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A review of antenatal care initiatives in primary
care settings

JO WOOD

SUMMARY When hospital and community staff undertake
initiatives to provide antenatal care in primary care settings
the result can be improvements in women's access to care,
higher uptake of care, better communication between
women and professionals and more consumer satisfaction.
This article reviews six such initiatives which show that
pregnancy outcomes for mothers who receive their antenatal
care in a primary care setting are at least as good as those
for mothers who receive traditional shared care.

Introduction
IN the last 40 years, new technology has radically transformed

maternity care, shifting the balance from community to
hospital based antenatal care and contributing to changes in mid-
wifery.1 During the 1970s consumers became increasingly
dissatisfied with hospital antenatal clinics, while health care pro-
fessionals were concerned about the poor uptake of antenatal
care by those most in need and the persistence of geographical
and social class variations in perinatal mortality rates. In the
discussions which followed, professional bodies,24 government
appointed committees5-7 and government8 all advocated a
return to antenatal care in primary care settings as the key to
improved antenatal services and the reduction of perinatal
mortality rates.

This paper describes some of the initiatives that have been
taken in the UK in the last 15 years to return antenatal care to
primary care settings and examines whether a further shift in
this direction is supported by solid evidence.
The paper is in three parts. The first part describes the origins,

objectives and main characteristics of the initiatives, the second
part describes how they have been evaluated and the third part
looks at the evidence about the accessibility, uptake, acceptability
and safety of these initiatives compared with traditional shared
antenatal care. The traditional pattern of antenatal care con-
sists of monthly visits to 28 weeks of pregnancy, fortnightly visits
to 36 weeks and weekly, visits thereafter. Although there is no
set pattern for the ratio of visits between hospital and community
sources of care, it has generally been accepted that the patient
should attend a specialist clinic a minimum of four to six times.

It is evident from this review that the schemes differed in size,
the way they worked, the staff employed and the women includ-
ed. Each was designed to achieve a variety of objectives, although
only reports of three initiatives contain an explicit statement of
what these were.

Initiatives
Following a search of the UK literature since 1970 and discus-
sions with other researchers, seven schemes were identified
involving hospital and community staff working together in
primary care settings - that is health centres, general practi-
tioner surgeries or community clinics.
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Lambeth, London
This initiative was started in 1975 by the department of obstetrics
at St Thomas's Hospital and the four partners of one general
practice with 8500 patients9-'2 and approximately 100 deliveries
per year. The professionals concerned were motivated by their
dissatisfaction with the amount of contact they had with each
other.
The initiative involved a weekly antenatal clinic in the prac-

tice staffed by the general practitioners, a community midwife
and a health visitor. The obstetrician visited the clinic fortnightly.
At the first visit, the patient met all members of the primary

care team - the general practitioners, the midwife and the health
visitor. At the second visit, she was seen by her general practi-
tioner and an obstetrician. At this visit, a general management
plan was agreed. She was then seen by her general practitioner
and the midwife for the rest of her pregnancy. Whenever
appropriate, she also saw a dietitian or a health visitor with or
without the general practitioner.
Each woman was given her own obstetric records at her first

visit and was encouraged to bring them to all subsequent visits
and to the hospital when she was admitted in labour.

Sighthill, Edinburgh
This initiative was started in 1976 by two obstetricians, a com-
munity physician and general practitioners in the Sighthill health
centre serving a population of 30 000.13-15 The initiative was a
response to concern about Sighthill's perinatal mortality rate,
which in the early 1970s was approximately 28 per 1000 births,
and to the poor uptake of antenatal care.
About 200 women booked into the scheme each year and two

clinics staffed by general practitioners, community midwives and
health visitors were held each week in the health centre. Initial-
ly, the consultant visited the clinics weekly but subsequently every
third or fourth week. He was also available for consultation at
other times. At the end of each clinic, the professionals involved
met to review management decisions.
The patient saw a general practitioner or a consultant at her

first visit and a consultant, general practitioner or a midwife
at subsequent visits. At the first visit, a midwife recorded the
woman's history and assessed risk factors using a risk card which
has since been recommended by the Royal College of Obstetri-
cians and Gynaecologists. Subsequent management was
determined by the assessed risk according to a formal protocol.
During their pregnancy, women only visited the hospital for an
ultrasound scan.

