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In this special issue of the
Quarterly Journal we have
departed from our usual
format to present an issue of
vital importance to everyone

A:‘?lved in the maternity

closure of ‘isolated’ GP Units.

- ice. The run-down and

Over the last few years AIMS
has become increasingly
concerned by the escalating
closure of GP units, that no
amount of protest or pressure
has halted. We have finally
agreed that unless something
is done NOW we will be
facing a very bleak future
where mothers will have less
choice than they did 30 years
ago.

When AIMS was first estab-
lished in 1960 one of its first
campaigns was to fight for
wore choice to be made
vailable to women. Many
mothers had decided they
did not want to have their
babies at home as their
mothers and grandmothers
before them. They wanted to
take advantage of the new
facilities that the ‘free’ NHS
could offer and have their
babies in hospital. Many
were denied that choice
because there were not enough
beds to go round. The
campaigns were fought and
that demand was fulfilled.

Ironically, we have gone full
circle. Today, thirty years
later, we are back where we
started. Fighting for more
choice to be available to
women. This time the battles

are of a very different order.
They are rearguard actions
to preserve choice, not to
provide it.

It could be argued that GP
units are only one aspect of
the maternity service and we
should be fighting for all the
other choices - but the buck
stops here. It cannot be
emphasised too strongly that
if the GP units go, then all
other choice will rapidly
follow them into oblivion.

Experience of post-closure
service shows all too clearly
that GP involvement in
intrapartum care rapidly
declines. Distances to the
DGH where GP ‘facilities’
are offered, are often too far
for adequate cover to be
arranged. Partners refuse to
cover for those still interested,
further reducing the numbers
of GPs offering care. Even
when the facilities are near
enough, the GPs soon find
the more stringent booking
and operating policies
enforced by the consultants
in ‘their’ unit, reduce their
suitable deliveries even further.

As deliveries decline so do
skills and confidence, and
GPs become more and more
reluctant to undertake care.
Active discouragement of
home birth soon follows for
the same reason, and finally
the GP withdraws from
intrapartum care altogether.
In this respect I have to
disagree with Dr. Gavin
Young when he states in his
paper that by and large GP
carein integrated and attached
units is not under threat. It is
only the next stage. Dr.
Kevin Thorley’s experience
at North Staffs where closure
threats prompted his cost
study, confirms this view.

But, as Gavin Youngso aptly
reminds us we do not forget

that it is MIDWIVES who
deliver, and the closure of
GP units affects them and
the resulting pattern of
service far more seriously.

GP units are run by the
midwives, where they use
their professional skills to
the full. The fine safety and
satisfaction records of the
units probably have more to
do with the standards of
their care than all the GPs
put together. Closure of
these units probably results
in more midwives leaving
the profession than any
other cause. One day in
charge, practitioners in their
own right, the next obstetric
nurses ‘under’ junior doctors
at the DGH.

Even those who manage to
obtain community posts,
soon find that the one way
funnelling Nancy Stewart
highlights in her contribution,
soon reduces their caseload
to single figures. Without
GP cover they cannot deliver
in the DGH, and pressure
from the medical profession
compounded by ‘withdrawal’
of the obstetric flying squad,
soon begins to affect even
those few home births they
are skilled and willing
to undertake. Satisfaction
declines with the inability to
offer the continuity of care
they are trained to provide,
and finally many leave the
service altogether.

So where do we go from here?
The failure to save virtually
any unit as confirmed by
government figures published
in this issue leaves little hope
for the future. Joan Knott’s
‘Diary of a Closure’ which
vividly illustrates how to do
everything right, and still
lose confirms the futility of
local action.

Hope can only lie therefore
in a fundamental change in

national policies.

We can no longer ignore the
reality that it is government
underfunding that is forcing
Health Authorities to make
short term savings by closing
down small GP Units. There
has to be an evaluation of
the long term consequences.
This CANNOT be carried
out at district level.

National maternity policies
must be reviewed. Health
authorities all over the country
are justifying and shoring up
their local closures with
national policy recommend-
ations. That these policies
have been formulated and
based on professional opinion
and not evidence as Gavin
Young so clearly points out
in his paper, is nothing short
of tragic.

General practitioners must
examine their position and
determine their direction
and future. The formation
of a new independent GP
obstetric association is one
step in the right direction.

Midwives hold the key to the
future. It is they above all
others who must have the
courage and determination
of their convictions and
recapture the central position
in maternity care. The slide
into American style obstetrics
must be halted.

Nancy Stewart concludes
her article...... ‘Coherent
argument can expose the
fallacies in the logic of
closures, but only a more
deeply rooted and widespread
change in the assumptions
on which maternity care is
based will cause a real
about-face.’

This is the challenge. Without
this change we will soon be
faced with the death of choice.
Hana Blackmore.
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HOME BIRTH
AVAILABILITY

We moved here to Binbrook,
Lincolnshire 15 months ago
and 1 interviewed various
GPs before deciding on
which one to register with.

We live 13 miles from
Grimsby (in Humberside)
and 24 miles from Lincoln
-our two nearest maternity
units. Approximately 2 years
ago there was a unit at Louth
(10 miles away but quick
through country roads). My
findings resulting from the
closure of the Louth Unit
caused me some sadness.

The village GP’s wife said
her husband would do a
home delivery if asked to
because he loves children.
He later informed me that he
wasn't actually allowed todo
this because of the local
consultants, and still later
said he now has permission
to do so. (She also said he
hadn’t practised homeopathy
in the 30 years she'd known
him but she was sure he
would have a go. Not
wanting to be homeopathic
or home birth guinea pigs |
decided against him).

The GP at North Thoresby
said that the Grimsby GP
unit was so good that he
would not agree to attend a
home birth, but is very
pleased to do GP unit
deliveries.
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The GP in Louth was very
practised at home confinement
while the hospital in Louth
had a maternity section, and
was also familiar with GP
unit deliveries. He now,
however, will not agree to
attend a GP unit delivery
due to the distances involved.
(Grimsby/Lincoln), and is
not too happy with home
confinementseither, due again
to distances involved and
the nature of the local flying
squads. I believe the Grimsby
hospital-based squad will
not attend in Lincs. He did,
however, agree to consider
attending a home confinement
and so I registered with him
as the one most likely to. I
know a GP is not an
essential ingredient, and I
had my first baby at home
(an initial battle until I
found the right GP), but I'd
like a helpful GP if the need

arises.

We do have an added bonus
here of a locally based,
much underused independent
midwife.

Yours and all the best
Sheila Pickard

PS. I now understand that
there is no flying squad
because the hospital
consultants do not recognise
a need for home births.

Letters to:

The Editor.
49 West Street, Congleton,
Cheshire CW12 1JY.

ews
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NEW ASSOCIATION
TO BE SET UP TO
SUPPORT GP
OBSTETRICS

Over 100 enthusiastic GP
obstetricians at last got their
act together. At a meeting in
late February it was agreed
to set up and establish an
independent Association to
support and encourage GPs
involved in intrapartum care.

The meeting organised in
Birmingham by the West
Midlands Faculty of the
Royal College of General
Practitioners heard from
GPs across the country
concerned about the con-
tinuing threat to GP units,
and the lack of national
organised support.

Local successes, from new
units to increasing demand
by consumers balanced the
bad news, and it was agreed
to set up asteering committee
to get the new organisation
off the ground. Initial contact
is Dr. Gavin Young, The
Surgery, Temple Sowerby,
Penrith, Cumbria CA10 IRZ.

NCT CONDEMNS
CLOSURE OF SMALL
MATERNITY UNITS

The National Childbirth Trust
in a press release of March
1989 views with alarm the
rising rate of closure of small
maternity units in spite of

vehement protest from
consumers. They claim that
at present there is no evidence
to support the claim that the
safest policy is for all women
to give birth in specialist units,
and that closures in rural areas
are forcing women to travel
considerable distances for
their antenatal care and
delivery.

F'he NCT question the
supposed financial savings of
closures in view of the fact
that no comparable figures
have ever been issued, and
ask whether the District

Health Authorities have takewg

into account the expenses
created by such closures.

The right of women to choose
where to give birth is
emphasised. The NCT believe
that women should be given
clear information about the
availability of services and
then be allowed to make
their own decision about
where to give birth. They
question for whom the service
is being run when local
people do not want these
units to disappear and the
case for closure has not been
established.

-

AIMS DEPLORES
FAILURE TO
RECOGNISE
MIDWIFERY
STATUS

The following press statement
was issued by the committee
of AIMS at its meeting on
26th November 1988.

“AIMS deplores the failure
of the NHS in the recent
regrading exercise to give
proper recognition to the
independent and professional
status of midwives.

The role of the midwife in
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pregnancy and childbirth is of
prime importance and in the
implementation of the regrading
scheme AIMS feels a crisis
point has been reached, witness
the unprecedented threatened
resignations of midwives,

The government’s recommend-
ations as set out in “Maternity
Care in Action, the most recent
report on maternity Services,
emphasise the essential nature
of midwifery care for thousands
of women giving birth each
year.

The pressure put on managers

Ay the Department of Health to

meet budget requirements has
led to widespread downgrading
of midwives in many parts of
the country. It is essential that
the position is reviewed as a
matter of urgency. Mothers and
babies require a properly
recognised and funded midwifery
profession for their health and
safety.”

INTERNATIONAL
DAY OF ACTION
FOR WOMEN’S
HEALTH

May 28th 1988 was the first

ﬂ'ncmational Day of Action for

Women's Health, dedicated to
the prevention of maternal
mortality and morbidity. In 45
countries, more than 100 women's
health groups, activists and
health care providers participated
by organising a wide range of
activities.

