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Since the re-organisation of the National Health Service carries the keystone of integration, as

envisaged in the Peel Report (1970), it seems appropriate to review the relationship of general
practitioners and consultant teams in maternity services.

The practice of obstetrics is undergoing a considerable change with the need to detect the
at-risk fetus at an early stage, so that placental function tests can be more extensively applied
(Klopper, 1970; Letchworth and Chard, 1972); with the increasing incidence of the induction of
labour and its active management (O'Driscoll et al, 1973; Studd, 1973); and also with the avail¬
ability of techniques of intra-partum fetal monitoring (Paul, 1973). Therefore in the light of
these advances, the role of the general practitioner in the practice of obstetrics in the various
parts of the United Kingdom needs to be critically examined and re-assessed.

This paper is an attempt to suggest, as a basis for discussion, ways in which, by a greater
involvement of the general practitioner, he might be integrated into the specialist services as
advocated in the Peel Report (1970). In this way the quality of care for all pregnancies might be
improved, job satisfaction be afforded to those practitioners wishing to develop a special interest,
and some ofthe grave deficiencies of hospital staffing in obstetrics be overcome.

Review of the last ten years
Traditionally the general practitioner has accepted responsibility for the total care of his patient
from birth to the grave, and has been proud of his involvement in obstetrics and the recognition
of this skill by his name appearing on the obstetric list. However, owing to decreasing experience
in midwifery, most general-practitioner obstetricians have been experiencing difficulty in
maintaining those skills necessary to cope with the rare emergency occurring during the intra-
natal care of the low-risk cases with which he is involved.

The Cranbrook recommendations (1959) were clear on which cases should be referred for
specialist care. Nevertheless even in the remaining carefully selected normal cases the need for
rapid intervention does occur. Furthermore, problems might arise when some general practi¬
tioners do not refer their higher risk patients mainly because they fail to recognise signs of
impending danger. A fear that they will lose financially when their patients are transferred to
the specialist unit might be an added deterrent.

If this potentially hazardous state of affairs can be corrected by integrating the general
practitioner who does obstetrics into the consultant team, it is possible that we will go a long way
towards obviating the hazard ofpotentially at-risk patients being unsuitably booked and delivered
in unfavourable places.
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Proposed hospital-practitioner grade in obstetrics
General practitioners undertaking obstetric care are encouraged to meet the criteria for
inclusion on the obstetric list, which are set out in the National Health Service (General Medical
and Pharmaceutical Services) Regulations (1972). Essentially the local obstetric committee
determines whether a practitioner is to be included on the list. The basic requirements are:

(1) That the practitioner has held a six months' resident post in obstetrics in the last ten
years; or, if more than 10 years have passed since he held such a post, that he has attended a
refresher course of at least one week's duration in the last five years; or

(2) That he has maintained an active involvement in obstetric practice either by looking
after at least 20 maternity cases per year with the supervision of the labour and puerperium of
half of these or gained specified experience by a resident attachment to a consultant obstetric
unit.

Many general practitioners are finding it difficult to obtain the experience necessary to
maintain these skills or even for that matter to meet the requirements for remaining on the
obstetric list. These requirements are, in any case, becoming inadequate in relation to the
changing pattern of obstetric practice. Thus the obstetric list and its criteria are generally
regarded as being unsatisfactory, especially for the involvement necessary in modern intranatal
care, and are ripe for revision.

We propose that the hospital services should comprise an obstetric team consisting of
consultant-registrar-hospital practitioner(s) in obstetrics and house officers. Our concept of the
hospital practitioner in obstetrics is that he would spend days or half-days actually in a consult¬
ant unit, being on duty for a large number of patients booked for delivery under general-
practitioner care to the exclusion of his other practice responsibilities. In a large urban area this
would imply that those group general practices providing complete obstetric care would each
have one hospital practitioner in obstetrics who would provide the necessary cover for general
practitioners' booked patients, and would operate a rota system with colleagues from other
practices.