Easterhouse, Glasgow
Consultants started this initiative in 197816 because women
from a peripheral housing estate found it inconvenient to at-
tend the hospital clinic and were dissatisfied with communica-
tion with their doctors, continuity of care and mothercraft and
relaxation classes.
A weekly antenatal clinic was set up in a council house on

a deprived housing estate. The clinic was staffed by an obstetri-
cian and senior registrar on alternate weeks, a hospital midwife,
two community midwives, a health visitor and a social worker.
No general practitioners were involved.
At the community clinic, obstetricians saw newly pregnant

women on the women's alternate visits and the health visitor
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saw women on their second visit. At each visit, the same routine
examination procedures were carried out as in the hospital clinic.

East Barnwell, Cambridge
This initiative was started in 1982 by a consultant who was con-
cerned that women were being asked to make unnecessary
antenatal visits, particularly to the general practitioner and mid-
wife, in the first two trimesters.'1-19
The aims of this initiative were to avoid duplication of visits,

to improve communication between general practitioners, the
midwife and the obstetrician, to increase consumer satisfaction,
to maintain high standards of obstetric safety and to provide
women with almost all their antenatal care in familiar local
surroundings.
A weekly clinic at a health centre in Cambridge was staffed

by general practitioners and a community midwife who ad-
ministered the clinic and saw women in her own right. A senior
obstetric registrar visited the clinic fortnightly and was available
for advice at other times. All the staff endeavoured to meet at
the end of each clinic.

All pregnant women registered with the practice were eligible
to join the scheme and carried their own obstetric records. A
protocol for the pattern of visits for women attending the clinic
was drawn up, based on the traditional pattern of antenatal visits
with the senior registrar seeing women at 16 weeks, 30-32 weeks
and at term.

Tower Hamlets, London
This initiative began in 1982 in response to the need, stressed
by the Royal College of Obstetricians and Gynaecologists, to
integrate consultant and general practitioner care and for more
efficient administrative arrangements.20

General practitioners in four practices and community mid-
wives carried out booking histories and examinations in a health
centre and provided all subsequent antenatal care there, except
for ultrasound scans. Health visitors were also involved at some
sites and a consultant visited monthly. Women carried their own
obstetric notes.

Birmingham
This initiative began in 1985 when a twice-weekly clinic was set
up in Balsall Heath, the most severely deprived ward in central
Birmingham (Stevens A. Internal reports. Department of
Obstetrics and Gynaecology, Birmingham Maternity Hospital).
The objectives of this clinic were to improve the provision of

antenatal services to ethnic minorities, to increase the propor-
tion of residents from central Birmingham who delivered at Bir-
mingham Maternity Hospital and to develop the midwife's
antenatal diagnosis and management skills.
TWo clinics were held twice weekly, each one being staffed by

a part-time consultant or a deputy, four community midwives,
a dietitian and two link workers who liaised between women
from ethnic minorities and staff to increase mutual
understanding.

Before attending the clinic, women were visited at home by
a community midwife and, if necessary, a link worker, who took
their histories. Women then received the traditional pattern of
shared care, visiting their general practitioner at set intervals.
The services provided during antenatal visits to the clinic were
the same as those provided in the hospital except that the con-
sultant or a deputy only saw women routinely on the first visit.
An expanded version of the traditional cooperation card was
used.

