement.

AIMS has been concerned lor many years, about the guality of advice and information given at Health
Authority classes. These do not encourage parents to take responsibility for their pregnancy and health but
seem designed to ensure they accept the care that is available at the hospital, In some areas women are actively
dissuaded from seeking information from other sources or attending independent classes. Very little
information about user groups is available in NHS classes or clinics. We would draw the Committee’s
attention to Chapter 6 Effective Care in Pregnancy and Childbirth [8].

We are concerned also about the appalling quality of much of the official information that is available. It
often talks down to women, fails to inform them properly and jollies them along into accepting the “doctor
knows best” view. An example of poor quality information would be the free publication given to pregnant
women in recent years, " Mew Baby—A Health Visitors’ and Midwives' Handbook for Parents' and eritically
reviewed by AIMS Journal [12].

2.5 Indentification of women al risk

AIMS is concerned about the quality of antenatal care given to high risk women. A study of antenatal
clinics at London teaching hospitals conducted by Margaret Arnold [13] revealed that the system of allocating
women Lo specialist care depended on the consultant going through the case notes and choosing Lo see
doctors’ wives, lawyers wives and other higher income group women. The Senior registrar would then choose
to see the next grade down. This meant that the high risk women in lower income groups were seen by the
maost junior doctors. A rational allocation would suggest that the most senior staff would be secing the women
at highest nsk, but this did not happen.

We would also draw your attention to research by Dr Jane Robinson [14]. She investigated perinatal
maortality in a Midlands Health Authority area with high perinatal mortality correlated with poor social
conditions. It is assumed that the social conditions alone (eg unemployment, poor diet, poor housing, low
social class) are largely responsible for the high perinatal mortality and therefore mostly bevond medical
control. In a well-designed study in the health authority with one of the highest perinatal mortality rates in
the country, Dr Robinson demonstrated that poor health services, including failure 1o communicale properly
with women could be responsible for a number of these deaths.

There were two hospitals in the area, the one with the better results was where doctors and midwives worked
together as a team. Communication is often interpreted as women listening to the professionals and
“complying with their instructions™. Robinson, however, demonstrated that one of the major disadvanlages
of low social class is that professionals may not listen to them or give adequate importance to the problems
and symploms reported by these women. Her findings correlate very strongly with the complaints and letters
that AIMS receives from the public,

Reference should also be made to the study and assessment of antenatal care in Aberdeen [15].

2.6 Anienaial screening

Antenatal screening has, for a very small minority of women, a very real benefit and AIMS was pleased 1o
have been actively involved in drafting the information leaflet for the randomised controlled trial of Chorionic
Villus Sampling and Amniocentesis [16].

This was the first time a uger group was involved in the early stages of a research project in maternity care.
We are of the opinion that before any new technology is introduced on a large scale it should be subjected to a
well-designed randomised trial to determine its value. This could involve the setting up of an Office for Health
Technology as suggested by AIMS some years ago, and now included in the Labour Party’ document *Fresh
Start for Health™ [17]. Few developments in antenatal screening have adopted the principles of the CVS trial
and we are very concerned about the lack of the information that women are given about the possible risks
and benefits of any proposed tests and treatments.

The Committee should take note of the list of screening tests and processes given in Effective Care in
Pregnancy and Childbirth [8] as having “‘unknown effects which require further evaluation™. These include
{for perinatal morbidity) all biochemical and biophysical tests of fetal well-being and (for maternal and
perinatal morbidity) routine ultrasound for fetal anthropometry and congenital malformations.

Performing X-ray pelvimetry in cephalic presentations is listed as a form of care that should be abandoned
in the light of the available evidence,

Ultrasound: This technigue has been widely introduced without a careful evaluation of its long term safety,
efficacy. or cost effectiveness. There is little good evidence that ultrasound saves babies” lives or has any
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significant effect on infant mortality rates. AIMS has long been concerned about the misuse of this technique
on pregnant women.

The World Health Organisation stated in 1984 that, “the data on clinical efficacy and safety do not allow
a recommendation for routine screening at this time, there is a need for multi-disciplinary randomised
controlled clinical trials for an adequate assessment™ [18].

No large scale randomised controlled trials have ever been carried out on ultrasound. John Patten, when
Parliamentary Under-Secretary of State for Health in 1984, stated that, " Given the publicity there has been
recently about the possible risks of ultrasound scanning we would not expect any Health Authority to be
advocating screening during pregnancy for all mothers as a routine procedure™ [19].

Although obstetricians claim that ultrasound is safe, the more responsible clinicians are concerned about
the possible long term effects. Stark et al [20] found an increase in the numbers of children suffering from
dyslexia following ultrasound exposure in utero, and no research has been carried out into the numbers of
healthy fetuses aborted following a mis-diagnosis. The Royal College of Obstetricians, in their report on
ultrasound, acknowledged that in a small study at a centre which specialised in ultrasound one normal fetus
had been aboried following a false positive diagnosis of hydrocephaly [21].

AIMS is concerned that:

{a) the majority of unborn children are being routinely exposed to an unevaluated technology whose long
term effects are still largely unknown.

(b) there is an urgent need to carry out a randomised controlled trial to establish whether or not
ultrasound is effective and safe.

(c) there is an urgent need to establish properly what are the real costs of routine ultrasound
examinations.

3.0 Use of staff in providing antenatal eare

3.1 Consultants: obstetricians are experts in abnormality but in the last 30 years they have departed from
this role and taken on the overall care of all women. This approach means that the majority of fit and healthy,
low risk, women are subjected to a system of care which focusses on abnormality and as a result this group of
low risk women often suffer unnecessary interventions.

The Know Your Midwile scheme [9] showed that women who had consultant care antenatally requested
epidurals more often during labour. By having midwifery care the savings in this small group, in epidural
anaesthesia alone, amounted to over £12,000,

The study conducted in Aberdeen [15] which examined antenatal care concluded that “the benefits that
might be achieved from routine antenatal care had perhaps hitherto been over-estimated.” They revealed that
the majority of emergency antenatal admissions could not have been predicted. On the other hand, some
conditions such as pre-eclampsia and smallness for gestational age were over-diagnosed. The authors pointed
out that such over-diagnosis may lead to owver-investigation and unnecessary admission, induction or
operative delivery, with all the consequent hazards, distress and costs that these may involve.

Although intrapartum care will be covered in the next part of the Committee’s inquiry, it is relevant to draw
your attention here to the two-part study by Klein et al {1983) which compared low risk women who were
booked for delivery in an attached GP unit and those who were booked in the consultant unit, John Radcliffe
Hospital, Oxford. [22].

3.2 General Practitioners: AIMS is extremely concerned about the quality of some GP care and
particularly when it involves “shared care”. GPs are paid separate fees for antenatal care, intrapartum care
and postnatal care, in addition to their capitation fee, yet often they only duplicate the care of midwives.

Information given by GPs is also often inaccurate and misleading and often simply channels women
towards the local hospital without offering any possibility of choice. In the Lothian Maternity services survey
[10] for example 6 per cent of the women said they had considered having a home birth. However all those
who approached their GP with the request met sufficient resistence to end up with a hospital confinement. It
is important to note that while 6 per cent might seem a low proportion wanting a home birth, it actually
represents an annual figure for Lothian of over 600 women.

While AIMS accepts that the GP has a role in providing continuity of care for the whole family we feel that
the GP's involvement in maternity care is often a duplication of either the midwives or the obstetricians.

As there is now an Association of General Practitioners in Maternity Care, AIMS feels the time is right for
the Royal College of General Practitioners to review the role of their members in the provision of maternity
services. This review should also examine how best GPs can be trained for their role—rather than being
trained in the abnormal by the obstetricians, they shoud be familiarised with the normal by the midwives.
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3.3 Midwives

While recognising that there has been an increase nationally in the numbers of midwives employed by the
MHS there is, nontheless, a serious shortage of midwives in many areas. This is compounded by the numbers
of midwives who are not practicing midwifery but are involved in administration and obstetric nursing.
Evidence is available from the Royal College of Midwives, the Association of Radical Midwives and from
our own members about this shortage. The regrading of midwives in the recent review has shown little regard
for the status of the midwile as the trained professional in normal pregnancy and labour and morale has
suffered.

Proposals have already been made in “The Vision™ by the Association of Radical Midwives and *The
Future Role and Education of the Midwife” and “Towards a Healthy Mation™ from the Royal College of
Midwives. These proposals, il implemented, would ensure that the majority of midwives give continuity of
care and practice midwifery as opposed to obstetric nursing. Although this would increase job satisfaction,
the low level of midwives pay 15 perhaps a more critical problem, especially in London and the South East
where housing is expensive, a situation not helped by sales of hospital or health authority accomodation.

AlIMS supports the restructuring of midwifery practice so that midwives are responsible for their own case
loads and also believes that midwifery beds should be available in all hospitals so that low risk women, who
wish to have a hospital birth, can book in directly with the midwives. There is now sufficient evidence to show
that care from teams of midwives reduces mortality, reduces the amount of unnecessary interventions and
morbidity, increases satisfaction amongst mothers and is cheaper that the present consultant centred care that
the majority of women have.

We could draw your attention to the paper “The Vision” referred to above. [23]. This is a proposal for the
future of the maternity services which was prepared over several drafis by the Association of Radical
Midwives. It involved close consultation with many midwives and mothers as well as AIMS. the MNational
Childbirth Trust and other user groups. It represents a well researched and well documented proposal which
AIMS supports and, rather than set out whole sections in full here, recommends to the Commatiee lor
consideration.

If midwives were able to provide continuity of care this would go a long way towards meeting women’s
needs. We also believe that quite a number of the midwives who have left the profession because of
dissatisfaction with their role, would return if new systems are introduced,

AIMS believes that the maternity service would be greatly improved by every hospital having an allocation
of midwilery beds, all low risk women given midwifery care if that was their choice, and proper provision
made for home births for those who choose them—estimated to be perhaps 10-—15 per cent [2].

In this view obstetricians will have the time to concentrate on giving a good standard of care to high risk
women, for whom their care is appropriate and potentially valuable.

Table 1 Percentage of births and perinatal mortality rate (PNMR) at different labour prediction scores
(LPS) in different places of birth.

LFS Level of risk Percentage of births PNMR /1000 births
Hospital* GPU /home Hospital*® GPU /home Hospital* GPU/1000
0=1 Very low . 9.4 0.4 8.0 3.61{a)
2 Low 230 223 17.9 4.8(h)
3 Moderate 15.6 10.6 32.2 2.0(c)
-6 High 18.2 Tid 53.2 14.2(h)
7-12 Very high 38 0.2 162.6 166.6 (o)
0-12 All levels n=11141) (n = 4660) e 49
*Obsietric beds only

Diffzrences in PMMRS in these large samples of births have the following chances of being real:
(a) 97.5 per cenl; () 99.5 per cent; () 99.9 per cent; (d) 2.5 per cenl.
Source: Unpublished data from the British Births 1970 survey.
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Elecironic Feial Moniioring

Despite many complaints from consumers that EFM equipment was uncomfortable, unreliable and
somelimes dangerous, it was universally adopted without adequate evaluation,

Its use has been shown 1o increase the caesarean section rate for premature babies, its use is associated with
increased risk of cerebral palsy. (Paras 10.3-10.11).

Ulrasownd

One of our major worries is possible long-term risks. Ten years ago AIMS wrote to the Minister of Health

deploring the expenditure on expensive equipment which had not been evaluated and could have long-term
risk for current and future generations.

Possible adverse consequences include damage to cells, increased miscarriage rate and dyslexia. Early
detection of fetal abnormalities is seen as a “benefit”. However, such diagnoses can be wrong, leading to
termination of healthy pregnancies. Even where the mistake is detected in (ime, women are caused greal
anxiety and distress. We have no idea how common such mistakes are since no adequate research has been
carried oui. (Paras 10.12-10.33).

Episiotomy

Unnecessary episiotomies, which were until recently routine in the majority of hospitals, have caused long-
term suffering and disability to many women and have also affected marital relationships. However, AIMS
still receives reports of long-term damage caused by careless cutting and inexpert suturing. Although well-
designed studies have shown some suture materials to be better than others, suturing material which is known
to cause greater long-term pain is still used in some hospitals. (Paras 10.34-10.38).

Caesarean sections

Caezarean sections increase costs for both the hospital and the family, and increase risks for mother and
baby. Yet widely different caesarean section rates have not been questioned by management. Modern
obstetrics can increase rather than decrease the risks of a mother having an unnecessary caesarean operation.

But a mother who really needs a section may be operated on too late or by an inexperienced doctor. For
many years confidential enquiries into maternal deaths have pinpointed surgery by junior doctors as a cause
of avoidable death. Poor quality postnatal care is one of our lrequent complaints. (Paras 10.39-10.49).

