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PURPOSE OF REPORT 

To make recommendations to Committee on a consultative paper concerning principles for 
the provision of maternity services issued by Greater Glasgow Health Board. 

BACKGROUND 

Greater Glasgow Health Board has invited comments on the above Consultation Paper on the 
future provision of maternity services in its area. 

Greater Glasgow Health Board purchases all health care services in the Chryston area, which 
has approximately 5% of the population of North Lanarkshire, as well as offering maternity 
services to the whole of North Lanarkshire. However, the Board's plans for maternity 
services are of wider relevance to North Lanarkshire because a significant number of births 
in Greater Glasgow (896 births in 1994/95) are from mothers living in North Lanarkshire. A 
breakdown is given in Table 1. 

Table 1: Number of births by North Lanarkshire Residents in GGHB hospitals in 
1994/95, broken down by area of residence 

SettlernentlArea Royal Rutherglen Southern Queen Mother's Total 
Maternity Maternity General Maternity 

Airdrie & Coatbridge 73 2 1 15 91 
Motherwell, Wishaw 17 6 2 13 38 
& Bellshill 
Cumbernauld & 580 8 5 58 65 1 
Kilsyth* 
Chryston 107 1 1 7 116 

North Lanarkshire 777 17 9 93 896 

* Importantly, approximately 190 births by Cumbernauld and Kilsyth residents take place 
annually in Forth Valley Health Board hospitals. 
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Minister of State's approval was obtained by the Health Board in 1996 for its maternity 
services strategy. The strategy was the subject of contention and was widely debated across 
the city over a period of years. It involves: 

+ a new build unit being opened at the Glasgow Royal Infirmary site and the subsequent 
closure of two out of four maternity hospitals, Rutherglen and Glasgow Royal 
Maternity (Rottenrow); 
the transfer of midwifery and consultant clinics from Rutherglen & Glasgow Royal 
Maternity Hospitals to the Glasgow Royal Infirmary site. 

This latest consultation document seeks to consult on a set of principles which the Board 
considers should inform the implementation of its strategy into the next century. Comments 
on the proposed principles have been requested by 30 June 1997. 

CONTENT OF THE CONSULTATION PAPER 

The consultation paper sets out: 

principles which the Health Board considers should inform the implementation of the 
strategy (page 4) 

progress which it considers is being made to achieve the principles (pages 5 - 8) 
further action needed to realise the principles (pages 9 - 10) 

The proposed principles are as follows: 

care tailored to the needs of the individual 
antenatal care provided as near to the woman's home as possible 
maximising continuity of care 
informed choice as to the type of care received 
local guidelines of care, agreed by all relevant professional groups 
local criteria for admission to neonatal paediatcic units, according to local needs 
intranatal care provided at hospital sites which meet nationally agreed criteria 
health education incorporated into clinical care. 

COMMENTS ON THE CONSULTATION PAPER 

In general terms, the principles which Greater Glasgow propose appear to be in keeping with 
good clinical practice as well as giving priority to the needs and preferences of women. The 
lack of reference to the particular needs of vulnerable women and communities which are 
economically or socially disadvantaged is however a concern. 

The document provides statistical information in Appendices which shows that almost 20% 
of births in the city's maternity hospitals are non-GGHB residents. The consultation paper 
itself makes no reference to the needs of these women or to action which might be required 
to ensure that they receive an appropriate level of health care. This is a particular concern 
given the substantial numbers of North Lanarkshire births which fall into this category, 
particularly from Cumbernauld and Kilsyth residents. 
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4.3 

4.4 

4.5 

5. 

In relation to changes in in-patient services, the impact for North Lanarkshire women would 
be: 

+ a reduction in choice for mothers with the proposed closure of Rutherglen Hospital 
with a possible increase in travel times or shift in demand for maternity services 
provided by Lanarkshire Health Board. This would impact on less than 20 women per 
annum given the current pattern of births. 
an improved level of service for women who currently attend the Royal Maternity 
Hospital once the new unit at the Glasgow Royal Infirmary site is built. This will 
benefit just under 800 North Lanarkshire women per annum. 