Hackney
This initiative began in 1985 when the district health authority
decided to centralize all deliveries at one hospital and to shift
much of the antenatal care into community clinics.21 At the
same time the district health authority decided to develop a pro-
tocol for antenatal care to be followed by hospital and communi-
ty clinics, and guidelines about hospital referrals for pregnant
women.

Seven community clinics were set up, each staffed by one or
two general practitioners, a community midwife, a hospital mid-
wife, a liaison midwife, a health visitor and two clerks. Each
obstetrician is responsible for one or more community clinics
which they visit regularly and where they are available for con-
sultation by any general practitioner within the area covered by
the scheme. At other times, consultant advice could be sought
by telephone.
Women booked for delivery at the clinic at six to 10 weeks

carried their own records and only visited the hospital for an
ultrasound scan at 16 and 34 weeks.

Evaluation methods
The seven initiatives have all been evaluated with prospective
cohort studies, although to different degrees and in different
ways, with evaluations of the more recent initiatives tending to
be more wide-ranging and thorough than those of the earlier
schemes (Table 1). In Hackney, the initiative is currently being
evaluated and so it is not included on Table 1.
The scale of the studies varies with the size of the initiatives.

In pilot schemes at a single site, approximately 100-200 women
in total have been studied. In more extensive schemes covering
the entire health district, up to 1000 women have been studied.

In all studies, comparisons have been drawn between the
pregnancies of two groups of women, one receiving integrated
community based care and the other receiving traditional shared
care. In the Easterhouse and Birmingham studies, the groups
were formed by randomly allocating women to community based
or traditional shared care. In the other studies, women receiv-
ing community based care have been compared either with paired
individuals receiving shared care or all other women in a similar
practice or in the same area. In the Sighthill study, comparisons
were drawn not only between women who did and did not receive
community based care over the same five year period, but also
with women ini the same area in the five years before the scheme
started.

It should be borne in mind that in non-randomized studies,
differences in the pregnancy outcomes of women receiving com-
munity based care and traditional care may be due to biases in
the sample rather than differences in the type of care they
received.

Outcomes
The six studies in Table 1 have reported data about the outcomes
of the initiatives (Birmingham has reported interim results). Out-
comes reported in these studies include the use of primary care
and hospital services, obstetric outcomes, women's experiences
and views about their care and the views of professionals (Table
2). It is difficult, however, to draw direct comparisons between
studies because they use different outcome measures.

Delays in booking
Three out of four studies - Sighthill, Tower Hamlets and Bir-
mingham - show that a shift to community based antenatal
care can reduce delays in booking. In Easterhouse, however, the
shift to community based care had no apparent impact on delays
in booking.
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Table 1. Design of the six prospective cohort studies.

Number of patients

General
Location Comparison groups Hospital practice Total Exclusion criteria

Lambeth Women opting to attend practice clinic or 237 237 474 -

hospital clinic (paired)
Sighthill All Sighthill women opting to join/not join com- ? 1000 1000 (1) diabetes, (2) rhesus iso-

munity scheme in 1976-1980 and Sighthill immunization, (3) major car-
women delivered 1971-75 diac problems

Easterhouse Women randomly allocated to community bas- 78 75 153 -

ed or hospital based care

East Barnwell Women attending practice with own clinic or 88 83 171 (1) miscarriage or termination
another practice offering shared care (similar after booking
social class mix and similar distance from
maternity hospital)

Tower Hamlets Women opting to receive community based or 50 65 11 5
shared care

Birmingham Women randomly allocated to community bas- 450 447 897 (1) miscarriage, (2) lives out-
ed or hospital based care side the catchment area, (3)

not delivered at Birmingham
Maternity Hospital

Uptake were mixed; women saw fewer hospital doctors in the health
Two out of five studies - Sighthill and East Barnwell - in- centre but more general practitioners and midwives.
dicate that a shift to community based antenatal care can im-
prove uptake levels. In Sighthill, the rate of defaulted appoint- Use of measurements
ments decreased substantially over a five year period and in East Two out of three studies - East Barnwell and Birmingham -
Barnwell the proportion of women making unnecessary visits show that women receiving cornimunity based care underwent
to hospital doctors halved. In the other studies - Lambeth, the same number of scans as those receiving traditional antenatal
Easterhouse and Birmingham - there was no change in the care. Evidence about women's completion of fetal movement
default rate. charts is mixed; the Birmingham study showed an improvement

and the East Barnwell study showed no difference.