This year the Women's Global
Network on Reproductive Rights
call on women’s health groups
and everyone who supports
reproductive rights for women
all over the world to join in their
campaign on May 28th 1989,

For more information contact
them at:

Nieuwe Zijds Voorburgwal 32,
1012 RZ Amsterdam,
Netherlands.

Tel: (31-20) 20-96-72

A BASIS FOR
CLOSURE?

SANDAR WARSHALL draws on AIMS
cuttings and files in search of any rhyme or
reason for closing GP units.

There can be little doubt
that GP units and Maternity
Home closures have been
brought about by the under-
funding of the NHS. Health
Authorities find themselves
with little money to provide
or improve their present
level of service, as well as
having to fund higher pay
awards. In the past authorities
have had the money to
support these facilities. No
policy decision against them
was made. However, they
are closing and, thus,
disappearing from the
communities by default.

HA’s are compelled to make
their budgets balance - an
impossible task without
decreasing services. Sadly,
long term consequences have
not been considered. This
coupled with the government’s
aim of ‘centralisation’ has
meant that maternity homes
and hospitals and GP units,
could be cut under the guise
that new, central, high-tech
units would adequately replace
them.

There is quite a large spread
in the amount which HA’s
hoped to save, amounts
from £25.000 to £200,000
were mentioned. Some hoped
these monies could be put
back into community care.
Others wanted to sell buildings
and use the money for other
things. Many felt that the
underused maternity home
could be better used for care
of the elderly or residential

or help for the mentally ill,
for example. All of these are
pressing needs that must be
prioritised. In all cases, one
felt that HA's were desperately
trying to make the books
balance while still providing
some modicum of care.
Many HA’s and certainly
CHC’s expressed deep regret
at their choice and were not
happy with their task.

One thing is clear - closing
homes and selling assets will
not solve the problems caused
by underfunding of the NHS.
Eventually, false economies
and sold assets will cost
people dearly.

Almost no GP unit or
maternity home was closed
without a protest, and the
lure of tiny babies and
adoring mums proved
irresistable to local journalists.
Much of my research was
based on newspaper clippings
covering the period 1986 to
the present. Local journalists
were almost consistently
sympathetic to the community.

Community organisation to
protest the closures was
impressive. Petitions were
collected, some having as
many as 15,000 signatures.
Letters were sent, marches
were organized, and evidence
proving the value and worth
of the unit was produced.
“Friends of....." groups raised
money and kept campaigns
growing. Sadly, they seem to
have had little success. Some

groups vowed to remain
intact after the maternity
home or unit was closed,
hoping to monitor the effect
of the closures in the future.
The battle lines were frequently
midwives, users, and GPs
versus the RHA and
consultants.

One reason for a unit’s
closure was ‘lack of use’.
Upon investigation, this was
a rather cynical reason, as
once a unit was threatened
with closure, people felt
unsure about bookinginto it.
In many cases, admissions
had been stopped before
figures were collected. By the
time groups were aware that
they might lose their local
facility, numbers of births
were indeed very low.
Sometimes women were not
told their choices and felt
they could only ‘choose’ the
local hospital.

In one case, the RCOG
threatened to withdraw
recognition of Junior Doctor
training at a home because
maternity cases with com-
plications were sent to the
large, high-tech hospital.
Interest in normal birth was
not encouraged.

The word “use” must also be
looked at as, although the
number of births might have
been low, many women chose
to lie-in at the small
community units. Here the
long term good of postnatal
care could be best experienced.
Mothers often spoke with
appreciation of the time spent
helping them to establish
breast feeding and dealing
with all the worries and
concerns they felt as new
mothers.

However this period of
individual attention was not
considered as an important
‘use’. The idea most frequently

AIMS QUARTERLY JOURNAL Vol I Ne. 1
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expressed was that small
units were under-stocked
(with high-tech equipment)
and over-staffed with
midwives. A more obvious
statement of ignorance about
what mothers need, could
not be made. (This reveals a
basic misconception about
what women need and want).

The argument that closing
small ‘isolated’ units would
save money did not take into
consideration the many add-
itional expenses that would
arise. If midwives were to
leave small units with that
particular ethos and be
moved to larger, high-tech
hospitals, a certain degree of
re-training must be expected.

Once in hospital, births often
become more expensive as
machines and drugs are more
often employed and these
are costly to buy and costly
to maintain. Postnatal care
is often less ably dealt with
in busy hospital units, putting
extra need on health visitors
and community midwives.
Since women will be removed
from their local community
to give birth, ambulances
must be available for all those
people who do not drive or
have cars. If ante-natal care
is also removed, transport
allowances must be increased.

Many groups have tried to
make cost comparisons but
statistics proved very difficult
to correlate. Does one
compare cost-per-day; cost
per bed; midwife versus
consultant time; full unit to
half empty unit? length of
stay should also be taken
into account, but varied
tremendously

GPs get paid for each birth
by the FPC, whereas a
consultant, who is more
expensive, is paid by the HA.
Hospital staffing levels must

AIMS QUARTERLY JOURNAL Vol. 1 No. |

increase to cope with the
increased clientele. One is left
wondering if any substantial
saving will be made or is it
all going to prove much
more costly than the present,
thus bringing about the need
for more cuts.

Another often cited reason
for closure was small units
are ‘unsafe’. Consultants and
HAs often equate safety with
equipment even though there
is a growing body of evidence
to refute this. Dr. Rosen’s
Report of the Association of
Anaesthetists on obstetric
services has also fuelled this
thinking although his findings
have been called into question
and many of his statements
challenged.

The fact that many women
require transfers from small
units to large hospitals was
given proof of small units
incompetence. In fact, many
of those numbers were women
who had delivered safely,
but had sick babies, women
wishing sterilisation etc.
Screening procedures were
often employed which left
only the most straightforward
deliveries in the units. Breech
births were sent to big
hospitals thus de-skilling
midwives and raising the
number of transfers.

The closure of GP units and
small maternity homes is
symptomatic of two things.
One is the slow loss of
services that villages all over
Britain are experiencing.
Schools, transport, bus
services, post offices are all
being centralised and taken
away from small commun-
ities. GP units are just part
of that slow decline.

The other aspect is that
people campaigning for a re-
appraisal of birth in this
decade are losing the battle.

None of their views or findings
have dissuaded an HA from
its decision to close small
units.

Birth in small, homey places
has been devalued. It is no
longer seen as safe and
sensible, It is seen asexpensive,
wasteful and a ‘luxury we
can no longer afford’. What
was once considered of
primary importance is now a
luxury and an ‘unsafe’ one at
that.

The value of woman feeling
protected and cared for at
this particular time in her
life is discounted. The estab-
lishment of breast feeding is
not of major import. The
needs of the family and
children to be near their
mother, visiting and rejoicing
are not considered relevant.
Even the physical difficulty
of making it on time to the
hospital - up to 20 miles
away on difficult roads - is
not taken into account when
closures are made. None of
these arguments seemed to
have any bearing on the
decision makers. The only
argument that did prevent a
unit closing was proof that
the birthrate in that area was
rising.

The midwives who run the
smaller unit had often been
working together for years.
They did ante and post-natal
checks as well as deliveries.
They knew the women and
their families - valuable
information that ensured
proper care for each individual.
They are now asked to work
in large hospitals or are
offered jobs in the community.
I read of no redundancies
but did read of many midwife
shortages throughout the
country.

Is this, in fact, a chance for
midwives to call the tune?
Should they now insist on
their rights as independent
practitioners? Many of the
midwives who worked
independently in small units
have a unique ethos and
body of knowlege which
they must retain. Perhaps,
they will implement the
changes in hospital practices
that many people feel should
take place.

These large centralised
hospitals are also feeling the...
pressure. Women feel har;

at having lost their right of
choice. They must now try
to get a home birth or
submit to the system used in
the local hospital. Perhaps.
hospitals will see the wisdom
of continuity of care and a
more homey atmosphere
and ethos in order to lessen
the hostility many women
feel. None of us can rejoice
at this loss to women. But as
the failures in the new
system are thrown up perhaps
exciting alternatives will
emerge.

Home birth was ofte
mentioned as an alternative
toalong trip to hospital or a
birth far from friends and
family. The midwifery service
should be prepared for an
increased call for their
services in this capacity. It is
a fine opportunity for
midwives to regain their
place as the professionals in
normal pregnancy and birth.
Women will welcome the
possibility of this choice as
they are suddenly finding
themselves with very few
options. One hopes the
profession can be prepared
and willing to make this
possibility a reality. The
benefit to women will be
€normous.



Maternity Care in GP and
Consultant Units:
A Study of Comparitive Costs

Peter Taylor, BA, MA

Kevin Thorley, MA, MB, B.Chir., MRCGP, DRCOG

Summary

In the debate about GP obstetrics, it is often assumed that
GP units on site in maternity hospitals are inefficient in
terms of cost. The assumption is usually based on bed
occupancy rates. This study compares the average costs of
a parmal delivery on the GP unit at North Staffordshire
M. rnity Hospital with that of a normal delivery in the
Consultant unit of the same hospital. These costs are
higher for the GP unit, but further analysis shows that
small, feasible changes in medical policy can result in
large changes in relative costs. A full cost-benefit analysis
is not considered feasible for district health authorities,
because notall the data required are readily available and
the estimation techniques are uncertain. A more
probable basis for actual decision about the future of GP
units is one which includes average costings of the type
found in this study. However, such decisions need to
consider not only cost comparisons, but also the relevant
and alterable medical policies on which the cost
comparisons depend.

Introduction

TIT st decade has seen an increase in the proportion of
births in hospital under consultant care compared with
births under general practitioner care at home or in GP
maternity units, many of which have closed. The
consequence of this trend has been a decline in general
practice obstetrics, yet a recent study has cast doubt on
the premise that specialist care leads to greater safety (1).
This premise is one of the factors which have motivated
the move away from GP obstetrics.

