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THIS essayexpresses the personal feelings ofa young family-doctor
obstetrician. It does not necessarily approve ofestablished prac-

tice, nor yet does it claim any profound or original thought. It is not
sustained by references from the writings of learned obstetricians,
nor references from recent obstetrical surveys or reports. Its ideas
have been selected after reading around this subject during the five
years spent as a family-doctor obstetrician and, as a consequence, its
suggestions are influenced by this and by what is personally practised.
But in that the final selection of these ideas-be they from mentor,
survey, report or this doctor's current practice-has been a personal
one, no sources are quoted and there is no bibliography, nor will it
be apparent what place this family doctor has, at the present, in
obstetrics.
Family doctors are essentially individualists and it is well known,

especially by those who attempt to assess and direct the medico-
political thoughts and opinions of the 24,000 family doctors in the
United Kingdom, that the variation in thought is extreme and the
opinions expressed frequently contradict. Consequently, to write a
composite essay on the place of the family doctor in obstetrics in
the future is fraught with difficulty. Let it be said straightway that
this essay is written by an enthusiastic family-doctor obstetrician
who looks forward to the ever-increasing part that could and should
(and he hopes will) be played by his fellow-enthusiasts. History is
of little import-what has gone before may be wrong or misleading-
it is the future that matters, it is from the present that it must be
developed and the past, from the point of view of this essay, will
largely be left aside.

Overall, obstetrics is becoming simpler. This may sound heretical,
but it is basically true. Gone are the days of the malnourished or
stunted mother, the defective hygiene, the deformed pelvis, the
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absence of antenatal care and the resultant heroics in labour, the
handywoman and the haemorrhage, the eclamptic fits and the puer-
peral fevers. Today and in the future the emphasis will be on the
careful supervision of fit, well-nourished mothers who can rightly
and reasonably expect a live, well baby following a normal delivery.
Better food, better hygiene, better care, antibiotics and blood trans-
fusions have transformed midwifery in the last 30 years and, as a
result, obstetrics is overall a more straightforward and successful
practice than it has ever been.
However, the most important corollary of this is that obstetrical

standards are higher. The neonatal mortality rate in 1930 was
approximately five times what it was in 1963; the maternal mortality
rate has fallen by an even greater proportion. In the future, every
maternal and neonatal death must be looked upon as a major
tragedy, and the means of prevention reassessed again and again to
obviate repetition if at all possible. It is in this field of high standards
that the family doctor must take his place, and in this essay I will
maintain and seek to demonstrate that his overall task will be- a
simpler one-a numerically larger one but, none the less, a more
painstaking one.
The initial and paramount problem is that of case selection. To

the family doctor of the future will fall the task of deciding where
his patient should be delivered and who should be responsible for her
care. And he is the only person who can fully assess these require-
ments for the mother. With his knowledge of her home background,
her previous history-obstetrical, gynaecological, medical, surgical
and psychological-and possibly personal knowledge of the obstetric
records of her siblings and forbears, the family doctor is uniquely
placed to decide whether he himself can continue her care, whether
he will require specialist advice, or whether he will feel obliged to
pass over her entire care to the hospital obstetrician.

Nevertheless, as time goes by, the well-trained family doctor will
find himself able to give complete care to an increasing number of
mothers, since it is expected that an increasing number of mothers
will be delivered normally. Essential in the last sentence, however,
are the words ' well-trained ', and it will be the purpose of an
important section of this essay to outline how the family doctor of
the future should be trained, how he will remain experienced and
how he will, as a consequence, be able to decrease even further the
current mortality and morbidity rates and raise the present improved
standard of obstetrics still higher.
In addition to adequate training, the family doctor will require

modern surroundings in which to carry out his work. The present
trend, which will continue, is for more and more obstetrical cases to
be cared for in hospital, but not necessarily because they require
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specialist care. Many of them will require hospital delivery either
because they have no one to look after them at home, or because
they are living in accommodation without adequate facilities, or
because their social conditions are poor, or because emotionally they
require the reassurance of a hospital atmosphere. In addition, the
clinical indications for hospital care are increasing as the years go by
and our standards rise. But many of these indications are relative
and not absolute, and most of these cases need only a well-trained,
experienced and interested family doctor with an obstetric unit to
see them successfully through labour. One thinks here of well primi-
gravidae, grand multiparae, those with a previous forceps delivery
and so on. Incidentally, family doctors usually agree that it is easier
for them to care for a normal delivery in a hospital unit than it is at
home, and this in itself will bring about a demand for more obstetric
beds under the supervision of the family doctor. This emphasis on
hospital obstetrics for the family doctor will form a major part of
this essay.
As an important sequel to this, I believe that every woman should

have a qualified doctor and trained midwife present at her delivery,
no matter where or when that delivery takes place. If the family
doctor has accepted the complete care of his patient, then he must
be present at the most vital moment of all-when her baby is born.
Anything less is not enough. It is anachronistic in the present welfare
state where patients are permitted free and statutory access to their
family doctors for all their illnesses-major and minor, trivial and
transitory-that some patients are still led to believe that a doctor
does not need to be present when a baby is born and a major medical
event is taking place. It will be emphasized in this essay that the
family doctor of the future must make it his business to see that he
fulfils this requirement.