Length of visit Antenatal admissions
TNo out of three studies - Lambeth and Easterhouse - show Evidence about the impact of a shift to community based
a reduction in the length of clinic visits or waiting times follow- antenatal care on antenatal admissions is also mixed. In Sighthill,
ing a shift to community based care. In the other study - East there was a reduction in the number of 'ntenatal days that
Barnwell - the results were mixed; women spent more time women spent in hospital after the start of the initiative, but in
waiting to see the midwife and less time waiting to see the Easterhouse there was no change.
hospital doctor.

Postnatal service use
Staff seen TWo studies - Easterhouse and East Barnwell - found no
TWo out of three studies - Lambeth and Easterhouse - show association between the type of antenatal care women received
that antenatal care in the community can provide greater con- and their length of postnatal stay in hospital or their use of prac-
tinuity of care. In the other study - East Barnwell - the results titioners during the postnatal period.

Table 2. Data on the outcomes recorded by the six studies.

co

e-Z c *,- Antenatal visits

00 0~~ C Q9

Location tK i ° 4)S°X < )t °° +/ tg O'

Lambeth - x x - - - - - x x - x - -
Sighthill - x x - - - x x x - - - x -
Easterhouse x x x x x - x x x x x x x x
East Barnwell - x x x x x - - x x x x - x
Tower Hamlets - - - - - - x x
Birmingham - x x - - - - x x - x - x
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Pregnancy outcomes
In Sighthill, there were fewer interventions and fewer distressed
babies in the five years after the scheme started than in the five
years before. In addition, perinatal mortality fell more sharply
among Sighthill women receiving community based care than
among Sighthill women not doing so in the previous five years.
In the other four studies which have published data about
pregnancy outcomes - Lambeth, Easterhouse, East Barnwell
and Birmingham - there were no significant differences in the
pregnancy outcomes of women receiving community based and
traditional antenatal care (Table 3).

Women's views
TWo studies suggest that community based antenatal care is more
popular with women than hospital based antenatal care. In
Easterhouse, women attending the community clinic found it
an easier, cheaper and quicker destination than the hospital and
were more satisfied with the information they were given and
with their own level of involvement. In East Barnwell, women

attending the community clinic found it easier to get to than
the hospital, were more satisfied with communication with doc-
tors and enjoyed carrying their own records.

Professionals' views
In East Barnwell, the professionals who provided community
based antenatal care felt they had benefited from working more
closely together, although the shift had increased the ad-
ministrative burden on the practice in general and the midwife
in particular.

Conclusion
The few initiatives to develop integrated community based
antenatal care that have been reported in the literature in the
last 15 years have evolved in response to a variety of local pro-
blems, have had a variety of objectives and have taken a variety
of forms. Evaluations of these initiatives demonstrate that in-
tegrated community based antenatal care can result in improved
accessibility, improved uptake, improved communication between

Table 3. Outcomes reported by the six studies.

Location Summary Judgement on results

Comparison of women attending practice and women attending hospital
clinic showed no significant difference in type of delivery and baby
outcomes. The main difference was that mothers saw fewer doctors in
the combined clinic than in the hospital clinic.

Comparison of Sighthill women in scheme in 1976-80 and Sighthill
women delivered in 1971-75 showed increase in proportion booking
early and decrease in proportion missing appointments, hospital
admissions and intervention during delivery. Perinatal mortality among
women joining the scheme fell faster than national trends.