Vaginal Birth After Caesarean Section—VEBAC

Women who want a vaginal birth after a previous caesarean section are subjected to obstetric management
which reduces their chances of a normal vaginal delivery. Half the women who died following elective
caesarean secltion were only having surgery because a previous baby had been delivered by caesarcan section.
(Paras 10.51-10.56).

Breasifeeding

Lack of support and conflicting advice are common complaints. Women who have had surgery or difficult
deliveries need extra help and often do not receive it. Good care is patchy and there is enormous variation,

We are concerned that mothers’ and babies” rights are violated daily in hospitals where babies are fed
bottled formula or dextrose despite mothers’ specific instructions that the baby is to be entirely breastfed.

GPs and some health viSitors are often inadequately trained and are unable to advise breastleeding
mothers. (Paras 10.57-10.73).

1. RESEARCH

Past history shows that when new procedures are introduced, short-term research is not ¢nough. Possible
long-term consequences must be sought, eg exira oxygen given to premature babies later caused blindness,
hormones given to pregnant women later caused cancer in their adult daughters and exposure 1o X-rays
before birth increased leukaemia in the children. Despite these well-known examples, provision has not been
made for secking long-term effects when new treatments are introduced. (Paras 11.1-11.10).

Epidural anaesthesia

Epidurals are now more commonly used partly because induced and speeded up labours are more painful
and they are also used for many caesarean sections. The only research on possible long-term adverse
consequences for the mother, which was carried out aflter pressure from AIMS has shown an increased risk
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of long-term back-ache. Other suspected damage is reported by women, but has not yet been studied.
Exposure to the drugs involved short-term, but again long-term consequences, if any, are unknown. (Paras
11.12-11.18).

Drug Addiction

Well-designed research from the prestigious Karolinska Institute in Stockholm has shown that babies
whose mothers had more drugs in labour, are more likely to become drug addicts in later life. This shows the
need for urgent research into long-term risks in Britain. For many years AIMS has been critising hospital
practices which increased women’s need for pain relief, we have also campaigned for women's rights to
conditions and attitudes which reduce women’s need for pain relief. (Paras 11.19-11.30).

12, TrRAINING

All training in normal birth, including that of medical students, junior doctors and GP trainees, should be
conducted by midwives, who are the experts in this field, and not obstetricians.

Medical students should only be present with the woman’s prior permission, and if the student is to deliver
the baby her consent should be asked in advance because it is difficult to refuse when one is in labour, and the
student should be required to attend for the whole of the labour. (Paras 12.1-12.10).

Junior Doctors

The RCOG has said that recruitment to obstetrics is reduced and they attribute this to litigation. Our
medical contacts tell us that dissatisfaction with training is an important factor. Poor training of junior
doctors and their inadequate supervision are currently major risks for women in childbirth. (Paras
12.11=12.19).

13, WHEN Care Goes WRONG

AIMS' complaints files show that common causes of avoidable mishaps are: unnecessary intervention, use
of locum doctors and midwives, GP trainees in hospital, junior doctors dealing with cases beyond their
competence, incompetent GPs and staff not believing women.

Health Authorities’ responses to complaints are often disappointing, defensive and dishonest, and families
are driven to litigation they had not oniginally intended. (Paras 13.1-13.9).

14. COMPLAINTS
Complaints against General Practitioners

The procedure is unsatisfactory. The time limit of thirteen weeks excludes a number of serious cases and
the chances of a complainant being successful varies enormously according to where she lives. Complaints
which cover both GP and hospital care have to be pursued through two entirely different procedures and this
is exhausting, frustrating, unsatisfactory, and unnecessarily time-consuming. (Paras 14.1-14.6).

Complainis against hospiral staff

The Clinical Complaints Procedure in our experience invariably leaves complainants frustrated and
dissatisfied and nowadays we seldom recommend it.

The health authority is powerless 10 take action against doctors who have moved on to employment
elsewhere and this means that dangerous locums who move from place to place can cause many problems.

Il the Association suspect that a midwife is for any reason dangerous as a practitioner we feel there is a
reasonable chance of having her investigated by the Mational Board and then the UK CC. Midwives can be
removed from the Register if they commit *'Professional Misconduct™ and if suspicious incidents are reported
the UKCC will itself investigate. Doctors, however, can only be investigated by the General Medical Council
il they are suspected of “Serious professional misconduct™, and complainants themselves have 1o produce
evidence that there is a prima facie case.

Note: Nol a single hospital doctor was investigated lor serious professional misconduct in relation to
medical care by the General Medical Couneil last year.

~ Because health authorities do not report doctors to the General Medical Council, and because the Council
itsell does not investigate complaints, mothers and babies are at risk. We urge the House of Commons to
conduct an enquiry. {Paras 14.7—14.20).
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15, LimGaTion

The increase in litigation has had enormous publicity and it is seen as a problem which is distressing to
obstetricians and expensive for health athorities. The real problem, of course, is the fact that there are
avoidable serious injuries to mothers and babies, and negligence only succeeds in a British Court if proved to
the halt,

Litigation has increased because of widespread dissatisfaction with complaints procedures and because
there are now more experienced lawyers to help complainants. Despite many incidents of negligent care,
obstetricians used to practice without fear of litigation and they are now indignant because a small percentage
of families who have been damaged are exercising their right to sue. Most people, however, do not qualily for
legal aid and cannot afford litigation. (Paras 15.1—15.15).

1. WHAT 15 Ams?

1.1 The Association for Improvements in the Maternity Services (AIMS) is a voluntary organisation,
established in 1960. It is the only pressure group which is solely concerned with maternity care, We—

help parents with enguiries about how to get the kind of care they want,
give information about obstetric and midwifery praciice,

give assistance with complaints,

liaise with other organisations, including similar groups overseas,

give lalks to midwives and health authority staff and present papers at conferences in Britain and
overseas,

respond Lo requests for information [rom health authorities and health professionals,
monitor obstetric and midwilery journals and text books,
produce information leaflets and a quarterly journal,
have local groups in England, Scotland, Morthern Ireland, Wales and Eire.
1.2 A copy of “What is AIMS ? is attached, enclosure |.

1.3 We are aware that as a group which deals with many complaints we may be seen as having a biased
view. We know that for most women the outcome of preganancy is a happy one. We know that there are good
hospitals and caring and sensitive obstetricians and midwives. Indeed we spend a great deal of time referring
women 1o midwives, doctors and hospitals who are most likely to meet their needs. However, we believe that
our 30 years experience of the difficulties lfamilies have with maternity care may be useful to the committes,

2. INTRODUCTION

2.1 One of the major problems we see in maternity care is the lack of continuity—lack ef continuity in
antenatal care where women see a series of different junior doctors in hospital elinics, or “shared care”
between GPs and hospital. In labour we have been aware of a number of serious adverse consequences arising
from shift changes. Postnatally women are cared lor by professionals who have had no involvement in their
labour, and may have had no involvement in the antenatal care either.

2.2 We shall only get continuity i the emotional and physical needs of families are put first—above
professional and managenal interesis.

3. Miowirery CARE

3.1 At one time the local midwife on her bicycle was known in every town and village in Britain, where she
was recognised by children she had delivered many years before. Midwives were very much part of the local
community,

3.2 Mosi deliveries in this country are conducted by midwives. Yet maternity care policies have been
dominated by obstetricians, Since midwives have had to work on hospital premises under the control of the
health authority, they have become more like nurses—accepling doctors’ orders rather than being
professionals in their own right. They have had to follow clinical policies laid down by the medical staff, even
when they felt this was not in the interest of the woman they were caring for. They were reduced to “doing
good by stealth” —comlorting women on whom distressing procedures had been imposed. or hinting that the
woman had a right to refuse. Some of the best midwives we know left the profession, and increasingly those
attracted to or retained in hospital midwifery were attuned to being obstetric nurses rather than midwives.

3.3 Expensively trained midwives are being used for trivial work in hospitals, the community and GP
practices. Many of them no longer deliver babies. In our view a midwife who does not do deliveries is not a
midwile.

3.4 As well as campaigning for user interests AIMS has spent a considerable time supporting ordinary
midwives. and even midwilery managers who were greatly stressed by the confict between the care they were
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forced to give and the care they wanted to give. Both obstetricians and management will often prefer to
appoint midwifery managers who make life easy for them by following the party line.

3.5 We believe the local midwile should be the first contact for pregnant women. Individual midwives or
teams should give complete care—at home or in midwifery units under midwilery control. Midwives will, of
course, call in obstetricians lfor advice when they consider it necessary, as they do at present, but this should
be a senior obstetrician not a junior trainee.

3.6 The obstetrician will not necessarily take over the case, but may advise and leave the midwife to
continue care. Where a woman needs transfer her own midwile should accompany her. The woman who
develops complications has the greatest need for continuity of emotional support.

3.7 We hope that groups of midwives will put in proposals to health authorities for contracts to provide
care in the community and in midwifery units. We think that they could provide low cost, effective and
satislying care for the majorily of women in this country who will, of course, have normal births.

3.8 Recommendations.

3.9 The local midwife should be the first point of contact for pregnant women.

31.10 Individual midwives or midwifery teams should give complete maternity care—at home or in
midwilery units under midwifery control.

3.11 Where a woman needs transfer the midwife should accompany her.

4. GENERAL PrRACTICE AND MATERNITY CARE

4.1 At present the GP is usually the woman's first contact when she believes she is pregnant. This
immediately establishes a pattern that she has a “medical” condition. Since only a minority of GPs deliver
babies and the number of GP units has declined, the usual procedure is for the GP to arrange a hospital
booking.

4.2 The GP does not tell the woman that she has a right to other types of care. It would not be in his
financial interest to do so. Without changing her doctor, she could register with a GP obstetrician for total
care, if there were one in her district. Or she could ask the health authority to provide a midwife to deliver her
at home. Comparatively few women use these options, because they do not know they exist.

4.3 Because most GPs are now oul of practice in doing deliveries, they are understandably reluctant to be
involved., What is unfortunate is the reaction of some who, in anger or panic, promptly remove women who
want home confinement from their list, even if the woman has arranged midwifery care. We are aware of cases
where not only do GPs strike off the woman, they also strike off the whole family. When that family lives in
a rural setting this aclion is seen as extremely threatening and is used “pour encourager les autres” to toe the
line and give birth in hospital. {Enclosures 2-9).

4.4 Older GPs describe building up their practice on the maternity care they provide. Two lactors have
influenced the change: firstly, pressure from obstetricians—who were understandably concerned at the poor
quality of care some GPs provide, and tarred the rest with the same brush; secondly, the new pay structure
created by the DHSS.

i.ﬁ GP‘:; are now comparatively well paid to do antenatal and postnatal care, but the reward for actually
delivering the baby is modest. The DHSS did not have to formally oppose women's demands for home births.
They simply agreed to a pay structure which inevitably led 1o GPs opting out and losing their skill.

4.6 What many women now have is called “*shared care”—the GP doing ante and postnatal and the women
giving birth in hospital. AIMS has even had reports of high-risk women being told by consultants: *1'll send
yvou back to your GP so he gets his money™,

4.7 We have had reports of a number of adverse outcomes because of discontinuity and lack of

communication arising from shared care, ¢g. hypertension was detected but each party seems 1o have assumed
it was being monitored by the other.

4.8 “Shared care” too often means ragmented care; it means the woman's needs can be separated so that
the GP gets his pay and the obsietrician gets control.

4.9 Where true GP-midwives still exist, they are greatly valued by their patients, who enjoy continuous care
ol the family. The little boy with earache is seen by the doctor who delivered him, and doctor and mother have
an immediate rapport. Where GP care is total and works well, it is first class. but of course the GP needs
enough midwifery practice to retain skill. This can be achieved by having one specialist in the practice.

4.10 In Oxford a comparison was made of the outcome of low-risk women delivered in the GP unit and
the consultant unit in the same builidng (Klein et al, 1983). Induction of labour, epidural anaesthesia and
forceps delivery were all less frequently carried out in GP unit women. 11 per cent of the consultant unit babies
required intubation (none in the GP unit) and 17.5 per cent of consultant unit babies had low Apgar score (a
scale for determining how fit the babies are at birth) compared with only 1.6 per cent GP unit babies.
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4.11 Thelogical outcome from this would be to expand the GP unit and get better health outcomes for less
expenditure. This has not happened and we wonder why.

4.12 One GP-midwife told us “It concentrates the mind wonderfully when you are giving antenatal care
and you know you will be delivering the baby.” We suspect that GPs who hand over deliveries to the hospital
may take less notice of women’s symptoms—hence some of the failure to act reported to us.