General Practitioner Units on site at maternity hospitals
have been shown to give safe care for low risk cases and
they may be preferred by mothers (2,3,4,5). They have also
been shown to have lower average bed day costs than
specialist consultant units, although the difference varies
considerably according to the study (6,7)/ One problem
in such cost comparisons is allowing for the fact that
consultant units deal with abnormal as well as normal
cases. If this fact is not treated explicitly in the
comparisons, it leaves an important question unanswered:
“are the cost differences between the unit types justified
by their clinical differences?” Gray and Steele (1981)

One way of avoiding such an imponderable is to ensure
the comparison of like with like in the first place. It is the
intention of this paper to use a case study to compare
relevant costs of nermal cases in a consultant maternity
unit with those in a GP unit. In doing so, we also draw
attention to two other related matters - the sensitivity of
relevant cost comparisons to policy changes, and the
feasible boundaries of such a comparitive cost study for
decision makers in charge of resource allocation to
maternity care.

The General Practitioner Unit at North Staffordshire
Maternity Hospital is a twenty-two bed ward, with two
labour rooms, situated on the sixth floor of the hospital.
The labour wards are fully equipped for resucitation and
the consultant labour wards, operating theatre and
special care baby unit are on the ground floor, allowing
rapid transfer of patients in an emergency.

During 1985 it became apparent that the unit was being
investigated by the District Management Team with a
view to closure, or assimilation within the consultant unit.
We decided that a study of the costs involved in GP
obstetrics would be of help in the public debate and
decision making process both locally and nationally.

Method and Analysis

The cost comparisons between the GPU and the CU are
initially based on staff costs. Hotel costs per patient are
likely to be very similar. Capital costs, although likely to be
higher in the CU, are difficult to estimate because proper
allowance for depreciation requires calculation of the
rate of physical deterioration and the replacement cost of
all capital equipment. In our concern to compare like
with like we also concentrate initially on intra-partum and
postnatal care costs, since these are the only functions
undertaken directly by the GPU. We therefore exclude

Peter Taylor is a Senior Lecturer in the Economics
Department of North Staffordshire Polytechnic,
Stoke-on-Trent.

Kevin Thorley is a General Practitioner in
Newecastle-under-Lyme, Staffordshire

Address for correspondence: Dr. K. Thorley, 9 Buckleys
Row, Newcastle-under-Lyme, Staffordshire.
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consideration of the CU antenatal wards. However, we do
consider the costs incurred by normal patients attending
antenatal clinics, since the type (CU or GPU) of intra-
partum and postnatal care has a direct influence on the
antenatal travelling and waiting costs of the patients.

The cost estimates are average costs, since compared with
marginal costs these are more stable in the face of short
run capacity utilisation changes, and more calculable fora
district health authority in a practical, decision-making
situation.

A distinction is made between cost to the District Health
Authority (DHA) and cost to the NHS. The major
difference between these two is that GP maternity fees are
paid from funds outside the DHA budget. In 1984 this fee
was £100 per case if the GP has total responsibility and
£73.05 for maximum ‘shared care’ (implying that the GP
takes all the antenatal responsibilities). We therefore took
the difference between these, £26.95 per case, as an
approximation for the part of the GP fee which covers
intra-partum and postnatal care in the GPU. We suggest
that resource allocation decision making is influenced
primarily by those costs that are the immediate
responsibility of the decision-making organisation - in
this case the DHA, However we include, for comparison,
consideration of costs to the NHS as a whole.

A major problem in comparing staff costs is that of
common costs, a familiar difficulty for economists. Whilst
nursing and ancillary staff are allocated specifically to
each unit, medical staff on the CU have other functions
-including gynaecological theatre and outpatient work,
and ward work. In order to compare GPU and CU medical
staff costs, those costs associated with intrapartum and
antenatal care must be separated out. A simple way of
doing this is to apportion them in terms of time spent in
each activity as laid down in duty rosters and consultant
contracts. In our North Staffordshire example this means,
for practical purposes, taking one-third of the consultant
costs and one-half of the senior registrar, registrar and
senior house officer costs.

For our purposes the main common cost problem is that
CU staff are responsible for abnormal as well as normal
deliveries, whereas the GPU only deals with the latter. We
therefore decided to estimate the proportion of normal
and abnormal deliveries performed on the CU and weigh
these proportions by the average lengths of stay for
normal and abnormal patients respectively. By this
calculation 59% of CU costs are relevant to normal cases.

Two of the policy decisions that affect the cost
comparisons are the number of transfers from the GPU to
the CU, and the average length of stay in each unit for
patients who have had normal deliveries. Patients
transferred between the two units were studied and an
assessment made of the need for transfer in each case. The
data were drawn from the ward records. The average
length of stay for patients on each unit was derived from
the ward records for one month, April 1985. This was
calculated as the actual mean length of stay from
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individual patient records, and not derived from Hospital
Activity Analysis because this does not operate in the
maternity hospital.

Further cost comparisons are therefore calculated, taking
account of reasonable variations in lengths of stay and
numbers of transfers, to test the sensitivity of the
comparisons to these policy decisions. Sensitivity is also
tested with respect to a third policy variable, the number
of bookings made by GPs for the GPU in the third place.

The one element of social costs included in the
comparisons is antenatal clinic visiting costs incurred by
patients. A survey was made, by questionnaire, of sixty
patients attending three different GP clinics in North
Staffordshire and 173 patients attending the antenatal
clinic at the hospital. Patients were asked three questions
relating to waiting time, travelling time and costs. To
calculate the total cost savings to be made by a feasible
shift of five per cent of cases to GP clinics, we divided
patients’ time savings into full-time working time, part-
time working time, and non-working time, accordin

the national and regional labour force activity rates M
employment data for appropriately aged females (16-44
years) in 1984. The full-time and part-time savings are
valued at relevant average hourly earnings. Non-working
time savings are valued at 25% of full-time hourly earnings,
a proportion commonly used in transport studies.

Results

The unadjusted cost estimates for 1984 are presented in
Table 1. The annual total staff costs for a CU postnatal
ward are £111,805, some 43% higher than the equivalent
GPU costs for the DHA, or 15% higher than the GPU costs
for the NHS as a whole. The cost per normal delivery on a
CU ward was £86, while that on the GPU was 36% higher
for the DHA and 69% higher for the NHS as a whole.

TABLE 1. Actual Staff Cost Comparisons for GP Unit and Consultanlm
Wards, Normal Deliveries, 1984

Anual Ward| Cost Per Cost Per

(£ Costs Delivery | Bed-Day
CuU 111805 86 27
GPU (i) DHA 78303 117 41
{ii) NHS 97518 145 51

Although bookings in the GPU rose during the years
1981-84, the number of deliveries carried out on the unit
actually decreased. This was because of a rising number of
cases transferred to consultant care. The number of
transfers from GPU to CU for the years 1981-84 are shown
in Table 2. The totals in this Table ignore those patients
delivered on the CU and returned for postnatal care,
since these would not be included in the GPU'’s total
deliveries figures and policy changes would not affect
these transfers (see later).



464 antenatal patients were transferred from the GPU to
consultant care during 1984. Analysis of the reasons given
for transfer, shown in Table 3. indicates that 239 (52%) of
these were transferred for indications which were
absolute - necessitating transfer in every case. Such
indications included ante-partum haemorrhage, cephalo-
pelvic disproportion, placenta praevia and serious
medical conditions in the mother. A further 7 transfers
(1.5%) were cases with previous caesarean section or
Kiellands forceps deliveries who were unsuitable for GPU
booking in the first place. 170 transfers (37%) were for
relative indications which may have been decided on
clinical judgement in each case, but where treatment or
further investigation could have been given by the GP,
such as ‘low haemoglobin’, premature labour, weight
loss, and hypertension. 35 (7%) of the transfers seemed
unnecessary, for example, urinary tractinfection, ‘unsure
of dates’, vaginal discharge, back pain.

Table 2. Transfers Between GP and Consultant Units, 1981-1984,

[ 1981]1982[1983]1984
Deqveries on the GP Unit 761|713 | 706 | 672
a) Antenatal period transfers 404 | 402 | 477 | 464
b) Returned 104 | 88 | 100 | 90
¢) Transferred during labour 79 | 103 | 89 | 138
Returned after labour 42 | 55 |38 |78
Net Total Transf (a+c-b) 379 | 417 | 466 | 512
Transfers as percentage of GPU Bookings | 33 | 37 | 40 | 43

Table 3. Indications for Transfers from GPU to CU

Absolute Indications Relative Indications Unnecessary

(Numbers in Parenthesis = those returned to the GPU after consultant assessment)

Premature labour 40 (1) | Elderly primp 1 (0) | Urinary tract infection 6 (1)
Breech 35 (2) | Poor obstetric history 11 (0] | Unsure of dates 15 (0)
Raised AFP 8 (1) | Rubella 1 (0) | Oedema 2(0)
Others, eg Small stature 15 (2) | Requested sterilisation 3 {0)
ﬁn praevia, Post maturity 41 (9) | AID 110
W driage 156 0| piced gp 6 (8) [Noressongiven 9 {0)
Decreased fetal

movements 9(0)

Low Hb 5(0)

Glycosuria 2 {0)

Abdominal pain 3(0)

Hypermesis 2 {0)

Back pain 2 (0]

Weight loss 2(0)

Non-attender 4 (0)

Multiparity 702
TOTALS 79 (4) 170 (1) % (1)

Note: For 64 returned patients the reasons for original transfer are not known

If the 35 unnecessary transfers, together with one half of
the patients transferred for relative indications, had not
been made, or if the patients had been returned to GP
care following consultant assessment, then another 120
patients would have delivered on the GPU. The effect on
costs is shown in Table 4 (a). Although total ward costs

remain the same, the cost per delivery on the GPU falls to
£97, and the cost per bed day to £34 as far as the DHA is
concerned.

