DISCUSSION PAPER

Should general practitioners have any role in
maternity care in the future?

LINDSAY F P SMITH

SUMMARY. Maternity services in England are currently
being reorganized. The success of the changes will be
judged against the recommendations of the Changing
Childbirth report. This paper describes the nature of mater-
nity care and of general practice. It is argued that maternity
care provision by general practitioners is a central and
essential part of British general practice. Specifically, it is
shown how general practitioners can help to achieve the
objectives of the report, and thus, have a future role. It is
suggested that all general practitioners who wish maternity
care to remain an essential part of general practice need to
argue the case with providers and purchasers. If they do
not, then it is quite likely that general practitioners will be
increasingly excluded as the commissioning and contracting
mechanisms become more effective with midwives provid-
ing low-risk care and consultant obstetricians high-risk care.

Keywords: maternity care; women’s needs; general practice
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Introduction

FEW years ago, an editorial in the British Journal of

General Practice' stated that there were four problems pre-
venting the continuing participation of general practitioners
(GPs) in intrapartum care: lack of facilities; vocational training
emphasizing the abnormal; poor remuneration; and lack of role
definition. All those involved in maternity care, not just GPs,
need to discuss and agree the last of these, upon which the others
depend. What is the role of the GP, not in intrapartum care alone,
but in maternity care in general? 1 would contend that we have
come to a crossroads where many are doubting the role of the GP
in any maternity care.

The GP’s role following Changing Childbirth? is likely to be
increasingly questioned by health professionals, managers and
particularly by purchasers of maternity care. Some midwives and
obstetricians have already questioned whether GPs will have a
future role in maternity care, despite both the Winterton? and
Changing Childbirth® reports stating that committed GPs will
continue to have an important role.

However, purchasers of care will question the role of GPs in
maternity care if they purchase low-risk care from midwives and
high-risk care from obstetricians. Many GPs will also have to
address this question as maternity care becomes part of fund-
holding and commissioning. If practice-based contracts become
common, then health commissions will certainly wish to address
the question of what GPs can contribute to maternity care.

Thus, there is an urgent need for GPs (and others) to address
this issue. What can the GP contribute to maternity care follow-
ing Changing Childbirth? To answer this important question, we
must first consider four preliminary questions:
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What is maternity care?

What do women want from maternity care?

What are the key recommendations of the Changing
Childbirth report?

What are the key characteristics of general practice?

What is maternity care?

Maternity care can be divided into three related but distinct
areas. These are: core clinical care, related clinical care and indi-
rect care.

Core clinical care comprises the traditional antenatal, intra-
partum and post-natal care. Related clinical care is less well
defined but might include contraception, infertility management,
pre-pregnancy care, genetic counselling and health education,
abortion advice, adverse (e.g. malformed fetus or miscarriage)
outcome counselling, neonatal care, treatment of post-natal
depression, child surveillance and immunization.

Indirect care is non-clinical care. It includes areas such as
Maternity Service Liaison Committee membership, quality
assurance and audit, booking and transfer policies, purchasing
and commissioning of care, and the production of clinical guide-
lines and protocols.

Potentially, GPs could contribute to one or more of these areas
of maternity care. But should they? Is general practice the most
suitable setting for the provision of maternity care? What frame-
work does Changing Childbirth put in place? Most importantly,
what do women want?

What do women want from maternity care?

Much published evidence suggests that women particularly want
choice and continuity of carer.>® The government has confirmed
its intention ‘to extend patient choice’ and states that ‘the
patients’ needs will always be paramount’.’

There is a strong ethical argument for allowing women to
choose where they deliver and who provides care. Such argu-
ments for patient autonomy have to be viewed within the context
of the equitable distribution of limited resources.’

Women welcome being cared for by a known midwife’ and a
known doctor, although a significant minority are not concerned
about continuity or wish a doctor to be responsible for their ante-
natal care.® They are greatly reassured by the presence of a
known and trusted professional during labour, especially if prob-
lems arise.?