There is no evidence of liaison or collaboration between Greater Glasgow or Lanarkshire 
Health Boards in order to ensure that the principles set out in the consultation paper is to be 
achieved in relation to women from North Lanarkshire who exercise their choice to deliver 
their babies in Glasgow's hospitals. Collaborative action should be a priority for the Health 
Boards to ensure that a high quality of service is provided to North Lanarkshire women. This 
should include the provision of information to women resident in North Lanarkshire. 

In relation to Cumbernauld residents, effective liaison should be extended to include Forth 
Valley Health Board, since a further 190 births per annum are in hospitals in that area. 

RECOMMENDATIONS 

Committee is asked: 

a) to endorse the comments outlined in Section 4 of this report as the basis of the 
Council's response to Greater Glasgow Health Board; 

b) to seek assurances from Lanarkshire Health Board that it will liaise with Greater 
Glasgow and Forth Valley Health Board in order to ensure choice, information and a 
high quality of maternity care for North Lanarkshire residents, with particular 
reference to the needs of Cumbernauld residents; and 

C) to otherwise note the terms of this report. 
A t  

Director of Social Work 
May 1997 

For further information on this report please contact Duncan Mackay, Principal Officer (Planning & Development) (EX: 01698 
332072) 
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GREATER GLASGOW HEALTH BOARD 

1. 

MATERNIN SERVICES STRATEGY: 
PRINCIPLES FOR THE PROVISION OF MATERNIW SERVICES 

Introduction 

The maternity services element of Greater Glasgow Health Board’s acute strategy 
Purchasing Acute Services to 2007 was approved by the Minister of State in the 
summer of 1996. The strategy saw the reduction of maternity units within the city 
from four to three with a new build unit at the Glasgow Royal Infirmary site and the 
subsequent closure of Rutherglen Maternity ‘and Glasgow Royal Maternity hQspitals. 
In approving the strategy, the Minister stated that the Board’s proposals would mean 
better access to antenatal and postnatal care for mothers and their babies and 
would ensure that hospital births take place at three fully equipped hospitals. The 
Minister also stated that Rutherglen Maternity Hospital would close after the new 
maternity unit at Glasgow Royal Infirmary and community antenatal services were in 
place. 

The Board’s proposals for maternity services were developed on a city wide basis, 
recognising the importance of continuing to provide local services, wherever 
possible. The Director of Public Health provided for the June 1995 Board meeting, 
when the outcome of the public consultation exercise on Purchasing Acute Services 
to 2007 was considered, a discussion document “Maternity Care in Glasgow: A 
service which meets the needs of women” which outlined the Board’s intended 
model of maternity care. It stated that 

“The aim will be to deliver, where appropriate, levels of care as close to 
women’s homes as possible. Most antenatal care will be provided in the 
primary health care setting by general practitioners and midwives 
collaborating to ensure continuity of care. Each primary care team will work 
with a link obstetrician to agree local protocols. Women will only be referred 
to hospital if problems develop. It is expected that most women will deliver 
in hospital and that postnatal care will be undertaken by the same team as 
provides community antenatal care” 

This new document Maternity Services Strategy: Principles for fhe Provision of 
Maternity Services provides an overview of the maternity services Board wishes to 
commission into the new millennium. The emphasis is on antenatal care because 
this is the area where change has been advocated. Information is also provided 
about intranatal, postnatal and paediatric services for completeness. 

The overriding aim of commissioning maternity services is to ensure women centred 
care, where women are fully involved in the decision making process about the 
services they receive during pregnancy and childbirth and where care is tailored to 
the needs and wishes of individual women. In achieving this type of care, however, 
consideration must be given to the principles of clinical effectiveness, cost 
effectiveness and affordability. 

The document was produced for the Board by the Maternity Services Liaison 
Committee (MSLC). This multi-disciplinary Committee is chaired by a Non Executive 
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Board Director and its membership includes GPs, midwives, obstetricians, consumer 
groups, Glasgow City Council and the Greater Glasgow Health Council’. 

2. The Policy Context 

Since the 1960s a number of organisations concerned with maternity care, including 
the Association for Improvements in Maternity Services (AIMS) and the National 
Childbirth Trust (NCT), have given prominence to the maternal point of view. These 
groups have campaigned against increasing medical intervention, lack of co’ntinuity 
of care and the perceived failure to provide choice for women in obstetrics. 
Concerns such as these prompted a number of high profile Government reports 
during the 199Os, making recommendations for the structure and process of care in 
obstetrics. 