Only 90 (14%) of the 464 patients transferred to consultant
care were returned after consultant assessment. Of these,
the reasons for transfer are known for just 26. Interestingly,
some of these were for ‘absolute’ indications according to
our categorisation. Table 3. details the nature of the
returned cases. In addition to the 464 cases transferred
during antenatal care, a further 138 patients were
transferred to consultant care during labour. A review of
the indications for transfer suggests that few if any of these
transfers could have been avoided.

The average length of stay for an abnormal case ona CU
ward was 5.6 days, whilst for normal cases it was 3.16 days
ona CU ward and 2.86 days on the GPU. Table 4 (b). shows
the costs of a normal case bed day on the CU as if the
average length of stay were the same as the GPU, since
there are no obvious medical reasons for any differences
for normal patients. The effect is to cut by a third the
difference between bed day costs of the GPU and the CU,
as paid by the DHA.

In 1984, 85 per cent of the normal deliveries at the North
Staffordshire Maternity Hospital were conducted on CU
wards and 15 per cent on the GPU. If a 5 per cent shift in
these proportions were to be encouraged in favour of the
GPU, the costs per bed day paid by the DHA would be
about the same on both the CU and the GPU, whilst costs
per delivery would be lower on the latter, as shown in
Table 4 (c).

Table 4. Sensitivity of Cost Comparisons to Hypothetical Policy Changes,
1984

(© Costper | Cost per
Delivery | Bed-day

a) 120 less transfers from GPU to CU

cu 89 28

GPU (i) DHA 99 35
(i) NHS 123 43

b) Same length of stay

cu | fais2 39

¢) 5% shift in original bookings

Ccu 92 29

GPU (i) DHA 86 30
(i) NHS 107 37

aj+b+¢

Ccu 95 33

GPU (i) DHA 76 26
(i) NHS 94 33

The final part of Table 4. shows the cumulative effect of all
three changes in policy - reduced transfers, same length
of stay and more GPU bookings.

Other relevant considerations are that in the period 1981-4
there was one stillbirth and no perinatal deaths on the
GPU in 2852 deliveries. This gives a perinatal mortality of
0.35 per thousand. In 1984, one stillbirth and one perinatal
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death occurred among the 138 patients transferred during
labour. This gives a perinatal mortality of 14.5 per
thousand for patients transferred from GP to consultant
care. The perinatal mortality for the CU for 1984 was 18.04
per thousand. The national perinatal mortality for 1984
was 10.0 per thousand.

The results of the survey to evaluate comparative costs to
patients from antenatal clinics are shown in Table 5. The
median costs and times are more appropriate measures of
central tendency, since the distributions are all positively
skewed. In each case the time and money costs of the GP
patients are significantly lower than those of the
consultants’ patients. A total of 28,667 visits were made to
the hospital antenatal clinicin 1984. Assuming these to be
85% of the total antenatal visits in North Staffordshire, a
shift of 1686 visits to GP clinics would represent a five per
centshift in the total visits. The total annual savings arising
from such a shift would have been £3,099 in 1984, or £1.84
per ‘shifted’ visit.

Table 5. Antenatal Clinics: Patients’ Money and Time Costs

Median | Standard
Deviation
a) Visit Costs (pence)
Hospital Clinic 93.2 82.8
GP Clinic 30.6 37.8
b} Travel Time (minutes)
Hospital Clinic 24.7 193
GP Clinic 8.6 6.9
c) Waiting Time (minutes)
Hospital Clinic 38.0 33.2
GP Clinic 18.6 15.2
Discussion

The different results emerging from our cost comparisons
may be interpreted in two ways. First, they may confirm
the impression that anything can be proved with statistics
and that such evidence should be mistrusted. However,
such data may be seen as inevitable inputs to the decision-
making process and we feel that the best possible use
should be made of them. We therefore prefer the
alternative interpretation that cost comparisons are
helpful but should be fully supported by information
about the policy variables on which the cost estimates
depend, and how policy changes might alter the
comparisons. Length of stay, transfers and encouragement
of GP obstetrics are three such policy variables which may
significantly affect comparitive costs.

The number of transfers from GP care to consultant care
have risen steadily over the last four years in our case
study, with the result that while bookings into the GPU
have increased, the number of deliveries has decreased. It
is most unlikely that this is due to changes in morbidity in
North Staffordshire, and the conclusion must be that this
phenomenon results from changes in medical policy.
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These changes have caused the GPU to appear less
efficient in terms of bed occupancy and average costs
over time. If the trend were reversed then delivery on the
GPU would become more economical. This is inevitable
in a service dominated by fixed costs, such that any
increase in capacity utilisation is most likely to reduce
average costs.

As it stands, the CU averaged 59% capacity utilisation in
1984, while the GPU only managed 41%. The highest
monthly average capacity utilisation for the CU was 62%
and for the GPU, 55%, indicating a problem of overall
excess capacity in North Staffordshire Maternity Hospital
which no doubt prompted the investigation into the role
of the GPU. So the opportunity costs of shifting cases from
one unit to the other are fairly low in this example. Of
course, if either the CU or the GPU wards ever ran at 100%
of capacity then any change in transfer or bookings policy
would have consequences for the total costs of the units
and the efficiency with which scarce space resources were
utilised. As this is not the case in our example, our me ™
immediate concern is to show that any differential cow#
(and capacity utilisation) are the result of certain policies
which are not irreversible. The combination of these
policy outcomes and the excess capacity problem gives,
we suggest, a misleading impression of the relative cost
efficiencies of the CU and the GPU.

There are four measures which would help to achieve the
objective of reduced transfers. First, encourage more
active participation of GPs. Transfers might be avoided if
there was more consultation between GPs and midwives
about cases. Secondly, press for an increase in GP
maternity fees under the reorganised obstetric list,
rewarding those GPs who use their obstetric skills. From
an economist’s point of view low fees will cause GPs to
make the decision that a patient with high marginal costs,
in terms of time input needed, is worth transferring to
consultant care. A higher fee would be a greater
incentive to practise obstetrics against the high margi- !
(time) cost involved. Thirdly, appoint a panel of GPs viwesf
special experience in obstetrics for peer review and
consultation about doubtful cases. Finally, encourage
consultants to act as consultants and to return low risk
cases to GP care. The data show that this does not seem to
occur frequently enough.

A major influence on the capacity utilisation and hence
the comparitive costs of the two types of maternity unit is
the attitude of local GPs. If they have not received
sufficient encouragement to use the unit, or if they
perceive a disincentive, then methods need to be found
to correct this. This is another research question and a
survey of GP opinions in North Staffordshire is to be
undertaken as the next stage of this research.

The scope of this study has been deliberately restricted in
two ways. First, it examines only costs and ignores
benefits. Second, it has only estimated those social costs
represented by the ‘locked-in’ costs to patients of
antenatal visits. A full economic appraisal would not
acknowledge such limits. The principles behind the



technique of cost-benefit analysis are concerned with
maximum social welfare, taking alf relevant costs and
benefits into account. In the case of comparisons between
GP and Consultant care this would involve, in addition to
our considerations, the following:-

1) The comparitive benefits of the two types of unit for
patients. Consultant units have greater stocks of both
equipment and specialist skills with which to service both
abnormal and normal cases. On the other hand the GPU
may also yield benefits to normal patients. The view that
women prefer GP care in ‘low tech’ surroundings seems
to be gaining ground and some studies have suggested
that greater patient satisfaction is associated with GP care
(8,9). This is probably due to continuity of care for women
by their family doctors and attention to psychological and
emotional factors associated with birthing. There is
evidence that anxiety not only raises the blood pressure in
pregnancy in the antenatal clinic, but is also associated
with low birthweight (10). The GP unit provides a relaxed
amnosphere without the stresses induced by strange
Jipment and with the advantage of reassurance from
familiar people giving care - the community midwife and
the family doctor.

2) The true cost of GP and consultant time, i.e. the
opportunity cost of the time spent in care of normal
maternity patients. This would include the greater care
that might be given to abnormal cases by consultants and
the ‘next best’ alternative use of time for GPs.

In both of these extensions to the economic appraisal
there are great difficulties in valuation, so that it is unlikely
to be feasible to conduct them at the district level. The
valuation of psychological and emotional benefits from
delivery in a more relaxed atmosphere in the GPU
requires sophisticated survey techniques which are
unlikely to be employed by the DHA in an option
appraisal. The benefits derived from skill and technology
imthe CU are not only the subject of medical debate, but
ir valuation is one of the most controversial exercises
in cost-benefit analysis, i.e. the value of human life. Life
valuations have been estimated empirically, but these
estimates should not be ‘borrowed’ for a study such as this
since they are neither specific nor stable enough to be
appropriate. (For brief reviews see 11, 12 and 13).

Furthermore, a full cost-benefit study would not confine
itself to the two types of unit. It would include all
appropriate options such as home delivery, remote GP
units and different mixtures of such options. We think it
unlikely that a decision-making authority faced with
limited time and information would undertake such a
complete study - the relevant North Staffordshire Health
Authority option appraisal did not, for instance. Such
constraints are the reasons for our explicit discussion of
the feasibility of cost-benefit analysis at the district health
authority level.

Modern theories of decision-making in bureaucracies
commonly acknowledge the constraints in the concept of
‘bounded rationality’, that is rational decision-making

bounded by a limited amount of knowledge, skill and
time. These limitations imply that cost comparisons such
as those we have calculated are more practicable than
cost-benefit appraisals which, furthermore, are more
speculative as well as being more sophisticated.

