Editorials

The Report of the Maternity Services Committee

The Guillebaud Committee which enquired into the cost of the
National Health Service in 1955 found evidence that the maternity
services were “ in a state of some confusion which must impair their
usefulness and which should not be allowed to continue . This
resulted in the appointment of a maternity services committee under
the chairmanship of Lord Cranbrook, * to review the present organ-
isation of the maternity services in England and Wales, to consider
what should be their content and to make recommendations .
After a gestation period of two and a half years, this committee’s
report has now been published.

The committee collected evidence from 122 organizations and
individuals, including oral evidence from 53, representing all shades
of opinion from that of Royal Colleges to the Communist Party.
The result is a conservative report, its recommendations for action,
where they occur, designed to introduce minor improvements by
slow degrees, rather than to cure or eradicate by bold attack;
frustrating and depressing to some, outrageous to very few, and
sufficiently benevolent to be accepted, eventually, by most.

The tripartite structure remains, with the usual well worn exhorta-
tions regarding closer co-operation; the obstetric list is also retained,
now dividing family doctors into two more widely separated groups,
the training of midwives is noted as untouchable; the sharp division
between hospital and domiciliary midwives is recorded, regretted—
and accepted. For the patient’s lack of choice of midwife there is
sympathy but no more; her ten days in hospital is endorsed regard-
less of normality or home conditions; the proportion of patients
delivered in hospital is to be adjusted from 64 per cent to 70 per
cent and the extra beds are to be general-practitioner beds, but
only “where possible”. Where the proportion is already over
70 per cent, states the body of the report, ““ some of the existing
beds should be made available for general-practitioner obstet-
ricians > but this recommendation vital to general practice does not
appear in the committee’s listed recommendations.

Thus the present structural outline of the whole is to be retained
with recommendations for improvement. The committee’s advice
that domiciliary deliveries should be attended by doctors is one of
these, but from the viewpoint of the family doctor, many of the
recommendations regarding general-practitioner services are far
from benign. From the evidence available to it, the committee
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has decided that the practice of obstetrics requires special skill
and experience of a kind not possessed by all family doctors. It
regards all types of maternity service as alike in this respect and
recommends that no payment be made to any general practitioner
for maternity services, including those given in an emergency or
at the direct request of the patient, unless there is evidence that he
has that special skill and experience. The obstetric list is to be
retained as the criterion, but future admission to it is to be restricted
to those with six months resident experience in a specialist obstetric
unit. In addition, a review of the list is to be made every three
years. To remain on it a doctor must, over the previous three years,
have had at least 60 complete booked cases, of which he should
have attended the deliveries of at least half. It is not recommended
that the size of the list should be limited except by the number of
those qualified for it, and no evidence is given of how many that
would be. Although no forthright recommendation is made, it is
quite clear that the committee considers it inevitable that the general-
practitioner obstetrician will have a limited general list.

The probable consequences of the committee’s recommendations
regarding the obstetric list are not only that some general-practitioner
obstetricians will have greater obstetric experience than before.
A limited general list may provide time, but it does not provide
experience and the general-practitioner obstetrician’s limited
general list will inevitably limit his experience of family doctoring.
It will also limit the number of maternity cases in his own practice.
Many or most of those coming to him will be the patients of other
doctors who, to say the least of it, did not see fit to choose him as
their family doctor. From the patient’s point of view, her chosen
family doctor may be barred, and her choice of obstetrician may
become as limited as her already non-existent choice of midwife,
for 30 per cent of maternity cases will not support a second general-
practitioner obstetrician in a population of less than 7,500. To
many family doctors the satisfaction of attending their patients in
pregnancy and labour will be denied, and their considerable obstetric
knowledge, painfully and compulsorily acquired at their medical
schools, will rust in disuse. For future entrants into general practice,
if a large proportion take obstetric house surgeon’s posts as a result
of the committee’s recommendations, the obstetric future will be
bleak and frustrating for many will find themselves with insufficient
cases to retain their position on the list.

