Providing Maternity Services in Primary Care: implications of introduction of new policies 
Summary: There has been concern expressed regarding the disengagement of General Practitioners from provision of Maternity Services. This is against a background of requirement for implementation of new contract and policy guidelines, financial restrictions and a depleted and demoralised midwifery workforce facing increasing difficulties with recruitment and retention. This paper seeks to assess the impact of these issues on care for mothers and children in Primary Care, and the possible effect on traditional General Practice ethos and values based on provision of holistic patient -centred care.
Brief history and chronology of policy change:

2003 House of Commons Ninth Report on Choice in Maternity Services

2004 NSF for children, young people and maternity services

2007 Maternity Matters

2008 NICE: Antenatal Care: Routine care for the pregnant woman

2008: DH The child health promotion programme

The main driver for change seems to have been the 2003 House of Commons Report on Choice in Maternity Services, to which Select Committee the RCGP provided written evidence including the following statement: 

  “3.3 Several factors can help to achieve high quality maternity care. These include: good communication between professionals, patient held records, clear lines of responsibility, locally agreed guidelines, shared governance and audit, closer interaction and training of professionals”. 

The RCGP emphasised that: 
“.5 Much care is also provided within general practice both before and after pregnancy that should not be seen in isolation from the pregnancy per se. Such related care includes contraception, infertility management, pre-conception counselling, and miscarriage care, termination of pregnancy, the promotion of breast feeding, detection of postnatal depression, and child heath promotion.

3.6 Hence choice in maternity care, and its related concept of continuity, should be seen in a wider context when considering who should be enabled to provide it, and where it should be provided.”

The Committee’s final report advised that all women should have a choice of direct booking with a midwife and the option to bypass GP services for the duration of the pregnancy.
The evidence provided by the RCGP still holds true in 2008, but was largely ignored by the Select Committee and every Government policy document on Maternity Care since 2003 has continued to repeat and promote the Select Committee findings, in spite of changes within the organisation of delivery of Primary Care and a midwifery workforce of ever-decreasing numbers.
Changes in provision of Maternity Care have provoked concerns within the following categories:

Safeguarding children
Clinical risk
Contractual liability
Safeguarding Children
Recommendations from the latest CEMACH report highlight the preventative role of the GP in pre-pregnancy counselling, information sharing and early pregnancy assessment. This would not be possible if GP services are bypassed.
There have been reports from Public Enquiries such as the Climbié enquiry where the GP’s role in the care of families was emphasised and introduction of an integrated care record advised; and key findings from numerous Serious Case Reviews, the most recent being the Randall Report of February 2008, which found that “significant information was held in the GP’s records regarding the mother’s mental health” which was not communicated to other health professionals.
 The report advised that in instances of known serious mental health problems the mother should be referred by the GP for shared care between an obstetric consultant and a midwife. A GP who remains ignorant of a patient’s pregnancy will be unable to make such a referral.
The safeguarding risks in direct booking of an antenatal patient with a midwife are therefore

· Lack of crucial information regarding past medical, obstetric, family and social history unless provided by the patient 

· Potential lack of access to the patient’s partner and wider family unless the patient herself chooses to involve them

· Loss of opportunity for information sharing and working together to protect children from abuse and neglect
All of which may pose risk both to the mother and unborn child

Clinical risk

New antenatal screening procedures have been introduced. These require early pre-screening counselling and antenatal booking of pregnant women, preferably before the 10th week of pregnancy. The GP is the health professional most likely to have early knowledge of a pregnancy and is well placed to provide the patient with suitable guidance towards the most appropriate pathway of care.
Should a pathway of care bypass the GP, there would need to be provision of care for minor symptoms associated with pregnancy such as heartburn and constipation, care of complications of pregnancy such as anaemia and hyperemesis gravidarum, care of conditions newly presenting within pregnancy such as gestational diabetes and care of pre-existing disease which might be exacerbated by the pregnant state. 
The pathway would have to give clear indication of which health professional would be responsible for prescriptions for symptom relief and treatment of disease, further specialist investigation and referral as required and ongoing care of physical and psychological disease in pregnancy.

Reduction of Clinical risk requires:-

· A clear clinical pathway setting out in detail the roles and responsibilities of all health professionals involved in every stage of care of a pregnancy including guidelines for communication
· This pathway must include a fail-safe system for review of results of screening tests with especial clarity of iteration regarding the health professional responsible for review of results of each specific test and for taking timely and appropriate action if any result is abnormal.
Contractual and Medico-Legal Liability and Risk

A layer of complexity has been added to the debate on which health professional should take overall responsibility for the care of the pregnant woman by the perception of some GPs that GMSII does not provide adequate remuneration for Maternity Care which attracts no QOF points. This has caused some GPs to refuse to continue to deliver Maternity Services from their Practices; one LMC has provided policy guidelines (Appendix).