In considering the facilities that the family doctor will need for
the care of his cases, the theme of reintegration of the three branches
of the National Health Service will constantly recur. In 1948 the
divisions between the hospital service, the public health service and
the general practitioner service were widened. In the field of ob-
stetrics, this has led to much useless and wasteful duplication ofwork,
and to a certain amount of mutual suspicion and distrust. This
must disappear. In the future, the family doctor must organize his
work so that he can integrate his effort with the efforts of the other
branches of the service, and they in their turn must co-operate with
him so that no energy or time is wasted, no work is duplicated, and
the patient receives the highest and fullest possible standard of care,
yet securing for her attendants the utmost economy in effort.

Finally, if the family doctor is to have an increasing volume of
obstetrical work, he must take responsibility for much of the con-
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tinuing statistical and other research in obstetrics. As part of his
organization, record-keeping will be of extreme importance, and his
results of the care of the overall population-including so many
normal cases-may well prove, over the years, that the present sta-
tistics in obstetric textbooks, based largely on great numbers of
abnormal hospital cases, are misleading and unrepresentative of the
overall obstetrics in the United Kingdom.

The training of the family doctor in obstetrics in the future
Undergraduate training
Every medical student, irrespective of any predetermined career

leanings, will need to carry out his undergraduate obstetric training
and pass the subsequent examination. However, the teachers of the
future would do well to stress to those students who found them-
selves more and more attracted to the role of a family doctor that
they would be well advised to concentrate much time and energy on
the obstetric part of their training, for obstetrics will be the rock on
which their practice will be founded. Conversely, those students
who found themselves interested in obstetrics would do well to
consider a career as a family doctor since ever more obstetric care
will be in his hands.
The emphasis in teaching in the future must be on the normality

of obstetrics and how this normality is preserved by constant super-
vision. Should abnormality occur, this must be detected early so
that the necessary measures for restoring the case to normal can be
employed. Ifnormality cannot be restored, then the requisite disposal
should be taught and a broad outline of the subsequent care should
be given.
There is a tendency amongst some of the older teachers who have

lived through a fascinating and whirlwind change in obstetrics to
pass on their knowledge of the earlier days. Several lectures on the
problems associated with the various types of contracted pelvis is a
familiar example of this. To the embryo family-doctor obstetrician,
this is time ill-spent, and if academic problems are to be examined
in detail then it would be better if he were instructed in the metabol-
ism of iron and its relationship to anaemia. Contracted pelvis is
rare: iron deficiency is common. The student should be made aware
of the details of the bread-and-butter problems which will face him,
rather than be apprised of the clinical caviar which will rarely come
his way and once detected will be passed on for specialist digestion.
Practical obstetrics must be the order of the student's day, and the
academics must be the academics of the commonly occurring
problems.
To this end the student should deliver 20 normal cases himself,

and at least one-third of these should be in the home with the family
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doctor present. The student must be led to believe that the care of
the woman in labour at home is shared jointly by the family doctor
and the midwife, and that both will be present for the delivery.
Even during his general training, when the student is attached to a
family doctor, he should accompany him to his antenatal sessions
and also to his general-practitioner unit and his domiciliary cases.
It will be seen, en passant, that the family doctor of the future will
have an increasing part to play in the education of the student in
obstetrics. Obstetric teaching units at the universities should bear
this in mind when planning the students' curriculum and family
doctors' refresher courses.

Overall, the student should carry out a minimum of three months
training in obstetrics and neonatal care, ofwhich at least two months
should be residential. Some teaching hospitals might find it impossible
to allocate as long a period of residence as this to each student-
more especially when they will be attempting to run residential
refresher courses for family doctors in addition-but enlightened use
of peripheral maternity hospitals, and also of selected family-doctor
obstetric units, could ease the residential problem as well as further-
ing the student's knowledge of family-doctor obstetrics. Conversely,
the family doctor will have much to learn from the student's question-
ing attitude to his subject and his current knowledge of the academics
of everyday problems.

Since it is anticipated that the family doctor will have an increasing
role to play in obstetrics, undergraduate teaching centres of the
future could well be advised to enroll selected family doctors on to
their teaching staff to share in the education ofthe student. Similarly,
selected family doctors could play some part in the questioning of
the students at their final examination in obstetrics.
Postgraduate training