Conclusions

This study has shown that the average costs of the two
units are different, but sensitivity analysis suggests that a
small change in relative medical policies can result in
quite a large change in the relative costs of the units.

A full cost-benefit analysis of maternity care options is not
considered feasible at district health authority level, given
the uncertainty of estimation techniques and the limited
resources of the decision-making authority. Simpler cost
comparisons ARE possible and they can be of sufficient
detail to assist decision-making. However, they can also
appear misleadingly unfavourable to a GPU, giving rise to
policies which result in a further deterioration of its
relative costs.

Such a situation will probably arise from implicit rather
than explicit policy decisions, so no-one is necessarily to
blame for such asituation. However, a time of reappraisal
is an opportunity to reveal the historical factors behind
the current cost comparisons. Attention should be drawn
not only to the comparisons per se, butalso to the policies
that have led to them. The decision-making would then
need to cover not only the size or continued existence of
the GPU, but also changes in related policies, such as the
transfer of patients to consultant care and the
encouragement of GPs to participate in their unit. A
narrow decision, based on the immediate comparative
costs of the two types of unit would be entirely
inappropriate.
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Diary of a Closure

A personal timetable of the events at Barton Hospital, Hampshire
between 1978 and 1988

By Joan Knott, Midwifery Sister

22.6.79

6.12.79

18.12.79

17.1.80

9.4.80

22.4.80

3.7.80

17.7.80

11.3.81

20.3.81

30.3.81

28.8.81

District Management Team’s
proposal to close Barton
Hospital made known to
staff.

Deputation to see Dr.
Gerard Vaughan, Minister of
State for Health,

Barton Hospital closed
temporarily for roof repairs.
Fears that this was an
attempt to close it
permanently,

Area Health Authority
endorsed district
Management Team’s
proposal and set the
statutory Consultative
process in motion.

Public meeting called by the
Community Health Council.

Question raised in the House
of Commons by Robert
Adley MP.

Community Health Council
voted against closure.

Area Health Authority
confirmed their view that
closure should take place.

Regional Health Authority
supported the closure
proposals.

Dr. Gerard Vaughan,
Minister of State for Health
visited Barton Hospital.

Dr. Vaughan announced his
decision that there should be
a reprieve.

District Health Authority
approved spending £48,000
during the 1981/82 financial
year on essential
maintenance work at Barton
Hospital.
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23.11.81

1982

March

June 82

16.6.82

23.6.82

30.6.82

20.7.82

27.9.82

11.11.82

8.12.82

External repair work
commenced.

Plans made to close for the
internal work to commence
in March.

The work did not start and
the closure was delayed.
Agreement reached that the
money allocated for the work
could be carried over into the
next financial year.

New plans were made for the
hospital to close on 28th
June and for the work to
commence on Sth July.

Tenders received for the
work and found to be
excessive.

Staff informed that the work
could not take place as
planned.

DHSS request for a review
of the situation at Barton
Hospital. Staff not informed
of this until 10.9.82.

New timetable agreed for a
reduced amount of work
subject to satisfactory
tenders being received. It was
planned that the hospital
should close on st October
1982 and re-open on 3rd
January 1983.

District Health Authority
authorised essential work
only.

Deputation to see Kenneth
Clarke, Minister of State for
Health.

Letter from the DHSS
Regional Principal to the
District Administrator
suggesting that the Minister
‘would clearly wish to satisfy

18.1.83

himself that every effort had
been made, in the spirit of
Dr. Vaughan’s ‘decision, to
develop the Grove to its
fullest potential’. Further
factors were suggested which
the Authority needed to take
into account before
proposing, once more, to
close the Grove and
proceeding to public
consultation.

Question raised in the House
of Commons by Robert
Adley MP.

Feb 1983 Community Health Council

28.3.83

May '83

1.8.83

1.12.83

1984

1985

voted unanimously to
recommend to the District
Health Authority that it
should delay for 2 years the
proposal to close Barton and
that the upgrading work
should be carried out
immediately,

District Health Authority
reject the CHC’s
recommendation and once
more propose that Barton
should close. \v
District Health Authority

agree that Barton should be
given a further reprieve and

the work be carried out.

Barton Hospital closed for
alterations, re-wiring and
redecoration.

The building was re-opened.

27% increase in bed
occupancy. The only year
which was free from
harrassment by the Health
Authority.

Continued increase in bed
occupancy.



In 1981 the district had 21 GP
beds (40% of total) in 2 GP
units taking 30% of the cases.
(169% of births). Two years later
both units were closed. Today
GPs have ‘access’ to 2 delivery
beds at the 38 bed DGH
consultant unit.

The following are extracts from
the operational policy for those
GP beds.

. The Legal Advisor of the
RHA states the prime respon-
sibility for the care of the
patient rests with the GP who is
to retain clinical responsibility

2, The Delivery Suite is available
to GPs and District Midwives
who are prepared to undertake
the full care of the patient and
her baby ie. repair of the
episiotomy. drips, sedation etc.

3. The GP patients would be
looked after in the two single
rooms, (in the delivery suite)
subject to availability, but there
will be no designated GP beds.

4. The consultants hope that the
majority of the GP patients will
only be in for a 6 to 12 hour
stay, i.e. that they have the
advantage of a hospital delivery
and the benefits of home

stay of longer than 48 hours is
required by the patient, a
Consultant delivery should be
arranged at booking. If comp-
lications arise at 48 hours the
patient should be transferred to
consultant care.

6. Hospital midwives will under-
take the Post-Natal care of the
patients in the Unit, as the
Community Midwife cannot be
available for 24 hours a day.

7. The patients booked for GP
confinements should only be
those considered suitable by the
Cranbrook Report and should
exclude Primigravid patients

because it is impossible for a

13

20.12.85 Temporary closure proposed meet its target of £20,000. It | 19.5.86 Consultation Document
by the Health Authority due was agreed that the issued.
to a financial deficit in the threatened temporary closure
District. of Barton Hospital from 20.6.86 Representatives of the
January to March would not Action Group meet with
23.12.85 Protest meeting and march take place. Norman Fowler, Secretary of
by the public who were State for the Health & Social
appalled by this proposal, 11.1.86 Petition of 10,000 signatures Services, at Barton-on-sea.
against closure given to MP.
30.12.85 Public meeting called and 8.7.86  Public meeting called by the
attended by about 300 17.1.86 Further meeting of Community Health Council
people. It was agreed to try representatives of the Action and attended by over 600
to raise the money which the Group and the Health people.
Health Authority said it Authority, Agreement was
would save by the closure. reached on a revised 28.8.86 Community Health Council
The Health Authority asked assessment of the savings voted against the closure.
that £3,100 should be paid which would have been made
immediately to keep the by the proposed closure - 28.9.86 District Health Authority
hospital open until 14.1.86, £13,465, not £20,000. The rejects the Community
and an assurance then that Action Group agreed to pay Health Council’s counter
the remainder of the the balance of £10,365 to the proposals to the closure of
estimated saving of £20,000 Health Authority. Barton.
-~ would be paid by the action
group. March  £10,365 paid to the Health December Regional Health Authority
1986 Authority. 1986 endorse the proposal to close
31.12.85 £3,100 paid to the Health but refer the final decision to
Authority, 24.3.86 District Health Authority the Secretary of State.
meet but delay a decision on
10.1.86 Representatives of the Barton'’s future until a 29.6.87 Deputation to see Edwina
Action Group met with meeting on 28.4.86. Currie, Minister of State for
members of the Health Health.
Authority and reported that | 28.4.86 District Health Authority
nearly £10,000 had already once more propose that 1.9.87 Edwina Currie endorsed the
been raised by local people Barton Hospital should close proposal to close Barton.
and the Health Authority and set the statutory
acknowledged that the Consultative process in 29.2.88 Barton Hospital Closes.
Action group was likely to motion again,
THE SERVICE CAN BE | forthe patient and the newborn | nursing, as they feel that a 48 | District Midwife to corqmi!
PROVIDED MORE child throughout the period of | hour discharge is not the best herself.to loolg after the patient
hospitalisation. If any neg- | time to send a patient home. for an indefinite period.
TFFICIENTLY : i
gence occurs in this period, it - . 8. The consultants expect the
ELSEWHERE is the GP who is personally 5. Warq 18 will be a\fallable for P using the U5k 10 Soaoem:
(ONE DISTRICT’S liable and not the Health | OF patients who wish to stay to the Stiadards almana
: longer than 12 hours, but if a Y prmen:
PROVISION) Authority. 8 ! and procedures laid down for

their staff.

9. Any problem in running the
General Practitioner Unit (sic)
should be reported to the
Maternity Services Advisory
Committee for appropriate
action. For the smooth running
of the unit it is necessary that all
GPs follow this Operational
Policy and the Maternity
Services Advisory Committee
would find it very difficult to
support any individual who did
not adhere to the policy. It is
only by these means that the
success of the GP involvement
in maternity care in this district
will be achieved.

Hana Blackmore
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CONFERENCE

onference

\

ANAESTHETIC
SERVICES AND
THE SMALL
OBSTETRIC UNIT -
ROYAL SOCIETY
OF MEDICINE
Forum on Maternity &
the Newborn.

28th September 1988.

“What are the justifications
and implications of the
recent OAA Report and
how is the value of the small
obstetric unit to be judged”

The debate concerning the
recommendations made in
Dr. Rosen’s paper touch on
some basic problems that
those of us in maternity care
always face.

One problem is that a man
wrote the Report, so when he
speaks of the pain of childbirth
and what that means, he is
truly ignorant. Michael Rosen,
I believe is totally sincere in
his concern. He sees that
anaesthesia is an over-
stretched department and
he knows that statistics
concerning maternal death
from anaesthesia are the
least improved. He sees the
figures and is right to be
alarmed. Sadly he makes the
wrong conclusion.