4,13 In order Lo slay in practice midwifes are obliged every five years lo undergo a statutory refresher
course. There is no such obligation for GPs or hospital doctors. There have been a number of occasions when
GPs, including those on the obstetric list, who have received extra training and therefore extra payment, have
made serious and basic errors. These include failure to act on common symptoms of pre-eclampsia. There
seems Lo be no provision for ensuring that such doctors receive extra training or for getting them removed
from the obstetric list, even after they have been disciplined by the FHSA for breach of terms of service, we
have tried a number of times and failed.

4.14 The most recent Confidential Enquiry into maternal death (1985-7) reported: “The diagnosis of
maternal thrombosis or pulmonary embolism did not even appear to have been considered in the majority of
the fatal cases which occurred during the course of pregnancy. Unless there is a high index of suspicion, the
diagnosis will continue to be missed by those involved in the care of pregnant women.™

4.15 In order to remain in practice, midwifes have to take compulsory refresher courses every 3 years;
doctors do not. We believe that ante and postnatal care should be given only by those who also do sufficient
deliveries to maintain their skills, We welcome the continued involvement of GPs who give total care. They
should however, be required to keep up to date as midwifes are.

4,16 Inher 1981 study Gutieridge reported a history of opposition to fragmented care. The RCOG in 1944
had criticised local authority clinics which gave antenatal care but did not manage labour. The 1959
Cranbrook Report recommended that the local authority doctors should be replaced by the GP obstetrician
because it was not sound pratice for him to provide antenatal care when he was not responsible for deliveries.”
In 1968 the Royal College of General Practitioners report stated it is undesirable for doctors who hold no
responsibility for deliveries and conducting antenatal clinics.” Since then the RCGP has done a volie face,

4.17 There is no place in maternity care for the GP who gives only partial care. Women should in the main
receive total care from midwives. We recognise this change will be difficult to bring aboul because of the
financial interest involved. If GPs have to be bought off to enable women to get continuity of care, so be it

4.18 RECOMMENDATIONS:

4.19 GPs should only be paid for maternity care when they provide a total package of antenatal and
postnatal care and also conduct the delivery.

4.20 In order to remain on the obstetric list and receive the higher levels of payment from the NHS for
maternity care GPs should be required to update their knowledge at regular intervals by taking compulsory
refresher courses every five years,

4.21 Since the way pay is structured can have profound effects on the care users receive, we think that users
should have a seat at the table when pay structure is being negotiated for health care workers.

4.22 The question of GPs involvement with maternity care when they have not had additional training
should be examined.

5. HoMmE BirTH

5.1 In 1967, 503 Northampton mothers who had given birth at home or in hospital were interviewed
(Alment E, 1967). 63 per cent preferred home birth. When women who had experience of both a home and a
hespital birth were asked, 82 per cent preferred home.

5.2 The women who had given birth at home had shorter labours, fewer stitches, were more likely to breast
feed and their babies had fewer infections.

5.3 The author, who later became President of the RCOG concluded “*a combined hospital-domiciliary
service is required in which midwives would have continuous supervision of mothers both at home and in
hospital.”

5.4 Despite this strong evidence of user preference, three years later, the Peel Committee recommended
provision for 100 per cent hospital births.

5.5 The report “Where to be Born? The Debate and the Evidence' states that “There is no evidence o
support the claim that the safest policy is for all women to give birth in hospital.” (Campbell R and
Macfarlane A, 1987).

5.6 Marjorie Tew has demonstrated that “increased hospitalisation actually kept the perinatal mortality
rates from falling as much as it would inevitably have done in step with the improving health of parents.”
(Tew M, 1985).
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5.7 The national statistics on home birth show that fewer than | per cent of women gave birth to thier
babies at home in 1987, compared with 26.1 per cent in 1965. Although we understand the home birth
statistics may have improved very slightly since 1987 it has yet to reach 2 per cent in the majority of health
authorities. In Torbay, however, approximately 12 per cent of women give birth at home.

5.8 AIMS believes that one of the most significant factors which has led to the decline in home birth is the
pressure to which women are subjected by doctors and midwives, when they indicate their preference. AIMS
spends a considerable amount of time helping and advising parents who often have to battle throughout their
pregnancies to obtain a home birth. Many of them give up under the pressure, It is quite common for women
who ask lor a home birth to be struck off their GP’s lists.

5.9 Women have a right to book a home birth and the health authority has an obligation to provide a
midwife—no matter what their risk category. Women are not told this, and many are told that they cannot
have a home birth because it is not “allowed” in their area. On the Isle of Wight a community midwife told
a mother “1 do not deliver babies. You will have to go into hospital”. The misinformation that women are
given ranges from “We don't do home confinements in this area™, “what you are doing is illegal and
immoral”, to “If you want a dead baby, go ahead™ or *'I am afraid that's absolutely out of the question, my
dear™, One of the most worrying aspects of the many letters and telephone calls we receive is the common
story that women are told that they cannot give birth at home because they have a particular complication eg.
placenta praecvia or high blood pressure. This causes considerable anxiety to the pregnant woman and, of
course, this anxiety could continue to subsequent pregnancies. Some subsequently discovered that the
complication had not existed. When they went into hospital with “placenta praevia™, no preparations were
made for a caesarean section and they had a normal vaginal delivery.

5.10 After the fourth case of fictional “placenta praevia” in one health authority, AIMS wrote threatening
legal action il we had any further instances. This is an example of how the law is the last resort, and in some
cases the only sanction which otherwise powerless women can use. When doctors complain that women do
not always follow advice they should remember that sometimes they have been given cause for mistrust in the

past.

5.11 In another area a pregnant women found that domiciliary visits by midwives amounted to
harassment. They always arrived in pairs and insisted that she produced her urine samples in front of them.
Such was the pressure on women in that district that we had to advise women who wanted a home birth not
to announce their intentions until they were near delivery, so that they could have a relatively stress-free
pregnancy.

5.12 There are times when AIMS members have been puzzled by the levels of antagonism and resistance
from health authority staff 1o women seeking home births. Earlier this year we found an explanation. We were
senta copy of the papers disseminated by SE Thames Regional Health Authority todistrict health authorities,
and supervisors of midwives, within their region. This advice was so inaccurate, misleading and intimidating
that we wrote a detailed critique to the Chairperson in April and await a reply. A copy of this letter and
relevant documents is enclosed. (Enclosures 10-17).

5.13 Some health authorities require women to sign forms of indemnity. Enclosed is an example from
Basingstoke and North Hampshire Health Authority. Following a complaint from a mother, and rom
AIMS, the health authority has withdrawn the form and produced an agreed procedure which no longer
requires the mother to sign such a form. (Enclosures 18-19).

5.14 These authorities apparently have the erroneous belief that by signing such a form the parents would
lose their night to sue the authority for negligence. This, of course, is quite untrue but it has been used
successfully to persuade parents to drop their legitimate request for a home birth.

5.15 We know of at least three cases where women have been threatened with enforced hospitalisation
under the Mental Health Act when they asked for a home birth. One of these actually went abroad to have
her baby. In another case, réported recently in the AIMS journal (AIMS, 1990), the obstetrician admifted
“;::l she ha;l mentioned the Mental Health Act in her interview with the woman, but denied that it had been
u as a threal.

5.16 Obstetricians say that women ask for home confinements because they want an enjoyable birth
experience. I is interesting that they are not denying that birth is likely 1o be more enjoyable at home.
However, they imply that the woman may be ignorantly or selfishly putting her own pleasure before the baby's
need or safety. On the contrary, the women we see who are insisting on home birth do so because they believe
it is safer and there is considerable evidence to support that view. A majority of them have previous experience
ol hospital birth and it is precisely to avoid the complications caused by their treatment at that time that they
are opling out of hospital. A few women are so terrified of re-entering hospital that the fear would be likely
to inhibit the birth process.

5.17 AIMS behieves that an efficient home birth service in every area will increase user satisfaction and lead
to a significant decline in morbidity, and considerable cost savings. Some Health Authority managers are now

beginning to appreciate the advantages of home birth and are suggesting that low risk women should give
birth at home if they wish.
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3.18 We shoud point out that whether or nol women choose home births some unplanned births, both
premature and full term, will always take place at home and in taxis, ambulances. shops ete. Facilities have
Lo be provided for these.

5.19 One of the advaniages of a home birth is that the power relationship is different. The woman is on her
own territory, surrounded by her own family, she can move, eat or drink as she chooses, invite in or exclude
anyone she chooses, and is more able to refuse any intervention or medication she does not want. She is
therefore able to have the kind of surroundings which she intuitively knows are right for her labour. A number
l:ul‘rw-:rmen choosing home birth after a hospital birth do so because they are given interventions despite their
reflusal.

5.20 In an observational study of birth in a consultant unit, GP unit and at home (Kirkham M, 1983) the
researcher concluded **Patients at home were on their own territory. They did not use humble technigues for
gaining information ... the patient was able to refuse 2 procedure and some did, which was not seen in
hospital . . . This provided a sharp contrast with the hospital patient’s great efforts to conform to the standards
of the institution which she had to learn from observation and humility.™

5.21 Thereis a great deal of research about the effect of disturbance on the length of labour in both animals
and humans. We cite just one example, a randomised study in a Canadian hospital of Lebover childbirth, this
i5 & method whereby the newborn child is delivered into a dark, quiet, environment and treated with great
gentleness, Although the management of the labour in both groups was the same, those women allocated to
the Leboyer group had significantly shorter labours. The mere knowledge that when the child arrived it would
be treated with gentleness was associated with shorter labour (Nelson et al, 1980). It does make one wonder
whether some of the speeding up of labour that takes place in hospital is only necessary because going into
hospital slowed it down in the first place.

5.22 One aspect of care for home births which needs examination is paediatric care. Quality of paediatric
knowledge and care by GPs varies. There may be a need for more pacdiatricians to do home visits, Lo sec care
being given in this setting and to give advice to midwives and GPs. We believe that such visits would also be
useful for trainee paediatricians. Their baseling for “*normal”™ might change after observing the behaviour of
the newborn and mother-baby interaction after an unmedicated delivery in home surroundings, compared
with a hospital ward or nursery.

5.23 The centralisation of maternity care into large obstétric units has resulted in increased pressure on
obstetric beds and a reduction in the length of stay. While many women are delighted to get out of hospital
as soon as possible, for others it is detrimental and they do not have a choice. Those who have had operative
or difficult deliveries, have other medical conditions, difficult social circumstances etc, may need longer
hospital care and are nowadays sometimes sent home before they are ready.

5.24 The community midwilery service is required to absorb the increased workload that short hospital
stays produce, and AIMS has been approached by community midwives in many parts of the country who
are worried about the large numbers of women they are expected to visit post-natally. (They have a legal
obligation 1o visit up to ten days post-natally, and in some areas, because of the heavy workload midwives are
lelephoning instead of visiting in person). No research has been conducted to establish whal a reasonable
workload is, or what effect shorter post-natal stays would have.

5.25 We have had many reports from midwives who have been unable to order appropriate tests without
aproval of a GP or obstetrician. In many cases the women have not had GP cover. We consider this a
bureaucratic nonsense, midwives should be able to order appropriate tests directly.

5.15 Emergency Obsietric Units | Flying Squads )

5.26 With little public discussion and no evaluation the flying squad service in many districts has been
discontinued. The flying squad consisted of a team of specialists—including an obstetrician, anaesthetist and
a senior midwile, and where appropriate a paediatrician. This team would go to a home or outlying unit, or to
any pregnant woman needing expert medical aid. The discontlinuation of this service has lelt many community
midwives feeling vulnerable and unsupported.

5.27 Obstetricians now define themselves as dociors who work in hospitals rather than doctors who
provide an expert service wherever it may be needed. The patient must come 1o them, rather than their going
to the patient, even if it would be safer to give treatment Lo the patient before she is moved. GPs and midwives
are now told, in many areas, to call an ambulance rather than the flying squad. We should point out that
ambulance men have two hours obstetric training, and even additional training suggested, by obsietricians,
for them is never going Lo turn them into obstetricians or paediatricians.

5.28 Obstetricians justily the closure of the flying squad service on the grounds that calls to isolated
maternily units and births cutside hospital will deprive the hospital patients of their expert assistance. and as
there are few home births there is little need for the service. If they are less involved with the care of normal
women (as we hope) they will then have more time for complicated and emergency cases. Likewise, il fewer
unnecessary caesarean sections are done anaesthetists will have more time available.

=1E0 G
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6.10 The Royal College of Obstetricians and Gynaecologists recommends that each obstetric unit should
have a labour ward protocol. This enables junior staff, temporary staff, and new staff, to follow any agreed
pattern which should ensure safety for mother and child.