Most women who see both their GP and a midwife at their
booking visit are satisfied with this arrangement, whereas the
majority of those who receive uniprofessional care are dissatis-
fied. Of these, the majority would prefer to see both profession-
als at booking (J Hewison, personal communication).

Using focus groups, the National Childbirth Trust found'' that
most of its branch members wanted their GPs to provide: up-to-
date information about choices and about clinical matters; conti-
nuity of carer as part of a motivated, interested, accessible and
harmonious maternity care team; pre-pregnancy care; appropriate
referral and sharing of care with adequate time to discuss anxi-
eties; home birth medical cover if desired; a visit early after their
return home; contraception advice; and neonatal and feeding
advice if necessary.
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What are the key recommendations of the Changing
Childbirth report from the Expert Maternity Group?

The aim of all the recommendations of this report is to change
maternity care to ensure that it is woman-centred, and not profes-
sional- or institution-centred. It aims to make care accessible,
appropriate, effective and efficient. It contains various recommen-
dations, and in particular, ten indicators of success (see Appendix
1) that are to be achieved within 5 years (by early 1999). The
report has been accepted by the government in full, and an NHS
executive letter to health authorities has been issued.'?

Women are to be empowered to control their care. They are to
be given unbiased and up-to-date information so that they can
make informed decisions. Care is to be accessible, community
based, cost-efficient and effective. Care is to be monitored to
ensure that it is of high quality, and women are to become cen-
trally involved in such monitoring and also in planning of their
care. They are to receive continuity of care from known carers.

What are the key characteristics of general practice?

What is general practice? There are many definitions, some
long'3!* and some short.'>!” Three short ones are consistent with
what women want from maternity carers. First, general practice
is ‘a form of primary care in which people have a personal, con-
tinuing relationship with a doctor’.'* Secondly, general practice
is concerned with ‘the mental and physical health of individuals,
usually within the context of their families, as well as the health
of the family itself, seen as a unit or as a small community of
individuals’.'® Thirdly, general practice provides ‘comprehen-
sive, continuing, coordinated, accessible and accountable care’.'’?

To discuss whether committed GPs should provide practical
maternity care in the future, one should consider seven key char-
acteristics of the discipline of general practice. Taken individual-
ly, they are not unique to general practice, but as a whole, they
are a unique set of characteristics that make general practice par-
ticularly suited for the provision of routine maternity care.

The key characteristics of general practice are:

1. It provides accessible care for individual patients and the
defined population to which they belong.

It provides continuity of care (i.e. over time, place, problem).
Both disease and illness are managed in context.

It aims to prevent illness and disease and promote health.
Patients’ ill-defined problems are sorted.

It provides coordination of care.

It manages resources.

NowunkwN

Ideally, GPs will contribute to achieving the objectives and
indicators of success of Changing Childbirth. The ideal contribu-
tion of GPs will be discussed in the context of the key character-
istics of general practice listed above.

1. Individual patients and the defined population to which
they belong

The basis of general practice, like other health care disciplines, is
the consultation and the doctor—patient relationship. Ideally, GPs
are their patients’ advocate above all else. They listen and then
provide information and/or advice after agreeing common
ground with the patient. Thus, the pregnant woman should ideal-
ly receive informed, unbiased information, usually from a known
carer,® and she will then make an informed decision about her
maternity care (indicator 10). Much of the impetus for the
Changing Childbirth report was the fact that this ideal is not
being achieved in practice.

Increasingly, GPs must also focus on the population of
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patients that they serve. This used to be their personal or practice
list, but with the advent of fundholding and commissioning, they
will have a much wider perspective. They are the clinical group
who are best placed to purchase maternity care in the context of
other health care needs (all indicators); indeed, they are the only
group that can do this — midwives and consultant obstetricians
cannot because of their narrower focus.