His argument is that rushed
caesars, flustered and over
tired aneasthetists or worse,
partly trained ones, cannot
afford to make mistakes.

Their actions result in death
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or severe brain damage, at
worse; nausea and headaches
at the least.

He sees small, isolated
hospitals as the worst problem.
By the time a flying squad is
sent out, taking anaesthesia
cover away from the general
hospital, things are out of
hand. There is no time to
properly evaluate the situation
and the equipment is not
always standard. Dreadful
mistakes are made and the
sensible way to avoid this is
closing down these far-flung
units and bring the women
into his “safe”, well equipped
hospitals. Seen this way,
who could argue?

Interestingly, Selwyn Crawford
could and he’s dead! He had
sent a letter to the meeting
which was read out by Luke
Zander. He called Rosen’s
attitude towards small units
‘Autocratic and paternalistic’.
Crawford acknowledged that
a minority of women may
need aneasthesia cover so a
referral system or tier of help
should be implemented. He
stated that most mothers
enjoyed the closeness and
familiarity of small units
and those who were at risk
should be referred to the
larger units where cover
would be available. Crawford
disputed the statements made
about the safety of small
units and said the “fact” that
| in 3 labouring women use
anaesthesia was “somewhat
disingenous™. Crawford
acknowledged the value of
epidurals for the minority
but felt education and prep-
aration were the greatest
pain relief and that small
units were best placed to
achieve this.

John Hare of Hichingbrooke
Hospital took a less aggressive
stance stating that he had
implemented many of the

14

recommendations, however
the conclusions of the report
troubled him.

Luke Zander, charming and
reasonable as ever, put his
views over very succinctly.
He said the report was a
political document, well
produced and well circulated.
But we must remember that
the orientation and objectives
of the working party were
biased, naturally by the
profession that produced it.
We at the forum are a multi-
discipline group and we look
at birth from many different
angles.

Must we improve anaesthesia
cover and thus lower the
quality of maternity care?
The ‘experts’ who gave their
recommendations have moved
outside their brief. Their
domain is anaesthesia not
maternity care and this
explains the central con-
troversy and confusion. We
must assume the goodwill
and kindly intentions of the
report. (I always enjoy Dr.
Zander’s wonderful ability
to distill the essence of a
controversy and then to
lethally present his case).

Zander pointed out how
pain relief has changed in
maternity care. He spoke of
the proven values of personal
contact, familiar surroundings
and continuity of care. The
report wants women to give
birthin large central hospitals,
just where the above situation
does not exist. They will be
offered the latest drugs, that
is true, but the tide is moving
away from this option.

Zander informed Mr. Rosen
that midwife and GP unit
care resulted in less
complications and better
outcomes. It seems the
introduction of ‘specialist’
care causes the problem.

Luke Zander also favoured
better selection and screening
so those in need would be
catered for.

Finally, he stated, Rosen’s
recommendation to close all
small units because they are
‘unsafe’ was just not supported
by fact and we must not act
on the report as it represents
one professions needs over
the wishes of many mothers.

During question time Mr.
Rosen made an interesting
plea. He said not to blame him
for the conclusions in his -«

report. Anaesthetists camy’

when called, and thus only
wanted to find a reasonable
situation in which to work. We
are NOT to get the impression
that anaesthetists want more
work - they have plenty.

This statement made me
very unhappy. Small GP
units are being closed down
all over the country. Dodgy
financial arguments and
phoney statements about
safety are used to do it. Mr
Rosen has supplied the
opposition with yet another
paper to prove the ‘danger’
of small GP units yet, in a
way, wants us to believe hy
did so unintentionally.

1 hope he will now take time
to rethink and rewrite some
of his conclusions in the light
of new evidence about pain
and its relief to the labouring
woman. This report has
helped to destroy a very basic
and important option for
women and his outspoken
concerns for her and her
discomfort should force him
to produce an addendum.
Sandar Warshal.

Copies of “How to Oppose a
GP Unit Closure”are available
from Sandar (£2.80 inc. p&p)



CONFERENCE

OBSTETRICS & GP
MATERNITY UNITS-
RCGP National
Symposium
Birmingham

28th February

& st March 1989

This two day symposium
brought together adiminishing
band of GPs involved in
intrapartum care. That they
are diminishing is without
doubt. Speaker after speaker
reviewed the statistics and
told the tales of difficulties
and closures.

A~

Dr. Michael Bull in his
openingintroduction currently
has 159% of his mothers
under his care, previously
this was 66%. Rona Campbell
noted the decline of GP unit
births from 15.4% in 1970 to
2% today, and the drop in
GPs undertaking intrapartum
care from 400,000 in 1963 to
100,000 in 1985. (75%).
Consultant David Pickerell
recorded the 60 year slide
into consultant care from an
85% home birth figure for
1924 to a 949% hospital
confinement in 1985.

" That this will continue to

decline is also without doubt,
for there was a general
feeling of wolves without the
circle, watching and waiting
- for the strength to attack.
or a weakness to be exploited.
Several GPs present were
there in hope of support for
their units currently under
attack - but there was little
comfort for them in the
short term.

In spite of the above, it was
not all doom and gloom,
and what was to follow
made the meeting worthwhile.
Too late for many, but
better late than never, the
GPs made their decision to
form an independent GP

obstetric association to fight
for the retention of community
based care. If the enthusiasm
and commitment of those
present can be relied on this
will happen. There were
some fascinating (and some
disturbing) descriptions of
individual units and practises,
and some thought provoking
comments and conclusions.

The one consultant braving
the ‘lions den’ to his credit
produced a paper which
illustrated with frightening
clarity the biggest problem
of integrated GP units. THE
BOOKING POLICY. David
Pickerell put up on screen
the criteria for GP bookings
at one hospital - Birmingham.
This gave a series of ‘scores’
on a sliding scale which are
awarded for risk. e.g.
primigravida - (8) 2nd baby
(1) breech - (10) previous
pph. etc. These are not the
actual figures because I not
only had no time to write
them down, (there were
what appeared to be about
30) but because it was
irrelevant. The criteria for a
booking in the GP unit
meant only those scoring 2
OR LESS were deemed
suitable! A virtual imposs-
ibility.

Dr. Chandler who entitled
his contribution ‘A Peculiar
Practise’ opened with an
unbelievable set of statistics.
At his GP unit he has NO
transfers or referrals, and
accepts virtually all mothers
for delivery including twins,
breech, and VBAC. He gave
it away when he revealed he
also did his own forceps and
caesareans.

His GP unit is integrated in
what would appear to be a
fairly unique way. He uses
the same beds as the hospital,
and has direct access to all
the facilities including the

consultant anaeshetist,
paediatrician and obstet-
ricians. He calls them in
when he needs them, and in
reality uses consultants as
CONSULTANTS. Thedegree
of midwifery involvement he
encourages includes forceps
lift out. It was an interesting
item and although it left me
feeling uneasy, it did illustrate
a good example of complete
continuity of care, something
the consultant units who
usually take his sort of cases
could copy.

The difficulties of continuing
GP deliveries after closure
of isolated units was illustrated
by one GP who told me that
if his unit is closed he will
cease practising, because the
distance to the DGH is too
far and his partners cannot
cover,

The question of safety and
economics was raised through-
out the two days. It was
accepted that there were no
true grounds for closure on
either basis.

The need to maintain a viable
unit depended upon several
things. Too stringent a booking
policy would ultimately put
all mothers into consultant
care. There were those who
believed it was vital that
primigravidas were accepted,
and that transfer rates were
examined, There was disag-
reement among GPs about
the numbers of deliveries
needed to maintain skills.
Dr. Bull felt that GP
confidence was eroded by a
small caseload, and there
was a greater transfer of
patients where less deliveries
were undertaken. Should
intrapartum care therefore
be concentrated into a few
GPs hands, or encourage all
GPs to participate. Some
units have 70% GP attendance
at deliveries and it was felt

that if skills were maintained
in this way this would slow
down transfers.

The decline of GPs in
obstetric care was also
mirrored in the consultant
units. There was now a
worrying shortage of registrars
insome hospitals. There was
a need to rethink the whole
question of the education
and training of doctors.

Learning in the hospital
environment with only
abnormal deliveries frightens
the future GPs. (I think it was
Dr. Noble from Scotland who
suggested that all ‘twitchy’ GPs
are sent to Africa for a while.
It had worked with one of
his partners!) Luke Zander
said there wasaneed tounderstand
what creates this sort of
attitude that is endemic in
obstetricians, and the growing
number of new doctors, of
birth being a dangerous
process. Luke likened it to
an orthopaedic surgeon at
the bottom of a ski slope. He
soon begins to associate ski-
ing with broken limbs.

It was left to Luke Zander to
point the way forward and
offer action as well as words.
The GP obstetrician IS a
threatened species. The
arguments are not about
safety and economics, but
about power politics. There
was a need to understand the
politics of change, and find
ways as a group to develop
strategies.

As with all conferences of
this nature, it was the
converted talking to the
converted, But it was
hopeful. If these GPs can get
their act together, and form
an association powerful
enough to influence, they
might just be the one catalyst
for change we need.

Hana Blackmore.
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In Support of
GP Maternity
Units

Dr. Gavin Young

In 1973 in the United Kingdom 12.8% of births took place in
isolated GP Units. By 1984 the figure was 2.9%. The present
figure is almost certainly lower as several units have closed in
the past four years and more are threatened with closure this
vear. Why is this happening and what if anything should be
done to prevent further closures?