I Provision of Maternity Services in Scotland (1 993) 

This document, commonly referred to as the ‘Policy Review Document’, was 
produced by the Health Policy and Public Health Directorate of the Scottish Home 
and Health Department. Its aim was to provide information for purchasers and 
providers in Scotland to raise awareness of the full range and cost of maternity 
services available and, in meeting the clinical needs of others through this process, 
encourage: 

8 informed choice; 
8 meeting the needs of mothers; 
8 efficiency gains. 

Health Boards in Scotland, as purchasers of obstetric services, were provided with a 
list of policy objectives in order to meet these three ultimate objectives, namely: 

ensure mothers have informed views of what choices they have in maternity care 
and that they have the opportunity where possible to exercise that choice; 
increase awareness among providers of demand for a wide range of modes of 
maternity care to be offered to women; 
persuade providers of the benefits of making available the full range of options 
for maternity care; 
encourage greater provision and uptake of DOMINO and community based 
modes of maternity care; 
increase the use of midwife-led units subject to satisfactory evaluation; 
bring about a shift in maternity care from specialised to less specialised maternity 
care; 
ensure specialist skills are used appropriately for the delivery of women with or at 
risk of obstetric complications and to support the professionals caring for other 
moth e rs ; 
reduce the number of hospital beds for maternity care. 

CRAGSCOTMEG Antenatal Care Document (1 995) 

The CRAGISCOTMEG Working Group on Maternity Services: Report on Antenatal 
Care was the product of a multi-disciplinary group set up in 1992 to address the . -. . 

see Appendix 3 for members and their representatives at the time of writing this document 1 
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provision of maternity services in Scotland, the views of users of services and the 
means of achieving improvements, taking account of cost effectiveness and 
efficiency. Individual sub-groups were set up to address the various aspects of 
antenatal care and the report contained recommendations for all aspects of 
antenatal care. 

From a policy perspective the main recommendations were: 

women should be offered informed choices; 
women should have continuity of care and a named midwife; 
care should be appropriate and meet the needs of individual women; 
all women are appropriate to receive midwife-led care with local protocols for 
identification, referral and treatment; 
continuity of care should be improved and duplication prevented by reducing 
visits and number of carers. 

This document provided a template for an integrated model of antenatal care, 
which addressed these recommendations, by improving continuity of care, 
preventing duplication of care and integrating antenatal education and clinical care 
at the same visit. Health Boards, as purchasers, were urged to consider the model. 

3. Current Service Provision in Glasgow 

In Glasgow, the 1990s have been characterised by a falling birth rate, with the 
number of births in the city projected to fail from 11,267 in 199314 to 10,052 in 2001, 
and further to 9,129 in 2006. 

Current maternity and neonatal services have developed over the years to improve 
the outcome of pregnancy for both the mother and baby. In the early years of the 
century the health of many Glasgow mothers was poor and death in childbirth was 
relatively common. Improved physical health of women and the provision of free 
health care has led to a steady reduction in mortality rates. Maternal mortality is 
now very rare and the stillbirth and first week (perinatal) mortality rate have fallen in 
Glasgow from 28/1000 births in 1970 to 7/1000 in 1992. 

The current maternity sewice in Glasgow is provided by general practitioners in 
conjunction with a multi-disciplinary hospital team of obstetricians, midwives, 
neonatologists, physiotherapists and anaesthetists. The midwifery service is 
integrated, with midwives working both in hospital and in the community. There are 
currently four maternity sites in the city at Glasgow Royal Maternity Hospital, the 
Queen Mother's Hospital at Yorkhill, Rutherglen Maternity Hospital and the Southern 
General Hospital. Information about births in Glasgow during 1995 is included in 
Appendix 1. Maternity services are provided in three distinct stages - antenatal, 
intranatal and postnatal. 