2. Continuity of care

Continuity of care is central to the provision of care by GPs (indi-
cators 4 and 5). This is not just the personal commitment to the
patient over time, but also continuity over place (the surgery, their
home and in hospital) and of all the dimensions (medical, social,
psychological and spiritual) of patients’ problems (accessible
care). Thus, the GP is a true generalist, with breadth of experi-
ence that does not need to be in great depth, although many will
have in-depth knowledge of a specific area because of a particular
interest'® (appropriate care). Women value such continuity of GP
care.” The GP’s focus is wider than that of the midwife (principal-
ly normal maternity care) and of the consultant obstetrician (prin-
cipally abnormal maternity care). The GP takes a wider view of a
woman’s pregnancy in the context of caring for her other health
problems, for her other non-medical problems, for her health
before and after this pregnancy, and for her family’s health.

3. Both disease and illness, in context

GPs care for their patients’ illnesses (what patients believe to be
wrong with them) and their patients’ diseases (what the doctor
labels the patients as having wrong with them), in the larger con-
text of the patients’ life. Patients are cared for in the context of
their exterior milieu: their personal history, their family and their
culture. Like midwives, GPs regard pregnancy as a normal phys-
iological event that is part of normal life experience and normal
family life. Much of their work is concerned with minor varia-
tions in normal health; pregnancy fits perfectly into this role
(appropriate care). In contrast, consultant obstetricians are con-
cerned overwhelmingly with diseases caused by abnormalities of
patients’ interior milieu.

4. Prevention of illness and disease and health promotion

Whenever possible, doctors should prevent problems that precip-
itate illness and disease, and as the professional of first contact,
GPs are well placed to do this (accessible and appropriate care).
They need to bear in mind continuously the patients’ exterior
milieu and the population for which they care. They can poten-
tially influence patient behaviour indirectly through the patients’
family and friends, whom patients are likely to ‘consult’ before
they consult their GP. The primary health care team is increas-
ingly the conduit through which health promotion is being
advanced; as part of this team, both midwives and GPs are in a
central position to offer appropriate health promotion advice.

5. The early sorting of patients’ ill-defined problems

General practitioners have the difficult but fascinating task of
sorting their patients’ undifferentiated presenting problems to
tease out the early symptoms and signs of specific illnesses and
diseases'® for which they can offer definitive help (appropriate
care). This applies equally well to maternity care. They are used
to coping with uncertainty daily. If a problem develops, they will
usually either wait and see or deal with it, avoiding unnecessary
referral (effective and efficient care). Midwives seem less able to
cope with such minor problems without referral to consultant
obstetricians, as shown by the fact that referral rates?*?' for mid-
wife-led care are significantly higher than equivalent rates for
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GP-led care.?? Similarly, it is well recognized that hospital carers
who are used to dealing with abnormal pregnancy may intervene
inappropriately in a low-risk pregnancy because they misinter-
pret the positive predictive value of a symptom or a sign.?>?*

6. Coordination of care

General practitioners coordinate care for their patients by provid-
ing an overview of care and acting as a communication conduit
between those providing care (effective and efficient care). They
initiate most referrals within the primary health care team, and
those to secondary carers, and those to other caring agencies,
such as social workers and counsellors (appropriate care). They
certainly should receive communications from all parties provid-
ing care for their patients.

In nearly all other areas of general practice, the GP is familiar
with acting as a gatekeeper — deciding who should be referred
elsewhere. This is a major responsibility both within the doc-
tor—patient relationship but also within the purchasing of care. In
contrast, the gatekeeper role of the GP has been eroded in mater-
nity care, with all women usually being referred automatically to
secondary care followed by the consultants deciding who is
‘safe’ for primary care. The principle of the lead professional
coordinating care sits well within general practice and is identi-
cal to the role that GPs already have in other clinical areas (indi-
cator 4).