Ideally, immediately before entering general practice, the intending
family doctor should spend six months in residence in an obstetric
unit with over 50 beds. Maternity units of this size should ensure
the provision of adequate married accommodation for their junior
staff, if the future family doctors are to be enabled and encouraged
to undertake an obstetric post after their initial medical and surgical
hoase appointments, and any other post-qualification work they
might wish to do (e.g. time in the services, as a ship's doctor, or
taking part in medical care schemes overseas). Whilst doing this
house appointment, the obstetric resident should make every effort
to see and do as much practical obstetrics as he can-for this is an
opportunity which will probably never recur, and the practical
experience gained at this time must be the foundation from which
he will practise obstetrics for presumably the next 40 years. The
houseman should also take time to attend several gynaecological
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outpatient sessions, where the late results of the trauma of child-
bearing are frequently seen.
The diploma in obstetrics of the Royal College of Obstetricians

and Gynaecologists should be the aim of every family doctor, and
as a houseman he could with benefit burn some midnight oil reading
up his cases in the standard works and current periodicals, so that
with some further reading after he has left the hospital he could sit
the examination with hopes of success.
The neonatal side must not be neglected, and the practical care of

the newborn-so often the province of the nursing sister-should be
observed and studied. (The family doctor of the future should,
ideally, spend six months in residence as a paediatric house physician
where further neonatal care and illness can be studied.)
Further obstetric training as afamily doctor

Refreshercourseswill be the order ofthe dayfor the familydoctorof
the future, but to the family doctor practising obstetrics this speciality
must take priority. Every five years, the family doctor should spend
at least a week in residence in a large maternity hospital working,
possibly night and day, to renew his knowledge and absorb the
latest ideas and techniques. Locums for housemen in obstetric units
who are on holiday could well provide many family doctors with
the experience and responsibility they would require. Every year
he should spend some time on a non-residential course (e.g. a week-
end or a series of Sunday mornings). Every year he should attend
at least one session at a neonatal unit of a large hospital studying
the various problems of the newly born and their solutions. One
can say categorically perhaps that, in the field of obstetrics, the
neonatal problems are sometimes neglected and the family doctor
will need to remember and rectify this. If he is to do more obstetric
work, then it follows that his responsibility for the newborn will
increase, and his care must be of the highest standard.
The obstetric list
No family doctor of the future should wish himself in this branch

of medicine and yet be unable to get his name on and keep it on the
obstetric list. That the list is here to stay for a considerable number
of years there is no doubt. If, as has been suggested, the family
doctor has an increasing part to play in obstetrics in the future,
then his qualifications must be high, and the presence of a list with
standards laid down is advisable. Forewarned of this, the family
doctor will take the necessary steps prior to entering practice.
The qualifications for admission to the list will largely be based

on the training suggested above, i.e. six months residential appoint-
ment. Retention on the list will require proof of attendance at
refresher courses to the extent already suggested. Personal super-
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vision of a qualifying yearly number of obstetric cases raises a
problem. However, if more and more obstetrics is to be carried out
by the family doctor, then there should be an adequate number of
cases for most of those family doctors who wish to stay on the
obstetric list. A further solution to this problem is provided by the
increasing and commendable formation of group practices. Within
a group, one or two members may not wish to practise obstetrics
and their patients could be looked after by those of the group who
do, hence increasing their respective number of cases to a level
compatible with retention on the obstetric list. Where case numbers
are small by reason ofpopulation density, as occurs in rural practices,
special dispensations will have to be given, and reasonable extra
time at refresher courses could be substituted for personal experience.
In fact, one can see an incentive here for the family doctor of the
future who wishes to practise obstetrics for settling in the com-
paratively densely populated, high birth rate, under-doctored areas
of the present time; and this, incidentally, would be one way of
ameliorating the shortage of doctors in these areas.

The place of delivery
In the future, as now, the place of delivery will be chosen by the

family doctor. Some patients will prefer home confinement when
there are obstetric or social contra-indications. Some patients will
request instituttional care when there is no clinical or other reason
for this. After duly considering the many obstetric, medical and
social factors, the family doctor will recommend the place of delivery.
Any objections to the family doctor's decision must be met by careful
explanation. If the patient realizes that the family doctor has only
her interest at heart, and that only this is guiding him in his choice,
then the majority of patients will comply with his wishes.
Domiciliary obstetrics
Home delivery is still preferred by a proportion of patients, even

though the general trend is towards delivery in hospital. Some
specialist obstetricians are of the opinion that no child should be
born outside a hospital-but the wiser ones maintain that it is the
standard of care of the individual case, and not the venue, that
improves obstetric statistics, and that a successful and reasoned
case can still be made for continuing domiciliary obstetrics. Indeed,
in Holland the current maternal and neonatal mortality rates are
lower than those in the United Kingdom and the United States of
America, yet 75 per cent of Dutch obstetrics is conducted at home.
Where beds are insufficient in number to accommodate every case

that needs or would wish a hospital confinement-and this state of
affairs will continue into the foreseeable future-it will be the place
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of the family doctor to assess his cases on a priority basis and refer
them for booking accordingly. In a inilieu of bed shortage, he
should make some attempt to keep patients away from hospital who
are wanting hospital confinement from purely personal preference.