HISTORICAL VIEW

Care during pregnancy and delivery used to be a cornerstone
of general practise in Britain, Successive reports to the
government have recommended that delivery should take
place in large hospitals run by obstetric consultants e.g.
Cranbrook Report of 1959 and Peel Report of 1970. (1) “We
think that sufficient facilities should be provided to allow for
100% hospital delivery. The greater safety of hospital
confinement for mother and child justifies this objective”.

GP obstetrics continues within consultant units either
“integrated™ within the main unit or “attached” to it but
deliveries in such units have not increased as much as the
decrease has been in isolated units. Campbell and Macfarlane
in “Where to be born™(2) provide a very detailed study of the
changes in place of birth over the past century.

THE PRESENT

About one woman in eight now delivers under GP care. Less
than one woman in thirty delivers in an isolated unit. I shall
largely confine myself to describing isolated units, as by and
large, GP care in integrated and attached units is not under
threat. Some of the evidence which I will use relating to GP
care has been gained from studies of integrated and attached
units. Such units are not entirely comparable as transfer of a
woman in labour will involve moving only within a hospital, if
that. Transfer from an isolated unit may involve an
ambulance journey of many miles. Marsh (3) has shown a
greater commitment to their work by GPs working in isolated
units perhaps because of the responsibility. I do not discuss
home delivery mainly because health authorities have not yet
discussed closing the homes of women intent on home
delivery. One crucial point to bear in mind before any
discussion on place of birth is that though units are referred to
as “GP” or “Consultant” it is, and should be, MIDWIVES
who provide overall care in labour and deliver babies. Any
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difference in style and outcome may have much more to do
with differences in midwife behaviour.

SAFETY

Until recent years the major “reason™ for closing isolated
units is that they have been considered unsafe. All through
this century maternity mortality and perinatal mortality rates
have fallen at the same time as more women have delivered
under consultant care. There are though many reasons for
believing the two events are NOT - as it is usually assumed
-causally related. Rates fell faster in the Netherlands which
had a much lesser switch to consultant deliveries. Rates fell
more in years when hospitalisation increased less, For further
reasons see Macfarlane and Campbell (2). Nonetheless even
someone as informed - and influential - as Dame Alison
Munro (4), has falsely assumed that hospital delivery was the
cause of the decline in perinatal mortality.

If there is not evidence to support an increase in consults
care, is there evidence in the opposite direction? -

METHODOLOGICAL PROBLEMS

How do we measure better obstetric care? The best measures
are maternal and perinatal mortality. However, thankfully,
these are now very low at 0.07 per 1000 births and 8.9 per 1000
births respectively in England and Wales in 1987 (OPCS
figures). The bulk of perinatal mortality is made up by pre-
term births and congenital malformations. The first group
would not deliver under GP care and the second group are
hardly influenced by place of delivery. It has now become
virtually impossible to run a trial to show a significant
difference, even in perinatal mortality, with different methods
of care. Of particular relevance here is Lilfords (5) calculation
that over 700,000 pregnancies would be needed to show a 20%
difference in perinatal mortality between “low risk™ women
delivered at home as compared with hospital. Even then the

is only an 80% chance of showing this difference to ‘w&
significant statistically (5% level). It is highly unlikely such a
trial can now take place in the United Kingdom. What then
can we do to get evidence?

Previous figures unfortunately were not gained from
controlled studies. Consultant units take “high risk™ women.
Home births included unplanned home deliveries often in
“high risk” women with concealed pregnancies and no
antenatal care. Attempts have been made by Tew to compare
like with like by looking at antenatal factors and giving
“labour prediction scores”.

IS GP CARE LESS SAFE?

When Tew (6) examined the results of the “British Births
1970” survey she found that GP delivery was safer at all levels
except VERY high risk deliveries which fared better in
consultant units. This means that certain women may be put
at INCREASED risk by delivery in a consultant unit: the lower



their predicted risk for delivery the more their outcome is
improved by GP care. This possibility has seemed to some so
improbable they have chosen to ignore it. The Department of
Health and Social Security in particular has repeatedly
turned a blind eye to evidence which contradicts their scheme
for increasing consultant care.

Descriptive studies not attempting to compare care directly
have shown that GP care can achieve acceptable levels of
perinatal mortality. Cavanagh’s nationwide survey (7) of
isolated units in 1982 produced a perinatal mortality rate of
5.2. My own survey of the isolated unit at Penrith (8) (1980-
84) gave a rate of 4.7. Garrett et al (9) studied the Keynsham
unit (1978-85) and found a perinatal mortality rate of 1.5.
These figures included women transferred in labour.

Could it really be that delivery in certain women, without
consultant care, could be safer? Tew wondered whether
methods of care in consultant units might intensify risk. This
possibility has been more fully discussed by Brody (10) who
simoests that by treating every pregnancy as high risk, i.e. asif
t. worst possible outcome could occur, it may become more
likely that the worst possible outcome will actually occur.
This is the “maximin strategy” and needs further
consideration.

OTHER FEATURES OF CARE

If one acted to avoid the worst outcome i.e. maternal death at
the present time, only one woman in over 14,000 could benefit
from the change in policy. Policy to reduce perinatal
mortality could benefit less than one pregnancy in 100. Such
results might be considered worthwhile if

(a) Such a policy achieved its aim.

(b) The policy had no ill effect
Unfortunately there IS a balance sheet. For example
Caesarian section has been increasingly used to reduce
perinatal mortality. The rate in England and Wales in 1987
wims, ] 0.6%. This results in some maternal morbidity (and very
¢ sional maternal mortality).

Perhaps it is time to concentrate on the effect of different
kinds of care in the 989 mothers out of 1000 whose babies
survive. We can examine levels of intervention and
interference. Klein et al (11) found less induction and use of
forceps. Lowe et al (12) found less intravenous infusions and
less monitoring under GP care. Other unexamined but
obvious advantages of GP care are less travelling, lower
number of different attendants in pregnancy and labour.
Taylor (13) has examined consumer preference and found
women prefered GP care. Mothers “wanted personalised,
small-scale care with continuity and accessibility”. The
number of women, in her survey, feeling depressed
postnatally was more than double under consultant care.
Taylor too touches on the “maximin™ stategy: “Policies
formulated for the minority who experience problems might
adversely affect the majority”. Certainly closing GP units in
Berkshire led directly to “hard shoulder deliveries on the M4™.

It may be that differences in methods of care are effected
primarily by the behaviour of the midwife. Such a possibility
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is worth studying. Could it be that a midwife who rarely sees
an abnormal delivery acts in a different way to one on a unit
with high risk deliveries? Might she be more confident of a
normal outcome and might this feeling affect the labouring
woman? Calm support in labour is considered of paramount
importance by women giving birth.

If there is evidence that GP units may be safe (perhaps safer)
for properly selected women and if women prefer them, why
are units still being closed?

NATURE OF EVIDENCE

Macfarlane and Campbell end their thorough account with
the depressing comment “perhaps the most persistent and
striking feature of the debate about where to be born,
however, is the way policy has been formed with very little
reference to the evidence™. Evidence to the most recent
committees set up by Parliament has been in the form of
professional OPINION and not scientific evidence e.g. the
Royal College of Midwives was asked in the Short Report
(14) if small GP hospitals were dangerous and replied “Yes,
indeed they are” This opinion was founded on no facts
whatsoever but was used as evidence. (Happily the Royal
College of Midwives now supports GP units, realising their
safety.) More recently, the Lothian Health Board when
pressed by AIMS to produce evidence to support closure of
Elsie Inglis Hospital listed “advice” (sic) from obstetricians.
Such advice may be relevant and well-intentioned but it is
OPINION only, not FACT, and needs to be seen as such. The
answer government gets is decided by whose *advice”
government chooses to seek.

A recent example of very one-sided advice was the
Association of Anaesthetists’ report (15) recommending
closure of small maternity units. The committee included only
one obstetrician (who worked in a very large unit), no GP, no
midwife and no representative of the patients. The
Association recommended closure of very small units even
though only a very small number of women starting labour in
such units will need an anaesthetist. The anaesthetists
mention safety but present NO evidence that closing small
units could improve safety. The other reason for
recommending closure is that scarce resources should be
centralised. The economics of small units need examining.

COSTS

Economy is now used as the major argument for closing small
units. It is far from clear whether this argument stands up.
Gray and Steele (16) suggest GP units may be MUCH cheaper
and that “If savings are to be sought in the maternity sector, it
is probably to the specialist units rather than GP units that we
must look™. Closing a unit gives immediate savings - an
attractive reason for health authorities forced to be so
concerned with annual budgets. Longer term expenses after
closure are less easily noticed:
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(a) Increasing transport costs (both to the health
authority and the patient);

(b) Increasing medical costs if more hospital staff are
needed (GPs exist whatever and are paid only £29 per
delivery);

(¢) Increasing midwifery costs. (These would rise even
more if home births increased, which they might,
because pay grades have made community midwives
relatively expensive).

Given the small number of deliveries in isolated units,
only a small proportion of the overall budget will be
saved.

GP units are vulnerable and make easy scapegoats, The
Association of Anaesthetists used small units as a
“resource” scapegoat as well as a safety scapegoat. If the
Caesarian section rate fell by just 19% it would have a far
greater impact on anaesthetic requirements than closing
ALL GP units, but the Association of Anaesthetists
chose not to question obstetricians’actions. Turner et al
(17) showed that O'Driscoll’s active management of
nulliparous labour reduced the caesarean section rate at
Northwick Park from 15% to 10.8% in one year. That
the Caesarean section rate in the National Maternity
Hospital in Dublin is under 5% which has good
perinatal mortality figures should interest the
anaesthetists far more than the existence of small
obstetric units.

WHAT HAPPENS NEXT?