6.11 However, the obstetricians have the major voice in setting these standards. Certain practices have
been “de rigeur™ in the past (eg. episiolomies for all, or rupture of membranes for all). The length of the first,
second and third stages of labour which are “allowed™ are increasingly standardized. Unflortunately women’s
and babies' bodies are not. The right to have a slower labour—where it is rght for that mother and baby and
neither is distressed—has almost disappeared.

6.12 The labour ward protocol should be given to all pregnant women and the Community Health
Council. They would then be in a position to know if it is not being followed when it should be.

.13 Obsletricians insist that even given statistical information women would not be able 1o understand its
significance since some units deal with more high risk cases, or premature deliveries. We ourselves have never
had any difficulty in explaining these points to women of all social classes. and we do not understand why it
should 1t should be considered 1o be a problem. This service is paid for by the taxpayer and used by the
taxpayer, and women are entitled to information so that they can choose how, where and il they will use it.

6.14 In order 1o make the choice of consultant women need to know more about patterns of care offered
by different specialists. Junior doctors and midwifes know that Mr A’s patients are helped to have natural
labours but Mr B’s are to be admitted for induction or speeded up. Women should be able to change if they
wish from one consultant to another, but this is very difficult.

6.15 During their pregnancy some women discover that they do not like the approach of the obstetrician
with whom they have been booked and realise that they would prefer someone else. It is easier to opt out of
hospital birth altogether, or to change hospitals (where this is still possible) than to change consultant. We
believe that it should be made possible and indeed easy to do so, and that all women should be informed that
they have a night to do this.

6.16 We have received a few complaints from women who wish to change the midwife to whom they have
been allocated. Such requests are not always dealt with sympathetically or helpfully. We would point out that
having confidence in one's birth attendant may have a profound effect on the course of labour, and at such a
time to be at the mercy of someone who is seen Lo be unsympathetic can have long-lerm adverse consegquences.

6.17 We attach an extract from a recent AIMS Journal (Enclosure 20-21) which shows the difficulties one
woman experienced in trying te obtain information about the local hospitals. If women could easily exercise
the nght to change, the statistics would provide wseful information for management.

6.18 A common response by hospitals to enguiries about interventions is " these are done only if medically
necessary’. Such answers are meaningless without the accompanying statistics. Women are now encouraged
to state their preferences in a birth plan. Depending on the hospital and staff on duty this can be a genuine
means of helping the woman to achieve what she wants, and réspecting her choices, or il can be a smooth
meaningless public relations exercise. One woman said that in her hospital a birth plan has as much value as
monopoly money. We suggest that a woman's birth plan which includes no artificial rupture of membranes
has a different currency value in a hospital where the ARM rate is 80 per cent than one where it is 20 per cent.

6.19 At one time it was possible for a woman to choose to give birth in a hospital anywhere in the country.
In recent years hospitals have, without any consultation, introduced artificial boundaries, and women who
live outside them are excluded. Even women who are greatly dissatisfied with a previous experience at that
hospital have nowhere else to go. In some of these arcas the staff are vigorously opposed to home births and
domino deliveries so the women aré virtually captive,

6.20 We know of no institution or hospital in Britain, either within or without the NHS, where a woman
can choose to book for midwifery care only. She must be booked under an obstetrician or a GP unless she is
prepared to make a considerable fuss. The only place she can book total midwifery care is at home. Women
should not be forced to stay at home as the only option for those who wish to avoid medical care.

6.21 Most pregnant women in Britain will receive a copy of the Health Education Council's booklet “The
Pregnancy Book”. This glossy, expensive, magazine is promulgated as a guide 1o maternity care, yet it does
not give women information to make effective choices. It subtly directs them towards, and to aceept. hospital
care, and proceeds to describe the kind of care they could encounter while in hospital. This resultsin a general
acceptance of hospital procedures, and few women will be informed adequately by this book to question any
of the treatments they are given. 1L gives no hint that there could be alternatives, it dees not tell them their
rights and many women express dissatisfaction with the lack of empowering information. It is addressed, on
the whole, to women who are expected to be passive recipients of care.

6.22 Faced by a barrage of user and media criticism of intervention hospitals have reacted with what we
call “the pretty wallpaper syndrome™, **We have put floral wallpaper in the labour wards—we are listening to
whal consumers want”, The 1ssue is not interior decor but power, and who has control. Obstetricians have
used the excuse, that only they speak lor the unborn baby and mothers may be irresponsible. Yet as we will
show in our evidence, mothers have often been more responsible than doctors,
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6.23 Recommendations:

6.24 Maternity statistics should be generally available to the public and CHCs.
6.25 Labour ward protocols should be available to the public and CHCs.
6.26 Women should be informed of their right to change obstetricians and how they can do so.

6.27 Women's right to choose a hospital for the birth of their babies should not be restricted by artificial
boundaries,

6.28 Women should be able to book for maternity care only with a midwife if she wishes.

6.29 Every maternity unit should have midwifery beds so that women can book a hospital delivery under
the care of midwives only. The practice of such midwives should not be controlled by obstetricians or GPs.

6.30 Information booklets such as the Health Education Authority’s should be an empowering document
not one which addresses women who are expected to be passive recipients of care.

.31 The aftercare needs of women who have had difficult delivenies should be explored. This could involve
an extra stay in hospital or help at home, similar to that provide by the Dutch Midwifery Aid scheme.

7. MANAGEMENT OF RISK

7.1 Social class is one of the major factors affecting risk. One would therefore expect that women in highest
risk groups—Social Class 5, and those who are unclassified—would automatically receive the most careful
and expert management. But this is not so.

7.2 A midwife who was studying social class in relation to perinatal mortality looked at the practice in a
number of London teaching hospitals (Arnold M, 1985). She discovered to her surprise that consultants went
through lists of new patients and chose to give personal care to wives of men in Social Class 1 eg those married
to doctors, lawyers, MPs etc—the group which is at lowest statistical risk. The next most senior person, the
Senior Registrar, then selected his patients—which would be Social Class 2. This means that women in the
lowest social group, whose babies were at highest risk, not only were more likely to be cared for entirely by
Jumior staff, but also got less continuity of care because juniors in training are continually moving on.

7.3 The ouicome for Social Class | women was not necessarily improved. Those receiving private care were
usually automatically booked for induction on their first antenatal visit, and the caesarean section rale was
higher than expected.

7.4 If consultants believe that their care is best for high risk patients why are some ol them applying this
“inverse care law"?

7.5 It is not that AIMS is recommending consultant care for all working class women. We believe that
their best interests would be served by continuous midwifery care with consultants called when appropriate.
However, consultants are the most highly paid professional care givers (when they have merit awards, very
highly paid). It is, therelore, important that effective and appropriate use should be made of this expensive
resource.

7.6 In 1970 the Peel Committee recommended that provision should be made for 100 per cent of births to
take place in hospital. This was thought necessary because many high risk women were not getting in. But in
fact with an adequate system for managing priorities there were enough beds to go around.

7.7 One problem was that many GPs were not good at identifying risk factors. Another was that women
who booked early in pregnancy got the beds. Those who booked early were, of course, the more afluent and
well educated, ie lower risk patients. Women who were poor, ill educated, non English speaking, very young,
or hoping to conceal pregnancies, booked late or not at all. In the Northampton study we mentioned 24 per
Enl of FNTIT giving birth in hospital but only 16 per cent of mothers giving birth at home were Social

asses | and 1.

7.8 Where there was a choice of hospital it was usually the well-informed middle class who got the beds in

the teaching hospitals and the better units. So even within the hospital birth category the lower risk women
got the better facilities.

7.9 In order to ensure beds for the most needy, health authorities therefore had to spend money on
expensive capital programmes and running costs which would have been unnecessary with rational priority
management.

7.10 Now that we have beds for all, the highest risk group do not get the best available, either from the
point of view of clinical care or emotional and social support. It is not expenditure but correct assessment of
priontics and proper management, based on real as opposed to perceived consumer need which would make
a difference. In a case control study of perinatal deaths in the district with the highest perinatal mortality rate
in the country, Robinson found that one of the problems for women, seen by staff as uneducated and of low
social class, was that when they reported warning signs they were not listened to or believed {Robinson JA.,
1986). We suggest that continuity of care lrom the same midwife would make this less likely.
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7.11 Current changes in consultants’ contracts may, we hope, deal with the problem which is reported 1o
us by both midwives and junior medical staff that some consultants leave their MHS work, for which they are
contracted, to their junior staff while they conduct their private practice, junior doctors say “he’s off chasing
the golden nugget™. Mot only are they failing in their duty towards their patients, but they are also failing to
supervise and train their juniors.

7.12 Recommendation:
7.13 Anexamination should take place of the duties and work patterns of consultant obstetricians.

§. CRITERIA FOR ASSESSING MATERMITY CARE

8.1 Maternal and perinatal death statistics provide “hard” data by which maternity care is measured. The
Apgar score of the baby al birth, and shortly afterwards, can also be used. However, we se¢ many long-term
and serious problems caused by poor guality care, which no-one is measuring.

8.2 Obstetricians and paediatricians are of course concerned about injuries to babies including possible
brain damage. and we do deal with a number of complaints about alleged avoidable deaths and damage to
babies. However, maternal morbidity, both long and short term, and its prevention do not have nearly enough
attention or a high enough priority., For example, we have a number of cases of women reporting injuries
which result in difficulties in movement, long-term pain, restriction of normal activities, disfigurement,
inability to have a normal sexual life, emotional damage, mental iliness. Some of the most worrying cases are
those with severe post-traumatic stress disorder.

8.3 Many of the cases we deal with are not short term. Often we are contacted by women who have
conlinuing problems several years after delivery and who need help. Others who contact us soon after the
birth. are still in touch with us long after that baby has started school. So we see the long-term effects, not only
on the mother, but on her relationship with the child, with the baby’s father, other children and grandparents.

8.4 The birth of a live baby is not just a success story for the statistics—it is the start of a family. We are in
contact with a number of families who started with every advantage: a loving marriage, an adequate income,
good housing, and supportive in-laws. Even these families are severely stressed despite the birth of a live,
healthy, baby. They count for obstetricians as a statistical “suceess”.

8.5 We find their stories particularly distressing because often the damage was initiated by medically
unjustifiable intervention. A successful outcome for maternity care includes a mother who is cheerful and
confident, is successfully breastfeeding, and is able to resume a happy sex life. Judged by these criteria some
maternity hospitals are not doing as well as they think they are. Some of the problems are mentioned in a
recent letier from AIMS to the British Medical Journal (Beech BAL and Robinson J, 1991), enclosure 22.

8.6 Weare concerned that the research articles we read on these procedures often say little or nothing about
their potential for doing harm to women both physically and emotionally.

8.7 Recommendation:

8.8 Effects on the mother should be included in research projects: maternal morbidity, both physical and
mental, is a crucial yardstick in the measurement of obstetric care. We need an “* Apgar Score” for the mother,
as well as the baby, and women should be assessed both shortly after delivery and a year or more later with
an open questionnaire,

9. MONITORING QUALITY AND EFFECTIVENESS OF CARE

9.1 Weare most anxious that managers should not fallinto the trap of assuming that superficial and simple
market research type surveys alone are adequate to identily serious problems. The selection of aspects of care
to research and the questions which should be asked and the distribution of the subsequent results are all
highly political issues. We have seen questionnaires which were clearly biased which did not address the main
problems and more which were clearly amateurish and were based on the understanding that anyone could
design, distribute and analyse a questionnaire, even if they had no social science training.

9.2 Ina study done for one health authority by the College of Health, management priority was to look at
the effects of early discharge. However, researchers, using open ended technigues, discovered that in that
district the quality of postnatal care was the problem worrying consumers most at that time. Individual
complaints can be valuable pointers to larger problems, but are not often used constructively in that way,
nor is appropriate action always taken as a result. At almost every meeting of the House of Commons Select
Committee on the Parliamentary Commissioner for Administration when health authority representatives
are questioned following critical Ombudsman reports, MPs continually ask why no disciplinary action has
been taken against doclors or senior management who have made errors. and the only people subject 1o
discipline are junior people or lower grade nurses and midwives. At a meeting of the Committes on 30 January
this year, ane MP, Mr James Pawsey, was clearly concerned that a manager who had been at fault had now
been promoted, -
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9.3 The carly identification of staff who need retraining, relocation or removal could prevent injury and
death for mothers and babies. We would cite a particularly important recent study by a midwife at Northwick
Park Hospital (Logue, 1990) who was studying postpartum haemorrhage rates in women delivered by senior
registrars and midwives. Examination of postpartum haemorrhage rates in women delivered by 13 different
registrars doing instrumental delivery showed that one registrar had a pph rate of | per cent and at the other
end of the scale another registrar with an equal number of deliveries had a rate of 31 per cent: *Having known
and worked with all of these registrars their haemorrhage rates seem to be a reflection of their individual
personality: the more conservative and patient operators show the lowest rates compared with the more
impatient and heavy handed who show the highest score™. She also showed that one midwife had a higher
rate than her colleagues. This study shows the importance of monitoring the performance of individual
professionals and valuable data for management and patients which can be obtained. It is the only published
study of its kind that we know of, and this is surprising,

9.4 Management should not assume that statistics are always reliable. When there was great publicity
about high induction rates we were given inside information from a number o hospitals that the statistics had
changed but the practice had not. For example, women who were induced with an oxytocin drip were
categorised as having already started in labour.