There would thus be two ways in which general practitioners interested in obstetrics could
look after maternity patients:

(1) Those practitioners carrying out routine antenatal and postnatal care of patients booked
for integrated units. For this the present obstetric list lays down fairly satisfactory criteria.

(2) The hospital practitioner in obstetrics would take complete responsibility on all occasions,
including intra-partum care. For this degree of commitment, a higher standard of skill, dis¬
crimination, and availability is required. We believe that there should be a substantial number
of general practitioners who would be prepared to dedicate a significant proportion of their time
and skills exclusively to obstetrics and that this would be a small fraction of those currently on
the obstetric list.

Although enough for the diploma examination of the Royal College of Obstetricians and
Gynaecologists, we think that the six months recognised hospital post provides inadequate
experience for those taking responsibility for intra-partum care. Only by handling a large num¬
ber of cases could a general practitioner gain and retain the skill required to take a full and
active part in the running of an obstetric department.

In 1967 in the Wessex Region of 581 practitioners who attended their own cases in general-
practitioner maternity units, 367 looked after less than 12 hospital maternity cases in that year.
Since that survey was conducted the number of domiciliary confinements has decreased by two
thirds, with a corresponding decrease in general-practitioner involvement, particularly in urban
areas. This diminution of obstetric commitment, which is occurring even in the peripheral units,
cannot be safe, efficient, or desirable.

Domiciliary obstetrics
With the increasingly complex techniques and higher standards of intranatal care, domiciliary
obstetrics with its admitted risks is becoming progressively more difficult to justify. Mothers
will continue to be encouraged to have their babies in consultant units or general practitioner
maternity units in district hospitals in which consultant cover is available. They will often
return home between six and 30 hours after the delivery to the care of the district midwife and
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general practitioner. This early discharge, which was started as a measure of convenience because
of bed shortage, has now become an acceptable use of both hospital resources and home comfort.

While there will always be a very small number of patients who will express their in¬
dividuality by preferring home delivery, the majority of patients will be delivered in hospital or in
a general-practitioner unit. This trend is being encouraged by general practitioners. For example
between 1965 and 1972 domiciliary deliveries in Hampshire have fallen from 4,342 to 1,225; the
major fall being in large cities such as Portsmouth (1,542-107) rather than in the more rural areas

(Gosport: 502-137). There has been a corresponding increase in early-discharge cases both from
consultant and general-practitioner units and an increase in those cases delivered in hospital by
domiciliary midwives under the supervision of their general practitioners.

Peripheral maternity units
Although it was recommended that small isolated obstetric units should be replaced by larger
combined consultant and general-practitioner units in general hospitals (Peel, 1970), we are ofthe
opinion that peripheral maternity units particularly in some rural communities will always be
needed. We think that in many circumstances it is safer for a patient to be delivered locally
rather than to travel to a maternity unit ofthe district hospital. We suggest that a traffic time of
more than half an hour from a consultant unit would justify delivery at a peripheral general-
practitioner unit provided that the cases were suitably booked (see below). For instance for
multiparae (second, third and perhaps fourth babies) it would be probably safer to be delivered
locally than to travel the extra distance involved.

We believe that it would be safer for a small number of general practitioners to run such
units. These should also hold posts as hospital practitioners in obstetrics and it would be neces¬

sary for them to devote a significant time to postgraduate study. Special effort will be required to
ensure that the hospital practitioners in obstetrics working in peripheral units as well as their
colleagues who are members of the obstetric team have a close attachment to an obstetric
department. This would make it easier for them to maintain clinical standards since their con¬
tacts with other obstetricians might be limited.

Peripheral general-practitioner units should be covered by regular consultant visits and,
of course, by the availability of an obstetric flying squad. Nevertheless, the transfer of problem
cases should not be a rare event and should preferably occur before the onset of labour.

Integrating the general practitioner into the obstetric team
We recommend that those patients booked for general-practitioner care in district general
hospitals should be:

(1) Delivered in a common labour room suite shared with the specialist team. This is both
safer for the patient and more economical in the deployment of midwives and their resources.