If GP units are closed, very small amounts of money
may be saved in the short term which will scarcely be
noticed. Their loss will certainly be noticed - most
importantly by the women who give birth in them, who
appear to prefer them and who, the evidence shows,
may be at less risk delivering in them. The evidence
indicates that such women are more likely to deliver
feeling that they have given birth, not BEEN delivered
an “achievement”, not a “being done to”.

If GP units are closed, more women may opt for home
births. When they do so they will be attended by
midwives with little experience of delivery away from
technical back-up and by GPs with probably no recent
experience of care during delivery. Women near
attached and integrated units will still be able to have
GP care. Women in rural areas will be confronted with
long journeys, unfamiliar faces and probably less
support. Such factors in themselves may affect the
outcome of childbirth. (18) Closing such units may
worsen the standards of care, a strange anomoly when
the government is trying to offer the consumer a greater
choice in health care.
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DEATH OF CHOICE

For a society whose guiding
principle is now described as
the wisdom of market forces,
of demand guaranteeing
supply, the dwindling choices
of where a woman may have
her baby seems a contra-
diction. Businesses, even
schools and colleges, are
being urged to diversify to
offer a broad range of
services to attract the
customers. But the pregnant
woman is a captive client: in
many areas now she goes to
the one available mega-
hospital, and consumer choice

mever enters the equation.

Of course, her presumed
lack of interest in any other
option may be given as
evidence that a centralised
consultant service is what
she really wants. Where they
still exist, GP units are often
operating at a low bed-
occupancy rate - which also
makes them look rather
expensive per patient. And
the community maternity
services can manage with
reduced staffing levels - look
how few home births there
are these days.

m\What these arguments ignore

are the reasons behind the
small numbers of women
making use of these services.
The first hurdle on the road
to any other than the
consultant hospital is
ignorance. Few women know
that home birth is an option,
or that they can choose to
have their babies in small
local GP units. And, lacking
the advertising ethos of a
market economy, GPs don’t
hurry to inform women
booking for antenatal care
of the options that may
exist, and the advantages
and disadvantages of each.

If a woman is lucky enough
to discover that she has a
choice, she then usually

TOWARDS
A ONE-WAY
SYSTEM

NANCY STEWART

CREE™
=g oo/l

faces active discouragement
of any other option than the
large hospital. Having with-
stood that, she is then prey
to protocols narrowly defining
the ‘normal’ pregnancy which
is allowed to continue with
the GP/midwifery care. If
anything remotely question-
able arises, she is swiftly
referred to the hospital, and
this is in most cases a one-way
traffic - having been checked
and found to be normal, she
is not then referred back out
of consultant care. With this
sort of funnelling, it is not
surprising that centralised
hospital services have the
most births.

Why does this happen? Isit a
rational way to plan the
maternity services? Obstet-
ricians have long argued
that consultant care in large
hospitals is the safest for

mothers and babies, but the
research that has been
conducted has discredited
this contention. Indeed, home
birth, and a birth in small
GP units, has a much better
safety record than consultant
deliveries. Can it then be
economic? is it cheaper to
run things in this way? the
answer again is no, for
consultant salaries are higher
than GPs and midwives, and
obstetric technology is not
cheap. There are also hidden
costs such as the extra
transportation for women
from outlying areas into a
central clinic. The point is,
though, that in the short
term - for balancing a budget
this year - a hard-pressed
health authority may save
money by closing a hospital.
In the long term costs are
higher, but planners don't
necessarily have to consider

those costs now (just as
“market forces” that set the
prices for our consumer
goods today don’t have to
consider the costs tous all in
the future of waste and
poliution from the manu-
facturing and energy processes
they involve).

The other hidden costs in the
balance sheet are those that
can’t be quantified - the loss
to women of human scale
care, in theirown communities.
And the loss of their time
and serenity as they travel to
large impersonal hospitals,
often with other children in
tow.

Lack of cash for the health
service, part of a policy of
starvation of resources to
encourage people to turn to
the private sector if they want
choice, has been coinciding
very well with the obstetric
profession’s pulling in of the
reins to centralise control of
the process of having a baby.
It is hypocrisy to claim that
this process serves mothers
and babies: it doesn’t make
economic sense, it doesn’t
make sense in terms of health,
and it certainly doesn’t give
any choice to the “consumer™.

Here and there outcries have
stopped or slowed the process,
but there have been many
more casulties than successes.
AIMS has produced suggest-
ions for fighting the further
restrictions of available
services, and it is to be
hoped that through pooling
information and ideas the
insidious decline of maternity
care choices can be stopped.
Coherent argument can expose
the fallacies in the logic of
closures, but only a more
deeply rooted and widespread
change in the assumptions
on which maternity care is
based will cause a real
about-face.

Nancy Stewart
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DEATH OF CHOICE

These written answers
on GP Maternity Units
were given to Michael
Latham MP on February
23rd 1989. Michael
Latham very kindly sent
a copy of this reply to
Beverly, and I replied
on behalf of AIMS in
March.

Dear Michael Latham,

..... I am appalled at the
inadequacy of the reply. The
statistical information that
appears to be available
centrally is so inaccurate
that I fail to see how it is
possible for the Department
to be even remotely aware of
the prevailing situation. The
escalating closure of GP
maternity facilities would
appear to be going largely
unnoticed by everyone except
those involved locally.

In particular 1 am very
concerned that the Department
does not appear to keep
accurate records, or even be
informed of changes in
services. I have copies of
other Government replies
which list units not on your
current list, and units left off
the others, and even worse
units which do not appear
on any lists. In reality there
would appear to be little
correlation between replies.

What makes me personally
very angry is that I was
involved in a campaign to
keep our GP unit in 1982,
finally lost in 1983. This unit
(Congleton) is not on your
list nor is its neighbour
Knutsford, closed in 1981.
What is even worse is that I
was one of a delegation that
came to Parliament with our
MP Nicholas Winterton to
argue our case - with one
Kenneth Clarke, then Minister
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for Health. If this unit can so
easily disappear from
ministerial records together
with its 11,000 signature
petition presented to Parl-
iament, how many more
have slipped quietly out of
existance, unrecorded, un-
noticed, and uncared for?

AIMS is very disturbed by
this reply and feel there is an
urgent need for the matter to
be brought to the attention
of the Secretary of State,

and members of Parliament.

We are most concerned that
this escalating centralisation
of maternity service is being
pursued with a total disregard
of the evidence now available
that this is not the safest
option for the majority of
low risk women, let alone
the best way to save money.

Bearing in mind the circum-
stances many units are in at
the moment, we feel a
meeting with the Minister is
crucial. We would be very
grateful if you could advise
us on the best way to pursue
this, for we are in grave
danger of losing all choice in
maternity care in this country,
and it would appear that the
Government either knows
nothing about the problem,
or it couldnt care less.

Yours sincerely,
Hana Blackmore
AIMS

These written replies raised
a number of questions and
thoughts in my mind.

First, the need to confirm
the magnitude of the
inaccuracies. Would anyone
who also finds their unit is
not listed, or know the
information in the reply is
inaccurate please contact me
as soon as possible. AIMS
can then pass thisinformation
on to the Minister etc.

THE INFORMATION REQUESTED

IS NOT AVAILABLE CENTRALLY

Thursday 23 February 1989
Written Answer
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PQ 112 /1988/89

Han Ref Vol
Cel

G. ¢ MATERNITY UNITS

W21 Mr Michael Latsam (Rutland szd Meltos). To ask the Secretary of State for

Health whether be will set out in 1abular form, wnmgmrwt in each case: (a)

bow many isolated general practtioner matemiry units bave been closed io each
ar since 1979 and (b) bow many integrated general practitioner matertity units
ve been closed over each period

o2 Mr Mickael Latbam (Rutland and Melton)  To ask the Secretary of State for

Health, whether he will set out in tabular form, identifying the unit i each case, the
pumber of (8) solated and (b) integrated general practitioner maternity units
where a formal decision bas been taken and published 10 close the unit, indicating
where sppropriate when the decision by Ministers is awaited following » formal
objestion by the Community Health Council

MR ROCER FREEMAN

The table lists GF maternity units which we
are aware have been spproved for partial or total closure
following public consultation. The pericd covered is from 1975
to end 1987, the latest date for which details are available,
{although there were no cases in 1987).

Cases currently awaiting Ministerial decision are listed at
the end.

"Isolated" is taken to mean not part of a District General
Hospital. All cases are isolated unless stated.

Hespital Area/District Iype Year
Croft Baker Maternity Hunberside T 1879
Imningham
Townend Maternity »

Nightingale Derbyshire

Davenham Cheshire

Skegness & District « Lincolnshire P 1981

Urmston Cottage Trafford T

Harpenden Memorial NW Herts P 1982

Ashgate Maternity Home N Derbyshire T 1981

Chase Hospital Mid staffs P

Wendover Maternity Unit Southnead T

Alexandra Maternity Hosp Plymouth

Woodgates Maternity Home * E Yorkshire T 198¢

Darley Hall MAternity N Derbyshire

Corbar Hall Maternity

Westbury Maternity Milton Keynes

Westninster Memorial + Wiltshire P

Wellington Maternity Home Somerset T

Leek Memorial N Staffs

Queen Mary Maternity Hse S Derbyshire 1586

Phyllis Memorial Home E Suffolk

Market Harborough Leicestershire P

Rutland Memorial

St Mary's Melton Mowbray

Ashby de la Zouch

Isedbrock Kettering

Ashconbe Hse Bristol & Weston T

Rossendale General § Burnley, Pendle & P
Rossendale

* Ministerial decision
1 Integrated unit

NE The LeeX Menorial Hospital is, in fact, still open but is
scheduled to close this year.

Cases currently with Ministers

Partial closures at Sandleford, Wokingham and Townlands
Hospitals - all West Berkshire.

St Paul's Maternity Unit, Hemel Hempstead Hosp, NW Herts.