Some PMS Contracts contain clauses for provision of Maternity Care; others do not.

There is therefore variability of contractual responsibility across the UK which some PCTs find confusing.
Children’s Centres and Implications for General Practice
The Department of Health paper Delivering health services through Sure Start Children’s Centres (June 2007) summarises the role of health services in commissioning and providing services through Children’s Centres. The paper repeatedly mentions provision of health services from Children’s Centres instead of GP practices. For example: 

“Increasingly we would expect to see the Child Health Promotion Programme, maternity, health visiting and other parenting support services delivered from children’s centres, especially in more deprived areas.”

“Children’s centres can also provide a focus for reconfiguration of services. Many PCTs are in the process of reorganising health visitor and midwifery services, to provide a clearer focus on the needs of vulnerable and socially excluded members of the community. With their emphasis on outreach to deprived members of the community, children’s centres can help ensure that valuable health staff and resources are diverted to where there is greatest need. This may also support greater efficiency in service delivery by providing services to a critical mass of families in one location. For example, instead of providing services from four GP surgeries it may be possible to provide services from one children’s centre.”
The paper also regards the role of children’s centres as  aiding achievement of  targets for health, not just for children but also for parents, for example by improved access to contraceptive services and the provision of ante- and post-natal care.

The way forward

1.Women should certainly have a choice in Ante-natal booking and decision making in her pregnancy including which health professional to access, but there should subsequently be clear, detailed and relevant communication between all health and other professionals involved, to include midwives, GPs, Health Visitors, Community Mental Health Teams and Social Workers. The importance of team working cannot be emphasised enough.
2. All Ante-Natal Screening procedures require a robust and fail-safe system of review of results with swift and decisive action upon abnormal results, with a very clearly defined pathway of responsibility and timescale which is known to all involved health professionals, including GPs. 
New screening procedures should not be introduced until it has been ascertained that established procedures are being performed in a safe and timely manner with in-built systems of audit and governance.
3. Clinical Risk and litigation

Statistically in the UK most pregnancies are low risk in terms of maternal morbidity and mortality. However no pregnancy can be categorised as low risk until a successful and uneventful conclusion has been achieved. It is crucial that at booking and at each stage of ante-natal care and of the screening process that risk be reassessed and that if necessary the patient be diverted to a more appropriate pathway of care. There is no place for complacency in this process.
Many clinicians rightly avoid intra-partum maternity care because it is perceived as high-risk and there is fear of litigation when things go wrong.  However there is a danger that if GPs avoid care of pregnant women altogether we shall become deskilled and will find it difficult to accurately assess pregnant patients presenting with problems in the pregnancy or with possibly unrelated physical illness. 
This danger may be avoided if there is adequate training and education in examination and interpretation of findings, this training to be embedded within basic GP training and within continuing professional development. It is therefore still necessary for GPs to be sent the results of routine investigations in pregnancy so that counselling and on-going holistic support may be offered when necessary, especially if there is a problem. This has increasing importance with the centralisation of Maternity Units and decreased geographical accessibility of hospital care, which results in the GP being the patient’s first resource if concerned, or in an emergency.
4. Perceptions of contractual obligations
It is absolutely vital to the continuation of provision of Maternity Services in Primary Care that this be urgently clarified. Various interpretations of the meaning of the new contract in relation to maternity care have caused deep divisions within the specialty, and have the potential to empower PCTs to remove provision of care for pregnant women away from GPs and into Children’s Centres or other locations. This will of course also result in loss of income, but not necessarily a decrease in workload because many women will still continue to see their GP as a health care resource during pregnancy.
Many GPs would like to continue to provide ante- and post-natal care and see this as an essential element of the work of the family practitioner. Most would prefer not to provide intra-partum care as they feel themselves to be lacking in training, expertise and inclination. For decades GPs have been able to work in harmony with midwives and obstetricians for the benefit of their pregnant patients. It would be a tragedy for family practice if this collaboration were allowed to wither and die because of Government policy.

Recommendations

That the College now needs to take a stand on:
a) The absolute necessity for all family practitioners to have basic and continuing training and education in the care of female patients at every stage of the reproductive cycle

b) The care of the pregnant woman as a core element of Family Practice

c) The continuing role of midwives as members of the Primary Health Care Team.

d) The proposed provision of health care for mothers and children from Children’s Centres with the possibility of a detrimental effect on quality and standards of patient care, loss of holistic care and of  the practice of family medicine. This should surely be carefully scrutinised and evaluated by the College. 