9.5 We have also been told that some early stillbirths (at around 28 weeks) have been designated’ as
miscarnages in one district in order to make the stillbirth figures look better.

9.6 Each year maternity units make routine statistical returns. We are concerned that data is not collected
on many issues of particular concern to the users e.g. artificial rupture of membranes, resuturing episiolomies,
infection rates in mothers and babies. These statistics should be collected and all data should be freely
available.

9.7 Recommendation;

0.8 Statistics relating to the use of routine interventions and morbidity in the mother and baby should be
collected.

10. SoMmE CURRENT CONCERNS

10.1 One of our major concerns is the rapid spread of new technologies and obstetricians’ uncritical
enthusiasm for their use, before cither their efficacy or their safety has been established. We might also say
that they are extremely costly, not only in terms of capital expenditure but alse in stafl training and time.
Money which is spent on expensive equipment before it is of proven value is money which cannot be spent on
additional midwilery stafl to give women adequate and continuous care, and to deal with user priorities rather
than medical priorities. Yet health authorities and managers seem unable to ask straightforward and obvious
questions, which users are asking, before authorising expenditure.

10.2 Two widely used technologies are electronic fetal monitoring and ultrasound.

10.3 Elecironic Feial Monitoring

10.4 When continuous electronic fetal monitoring became commonly used, we received complaints from
women that belts around the abdomen during labour were uncomfortable, and that restriction of movement
increased pain and slowed down labour. Some wanted to refuse, but received the standard “shroud waving”
response—they would put their baby’s life at risk. They also reported that sometimes the staff seemed to pay
more atlention to the machinery than to the mother, and therefore emotional support and quality of care were
diminished. The mother might report something abnormal going on, and she turned out to be right. but the
stafl histened to the monitor rather than her.

10.5 We received frequent reports of monitors breaking down, or being unreliable, and of staff wrongly
discounting alarming tracings from the monitor because they believed it to be unreliable when it was not.
Mothers lost out in supportive care because staff took more interest in the machine than in them and often
left them on their own with the machine. One husband was so disturbed by his fear that something had
happened to his wife when the recording stopped and he was alone with her, that he arranged to have a
vaseciomy immediately after the birth.

10.6 Fetal scalp electrodes were added to the interventions and women complained of permanent scarring
and bald patches on the baby’s head. Occasional reports appeared in medical journals eg a baby’s death
caused by infection entering through the insertion of the scalp monitor, and internal injury to a mother when
the clip was attached to her and not the baby.

10.7 One of the reasons why the extra safety of specialist units was insisted upon, was that such monitoring
was available there and nowhere else. So women were considered doubly irresponsible if they gave birth at
hqn_-u{. AIMS wanted proper evaluation of salety and effectiveness before EFM was universally used. We were
criticised by mothers of children with celebral palsy because of our caution which would lead to delay. It is
now known that continuous electronic fetal heart monitoring is not effective—indeed it increases caesarean
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section rates and thereby the risk to both mother and baby. One study (Shy K et al, 1990) showed that
continuous EFM is actually associated with an increased risk of cerebal palsy. Premature babies have an
increased risk of this condition. Women in premature labour were randomly allocated 1o have either
continuous EFM or having the fetal heart monitored every filleen minutes. 20 per cent of the babics given
continuous monitoring developed cerebral palsy compared with only 3 per cent of the controls. This study
makes us question the current campaign by obsietricians to persuade the public that erebral palsy is very
rarely caused by events taking place during birth.

10.8 The intraduction of technology does not mean that staff are able to use it successfully. Too often
management has agreed to the purchase ol expensive machinery with its ongoing training and mainlenance
costs, without asking pertinent questions. A study last year (Murphy K et al, 1990) reviewed records of
menitoring of babies who were born severely asphyxiated. Fatal blood sampling had been carried out in only
16 per cent of them whereas it had been indicated in 53 per cent. Staff did not react more quickly in a
dangerous situation than they did when less serious risk was indicated. In ane of three infants who had long-
term neurological damage, the significance of a very abnormal tracing was not recognised for almost eight
hours. This study was carried out at the John Radcliffe—a teaching hospital with a deservedly high reputation
for its maternity care. They have high quality medical and midwilery staff, If. in practice, fetal heart
monitoring doesn’t work there, it will not work anywhere,

10.% Another problem created by technology which is of great concern to AIMS, is that by relying on
monitors the skill of midwifes, and indeed training of doctors to interpret what is happening by listening to
the fetal heart through a stethoscope, has been downgraded and diminished and could be lost. Many overseas
doctors come from the Third World to train in British hospitals. Their populations are at high risk of perinatal
and maternal death. We do them no service Lo encourage them to believe that their countries oo should be
investing in expensive but ineffective equipment. It is now know that listening to the fetal heart through an
ordinary old-fashioned Pinard stethoscope is better than attaching the mother to machinery.

10.10 Electronic fetal monitoring was introduced in the 1960s. It has taken the medical profession nearly
thirty years to learn this lesson, and it has been learnt at enormous financial cost to the NHS and a
considerable cost to women and babies. The Short Committee (1980) recommended that “Continuous
recording of the fetal heart rate should increasingly become part of the surveillance of all babies during
labour™ despite lack of adequate evidence. They had not consulted any user organisations and were
unprepared for the outburst of indignation which greeted the publication of their report from user groups
{who had read the literature). At a conference held to launch it, the speakers were totally unprepared for the
barrage of hostile comments which came from all around the audience.

10.11 Ohstetricians continue to advocate the use of EFM, now saying that yet more refinements are
needed. However, they are having second thoughts because records from monitors have provided evidence
for parents pursuing medical negligence actions, The fear of litigation apparently affects them fare more than
the results of well-designed clinical trials. Is it any wonder that parents turn increasingly to hitigation? It
works, il only for some. Our protests, based on women’s experiences and careful reading of the literature,
have failed to stop the high technology medical juggernaut,

1012 Ultrasowrnd

10.13 AIMS was concerned, from the beginning, at possible long-term adverse effects of ultrasound. The
first evidence we saw came with the publication of Liebeskind’s 1979 paper showing changes in mouse cells
exposed to diagnostic levels of ultrasound. These effects persisted for many generations. This in vitro study
carried possible implications for effects on the central nervous system of the fetus.

10:14 In 1982 Liebeskind et al published a paper in the British Journal of Cancer of the cellular effects of
pulsed diagnostic ultrasound and concluded *The persistence of abnormal behaviour and motility in cells
exposed 1o a single dose of diagnostic level ultrasound ten generations afler insonation suggests permanent
hereditary effects . __ It is not known whether the in vitro effects of ultrasound also occur in vivo.”

10.15 In 1981 AIMS wrote to Dr Gerard Vaughan, then Minister of Health, expressing concern about the
“widespread use of technological innovation ahead of proper scientific evaluation™ and asked the Minister to
investigate. He replied that:

“In 1976 the MRC’s Cell Biology and Disorders Board considered the possibility of a trial to assess
the poteniial benefits and hazards of the use of ultrasound in pregnancy. Since there was no reason to
believe that the use of such techniques was likely to lead to any increase in the incidence ol gross
anomalics in the offspring, a trial would have been unlikely to have done more than to show whether
these techniques were responsible for any subtle anomalies that might appear. However such anomalies
are extremely difficult to assess. and it would have been virtually impossible to distinguish between any
which might have been caused by ultrasound and those due to other environmental factors. In the light
of these Council decisions, the Board concluded that a trial would not lead to any firm scientific
conclusions.



486 MINUTES OF EVIDENCE TAKEN BEFORE

27 November 1991 [ Continuwed

In the four years since then, the use of ultrasonic techniques have become so widespread that a
controlled trial along the lines originally proposed would no longer be ethically possible.”

10.16 We strongly question the ethics of exposing the majority of children born in this country to a
potentially dangerous procedure whose long-term effects have not been adequately researched.

10.17 Health Rights persuaded Mr Michael Meadowcroft MP to ask questions in the House of Commons
in 1984. The Minister, John Patten, replied that tests should not be “performed as a matter of routing™.

10.18 The subsequent report of the Royal College of Obstetricians and Gynaecologists published in
December 1984 concluded that there was no cause for alarm. It was dismissed by AIMS as “an exercise in
allaying public fears and pulling the wool over the eyes of those who are not well informed about this subject.”
AIMS published a critique, a copy of which is enclosed. (Enclosure 23).

10.19 The British Journal of Obstetrics and Gynaecology in May 1985 commented on the RCOG report
that “the scientific analysis does not show the rigour which would normally be expected of its scientific
committee’.

10.20 Our concern increased with the publication ol a study carried out in three hospitals in Denver,
Colorado (Stark, 1984) which suggested a statistically significant increase in dyslexia in children exposed to
ultrasound in utero. The methodology of the study was unsatisfactory but nevertheless the possibility of such
an effect exists and has not been disproved.

10.21 When we talk about “diagnostic levels of ultrasound™ we should make it clear that these are usually
not measured and they vary widely between different machines and different makes. Users do not actually
know the extent of exposure a baby is receiving from any individual machine. We see many published research
papers where studies have been done on movements of the fetus in utero, eg breathing, thumb sucking,
swallowing etc which are carried out for up to an hour or more at a time. One woman, who telephoned us said
she had been involved in a study where ultrasound was used on her baby for two hours.

10,22 Trans-vaginal ultrasound is now being developed, where a probe is inserted into the vagina so that
the ultrasound can be nearer to the baby, This is being widely used for research, monitoring development of
the fetal brain and organs from the earliest stages. Mo concern is expressed about possible damage or the need
for long-1erm assessment of exposed infants.

10.23 The World Health Organisation, the Office of Technology Assessment in the USA, and a past
Minister of Health (John Patten) have all said that ultrasound should not be used routinely. These statements
have been ignored by the medical profession who continue to promaote and use this inadequately evaluated
technology.

10.24 The information we get from women about the effects of ultrasound screening suggest to us that its
efficacy may well be over-rated by obstetricians. We know a number of cases where terminations were carried
out because ultrasound had supposedly detected an abnormal fetus, but on examination tragically the baby
was in fact perfect. We also have cases of women who are sure of the date of conception, but are told that
ultrasound tests have proved them wrong. The baby is induced because obstetricians say the pregnancy has
gone way beyond term, but a premature baby is in fact delivered and in some cases had died. Conversely, we
have cases where the woman is saying she is overdue and is not believed, because the ultrasound was believed
to show a different expected date of delivery. In one such case the staff did not believe the woman’s estimation
of dates which showed she was at term and preferred to believe the the ultrasound estimate showing a much
later expected date of delivery. When she went into labour she was given drugs to suppress what they believed
Lo be premature labour and a full term fetus was tragically delivered dead.

10.25 In a Finnish study recently published in The Lancet (Saari-Kempainen et al, 1990) of 30 apparently
abnormal babies detected by ultrasound, 1 later proved to be normal. AIMS knows of a number of cases
where ultrasound diagnosis of congenital abnormality has resulted in the abortion of a fetus which proved
to be perfectly normal. Mothers are not always told that this has happened. and then carry into subsequent
pregnancies their anxiety about the previously “abnormal™ baby.

10.26 Screening is meant to be reassuring for women. OF 250 women diagnosed by ultrasound as having
placenta praevia in the Finnish study, only 4 had the condition at delivery. The unnecessary anxiety caused
to the remaining 246 women can hardly have been negligible.

10.27 Itis assumed that parents of abnormal babies invariably benefit from the opportunity to terminate
the pregnancy, yet no comparative studies have been done. Certainly, one study of parents who gave birth to
live babies with fatal abnormalities who took them home and cared for them until they died weeks or months
later felt that they had benefitted from an opportunity to know and grieve for a child whom they had known.
Of course perinatal or infant mortality statistics are less satisfactory if the child is not aborted, but recovery
[rom griel in the family may in some cases be better if the child is born and dies later. The emotional impact
on the family which has taken the decision to abort a baby with fetal abnormalities has been little studied but
wie c;anb;spart the comment of one mother who said “What I have to live with is the knowledge that | killed
my ;
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10.28 To assume that the women have a free choice in these matters, or that they are aware of the possible
long-term consequences to themselves and others of choosing to terminate or not to terminate is unrealistic,
Adequate research has not been done.