(2) Nursed in a group of general-practitioner beds apart from the consultant beds, but with
an agreed flexible degree of common use.

(3) Be under the general supervision of one of the hospital practitioners in obstetrics, who
should be in the hospital at the time of delivery.

The hospital practitioner in obstetrics should be in a position to participate in the clinical
and intellectual work of the obstetric department and in policy decisions. He should be associ¬
ated with the obstetric postgraduate activities of the consultant teams, including attendance at
perinatal meetings. Those practitioners with appointments in peripheral maternity units should
also attend those meetings if possible. All general-practitioner obstetricians involved in intra¬
natal care should have continuing postgraduate education and, in consultation with the regional
postgraduate advisers, adequate opportunities should be provided for this.

A precise system of auditing of standards of medical care is essential in obstetrics whether the
patient is looked after by a general practitioner or a specialist. The development of a uniform
record form would aid this. Accurate record-keeping would allow better care in a field where
team effort is so essential and would allow the team an opportunity to review the results and
effect consequent improvement in its management It would also help the development and evalua¬
tion of booking criteria for the different types of hospital in the area. Adequate record-keeping
should, therefore, be a mandatory pre-requisite in the contracts of all doctors and midwives
concerned with the care of a woman in pregnancy and in labour.
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It would be desirable to have a clearly defined booking policy indicating which patients were
to be booked for a consultant unit, general-practitioner unit attached to a district general
hospital, and for the peripheral maternity units as well as for the few residual domiciliary
bookings. Records should be completed and include details of all deliveries in an area for analysis.

The role of the general practitioner in obstetrics
We thus propose a two-tier system of general-practitioner involvement in obstetrics:

(1) Office obstetrics. i.e. antenatal and postnatal care of patients booked for integrated units.
General practitioners on the existing obstetric lists could quite adequately carry out these func-
tions.

(2) Total obstetric care. This would include intranatal care and baby resuscitation in district
hospital and general-practitioner unit. This would require a higher degree of training and a far
greater involvement in obstetrics than general practitioners at present enjoy. These general
practitioners would therefore be specialised in obstetrics to a significant degree in order to
participate in intranatal care and yet continue their major interest in general practice.

This would certainly provide a significant part-time commitment in obstetrics for those
general practitioners who hold higher qualifications in obstetrics and who have spent a consider-
able number of years in hospital obstetrics. It is, however, envisaged that other general practi-
tioners, while not having as much specialist training, would wish to be general-practitioner
obstetricians responsible for intranatal care and would be prepared to undergo the training
appropriate for this involvement.

Acknowledgements
This paper arose from discussions between the Wessex Faculty Board Maternity Sub-committee and the
Department ofHuman Reproduction and Obstetrics ofSouthampton University during the year 1972-73
and it follows several years of discussions by the Wessex Faculty Board following the initiative of Dr
Roger Edmonds of Andover.

It includes comments made by the Wessex Regional Hospital Board and the Local Medical Com-
mittees of Wessex.

REFERENCES

Cranbrook, The Earl of (1959). Report ofthe Maternity Services Committee. London H.M.S.O.
Klopper, A. (1970). American Journal of Obstetrics and Gynaecology, 107, 807-827.
Letchworth, A. T. & Chard, T. (1972). Lancet, 1, 704-706.
National Health Service (1972). General Medical andPharmaceutical Services Regulations p. 44. London:

H.M.S.O.
O'Driscoll, K., Stronge, J. M. & Minogue, M., (1973). British MedicalJournal, 3, 135-137.
Paul, R. H. (1973). Obstetrical and Gynaecological Survey, 28, 453.
Peel, Sir John (1970). Report of the Sub-committee of the Standing Maternity and Midwifery Advisory

Committee on Domiciliary and Maternity Bed Needs. London: H.M.S.O.
Studd, J. (1973). British Medical Journal, 4, 451-455.