If the selection of cases has been accurate, the family doctor and
district midwife will hope to carry out at home only normal deliveries.
However, one of the known problems (and fascinations) of obstetrics
is the urgent and unpredictable eventuality; and, confronted by this,
the family doctor of the future must have an obstetric flying squad
and-as yet seldom organized-a paediatric flying squad ready to
answer his urgent request for help. The composition of the former
is well known, but in the future the family doctor will also wish to
bring hospital standards of emergency treatment and resuscitation
to the newborn patient, standards as high as those provided by the
obstetric flying squad for the suddenly ill mother. To this end, the
skilled help of a paediatrician with oxygen, intubation apparatus,
and other means of resuscitation, within a few minutes call will
reassure the family doctor that the rare, unpredictable, domiciliary
neonatal emergencies can be dealt with almost as quickly at home
as those occurring in hospital.

Moreover, the family doctor will carry in his car (as some do
already) a drip set and dextran or plasma for intravenous admini-
stration to a shocked mother in those few minutes before the flying
squad arrives.

Family doctor anaesthetics
In the future, there will be no place for the family-doctor anaesthe-

tist in obstetrics. More especially the limited anaesthetic agents
that can be administered at home in far from ideal surroundings,
with minimal apparatus and on an inadequately prepared patient,
are no toys for the occasional anaesthetist. The family doctor must
know the various warnings whereby he can anticipate and avoid
requiring general anaesthesia at home. Furthermore, many pro-
cedures formerly requiring a general anaesthetic can now be carried
out under extensive local anaesthetic or intravenous premedication,
and these safer techniques the family doctor of the future must learn.

General-practitioner obstetric units
If the contention that obstetrics is becoming more normal is true,

and if the training of the future family doctor follows the lines
suggested earlier in this essay, then the provision of general-
practitioner obstetric units will see the emergence of a high standard
obstetric care, satisfying to the doctor, yet within the broad spectrum
of family practice. At the present time, much public money is being
set aside for hospital building. In the obstetric field, this money
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should be used a priori for the building of general-practitioner
obstetric units.
These units will accommodate those cases which are not properly

the care of the specialist maternity hospital, nor yet is home confine-
ment advisable. One thinks in this context of the cases from bad
home conditions, the primigravidae, the grand multiparae, the multi-
parae with a previous forceps delivery or a previous prolonged
labour and so on. These potentially normal deliveries will receive as
high (or higher) a standard of care in the general-practitioner unit,
attended by an experienced family doctor and a trained midwife, as
would their normal delivery in the specialist supervised hospital
where they may well be attended by a junior hospital doctor (poten-
tial family doctor obstetrician perhaps) and a trainee midwife.

Ideally, the general-practitioner unit should be within the maternity
hospital, so that, if a potentially normal case develops complications
which cannot be competently dealt with by the family doctor, skilled
specialist obstetric, paediatric and anaesthetic care is as readily
available as it would be for the known complicated case in the con-
sultant part of the hospital.

Situated within the maternity hospital the family doctor must have
autonomy over his own cases in his own unit, and yet be able to call
in specialist help whenever this is required. Antenatally, this could
be provided by a consultant obstetrician attending at an outpatient
session at the general-practitioner unit to see cases booked for the
unit (and also domiciliary cases) about which the family doctor has
doubts. If these doubts can be resolved, then the patient will remain
as a general-practitioner unit (or domiciliary) booking-if they are
substantiated, then it may be necessary for the patient to be delivered
in the consultant unit. This procedure leaves the responsibility for
care of his own patient firmly with the family doctor, but gives him
ample opportunity for a second opinion if he requires it. Attendance
at this consultation by the family doctor would set the perfect seal
on what could be a most satisfactory arrangement.
The problem to the nursing staff ofhaving each patient in a general-

practitioner unit attended, possibly, by a different doctor is not
insurmountable, and many such units at the present time cope
happily and easily with this situation.

Situated within the parent maternity hospital, the general-
practitioner unit will be expected to produce a contribution to the
hospital annual report, and it will be hoped that the figures will
improve from year to year and will compare favourably with any
others in the report and with the national averages. A spirit of
healthy competition engendered by this will be an additional stimulus
to better obstetrics by the family doctor.

In these composite hospitals catering for consultants and general
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practitioners, the latter will be able to use the hospital library and
records department and attend the hospital ' case notes ' and ' deaths '
meetings and thus constantly revise their knowledge. Clinical isola-
tion, so much the enemy of family doctors, will be eliminated from
their obstetric work. It is to this type of unit that medical students
could be attached as part of their practical obstetric experience.
The many independent obstetric units used solely by general

practitioners will continue to serve their useful purpose in the future,
but, for the reasons given above, the general-practitioner units
ideally should be autonomous units within the consultant maternity
hospitals. Local birth rate and population density will dictate whether
the area requires only a general-practitioner unit or not. It is to be
hoped that those responsible for hospital planning will attempt to
get all but the most rural patients (and most rural family doctors)
within reasonable reach of general-practitioner maternity beds.
Delivery beds
Coming into prominence in recent years, and with a possible

future, are 'delivery beds'. These ideally should be set aside for
the use of family doctors who feel that a patient needs hospital
delivery because ofan increased delivery risk (e.g. grand multiparity),
but that once safely delivered she could return home. In such a
situation, the family doctor and the district midwife should go into
the general-practitioner unit for the delivery and after a few hours,
or perhaps a day or two, continue care of the case at home. To a
large extent, this is a solution of expediency at the present time when
the number of obstetric beds is so much less than the demand for
them, but a case could perhaps be made for the retention of a small
number of beds of this type as a matter of principle even when, in
the far distant future, the number of beds required is more than
adequate. One thinks in this context of the grand multipara with
heavy home responsibilities.
Booking