10.29 Reliance on ultrasound for detection of breech and twin pregnancies means that, once again, the
traditional skills of diagnosing by clinical history and examination are downgraded and lost. Those women
wha, out of understandable concern, refuse ultrasound, will increasingly be receiving ante-natal care from
professionals who are unable to detect potential complications by straightforward examination. The women's
risk is increased not by their wilful refusal of technology, but by the professionals’ loss of standard skills.

10.30 Inastudy published last year (Lorenz, 1990) of women al risk of pre-term labour who were randomly
allocated to have an ultrasound every week, or pelvic examination, it was shown that 52 per cent of those who
had ultrasound went into pre-term labour compared with only 25 per cent of those who did not. The Finnish
study, 1o which we have referred, also suggests that the miscarriage risk may be increased by ultrasound
examinations.

10.31 This information is not made available to women. When obstetricians tell women that various
procedures are “safe” what they mean is that there have been no studies, or maybe no studies acceptable to
them, which show clear evidence of risk. Lack of information because long-term evaluation has not been done
15 not the same as *‘risk-free”—the honest answer to women who ask would be “we do not know because the
research has not been done. We cannot say that it is safe, nor can we say that it is unsafe.”

10.32 Perhaps it is not surprising that obstetricians do not actively seek to determine any possible long-
term risks from equipment and procedures which they find interesting, exciting and beneficial to use.
However, our trust in their judgement is reduced by their attitude. Furthermore, we are aware that some
professionals, for understandable reasons, have financial interests in firms making equipment which they have
helped to develop.

10.33 We do not wash to be alarmast; we have tried to be balanced and responsible in our approach from
the beginning. Given the complexity of the human brain and central nervous system, adverse consequences
could be both subtle and profoundly important. We recall a study of children who had been exposed to
progesterone in the womb in which doctors’ assessment of exposed children and controls found no
abnormalities. It was only because teachers® assessments of both groups were included in the study that it
was found that personalities had been affected. For example, boys were less likely to play rough games in the
playground and giris were much more likely to be interested in ultra-feminine pursuits, such as dressing-up.

10.34 Episiotomy

10.35 Until recently episiotomies have been virtually mandatory in many hospitals, and are still carried out
far too often. If episiotomy is considered “normal™ treatment, midwives and doctors lose, or do not acquire,
the skill of delivering with an intact perineum. Women and childbirth organisations, including AIMS,
continually questioned both the necessity for this procedure and the damage to women. As a result we now
know that it does not have any relation to préeventing prolapse, as obstetricians had claimed and it does not
improve outcomes if used routinely.

10.36 A study (Grant A et al, 1989) comparing two different types of suture materials showed that even
using the one which gave the better result, 11 per cent of women were still experiencing pain on intercourse
three years later. Such research is valuable. However, it does not help women if doctors and midwives do not
act upon it. We know that many hospitals are still using the more damaging material which caused pain on
intercourse in 19 per cent of women.

10.37 Only a minority of women experience severe problems after episiotomies but for them the effects on
their lives can be serious and prolonged. Women write to us about severe long-term pain and discomfort,
inability to wear tights and trousers, and ruined sex lives. Some have referrals for remedial surgery but such
referrals were often obtained by knowledgeable women after they had exerted considerable pressure; the
majority seemed to suffer in silence. Those who obtain treatment. do not always benefit, and relicl—il any—
may be only partial, despite, in some cases, two or three attempts at surgery. This makes us realise the
importance of avoiding such problems in the first place.

10.33 Weshould point out that many of the severe adverse effects that we hear about from the women who
ask for our help are not documented in reports of clinical trials. We suggest there are two reasons for this:
firstly, clinical trials are usually carried out at the betier hospitals, secondly, when staff know that their care
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is being studied they are likely to be particularly careful with that aspect of treatment. Retrospective studies
{gathering data from women who were not in hospital when the trial was going on) might better identify such
problems, and we might see whether they are more common in some areas than others.

10.39 Caesarean seciions

10.40 Caesarean sections cost the MHS more than normal deliveries. There are also, of course, greater costs
for the family which have never been adequatley assessed. They include travelling expenses for hospital visiis
{a strain on many family budgets), additional childcare costs for someone to look after the other children
while the father visits, fathers having to take additional unpaid time off work, and lack of adequate provision
for postnatal care.

10.41 Modern obstetric practice can actually increase the risk of caesarean section, eg use of [etal heart
monitors. We also have many stories from women who had oxytocin augmented labours who are certain that
the abnormal uterine activity caused thereby led to the fetal distress which made the caesarean section
necessary. (Although the confidential enquiries into maternal deaths list risk factors associated with death, eg
oxylocin or cagsarean sections they donot comment on whether the original intervention, leading to a cascade
ol problems, was justified in the first place. We think this is an unfortunate omission and makes the reports
incomplete).

10.42 The complainants are, however, a minority. We get accounts from women who were grateful that
their baby was “rescued’” by an emergency caesarean section when we realise from their account of the labour
that the trouble was probably caused by the intervention in the first place.

10.43 Caesarean section carries extra risks: death for the mother, a longer recovery period from birth at a
time when the mother has a tiny baby, more difficulty in establishing breastfeeding, a higher risk of postnatal
depression, greater risk in subsequent births and the possibility referred to in our evidence of long term effects
on the baby from anaesthesia, interference with mother/baby bonding and postnatal infection.

10.44 Rates of caesarean section vary from hospital to hospital and consultant team to consultant team.
These statistics are not available to the public and often not even to Community Heath Councils. We believe
every expectant mother has the nght to have these (o enable her to make a choice. We appreciate of course
that there are good reasons for some vanations, according to the type of populations, but we ourselves have
no difficulty in explaining such points o wWomen.

10.45 Even in hospitals with a higher than average caesarean rate, there is no guarantee that women who
need them will get them. AIMS does receive complaints from women who are not given sections in lime, even
when the women themselves knew that things were going wrong and were begging the staff to act.

10.46 It 1s appropriate decision-making that matters, even hospitals with a high section rate can fail to
operate on those in real need, or may be operating too late to save the baby.

10.47 The Confidential Enquiries into deaths have repeatedly drawn attention to the fact that an important
factor is junior staff dealing with situations which are beyond their competence and we, too, find that this
figures in many of our complaints. There seems to be a reluctance, or inability to call in consultants and we
have seen no studies of the reasons for this. In some cases anecdotal evidence suggests it is the personality of
the consultant, and in others that junior doctors feel their carcers may be adversley affected if they are not
able to cope. What other factors operate we do not know. Midwives also sometimes fail to call for help quickly
enough but we have a number of serious cases which show that when they ask for assistance of the doctor the
one who arrives is lar less experienced than they are.

10.48 The midwife who finds hersell with a high risk patient and an inexperienced doctor finds it difficult
to go over his head and call in the consultant on her own responsibility, although it is clear from the midwives’
Code of Practice that this is in lact what she should do.

10.40 One of the commonest complaints we get from all over the country is the inadequate standard of
posinatal care and support that women receive in hospital alter they have had a caesarean section. There
seems to be a marked disparity between medical and nursing attitudes towards patients who have had
abdominal surgery of other kinds and patients who have had caesarean sections and are expected to
breastfeed and care for a baby at the same time. Inadequacy of staffing levels is also undoubtedly often a
factor. Therefore, it is even more important that unnecessary caesarean sections should not be performed.

10.50 Vaginal Birth After Caesarean Section—VBAC

10.51 In the latest Confidential Enquiry into Maternal Deaths (1985-87) for three of the six women who
died following elective caesarean section, the sole indication for surgery was given as “previous caesarean
section”, These were not classified as avoidable deaths, and vet, perhaps. they should have been. Nor does
anyone apparently question the necessity of the previous caesarean.

10.52 The expert medical team of obstetricians, anaesthetists, and pathologists, who conduct the Enquiries
does not include midwives. We think it should, as over 75 per cent of babies are delivered by midwives.
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10.53 It is said that the philosophy of “once a caesarean always a cacsarean™ has changed and that it is
possible for women to achieve a VBAC for subsequent births. While this may be possible for a minority of
women, forms of intervention are routinely used which actually make it less likely for the mother to be able
to labour successfully and deliver her baby normally.

10.54 Information obtained from a large number of maternity hospilals in the British Isles showed that the
following interventions are commonly used:

Routine electronic fetal monitoring
Early rupture of membranes
Indication of acceleration of labour
Starvation during labour
Intravenous drips

10.55 Women who have had a previous caesarean section are told that they will be “allowed™ a “trial™ of
labour. This terminology conveys to the women that the hospital will graciously consent to her starting
labour, but they do not expect her to deliver vaginally. This hardly engenders confidence and she is then all
too likely to fulfill the expectations of her attendants. If the culture were changed to an expectation of
normality and support, with the understanding that extra care is always thereif it were needed we believe the
succes rates would be higher.

10.56 We know of women who have had a previous caesarean section choosing to have the next baby at
home because there is no possibility in the only local maternity unit of achieving their aim, ie, normal
midwilery care without the imposition of standard obstetric policiecs of management, and a doclor being
called in by the midwife only if deemed necessary. It is surprising, once again, that a form of care that women
want, which would actually cost the NHS less, is not available because obstetricians dominate policy making.

10.57 Breastfeeding

10,58 Infant Feeding { 1985) (OPCS) reveals that 65 per cent of mothers begin to breastfeed their babies yet
at six weeks postpartum only 40 per cent are still breastfeeding.

10.59 Fortunately, it is now common o encourage the baby to suckle after delivery to get the benefit of
protection from infection from the mother's immune system. The discovery of the benefits of early suckling
in preventing disease has done more to prevent staff taking away the baby from the mother than years of user
protest.

10,60 Continuing with breastfeeding is a problem, and higher success rates are achieved at home than in
hospital. One problem that women frequently report to us is conflicting advice from different hospital staff—
the advice you get depends upon who happens to be on duty at that particular time. The second problem is
the lack of support and basic physical help for women who have had difficult or operative deliveries.
Breastfeeding while suffering pain from stitches and having difficulty in moving into the right position, or
lifting the baby, can have significant adverse effects on breastleeding success.

10.61 The third prablem, about which we receive many indignant complaints, is fundamentally concerned
with who has the right to say what this child receives. No outsider would be allowed to walk into a woman’s
home, take her baby and give it food which both the mother and reputable medical opinion considered less
healthy. Yet this is what happens daily in British hospitals. Mothers who have firmly said that their baby is
to be totally breastled are dismayed to find that night stafl**top-up™ the baby with artificial food or dextrose—
an action which could, in fact, be interpreted as assault on the child. Mothers who have a history of allergy
in the family are particularly concerned because artificial feeding may increase the child’s risk of developing
an allergic condition. Furthermore, these top-ups actually decrease the mother’s chance of establishing and
maintaining successful lactation. We are beginning to think our only chance of stopping this practice is 1o
raise money to fund test cases in the courts.

10,62 Italsocauses us concern that staff will remove babies from the mother's bedside and take them away
lor pacdiatric assessment without her knowledge or permission. Mothers have often been alarmed to find the
baby missing when they return from the lavatory. Il a mother were at home, no midwile would take her baby,
and no doctor would examine it without consent and without her presence. Women seldom protest overtly,
yet we know that many are both anxious and angry.

10.63 It is of great concern to us that mothers have 1o fight for the right to protect their babies while
supposedly receiving expert maternity care.

10.64 Women may make choices either to breast or bottle feed, those choices should be respected and
supported and they need good information whichever feeding methods are used.

10,65 After leaving hospital, again conflicting and inadequate advice may continue. General Practitioners
often know little aboult breastfeeding and advise women to give up when the right advice and support would
enable them to continue, We also receive enquiries about prescribed drugs getting into breast milk and
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affecting the baby; again, this is an area where women seem more congerned (o obtain accurate information
than their GPs. Health visitors also vary in the extent of the knowledge and their ability to support. In many
districts the most knowledgeable and sympathetic advice is often available only outside the NHS from
branches of the NCT, the La Leche League and the Association of Breastfeeding Mothers. Professionals, i’
they were willing, could learn a great deal from them. The Joint Breastfeeding Initiative, organised by these
three groups is most welcome.

10.66 Recommendations:

10.67 When monitoring the guality of obstetric care management should pay particular attention to the
needs of post-operative mothers.

10.68 A study should be done on problems experienced by junior doctors and midwives when they require
a senior medical opinion.

10.69 That the expert team conducting the Confidential Enguiry into maternal death should include
midwives,

10.70 Every hospital should prepare statistics on type of delivery of women who previously had a
caesarean section, and these should be freely available.