Comparison of women randomly allocated to peripheral and hospital
clinic showed women attending peripheral clinic found it easier to attend
and more personal, saw fewer doctors, obtained more consistent advice,
were more satisfied with information and involvement and spent less
time in the clinic. No significant differences were found between the
two groups in the number of antenatal admissions, lengths of postnatal
stay, pregnancy complications, method of delivery or postnatal or
neonatal complications.

Compared with women receiving traditional shared care, women
attending the community clinic were less likely to make more than the
expected number of visits to hospital doctors. They spent less time
waiting and the same amount of time with doctors and midwives. The
obstetric results of women attending the community clinic and the
control practice showed few statistical differences. Women attending
the community clinic found it easier to attend than the hospital clinic,
saw fewer hospital doctors and were more satisfied with communication
with practitioners. They also found the atmosphere friendly, relaxed and
personal. The practitioners involved in the community clinic appreciated
the closer working relationships and were enthusiastic about the
educational gains.

The community based booking scheme reduced the proportion of women
booking late (16 + weeks) from 44% to 1 1 % and at 20 weeks from
28% to 6%. There was no improvement in delay in booking owing to
late confirmation of pregnancy.

The community based scheme has been successful in both reducing
gestation and increasing attendance at booking appointments. More
appointments at earlier stages of pregnancy are given to women in the
community based schemes and women are more likely to complete fetal
movement charts. There were no significant differences in any of the
obstetric outcome measures after allowance has been made for social
group.

Combined clinic not inferior to
a hospital clinic on any of the
parameters examined.

Subjective benefits of
community antenatal schemes
need not be accompanied by
poorer outlook for babies.

A peripheral clinic offers
considerable advantages to
women.

Integrated community care
can avoid duplication of
visits, is medically safe and
can offer pregnant women
and practitioners an
acceptable alternative to
traditional patterns of shared
care.

The benefits of this scheme
were due to improved
attendance and reduced
delays in booking women
who confirmed pregnancy
before 16 weeks gestation.

The community based
scheme is meeting its
objectives in terms of
pregnancy outcome, and the
development of midwife
skills. Earlier uptake of
services is also being
achieved.
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women and professionals, improved consumer satisfaction and
pregnancy outcomes for mother and baby which are least as
good as those for traditional shared care. Obstetricians, general
practitioners and midwives elsewhere should, therefore, serious-
ly consider developing similar schemes for the benefit of mothers
and their babies.

References
1. Oakley A. The captured womb: a history of the medical care

ofpregnant women. Oxford: Blackwell, 1984.
2. Royal College of Obstetricians and Gynaecologists. Report of

the RCOG working party on antenatal and interpartum care.
London: RCOG, 1982.

3. Health Visitors' Association and Royal College of Midwives.
Joint statement of antenatal preparation. London:
HVA/RCM, 1982.-

4. Royal College of General Practitioners. Health and prevention
in primary care. Report for general practice no. 18. London:
RCGP, 1981.

5. Social services committee 1979-80 session. Second report on
perinatal and neonatal mortality (volume I). (Short Chmn).
London: HMSO, 1980.

6. Social services committee 1983-84 session. Third report on
perinatal and neonatal mortality: follow-up. (Short Chmn).
London: HMSO, 1984.

7. Munro A. Maternity care in action. Part I - antenatal care.
First report of the maternity services advisory committee.
London: HMSO, 1982.

8. Department of Health and Social Security. Perinatal and
neonatal mortality. Government reply to the third report from
the social services committee session 1983-84. London: HMSO,
1984.

9. Zander LI, Watson M, Taylor RW, Morell DC. Integration of
general practitioner and specialist antenatal care. General
practitioner obstetrics 1. J R Coll Gen Pract 1988; 28:
455-458.

10. Zander LI. The challenge of antenatal care: a perspective from
general practice. In: Enkin M, Chalmers I (eds). Effectiveness
and satisfaction in antenatal care. London: Spastics
International Medical Publications, 1982.