There remains the problem of the final booking of a bed by the
patients. To some extent the family doctor, when he knows that
the number of beds is limited, should encourage those who can to
have their babies at home-so long as there are no clinical contra-
indications. There still remain those who wish to apply for hospital
booking at the general-practitioner unit, although there are no
apparent indications apart from their own personal preference.
Such cases can be seen by the matron of the unit and fitted in where
possible; some may have to be refused. Most matrons seem willing
and able to perform this task, and the need for a' booking committee'
would appear to be small. However, if difficulties arose on this
subject, a committee of the matron, a public health medical officer
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and one or two family doctors (elected from their fellows) could
readily be formed.

Antenatal beds
It is doubtful whether any case can be substantiated for the pro-

vision of antenatal beds for the family doctor of the future. Cases
requiring inpatient investigation and treatment prior to delivery
(e.g. those with toxaemia, gross anaemia, heart disease, multiple
pregnancy, etc.) will, in all probability, require specialist opinion
regarding induction, and most ofthem will entail a high-risk delivery.
The family doctor can rightly claim complete care of his normal
cases, and so too can the specialist claim complete care of the ante-
natal inpatient and her subsequent care in labour.

The family doctor in the consultant unit
The scope of the family doctor in the maternity hospital that has

no general-practitioner unit is limited, unless he is able to do a
general-practitioner clinical assistantship. But with increased family-
doctor participation in obstetrics, and with all intending family
doctors undertaking six months in residence in a maternity hospital
as part of their pre-practice training, these posts will be few in
number. Their scope, moreover, is somewhat outside the definition
of family doctoring. The antenatal care of cases booked for such
hospital units can well be left to the family doctor, and then the
patient will attend the specialist unit routinely only for initial book-
ing and assessment by the consultant and once again at the thirty-
sixth week of pregnancy. (Exceptions to this routine can be made
if there are special clinical indications.) Interim care will be by the
family doctor and interim advice will be at his request, either by
sending the patient for further antenatal assessment at the hospital,
by calling out the obstetrician on a domiciliary visit, or by arranging
to send the patient into hospital for admission to an antenatal bed.
The visiting of patients under consultant care in maternity hospitals
by their family doctors is to be encouraged if time permits, but the
value of such visits is more social and psychological than clinical.

Family doctor facilities and organization
Having discussed the places in which the family doctor will care

for the mother in labour, it is now necessary to examine what facilities
the family doctor of the future must have in order to care for his
patient antenatally and postnatally-for it is this care upon which
all else depends and from which the final results are achieved.
The group practice surgery
The doctor's surgery, the hub of his practice and the place to

which the mother may have been accustomed to come over the years
for the care of her illnesses? should rmmain the fulcr=_ of family-
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doctor obstetrics. It is sometimes suggested that the place of the
antenatal care should be the place of delivery. This is mistaken.
Antenatal care must be regarded as the supervision of a normal
process and should be carried out where the patient is accustomed to
come for medical advice. The atmosphere should be that of the
quiet, reassuring and familiar consulting room with the face of the
well-known and trusted doctor as mentor.

This presupposes that the facilities provided in doctors' surgeries
will improve-preferably by the building of group practice premises
(subtly but importantly different from, and better than, health
centres), where full antenatal care can be undertaken by the doctor,
and where he can utilize experienced and interested ancillary staff
of varying grades. It is the duty of the family doctors (perhaps with
the help of a less miserly Exchequer) o see that their own premises
and facilities improve in the next few years, and the ensuing para-
graphswill indicate howthisshould be done. Asanalternative,insome
areas, health centres will be built. There is no doubt that the facilities
offered in these will be an advance on many present practice premises;
and if it is not possible to create a group practice, with its more
personal atmosphere and more complete administrative control by
the doctors using it, then the family doctor will be well advised to
go into a health centre where he will be able to give a higher standard
of care. The days of the single-handed doctor in any but the most
rural areas appear to be ending. But within the group, and working
from first class premises, the' single-handed' practitioner can main-
tain his independence and his own list and have facilities whose
provision for him alone would have been both wasteful and un-
economic.
Having intimated that antenatal and postnatal care will take place