10.71 Episiotomies should not be carried out unless necessary. Stitching should be done by midwives and
not an inadequately trained junior staff. A doctor’s first experience of stitching should not be on a woman’s
perineum. Greater emphasis should be given in training to delivering with an intact perineum and more
research should be devoted to this, outcomes should be monitored.

10.72 That an Office of Technology Assessment be established to look at the efficacy, safety, wider social
implications and costs.

10.73 That management should not approve expenditure on such technologies unless it is done in the
context of a randomised clinical trial of adequate size, with provision for long-term [ollow-up of exposed and
controlled subjects.

1. RESEARCH

11.1 Mowadays prospective parents are well aware of possible long-term risks to the baby from anything
they take or are exposed to. We find that couples from all social classes are greatly concerned about effects of
toxic exposures in the workplace, diet, medication, poor housing ete. Over and over again, women say to us
that they would not even take an aspirin when in pain during pregnancy.

11.2 After the baby is born they continue to worry about food additives, nitrates in drinking water, traffic
fumes and so on. They worry about possible long-term effects of standard antibiotics—concerns which only
now are arising, and being shown to have possible foundation, in medical journals.

11.3 It is not surprising, therefore, that ordinary men and women express a great deal more worry about
possible long-term consequences of childbirth medication or intervention. What is surprising is that
obstetricians, and even midwives. have shown so little interest.

11.4 Here we will give some examples of past problems which should have alerted them. They have
certainly alarmed vs.

11.5 Reirolental fibraplasia

11.6 A major epidemic of blindness in children who had been treated with oxygen in special care baby
units. It was later shown that this was associated with exposure to higher levels of oxygen, although we
probably do not know the full story of causal factors. I this had been introduced in the context of a
randomised clinical trial with long-term follow-up of cases and controls this risk factor would have been more
$i;k] ir;é!;miﬁ:d and dealt with and the sight of thousands of children would have been saved. (Silverman

- )

11.7 Diethylstilboesirol

11.8 This hormone was used on pregnant women in the belief that it could prevent miscarriage.
Unfortunately. it was widely adopted, particularly in the United States, before any randomised clinical trial
was done to show whether it was effective. When such a trial was eventually done the drug was shown not 1o
work. Nonetheless some doctors continued to use it. The time bomb effect came to light when a cluster of
young women in one town developed an unusual form of cancer—clear cell carcinoma of the vagina. Had
they developed a more common cancer (squamous cell cencer of the cervix) the link would not have been
made. They also had other problems, such as abnormalities of the genital tract. However, more subtle
difficulties were only discovered when British researchers (Vessey MP et al, 1983) studied the now grown-up
offspring of women who had been involved in a randomised clinical trial, half given stilboestrol when
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pregnant, the other hall were controls. Exposed children were significantly more likely to have serious mental
illness and boys were less likely to have married. We suggest that such non physical, but serious adverse effects,
would not have been identified but for the fact that exposed girls had developed a pariicularly unusual cancer,

1.9 Inthe USA the grand-daughiers of women given stilboestrol in pregnancy are now suing for injuries
they suffered because of alleged stilboestrol-induced abnormalities in the genital tracts of their mothers who
were exposed in the womb. This is an example of how damage may be transmitted from generation to
generation.

1110 X-rays and lewkaenia

[1.11 Babies who had been exposed to x-rays in the womb looked perfectly normal at birth. The work of
Dr Alice Stewart, who discovered that an increase risk of leukaemia was associated with exposure in utero is
well known. We are concerned that despite this evidence some doctors are still unnecessarily exposing unborn
children to x-rays (Robinson JJA, 1986).

1112 Epidural anaesthesia

11.13 Nowadays more women giving birth have epidural anaesthesia. One of the reasons for this is that
interventions such as oxytocin used to induce or speed up labour can make contractions more painful than
those of normal childbirth, so stronger pain relief is necessary. This increases cosis in two ways: firstly, the
requirement for more anaesthetists and drogs and, secondly, the increase in forceps deliveries which follows
leading to longer hospital stays in some women and more neonatal care for babics.

I1.14 It should not be thought that the level of epidurals given at present represents true consumer
demand. Women whose previous delivery was badly managed or difficult {perhaps due to intervention) ofien
request an epidural simply because they cannot fact the possibility of a repeat experience. In high epidural
units some women are encouraged by staff to believe that they will be unlikely to manage without an epidural,
and in these cases only some well-informed women are able to resist. We also have cases of women who have
been pressurised into having epidurals they did not want.

11.15 For many years we have been receiving a steady trickle of correspondence from women who insist
that they are suffering long-term adverse effects from an epidural they were given for pain relief in childbirth.
These include backache, headaches, numbness, and pain and loss of sensation in limbs. We lobbied
obstetricians and anaesthetists because they were telling women that epidurals were safe and had no adverse
effects. In 1987 the Chair of AIMS in her book “Who's Having Your Baby™ wrole: “Little is known about
the long-term effects of epidurals but following the public attention given 1o a mother who was paralysed and
in a coma, as a result of an epidural, Health Rights received letters from 70 women describing their
experiences. One of the major complaints was backache, although the medical profession claims that
backache is a common complaint following childbirth and cannot be attributed to epidurals. Many of the
women had very serious headaches and for some the headaches continued at intervals for years. Some of the
women complained about tingling sensations in their limbs or areas of numbness. Had there been adequate
research into this technique we would now know whether any of these conditions were a direct result of
epidural anaesthesia and how many women it affects each year.”

11.16 The Chair of AIMS publicly raised this issue with an obstetric anaesthetist, Dr Selwyn Crawford, at
a Maternity Alliance conference in 1986, and he subsequently produced a study confirming our suspicion that
hack problems were increased. Backache was the only symptom women were asked about in this study, and
it contains the rather surprising statement that “no investigations had been published previously on longer-
term problems probably because no real concern had ever arisen either on theoretical grounds or from
anecdotal commentaries (rom patients or obstetricians.” (MacArthur C et al, 1990).

[1.17 Other possible long-term consequences to women are still not researched, and our information
suggests that the effects, at least on some women are (ar from trivial and affect their ability to function as wives
and mothers or do other jobs.

11.18 Possible long-lerm consequences to the baby (since the drugs cross the placenta) are totally
unknown. Ten years ago it was shown by Rosenblatt (1981) that when a mother had an epidural, babies
studied an the age of six weeks sullered numerous adverse effects which included decreased visual skills and
aleriness, poorer molor organisation and physiological reponse to stress and control of their own state of
conciousness, It is surprising. therefore, that we do not have data on whether these effects or others persist,
and for how long,

11,19 Drug addiction

[1.20 The most recent. and one of the most alarming, possible time bomb effects comes from a research
team at the Karolinska Institute in Stockholm (Jacobson B et al, 1990). In a well designed case control study
they have compared children exposed to pain relieving drugs in labour, with those who were not, and
discovered an increased risk of drug addiction later in hife. In 1988 they showed that when mitrous oxide was
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given to the mother the child was five and a half times more likely to become an amphetamine addict than a
brother or sister born to the same parents. In a more recent paper in the British Medical Journal they
compared patients who had died from opiate addiction with brothers and sisters and found that if the mothers
had had opiates or barbiturates or larger doses of nitrous oxide the risk of opiate addiction to the child in later
life was increased 4.7 times.

11.21 For years, AIMS has expressed its concern at the lack of research, and professional interest, in
possible long-term consequences of pain relieving drugs administered to women during labour, and the
possible long-term effects of the powerlul drugs used in labour on their babies. Many women complain that
staff reaction to expressions of discomfort is to recommend drugs when other means of relief would be more
appropriate. We know of many cases where women are choosing home confinement because when they were
in hospital they had been given drugs in labour against their will.

11.22 Is it any wonder that we, and many ordinary parents, are worried? What we cannot understand is
why obstetricians, and even paediatricians seem to show such lack of concern and dismiss parents’ worries
when they try to regect varous forms of intervention.

11.23 We are not opposed to effective pain relielt we simply want long term consequences of all options
researched so that women could make informed choices. Knowledge of long-term risks of drugs might
stimulate research into non-pharmaceutical methods of pain relief,

11.24 Despite the availability of epidurals, we still receive complaints from women who had agonising
labours with inadeguate pain relief. This may be due to the failure to provide continuous anassthetic cover,
at some hospitals. but it also seems to indicate lack of empathy and understanding by staff, who seem unable
Lo distinguish between normal pain which the woman is coping well and the situation where the woman needs
Further help.

11.25 The Need for user ortented research

11.26 It was user pressure which stimulated research into outcome of episiotomies and artificial rupture of
membranes. Fortunately there is now more midwifery research.

11.27 However, our view ol research priorities is still not given adequate weight and there is no formal
mechanism for us to channel our ideas (though individual doctors do listen to us).

11.28 When “low-tech™ research produces uselul results, there is no drug company or equipment
manufacturer spreading the news, eg the results of a randomized trial showing that women who were not
instructed to push had a better outcome of labour than those who were, is largely unknown to the public,
midwives and obstetricians.

11.29 Recommrendations

11.30 A randomised controlling trial of the effectiveness and safety of ultrasound with long-term follow-
up should be conducted:

12. TrRANING
12.1 Medical and Midwifery Students

12.2 A few years ago both the General Medical Council and the UK Central Council for Midwives, Nurses
and Health Visitors expressed concern that it was becoming difficult to provide statutory training for medical
students and student midwives in normal birth, because too few normal births were taking place.

12.3 We believe that training in normal birth should not be given by obstetricians, but by midwives—as
used to be the case. Midwives are the experts in normal pregnancy and labour, and any training in how to deal
with abnormality should be based on a sound understanding of what “normal” actually is. We believe that
many of the problems we have experienced with modern obstetrics and medical care stem from the fact that
such training is lacking.

12.4 Medical students should be trained in the community as well as in hospital. At present they are
expected to deliver a certain number of women—often arriving shortly before the delivery. Junior doctors
are also trained in the management of more complex deliveries by arriving late in the labour. This leads 1o
misunderstanding of the processes of labour and birth. If students deliver babies, they should be required to
attend for the whole of the labour and delivery, and be involved in the antenatal and postpartum care of that
particular woman.

12.5 Participation in home confinements wherever possible should be included. Then they will have the
opportunity 1o observe a woman at ease in her own surroundings, able to move, eat, drink, express pain or
pleasure as she wishes. They will also see birth in a family setting. They will then have a base-line by which to
Judge the hospital’s definition of “normal™ birth, and also true complications.



THE HEALTH COMMITTEE 493

27 November 1991} f Continued

12.6 Obstetrics based on a sound knowledge and experience of normal delivery, and respect for midwilery
practice would have a different ethos. We are impressed by the knowledge that experienced older midwives
have of technigues for assisting the mother when labour and delivery need extra help. Many obstetricians do
not seem (o understand and value the knowledge which such midwives have. In modern obstetric units
midwilery practice is dominated by polices designed by obstetricians and enforced by management. The
development and maintenance ol true midwifery skills is, therefore, undermined.

12.7 In midwilery training the emotional care and support of the pregnant, labouring and postpartum
woman is strongly emphasised. This does not seem to be as effectively covered in obstetric training—hence
the numbers of complaints we receive. We would draw the attention of the committee to the Ombudsman’s
report last year concerning rude and arrogant behaviour by a senior consultant obstetrician in Scotland.
*This woman says she's pregnant—Iet’s see il she’s lying, shall we?". This subsequently led to the Chairman
and officials of Glasgow Health Autharity being called before the House of Commons Select Commiliee on
the Ombudsman. They were particularly concerned at the intrusion of medical students without the mother’s
consent. We were also concerned at what the medical students were being taught by the example of that
particular consultant’s behaviour.

12.8 Mowadaysit is usual, although not universal to ask the consent of a woman Lo the presence of medical
students at a clinic. Medical students are expecled to conduct a minimum number of deliveries, which range
from four-135, depending on the medical school. Women giving birth are valuable teaching material, and there
is often competition between medical students and student midwives. “Of 30 clinical schools in the UK, 12
described competition with midwives as a continuing problem (Biggs J, 1991).

12.9 When a medical student appears at a delivery or actually delivers the baby. it is our experience that
women are seldom asked and even if permission were sought, it would be very difficult for her at that point
to refuse. We feel that ethically consent can only be properly obtained before the woman goes into labour, so
that hospitals will know in advance which women are agreeable to the presence of medical students. This is
imporiant not just for the women, but for the quality of training which medical students receive. I from the
beginning they learn that patients have independent rights and their consent matters, they are more likely Lo
become the kind of doctors we wish to see caring lor us. The consent form suggested by the Review Panel set
up to advise the Welsh Health Planning Forum is an good example of the kind of form we would like to see.
(Enclosure 24).