Dr NV Tiwari MBChB MRCGP DCH DRCOG Family Planning Certificate PG Cert Medical Education

Supported by Dr Andrew Mowat RCGP Children’s and Safeguarding Lead

and Dr Judy Shakespeare RCGP Maternity Lead  

July 2008
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GP MATERNITY SERVICES – LMC GUIDANCE 

Executive Summary

Difficulties in recruiting and retaining midwives into the maternity service in Hertfordshire are leading to ever diminishing midwifery services provided in GP practices.  The outcome of this is that GPs are being expected to provide more and more routine ante-natal care at a time of ever increasing pressure to carry out secondary care services.  

This paper sets out the contractual obligations upon GPs to provide maternity services if they agree to undertake maternity services; identifies the money that GPs receive within as part of the ‘Additional Services’ element within their global sum for the responsibility for provision of maternity care, but not necessarily carrying all of this out personally.  It goes on to make suggestions as to what might be a reasonable level of service provided within this sum.

Background

Since the mid 1980s GPs have progressively been encouraged to share maternity care with midwives, to the point where few GPs now provide any intrapartum care at all and midwives expect to undertake the majority of routine ante-natal care.  This has led to a general de-skilling of GPs in this area.  However, ongoing difficulty with recruitment and retention of midwives has meant that GPs are being progressively put under pressure to automatically replace the shortfall in the midwifery service, for example by providing cover for midwives’ annual leave.  

There is no guidance that advises on what constitutes “normal” maternity care provision by GPs but historically GPs have been involved in drawing up local guidelines. Ante-natal guidelines were tabled at a meeting of the East and North Herts Maternity Liaison Committee on 21st November. The paper inferred that, in the current financial climate PCTs are expecting GPs carry out more routine ante-natal care, as in their view, GPs are being paid for providing this service within their Global Sums. 
This paper sets out to provide the GPs and PCTs with the facts and regulations to help form policy regarding what is a reasonable level of service to be provided personally as an Additional Service within the nGMS Contract, and what would be considered reasonable within PMS Contract baselines, with no additional remuneration for any extra work carried out: it is important, for all parties concerned, to lay down minimal levels of care to avoid confusion.

Contractual Obligation 

Maternity medical services are recognised within the nGMS Contract as being an Additional Service.  Schedule 2, Additional Services paragraph 7, of the NHS General Medical Services Contracts Regulations 2004 reads:

A contractor whose contract includes the provision of maternity medical services shall –

(a)
provide to female patients who have been diagnosed as pregnant all necessary 
maternity medical services throughout the antenatal period;

(b)
provide to female patients and their babies all necessary maternity medical services 
throughout the postnatal period other than neonatal checks;

(c)
provide all necessary maternity medical services to female patients whose 
pregnancy has terminated as a result of miscarriage or abortion or, where the 
contractor has a conscientious objection to the termination of pregnancy, prompt 
referral to another provider  of primary medical services who does not have such 
conscientious objections.

The regulations then go on to define the ante-natal period, maternity medical services and the post-natal period in paragraph (2), pointing out that GPs have responsibility within this regulation for up to 14 days after delivery. 

It must be recognised that as an Additional Service, GPs do have the option to withdraw all maternity service provision and in so doing reduce their global sum accordingly by 2.1%: the LMC is not suggesting that GPs should reduce current level of service provision or withdraw from providing maternity services, but is providing the facts to all parties.

If GPs are considering withdrawing from maternity services the following factors need to be taken into account:

· Within the global sum GPs on average are paid £2,330 (2005-06) to provide all maternity services to all their pregnant patients per year. This equates to approx. £89 per pregnancy (based on an average county birth rate of 13.1 deliveries/1000 population/year – figures from North Herts & Stevenage PCT).

· One might argue that GPs have an obligation to provide an element of care from essential services to those pregnant women who ‘deem themselves as ill’.  This too, should be recognised as additional element to the £89, but it must also be recognised that during pregnancy, women are far more susceptible to inter-current illness, for example urinary tract infection, gastrointestinal disturbance and vaginal thrush, all of which the GP is expected to deal with appropriately.

●
Routine ante-natal care is not the full extent of Maternity services provision. GPs providing maternity services are expected to assess pregnancy complications and investigate, manage and refer these as needed.

· All ongoing chronic illnesses are affected by pregnancy – normally adversely.