at the doctor's surgery, this will not preclude by any means the
patient's attendance at the place of delivery in order to meet the
midwives who will care for her in labour, see the labour and lying-in
wards, practise with the gas-and-air machine, and generally acquaint
herself with the hospital atmosphere. There should be two visits-
once when booking, and again within a month of the expected date
of delivery. Possibly, also, the hospital will take upon itself responsi-
bility for the giving of relaxation and mothercraft classes (e.g. ante-
natal hygiene, physiology of labour, breast feeding and infant care).
Ideally these classes will take place in well organized group practice
premises and attached health visitors, midwives and physiotherapists
will participate. The family doctor will be responsible for ensuring
that his patients (primigravidae especially) know of and take advan-
tage of the various facilities available in his area. It would be ideal
in the future if, in group practice premises, these facilities came
under his own roof where he could be aware of what was taught and
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work closely with those doing the teaching. To this end those prac-
tices grouping together must bear in mind the possibility and desira-
bility of having lay and para-medical staff working alongside them,
and that these people will require accommodation and facilities of
their own. The waiting room in some group practices could make
an ideal lecture room, and the ' extra' or ' spare' consulting room
or ' clinical room' a meeting place for the doctors, midwives, health
visitors and secretarial staff.
Ancillary help
The family doctor of the future will have trained secretarial help

and receptionists. These employees will be responsible for the
smooth running of his clinics. The receptionist will complete the
relevant forms for booking, welfare foods, etc., and fill in the appro-
priate and self-evident headings on the record cards. Records will
be of three types. First, the doctor's broad-spectrum obstetric
record-card (the College of General Practitioner's card is excellent),
secondly, the doctor's special interest research card (if required)
and, thirdly, the standard co-operation card which should contain
only essential and important information and which the patient will
keep. The first two cards the secretary will file for reference in future
pregnancies and for subsequent use in either broad or narrow spec-
trum research. A concise summary of the pregnancy at its conclusion
should be entered on the patient's N.H.S. record card for the
information of any later doctor, should the patient move elsewhere.
The receptionists will make all appointments for whichever clinic

is required (antenatal, postnatal, etc.). They will issue-to the
primigravidae especially-whichever booklets the family doctor
feels will be of guidance and help to the patients (the Family Doctor
booklets are excellent). Prior to the patients seeing the doctor, the
receptionists will weigh them, test their urine and add this informa-
tion to the record cards. If any doubt arises about the urinalysis,
this will be brought to the attention of the doctor and, if indicated,
any receptionist should be able to put a drop of urine on a slide and
place it under the microscope ready for the doctor. There seems no
reason why receptionists should not be trained to take ear-prick
haemoglobins and use a suitable photo-electric haemoglobinometer.
Many of these are extremely simple to use, and the local hospital
pathology laboratory could well co-operate in instructing receptionists
in their use. The receptionists will complete all relevant pathology
forms and write out, ready for signature, all routine prescriptions
(e.g. those for iron and calcium therapy).
The secretary, a shorthand-typist or a typist with a dictaphone,

will be responsible for typing, ready for signature, the booking letter,
the chest x-ray request and letters to consultants-the patients
returning to collect these when they are ready. Finally, the secretary
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will complete from the records the claim for payment for submission
to the executive council.
At this point, the reader may feel that this essay has strayed some-

what from its path in that the last paragraphs have been devoted
to the work to be carried out by ancillary staff. But in determining
the place of the family doctor in obstetrics in the future, one must
consider not only what the family doctor will do but also what the
family doctor will not do, and what he will instruct his ancillary
staff to do for him. At the present time, many family doctors are
wasting much valuable potential clinical time on the humdrum of
letter-writing, form-filling and appointment-making, which can be
done as well or better by trained secretarial and receptionist staff.

The place of the district midwife and health visitor
As has been mentioned above, the health visitor and district mid-

wife will work from the group practice or health centre. It would
be superfluous to write in detail of the work these trained people
could do at antenatal and postnatal clinics; integration of their
present responsibilities and care with that of the family doctor will
make for more efficient work for each of them and more compre-
hensive and compact care of the patient. Furthermore, I believe
that there is no future for the local health authority maternity and
child welfare clinics. The work of these one-time valuable clinics
will increasingly take place within the group practice (or health
centre) structure. The help of the midwives and health visitors who
formerly ran these clinics will not lessen the work of the family
doctor, but will make it more all-embracing, as indeed it should be,
in comprehensive family-doctor practice. The presence of these
ancillaries at the family doctor's surgery does not vitiate his complete
responsibility for his patient in the antenatal, lying-in and postnatal
period.

Antenatal care
The family doctor, being responsible for the routine care of his

patient antenatally, will carry out this according to whatever teaching
is accepted at the time. At the present time, he sees his patients as
early as possible in the pregnancy and then routinely at four-weekly
intervals until the thirty-second week, fortnightly until the thirty-
sixth week, weekly until the fortieth week, and then twice weekly
until delivered. But he must bear in mind that this is an average
ruling for an average case, and many cases will not conform to this
and will require more frequent (and occasionally less f.equent)
supervision. The second visit is all important-the first visit should
be used for hearing about the pregnancy, imparting a friendly pleasure
at the news and arranging further attendances: this visit frequently
takes place in the normal surgery hours. At the secorid all-important
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visit, the family doctor will wish to assess the health of the expectant
mother, arrange the place of delivery, and ensure, with the help of
his co-workers, that she is aware of and uses the facilities provided
for her in the ensuing months. Much of this is current practice
today, but much is done by the maternity-hospital clinic instead of
the family doctor. In the future, it is the well-trained and well-
organized family doctor with adequate facilities and staff who will
be responsible for overall antenatal care. No apology will be made
for repeating that there is no reason why cases booked for specialist
maternity hospital care (e.g. patients known to have contracted
pelves, mothers with previous caesarean sections) should not be
cared for antenatally by their own family doctor and attend the
maternity hospital for routine consultant supervision only twice
during the pregnancy, other consultations to be left to the discretion
of the family doctor guided by the consultant.