12.10 The need to provide a supply of pregnant women for training and research has been a powerful but
unstated influence on centralisation of maternity care. The result has been increased expense, increased
jatrogenesis and decreased consumer satisfaction. The time has come for students, doctors and midwives to
be taught in settings which meet the needs of mothers.

1211 Junior Doctors

12.12 Many of the gualified doctors in training in obsietric units are not planning to become obstetricians.
They are doing the obstetric component of the GP training course.

12.13 At a conference of such trainees we were told how dissatisfied some of them were with the courses,
and how concerned they were that they were expected to carry out hazardous procedures such as forceps
deliveries without adequate supervision or training. When they expressed their anxiety to the OGP trainers,
they were told that at it was often difficult Lo oblain training posts for them it would not be politic 1o make a
fuss. Since we have seen many disasters relating to management of difficult deliveries when the doctor on call
was only a GP trainee, we are greatly concerned.

12.14 As well as GPs being called upon in some hospitals 1o do work beyond their skills, we question the
relevance of the training they receive for general practice, 1t is likely to enhance their fears of the “dangers”
of normal birth. If they learned from midwives, they might be more confident in supporting their pregnant
patients who want low-intervention care.

12.15 The Royal College of Obstetricians and Gynaecologists is complaining about reduction in
recruitment to their specialty and blaming this on litigation—although of course excess fear of litigation may
have been taught by senior people in the profession. Other specialties have become comparatively more
attractive, particularly general practice, where there 1s great emphasis on communication and trainees get a
great deal of support from their trainers and each other. In contrast the difficulties of the hospital ohstetric
trainee were highlighted in a recent article in the Br Journal of Obstetrics and Gynaecology (Bewley S, 1991)
where she spoke for the need for shorter planned training, better defined objectives, improved teaching
methods, regional directors and greater accountability. The pattern of obstetrics now being practiced in many
British hospitals deters medical students just as much as it deters pregnant women. Despite the high demand
by women for the services of a female obstetrician for the majority of women few are available.

12.16 For doctors who are hoping (o stay in obsietrics research seems to be obligatory in order to move up
the ladder. In a recent edition of the BMJ a keen young woman obstetrician with 10 years experience said that
she could not even get short listed for a senior registrar’s post without a research degree. “Two years in a
laboratory are more imporiant than two vears on the labour ward” (Pinion 5, 1991). As representatives of
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users of the service we question this bias towards research. Keen clinicians with good experience are not
gaining promotion or encouraged to stay in the specialty when they may be the very doctors we want, research
of doubtful value is being done as part of the career ladder, not to meet real user needs.

12.17 Recommendation

12.18 The supply of women cobstetricians needs to increase and women should have the right to choose a
female doctor to attend her.

12.19 Junior doctors and medical students should be trained by community midwives.

13, WHEN Care Goes WRONG

13.1 Many of the cases we deal with are not short-term. Often we are contacted by women who have
continuing problems several years after delivery and who need help. Others who contact us soon after the
birth, are still in touch with us long alter that baby has started school. So we see the long-term effects, not only
on the mother, but on her relationship with the child, with the baby’s father, other children and grandparents.

13.2 The birth of a live baby is not just a success story for the statistics—it is the start of a family. We are
in contact with a number of families who started with every advantage: a loving marriage, an adequate
income, good housing, and supportive in-laws. Even these families are sometimes brought to the brink of
destruction, despite the birth of a live, healthy, baby was born and survived, and they count for obstetricians
as a statistical “success”.

13.3 Women are reluctant to complain about maternity care even when the adverse oulcome is serious.
Inderd some of those who have complained to us had sent a polite thank you note to the hospital after
discharge, as il to appease the gods. Women sometimes cope by repressing painful experiences. When they are
pregnant again, and desperate, many of them turn to us for help. Jean Robinson, when Chair of the Patients”
Association, dealing with 100 complaints and enquiries a week, noticed that those who were dissatisfied with
maternity care were more afraid to complain than those who were dissatisfied with other short-stay hospital
care. They had strong memories of fecling vulnerable and in the power of their attendants in labour and feared
the consequences of complaining if they had to go back Lo the same hospital again (Robinson J, personal
communication). It should be noted that women’s choice to give birth elsewhere has been greatly reduced by
the closure of small units and in many areas there i1s no choice. With the drawing of boundanes we are now
receiving complaints that they are not allowed to go to other districts for care—a particular problem in
London. Women can feel captive.

13.4 Superficial market research type questionnaires, increasingly used by management, may not pick up
many of the problems. Sometimes it has taken us weeks or months of supportive contact before women feel
able to give a full account of their ordeal.

13.5 AIMS has more experience than any other consumer organisation of the responses of authorities
throughout the British Isles to complainis about maternity care. Our current workload—a typical one—is 79
ongoing serious complaints. This does not include those which clienis are able afier initial advice, to pursue
themselves without support, or those which are dealt with by ATMS members and groups outside the national
committes.

13.6 Response from different health authorities is variable, but we often find it to be disappointing,
unnecessarily defensive and occasionally dishonest. It is the style of response as much as the original mistake,
which has radicalised complainants.

13.7 Our aim when we advise parents on how to complain, is to get the best therapeutic outcome for the
family but we are ofien frustrated; they end up more cynical and suspicious of medical care than when they
started.

13.8 Many of the families w'l:m are now pursuing medical negligence claims in the courts did not initially
wish to take such action. The majority of them have been driven there by disillusionment with the official
response to their complaint. That they wanted was

(a) The truth.

(b) An apology—a genuine apology (not the kind of double speak we see eg “We are sorry if you feel that
the care you had was unsatisfactory™).

() Action to make sure that this “does not happen to anybody else”,

(d) Information on how this will be done.

(e) Where appropriate, adequate therapy for physical or psychological problems arising from the birth.
(f) Appropriate disciplinary action, or further training for staff, where warranted.

13.9 Because we see 50 many complaints from all over the country we have been able to identify certain
recurring causes ol avoidable injury:

(a) Inappropriate use of intervention eg induction, augmentation of labour.
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(b) Use of locum medical staff and agency midwives.

(c) Use of GP trainees doing the obstetric component of their training.

(d) Junior doctors dealing with cases which should be handled by maore senior colleagues.
(e} GPs who need retraining in, or exclusion from. maternity care.

() Staff not believing women when they are reporting abnormal events.

14. COMPLAINTS
14.1 Complaints against General Practitioners

14.2 Many complaints such as rudeness fall outside the doctors’ contract. It is iromic that rudeness by a
consultant can be investigated by the Health Authority, the Ombudsman, and the House of Commons Select
Committee, but a woman with a complaint about rudeness from her General Practitioner is powerless. These
complaints aré not necessarily “minor™; they can lead to great distress and women opting out of care
altogether.

14.3 Complaints which do come within the GP's terms of service have to be made within the time limit of
thirteen weeks (starting from the time of the event not from the time when the woman realised that the doctor
did something wrong). This means that the consequences of a GP’s failure to refer to a consultant early in
pregnancy may not be seen until months later, and long after the time limit has passed.

14.4 Women who are pregnant, or have recently had a baby, may not wish to go through the stress of a
formal complaints procedure. In cases where there is shared care between the GP and the hospital, it may be
difficult to identify who was at fault. As there is no one complaints procedure covering both aspects of care,
the family has to pursue two entirely different systems which are not linked and consequently may be unable
to find out the truth.

14.5 Only 20 per cent of complainants who obtain a formal hearing before the medical service committec
of the FHSA are successful in proving that the doctor has committed a breach of terms of service. However,
the success rate varies enormously from one district to another and in some areas CHCs report to us that they
cannot remember a GP ever being found in breach.

14.6 Despite the best advice that we can give, and support from Community Health Councils,
complainants often emerge frustrated and angry. Doctors are frequently now represented or adwvised at the
hearing by officers of one of the medical protection societies and the balance is an uneven one.

14.7 CoMPLAINTS AGAINST HOSPITAL STAFF

14.8 One of the few benefits of the GP procedure is that there is a formal tnbunal system which gives the
complainant the right to present her case to a panel, to question the doctor and to see him or her questioned
by medical and lay members of the panel. Mo such right exists within the hospital care system. Often
administrators pass on complaints to the consultant responsible. Consultants are supposed to meet
complainants but often do not reply or avoid such meetings. We should also point out that when
complainants have had a traumatic experience they are sometimes terrified of going near the hospital building
for a meeting,

14.9 Although there is a formal complaints procedure there is a wide range of consultant response.
Northern Ireland, for example, is a particularly bad area for getting a constructive response to any complaint.
Individual consultants can, and do, effectively impede the working of the procedure. When this happens we
would prefer that the administrator honestly told the complainant “the consultant refuses to meet you or
refuses 1o reply or apologise”, but in fact administrators end up by acting as a smoke screen for recalcitrant
doctors by sending *“*public relations™ type letters which in fact say nothing,

14.10 We see many examples of the sort of letter which purports to be an apology which states “We are
sorry il you fezl that you have cause For dissatisfaction™. Such letters infuritate complainants and send them
hot-foot to the nearest lawyer.

14.11 Another cause for frustration is the letters from management which implies that the complainant is
lying, eg. “this could not have happened because it is conirary to our usual practice”, When hospital staff
deny that a particular incident took place, the administrator is nol in a position to say that it did not occur
unless he himself was actually present. Again, we would prefer honest communication which says “the doctor
or midwife's version of events is as follows". We have certainly seen cases where further investigation and
interviewing of other witnesses might have established the truth, but there is no sign that real primary
investigation has taken place. It is simply a case of getting the “official™ version of events and adding the
administrator’s seal of approval which then énters the corréspondence as part of the official record.

14.12 Since we usually have both husband and wife telling us the same story, we are not surprised that the
hospital's response often provokes legal action which had never been part of the couple’s original intent. Even
when some kind of apelogy is forthecoming there is inadequate information as to what steps may or may not
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have been taken to prevent the same thing happening to someone else. Families want to know if the problem
was caused by overwork, lack of training, poor judgement, or something else, and what is to be done about
it. Often such investigations may have taken place and remedial steps may have been taken but since the
information has not been passed on to the family, they are left dissatisfied. Their failure to respond further
may be taken by the hospital as acceptance. On the contrary we see their cynicism and future mistrust. They
simply give up and say “you cannot win™.

14.13 One of the things we wish 1o emphasise is that when there has been a serious adverse oulcome of care
eg. the loss of a baby, we find that many people cannot begin to grieve and eventually recover unless they
know the truth. Failure to answer questions honestly inflicts further emotional damage.

14.14 There is, of course, the Clinical Complaints procedure, when the Regional Medical Officer calls in
two consultants from outside the area to look at a case. However, the level of dissatisfaction from
complainants who have used this procedure is so high that we seldom recommend it. Complainants do not
have access to case notes, they do not see the report consultants write, and the procedure is not
multidisciplinary.

14.15 Often our complaints refer to care by trainee general practitioners, junior doctors, locums or agency
midwifes who are no longer in the health authority’s employ. They are, therefore, no longer subject to
disciplinary action by that employer, and we have no evidence that information is passed on appropriately 1o
ather authorities when they are the subject of serious complaints. Since they are no longer on their books the
health authority assumes that it can wash its hands of the matter unless litigation occurs. It may be, of course,
that the now departed doctor or midwife was not in error, or was not the only one of the team whose care
was faulty. Responsibility cannot be apportioned unless an investigation is held which includes all parties
concerned, but under the present system this is not done.

14.16 It should be possible to deal with dangerously incompetent doctors or midwives through their
professional bodies, ie. the General Medical Council and the UKCC. However, there are particular reasons
why the GMC procedure does not work to protect the public. Doctors can only be disciplined for “'serious
professional misconduct™ whereas midwives can be disciplined for “professional misconduct™. The public has
therefore better protection against potentially dangerous midwives than potentially dangerous doctors. The
Mational Boards for Nurses, Midwives and Health Visitors will accept and pass on the UK CC complaints
direct from the public about midwives, nurses and health visitors, whose practice may be dangerous.

14.17 When members of the public complain to the General Medical Council they are advised to take their
complaint first of all to the health authority. The rules laid down for the GMC by Parliament, specifically
state that they have a duty to investigale complaints which amount to serious professional misconduct. Yet
GMC staff tell complainants to go first to the hospital. They do not even investigate to see if any of the doctors
concerned have only limited registration (ie. temporary registration given for training purposes and overseas
doctors). This means that doctors who are the subject of serious complaints may be granted further limited
registration, or allowed to convert Lo full registration, without investigation. Since there are no tribunal
proceedings for hospital doctors, equivalent to those for general practitioners, the complainant never gets
from the health authority information which will back a complaint to the GMC and provide firm evidence.

It is a fact that the GMC investigates very few clinical complaints ag