7. Management of resources

Finally, GPs are increasingly responsible for managing the health
care resources that their patients use, both through clinical deci-
sions about prescribing, referral and investigation, and through
overt management decisions such as the placing of contracts and
the commissioning of care. Such resources include their own
time and that of practice staff.

Thus, GPs can ensure that care is both clinically effective and
cost-efficient. Their involvement in maternity care will not only
provide appropriate care through purchasing but also conserve
resources by avoiding unnecessary referral whether this is within
or outside primary care.

General practitioners’ actual contribution to clinical
care

A 1992 national survey of UK GPs? found that about 31%
claimed to provide labour care, and 90% antenatal and post-natal
care; 27 and 95%, respectively, stated that they wished to pro-
vide such care in the future. There are regional variations in GPs’
provision of maternity care, with up to half providing labour care
in some areas.?®?’ Half of GP trainees believed that GPs have an
important role in normal labour and one-third intended to pro-
vide intrapartum care.?

Appropriate and efficient antenatal care

General practitioners should provide personal, competent, acces-
sible and appropriate antenatal care that women want. If GPs are
already trained to and actually do provide high-quality communi-
ty-based antenatal care, should resources be used to retrain hos-
pital midwives to duplicate such care? GPs are already educated
and trained to order and to interpret investigations and to refer as
appropriate. GPs have another advantage of being able to man-
age and treat concurrent chronic illness, intercurrent illness and
minor abnormalities without referral outside of primary care.
Thus, their involvement in antenatal care is not just clinically
effective but also cost-effective.
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Intrapartum care

The majority of GPs provide little labour care. The trends in GP
intrapartum care provision are the closure of isolated GP units,?”
falling involvement in labour care® and deskilling in terms of
practical labour tasks.? There remains a small ‘hard core’ of
10-15% of committed GPs who still provide labour care in hos-
pital?® and/or at home,?! have a reasonable caseload, do perform
labour procedures (e.g. forceps) and who provide continuity of
care throughout pregnancy®2?”-3! as well as throughout the
patient’s life and for her family.3?

Post-natal care

Most GPs provide minimal post-natal care apart from the
‘6-week check’.?’” The exception are GPs who provide intra-
partum care, who do provide more post-natal care than their col-
leagues,?’ thus enhancing the continuity of care that is central to
Changing Childbirth. Women wish their GP to visit them at
home soon after delivery.!! Post-natal care does not end with the
6-week check. Post-natal depression, feeding problems and fami-
ly disturbance can all occur and present later. It is the GP who
continues to provides care for these problems.

Three crucial indicators of success of particular importance
to GPs (Appendix 1)

(1) Every woman should know the lead professional who has a
key role in the planning and provision of her care

A GP could be the lead professional, if a woman requests this,
and this would be very appropriate, as already argued. A GP who
does not wish to provide intrapartum care can still provide conti-
nuity of antenatal and post-natal care. In this case, to achieve the
continuity of care indicator of success requires all those mid-
wives who might provide delivery care for a woman to meet her
antenatally. With the present number of antenatal visits, it seems
unlikely that continuity will improve in the future unless some
sort of extra antenatal social or educational meeting is organized.
If this indicator is belittled into the surrogate indicator of ‘having
met’ rather than ‘know’ the carer that delivers her, then it could
be achieved just as easily by GPs providing antenatal care with
the same type of extra event being necessary for pregnant women
to meet a number of midwives, one of whom will deliver her.