Appointment systems
It is expected that the family doctor of the future will work almost

entirely to an appointment system when seeing his patients. The
patients will have to be instructed in the use of these appointment
systems, and it will fall to the ancillary staff to see that appointments
are made and that doctor and patient observe approximate times.
One of the problems in obstetrics at the present time is the problem
of the non-attender. The patient, frequently a high-risk case (one
thinks especially ofthe grand multiparae), presents later in pregnancy
than the average and fails to keep subsequent appointments. An
efficient ancillary staff-working with the health visitor-will follow
up the erring patient and try to alleviate the factors which prevent
her from attending. In this way, the family doctor can take action
on those women who are by their own default inflating the morbidity
and mortality rates. In any appointment system, it is to the advan-
tage of the patient if primiparae and multiparae attend at separate
times so that the ' horror stories' of a few of the misguided latter
do not increase the anxieties of the former.

Postnatal care
Postnatal clinics by appointment will be an asset to the family

doctor who, in addition to being able to allocate time to his examina-
tion, will also have time to take a cervical smear-probably the most
important function of any gynaecological clinic. Advice on family
planning can be given, but F.P.A. clinics in most areas will cope
with the practical application of this advice. En passant, it should
be stated that the family doctor shou'd perform the postnatal
examination of all his maternity patients regardless of place of
delivery, since their future general care will be his in the first instance,
and it is to him that they will come with any gynaecological sequelae.
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Exceptions could perhaps be made where for reasons of research,
etc., the specialist wishes to carry out the postnatal examination.

Psychological problems and personalized care
Of major importance in a world of increasing stress and strain

will be the part the family doctor can play in the psychological care of
the expectant mother. Who better than he to look after the emotional
and psychological problems of a patient whom he may have cared
for over several years or at least will have come to know over several
months? Throughout the antenatal period she must be enthused
with confidence in herself and her family doctor. Particularly to-
wards the end of pregnancy she must be given the opportunity of
asking questions and discussing anxieties of any sort related to the
on-coming labour. At each attendance, she must be given an account
in language she will understand ofhow her pregnancy is progressing.
She must not be told of abnormalities unless it is necessary to do
something to investigate or correct them (e.g. there is no point in
telling a woman that her baby is in a breech position at the thirtieth
week of gestation). Her confidence must be maintained, even when
an abnormality has to be disclosed, by explanation of how it can be
corrected or how it will be dealt with effectively in labour. As the
overall educational level of the patients increases, the family doctor
will find himself more and more drawn into discussion on technical
matters. He must not rebuff this, but look to it that, in giving his
technical opinions and advice, he is not misunderstood, and that he
still sustains her morale by reassuring her that all will be well. To
the question " Will you be there? " the answer by the family doctor
must be " Yes " if he has arranged for the case to be delivered at
home or in his general-practitioner unit. This is probably the most
inspiring affirmative that the mother will hear throughout the
pregnancy.

If one compares this personalized care that will be given by the
family doctor, and which has been outlined above, with the somewhat
impersonal multi-doctor, ' conveyor belt ' type of care of the
maternity hospital antenatal clinic, one will appreciate that patients
attending their family doctor in the future will have great advantages
over those attending the hospital. Moreover, the family doctor can
reassure the mother of his intention of being present at the delivery,
which is a continuous and high standard type of care that the normal
case booked at a consultant unit would probably never be able to
expect.
No rota system should apply to the family doctor in his obstetric

work. Except if on holiday or away from the district for other
reasons, the family doctor should attend the first, second and third
stages of labour of the mother whose complete care he has under-
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taken, whether she is at home or in a general-practitioner unit. It is
to be hoped that this standard of obstetrics will persist even if our
representatives on working parties, steering committees and the
like, are able to fashion a more ' modern' and leisurely approach
to the other general responsibilities of the family doctor. This is
the care that the family doctor would expect for his own wife, and
this standard should apply generally. Faced with the prospect of
time away from his practice, the family doctor should ensure that
those cases which are due for delivery in his absence should be seen
antenatally, as well as at delivery, by his intended deputy. As
groups and practices become larger, this arrangement will become
easier, and it is this sort of arrangement which will maintain the
personal element in family-doctor obstetrics.
Comprehensive care
The family doctor of the future, as now, will be the only person