To use financial or other sanctions to prevent a patient from
receiving attention from a willing and qualified doctor of her own
choosing is a serious step not to be taken unless there is over-
whelming evidence in favour of it. It is clear that the committee
had at its disposal a great deal of evidence both for and against the
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obstetric list and all that it implies. In deciding that special skill
is necessary for all types of maternity work, we wonder whether
sufficient weight was given to evidence to the contrary, such as that
of Fitzgerald (1959).

In 1951, in agreement with the general practitioners in the area,
Fitzgerald arranged for all maternity patients to be examined by a
specialist on booking and at the 36th week. Any cases considered
either by the family doctor or by the specialist to be abnormal were
delivered in a specialist hospital. The remaining normal cases were
attended by their family doctors with the unbelievably low still-
birth plus neonatal death rate of 8.7 per 1,000, over a period of six
years. Few would claim that the family doctor can stand alone in
any branch of medicine, but here is strong evidence that with specialist
support he can provide a very good maternity service.

That there is not enough maternity work to enable every family
doctor to maintain the desired standard of skill is equally open to
doubt, for the report shows that the average general practice pro-
duces about 27 normal cases per annum. Within his own practice,
therefore, more than the recommended 20 cases are available to the
average family doctor, and he could make use of this material if,
in addition to a 30 per cent domiciliary delivery rate, he were
allowed to have a one third share in one maternity bed.

In England and Wales in 1957, the report states, general practi-
tioners provided complete maternity services for 38 per cent and
attendance at the confinement for 24 per cent of all maternity cases.
If these figures were raised to 52 per cent and 26 per cent, with even
distribution throughout the country, it would be possible for every
family doctor to have continuing experience of obstetrics within
the committee’s definition. It could be done, given the will, and
the key to the position is the transfer of 2,500 maternity beds now
under specialist control, in which normal cases are treated. Their
transfer to general practitioners would make it possible for any
and every family doctor to retain his obstetric skill. Apart from the
vested interests of specialists in their beds, there are two factors
that prevent it, the training of medical students and the training
of pupil midwives.

When specialists had first-hand experience of general practice,
it was reasonable that they should be entirely responsible for training.
As specialism becomes more specialized and apart, it is more and
more necessary that general practitioners should take part in training
both students and midwives, particularly those intending to enter
general practice and domiciliary midwifery.

It may well be a matter for future regret that the committee did
not go more deeply into the problems of student and pupil midwife
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training. To advise removal of all-obstacles to the care of normal
maternity cases by their family doctors would have required courage,
but it would have shown wisdom and foresight. It would have
prepared the way for every future general practitioner to have
adequate obstetric training, thus abolishing the need for an obstetric
list, and it would have been a tremendous stimulus to a renais-
sance of general-practitioner obstetrics giving better maternity
care than can be provided by a semi- or pseudo-specialized service.
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THE AMERICAN ACADEMY OF GENERAL PRACTICE

The annual congress of delegates of the American Academy of
General Practice was held on 4th April, 1959 at San Francisco,
California. In his address, Dr Mac F. Cahal, director general,
announced that after eleven years of steady progress, the membership
had reached 25,000, but he warned his audience that this rapid
growth had brought new problems. The real issue he said, was
“ how may we be assured that the advancement of general practice
as epitomized by the Academy will keep pace with advancement in
other fields of clinical medicine ”. The Academy’s programme
had been carried on under three heads: (1) No system of medical
care can be better than the underlying structure of general practice.
(2) 1t is essential that adequate numbers of practitioners of high
calibre be attracted to general practice. (3) Given an adequate
preparation in undergraduate training, continued postgraduate
study is the best guarantee of excellence in the practice of medicine
and surgery. Dr Cahal wondered whether the present criteria for
admission to membership were sufficient and tentatively suggested
a written examination as a measure of competence; ‘ perhaps our
progeny—our British cousins who copied our original example—
are on the right track after all”. This is, indeed, a fascinating
prospect. While we in this. country have been first swinging in
favour of examination and later having second thoughts, our
colleagues in America are now wondering whether the promise
of continued postgraduate study is sufficient guarantee of high
medical standards and are toying with the idea of a written examina-
tion.

When the criteria committee of Council collected the views of the
faculties the only fact which stood clearly out from a welter of