(2) At least 75% of women should know the person who cares for
them during their delivery

If the GP also provided intrapartum care and attended the deliv-
ery, then this would provide excellent continuity and help
achieve the target of 75% of women knowing the person who
cares for them during delivery. Whether such continuity of GP
care does indeed help achieve this particular target depends upon
how it is interpreted. It is rare for only one person to provide care
at delivery. Would the indicator be met if a person who the
woman knew provided care at delivery? Or must it be the princi-
pal person providing care that is known to her? Would this indi-
cator be satisfied if a known carer provided care during labour
but not at delivery? Certainly, the indicator does not state that the
known person has to be a midwife, which is how it has been
commonly interpreted. Perhaps the best model to provide conti-
nuity and meet this 75% target is that of the committed GP pro-
viding intrapartum care and the community midwife offering a
choice of either a home birth or a domino delivery.3* Such a
model would require little retraining and minimal disruption of
existing services. The Changing Childbirth report itself is sup-
portive of committed GPs working in this model. GPs need to
exert pressure in their locality to ensure that they can continue to
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provide such care in partnership with the practice community
midwife and that such ‘domino’ schemes are not lost in the drive
to reorganize into teams. It should be noted that published work
so far shows that such teams do not provide good continuity.?*

(3) At least 30% of women delivered in a maternity unit should
be admitted under the management of the midwife

GPs should support midwives having direct access to maternity
beds and also the target of 30% midwife admissions so that
women can have a true choice, especially in those units where
there is no GP intrapartum care as an alternative to consultant
care. However, there is a danger that, in units where there is GP
labour care, particularly isolated units, such bookings may be
changed to midwife bookings as an easy way of achieving this
indicator. If this were done, then women’s choice would be
effectively reduced, the opposite of what Changing Childbirth
aims to achieve. The new system should permit and encourage
committed GPs to provide intrapartum care. Many low-risk
women previously booked by consultants will in future be
booked by midwives from practices whose GPs do not provide
labour care.

Conclusion

General practitioners providing maternity care are at a cross-
roads. They can either provide the type of maternity care that
women want and which the government supports, or they can
refuse to change and gradually, perhaps even quickly, be exclud-
ed from any maternity care. They have to be able to justify the
care that they wish to provide as purchasers of maternity care
decide from where, how much, and what type of maternity care
to contract. Some GPs will not wish to provide maternity care,
and there will be a need to retrain and to reorganize midwives to
take their place in the provision of low-risk, community-based
maternity care. Those GPs who wish to continue to provide or
perhaps enlarge their role in maternity care need to convince
commissions and their colleagues that they have something to
offer that women want which is consistent with the indicators of
success of the Changing Childbirth report. The introduction of
practice-based contracts will raise further awareness of this
debate.

I believe that excluding GPs from any maternity care would be
a great loss to our discipline because the provision of maternity
care is an essential part of providing continuity of caring for
women and for their families and should be part of general med-
ical services in the UK. More importantly, I believe that if GPs
become excluded from all maternity care, perhaps by default,
then women will lose out. Their choice of maternity care and
carer will be reduced and they will lose the advocacy of the
group of professionals that provides them with the great majority
of their personal medical care throughout their lives. One of the
core functions of GPs is to act as patients’ advocates within the
doctor—patient relationship to advise, and thus, to help with the
many varied problems that they present; this should include
maternity care. If GPs opt out of all maternity care, women will
lose a powerful advocate, one that they may sorely miss at some
time in the future both collectively and individually.

Appendix 1. The indicators of success of the Changing
Childbirth report.?

1. All women should be entitled to carry their own notes.

2. Every woman should know one midwife who ensures conti-
nuity of her midwifery care — the named midwife.
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3. At least 30% of women should have the midwife as the lead
professional.

4. Every woman should know the lead professional who has a
key role in the planning and provision of her care.

5. At least 75% of women should know the person who cares
for them during their delivery.

6. Midwives should have direct access to some beds in all
maternity units.

7. At least 30% of women delivered in a maternity unit should
be admitted under the management of the midwife.

8. The total number of antenatal visits for women with uncom-
plicated pregnancies should have been reviewed in the light
of the available evidence and the guidelines of the Royal
College of Obstetricians and Gynaecologists.

9. All frontline ambulances should have a paramedic able to
support any midwife who needs to transfer a woman to hos-
pital in an emergency.

10. All women should have access to information about the ser-
vices available in their locality.
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