who can give a complete obstetric care to his patient. Not only can
he supervise the pregnancy, the delivery, the puerperium, the new
baby and the postnatal period, but also he can care for the sundry
and varied incidental conditions that arise during pregnancy. These
he can treat at his antenatal sessions or at home, and, if necessary,
refer his patients to the relevant specialists. One thinks in this
context of such varied conditions as recurrent asthma and bronchitis,
epilepsy, herpes gestationis, anxiety states, acute appendicitis, peptic
ulcer, pyelonephritis, infective hepatitis, gingival hyperplasia, and
so on. The family doctor can give a general overall care and, when
indicated, organize the other specialties around him. Furthermore,
he can care for the health of the rest of his patient's family, be a
reassurance to her in this, and at times take relevant steps to protect
her from personal contact with rubella, streptococci and other
harmful conditions.
To help him in the care of his patients, the family doctor will need

direct access to diagnostic x-ray, pathological, bacteriological and
biochemical facilities. These may well be provided at the local
hospital, but in some areas of dense population general-practitioner
diagnostic-units are being set up, and these should and will receive
the enthusiastic support of the nearby family doctors.
Family doctor communications

It is suggested at times that the family doctor is too remote tem-
porally and geographically for close control of his obstetric case in
labour. Steps must be taken in the future in order that this suggestion
can be refuted. The family-doctor obstetrician of the more remote
areas will require radio-car control with his surgery (a boon not
only for his obstetric cases, as those who use this know). By the
midwife or her 'messenger' (patient's mother, husband, or friend)

OBSTETRICS IN THE IPUTURE 133



contacting his receptionist at the surgery, the family doctor can be
apprised how the case is proceeding and when his presence will
again be required. In the more compact practices of the densely
populated areas, such measures are not necessary; but the family
doctor, ifout on house visits, will need to call on his patient frequently
to ascertain progress. If he is consulting at his surgery or is at home,
then direct contact can be made with him by the attendant midwife
(or her messenger). With the increasing number of telephones in
and near private and council houses, the problems of contact will
lessen rather than increase. It will be necessary for the family doctor
to give his private ' off duty' telephone number to his general-
practitioner unit and the district midwives so that contact with him
can be achieved even when he is, for all other purposes, ' off duty'.
There remains the rare problem of the acute and unexpected

emergency-the eclamptic fit 'out of the blue', the torrential and
uncontrollable haemorrhage-associated with a break in immediate
communuications with the family doctor or his deputy. To cover
these rare eventualities, the family doctor must be willing for his
hospital or district midwife to summon what aid they can most
easily get, and there is no doubt that direct access by the midwife
to the flying squad has in the past and will in the future save lives.
This system should continue, and in general-practitioner hospital-
units within the parent maternity hospital the midwife must have
similar emergency arrangements with resident hospital staff. It is
to be hoped and expected that this 'last ditch' form of cover will
seldom be required.
The family doctor will need a comprehensive ambulance service

at his disposal, not only for the conveyance of mothers in labour to
their place of confinement but also to bring home patients from
delivery beds. Mention must be made of the need for a premature-
baby ambulance which can convey special equipment and a trained
premature baby nurse to the home where such an infant has un-
expectedly arrived and in which it can be transferred safely and
without deterioration to a premature-baby unit.

The family doctor and research in obstetrics
Given good facilities and adequate ancillary help, there is no doubt

that family doctors could embark upon a great deal of useful indivi-
dual and collective research. This would in all probability be carried
out with the assistance of the helpful agencies of the College of
General Practitioners.
In the first place, the family doctor of the future should be able to

collect and assess his own figures from his obstetric records and
work out his own mortality and morbidity rates. With knowledge
of these, he could strive competitively to bring his personal figures
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below regional and national averages, and especially below the
averages for his fellow family-doctor obstetricians.

Secondly, he could choose some particular item of content in
his comprehensive obstetric care-or develop or practise some special
technique-which would become to him a special interest within his
obstetric work. When an adequate number of cases had been col-
lected, he could assess his findings and, ifof sufficient general interest,
publish them.

Thirdly, collective research with others interested in the same
problems could produce statistically significant results fairly quickly,
and one thinks here of such subjects as the effect of virus infections
in pregnancy, the natural history of urinary infections in pregnancy
and the use and effect of drugs.

Fourthly, who better to draw comparisons between domiciliary
and hospital midwifery as seen through the eyes of the doctor and
the patient than the family doctor working both in the home and in
a hospital unit.
There should, indeed, be great scope in the future in research in

family-doctor obstetrics, and family doctors would find this a
rewarding and stimulating aspect of their work.

Conclusion
Various solutions are suggested from time to time for the obstetric

problems of the day, and many doctors with many views see many
different aspects. Some authorities feel that ideally all obstetrics
should be carried out by the specialists in that field-with or without
the aid of general-practitioner clinical assistants; the hub of the
obstetric world would be the specialist maternity hospital. If this
essay has convinced the reader that this would be a mistaken and
deleterious step and that the place of the family doctor should be
at the centre of the obstetric empire, bearing in mind that he must
be properly trained, adequately refreshed, carefully organized and
competently helped, then it has succeeded in its object.
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