11. Taylor R. Community based specialist obstetric services. In:
Zander L, Chamberlain G (eds). Pregnancy care in the 1980s.
London: Royal Society of Medicine and Macmillan Press,
1984.

12. Lovell A, Zander L, James C, et al. Why not give mothers
their own notes? London: United Medical and Dental Schools,
St Thomas' Hospital, Cicely Northcote Trust, 1986.

13. Boddy K, Parboosingh J, Shepherd C. A schematic approach
to prenatal care. Edinburgh: Edinburgh University,
Department of Obstetrics and Gynaecology, 1978.

14. The Sighthill Maternity Team. Community antenatal care -
the way forward. Scottish Medicine 1982; 2: 185-189.

15. Staines C. Preparation for parenthood. Nursing 1983; 19:
565-566.

16. Reid ME, Gutteridge S, Mcllwaine GM. A comparison of the
delivery of antenatal care between a hospital and a peripheral
clinic. Glasgow: Social Paediatric and Obstetric Research Unit,
University of Glasgow, 1983.

17. Thomas J, Draper J, Field S, Hare MJ. An evaluation of the
practice of shared antenatal care. J Obstet Gynaecol 1983; 3:
157-160.

18. Draper J, Field S, Thomas H. The early parenthood project:
an evaluation of a community antenatal clinic. Cambridge:
Hughes Hall, 1984.

19. Thomas H, Draper J, Field S, Hare MJ. Evaluation of an
integrated community antenatal clinic. J R Coll Gen Pract
1987; 37: 544-547.

20. Robson J, Boomla K, Savage W. Reducing delay in booking
for antenatal care. J R Coll Gen Pract 1986; 36: 274-75.

21. Heywood A. Community antenatal programme evaluation
reports: review of other community antenatal schemes in Great
Britain. London: City and Hackney Authority, 1988.

Address for correspondence
Jo Wood, Mersey Regional Health Authority, Hamilton House, 24 Pall
Mall, Liverpool L3 6AL.

RCGP
Information LIBRARY SERVICES
Resources
Centre Library

The Geoffrey Evans Reference Library
at Princes Gate is open to visitors from
9.00 to 17.30 hours, Monday to Friday.

The Library has been collecting material
on general practice since 1960 and has
a unique collection of literature in-
cluding over 5000 books and 150

theses relating to general practice. The Library subscribes to over
250 periodicals and has over 300 subject files containing articles,
reports and pamphlets on specific topics from A4 records to
vocational training. Also available for consultation in the Library
are collections of practice leaflets, practice annual reports,
premises plans and record cards.

Particularly important for the information services provided by
the Library has been the development of a database of general
practice literature (GPLIT). This includes all Library stock,
consisting of books, journal articles, pamphlets and reports
relating to general practice. Established in 1985, the database
currently consists of over 16 000 subject-indexed items with
over 300 items being added each month. The booklist 'Books
for General Practice and Primary Health Care' is now produced
from this database.

Enquiry Service (Ext 220 or 230)
Using the resources of the Library, including GPLIT, the unique
database of general practice material, the Enquiry Service can
provide information on all aspects of general practice except legal
and financial matters. Enquiries are welcome by telephone or
letter as well as from visitors. Demonstrations of GPLIT can be
arranged with library staff.

Photocopying and Loans Service (Ext 244)
The IRC runs a photocopy service for journal articles which is
available at a discount rate to Fellows, Members and Associates.
These requests can often be satisfied from the Library's periodical
holdings but may also be obtained from the British Library or other
local medical libraries through the inter-library loan service.

Although the main bookstock is for reference use, College
publications (except information folders and videos) are available
for loan.

Online Search Service (Ext 254)
This service is available at a reduced rate for Fellows, Members
and Associates and offers access to numerous commercially
available computerized databases on virtually every known
subject, specializing in the biomedical sciences. Online searches
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