· Working from the ‘birth rate’ does not take into account the work generated by women requesting terminations and those who have miscarriages, also considered as part of the Additional Services, as identified within paragraph 7 of Schedule 2 of the regulations.

Level of Service Provision

When defining a reasonable level of service provision from GPs, the following factors must be borne in mind;

· Midwives providing services in practices require administrative support and in many practices occupy a room which could be utilised for the provision of other services.  The presence of the midwife in the GP surgery is not cost neutral.  

· Throughout pregnancy midwives frequently approach GPs for the provision of prescriptions for iron, antacids and treatments of patient’s minor inter-current illness. Midwives and nurses are unable to complete sickness certificates.

· GPs have to be available for their patients throughout surgery hours for any minor or major complications of the pregnancy.

· GPs frequently have practice team meetings with midwives as part of taking responsibility for the routine ante-natal care of patients.

· GPs frequently become much more involved with the care of women with chronic Illness, which may be exacerbated by pregnancy and require more frequent monitoring.  Under such circumstances the GPs are likely to undertake a much more important co-ordination role between consultant obstetrician and consultants involved in the care of the chronic illness.

· NHS Reference costs, which are used by NICE when costing services include direct and indirect costs, and cost GP clinic consultation at £33 per 15 minutes. 

The working group propose to the LMC therefore, that the reasonable level of care provided for £89 per pregnancy includes:

1. The first appointment with the GP, at which point counselling on diet, smoking and alcohol occurs, and other health factors are considered.  Referral to the Obstetric Unit is undertaken, review of any other medical problems, appropriate examination and consultant referrals if necessary, and internal referral to the midwife. (It should be noted that this is not the same or equivalent to the First Booking Appointment to be carried out by the Midwife.)

2. The six week post-natal appointment
 which will include further discussion about any ongoing problems, contraception, breast feeding, emotional wellbeing and any other matters related to the pregnancy and delivery as appropriate. 

The working party identified that these two appointments are absolutely essential to good maternity care and are, generally speaking, not undertaken by midwives.  It would be expected that these would take a minimum of 15 minutes each (NICE guidelines state that ante-natal appointments should be a minimum of 15 minutes duration), and, as such, would be costed at £33 per consultation. 

The nGMS contract states that the postnatal period covered in the maternity services additional services contract ends on the 14th day after birth. Maternal post-natal consultations are usually carried out at 6-8 weeks after delivery, and as such fall outside the terms set out in the nGMS contract. Although they are routinely offered, we would argue that they do not fall into the category of Essential Services, as they are not booked by a woman who is or believes herself to be ill. If the PCTs argue that the routine postnatal check is not part of maternity services, then there is no obligation for GPs to offer this service, and it might then be argued that GPs should be carrying out one routine antenatal check as an alternative (or possibly 2 if they employ a midwife to carry out these routine ante-natal checks; a 15 minutes midwife clinic contact would cost £15.50).

The remaining £23 in the global sum should cover dealing with non-routine post-natal and antenatal care, and the care of those women whose pregnancies end in miscarriage or termination and the administrative and opportunity costs of hosting midwife clinics. Whilst some GPs may choose to deliver additional routine ante-natal care to their patients, the level of payment included in the global sum is such that the LMC’s opinion is that this is not an obligation.

Proposals agreed by the LMC

The Working Party, proposed and the LMC agreed to the following:

· To point out to GPs that Responsibility for Maternity Care is an Additional Service and, therefore optional; withdrawing would result in a reduction in the Global Sum by 2.1%. For providing this service, on average, they are paid a total of £89 per successful pregnancy and delivery.

· Whilst some GPs may choose to deliver additional routine ante-natal care to their patients, the level of payment included in the global sum is such that the LMC’s opinion is that this is not an obligation.

· GPs providing maternity care should personally provide, as a minimum, the (i) Initial Antenatal appointment (as opposed to the First Booking Appointment to be carried out by a midwife) at which the booking letter is generated and proformas completed as appropriate, (ii) One other routine antenatal appointment (or employ a midwife to do this work for them) or alternatively the postnatal examination if negotiated with the PCT.

· GPs providing maternity are obliged to provide care (or refer to someone who is able to provide care) for women whose pregnancy is terminated by miscarriage or abortion. 

· The post-natal appointment is not obligatory

· All GPs are obliged to provide urgent or emergency care to pregnant women in the usual fashion, whether or not they provide Maternity Additional Service.
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� Section 1.2.68 of the NICE consultation on post natal care states that there should be a review of the physical, emotional and social wellbeing of the woman in the 6-8 week period after giving birth; it does not state that this should be done by a doctor.
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