Antenatal care: The aim of antenatal care is to detect problems in the mother and 
baby at as early a stage as possible to avert more serious complications. In addition 
antenatal education is provided to prepare people for becoming parents. For the 
majority of women (95%) care is shared between general practitioners, midwives 
and hospital staff, with the remainder seen by obstetricians, or midwives, alone. 
Although the theory of shared care is good, duplication of visits by the different 
professionals is often a problem. 
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lntranatal care: The recommendation of the Confidential Enquiries into Maternal 
Deaths is that- births take place in maternity units integrated into -acute hospitals, 
with a full range of emergency services. For the overwhelming majority of women 
(99%) intranatal care is provided in hospital. The majority of care is provided by 
midwives, with obstetricians on call for assessment and operative or complicated 
deliveries. All units provide a full anaesthetic service to allow women choice about 
pain relief. A very small number of women deliver at home. 

Postnatal care: During the 1990s there has been a large reduction in the length of 
stay for mothers after delivery to an average of about 2.5 days. The woman is 
thereafter under the care of the community midwifery service until at least the 10th 
postnatal day. This service has been evolving over time and the traditional pattern 
of daily visiting has changed to one of care tailored to the needs of individual 
women. 

Neonatal care: Development of the specialty of neonatology has led to a 
significant improvement in the outcome for very immature and very sick babies. 
Neonatal services are provided in all four maternity units, with the most specialised 
care being provided at Glasgow Royal Maternity Hospital and the Queen Mother's 
Hospital. 

4. General Principles 

Having reviewed the recommendations from the centre concerning maternity 
services, this section discusses a number of general principles upon which services 
should be proviaed. These principles are: 

0 

0 

0 

0 

0 

0 

a 

0 

In 

Care tailored to the needs of the individual 

Antenatal care provided as near to the woman's home as possible 

Maximising continuity of care and carer 

Appropriate information to enable women to have informed choice of the type of 
care received 

Health education incorporated into clinical care 

Local guidelines for care, agreed by all relevant professional groups 

Intranatal care provided at hospital sites which meet the recommendations of the 
Confidential Enquiries into Maternal Deaths 

Local criteria for admission to neonatal paediatric units, according to local needs 

addition, it is important that maternity services are monitored against quality 
standards produced by the Board, in discussion with providers and user 
representatives. 
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GRMH 
Co ns u I ta n t cl in ics 9 
Midwife clinics 61 

5. 

QMH R ut h erg len SGH 
2 3 0 

45 3 22 

Proclress in Achievina these Principles 

1995 births 

Greater Glasgow Health Board currently purchases maternity services from four 
NHS Trusts within the city. Each service is unique and, as a result, progress in 
achieving these basic principles is varied. Discussions have recently been held with 
each of the four providers, both as part of the quality monitoring of maternity 
services and as a research project by the Greater Glasgow Health Council. This 
section summarises the findings of these discussions. 

I 
3976 3195 1925 1791 

Care tailored to the needs of the individual 

All maternity units have adopted the Board philosophy of midwifery which states that 
[mlidwifety embraces an holistic approach recognising the need to respect the 
autonomy, righfs and wishes of the individual'. The degree to which this is 
translated into individualised care depends crucially on the way in which services 
are organised to ensure continuity of care. 

Antenatal care provided as near to the woman's home as possible. 

There is a wide variation in the number of community based clinics held by the four 
Trusts, as shown in Table 1. Various explanations have been provided for the 
difference in levels of provision, including historical factors, lack of space and 
reluctance on the part of some general practitioners to share care in their surgeries 
with community midwives. 

Table 1 : Community based provision - number of clinics per week 

Maximising continuity of care 

Statements were obtained from each of the four maternity units about the progress 
towards achieving continuity of care during monitoring visits by the Purchasing 
Commissioner in November 1996. The following are summaries of these 
statements: 

Glasgow Royal Maternity Hospital 

Glasgow Royal Maternity Hospital has a long tradition of innovative midwifery 
practice and has recently completed a randomised controlled trial into midwife led 
care, which aimed to provide continuity of care throughout pregnancy, childbirth and 
the postnatal period. The named midwife service now offered offers continuity of 
care throughout the antenatal and community based postnatal care to women 
experiencing a normal healthy pregnancy, centred around geographically based 
community midwives. lntranatal care is offered by associate midwives in the labour 
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ward. who work 12 hour shifts to improve continuity of care. During hospital based 
postnatal care women are cared for in the ward associated with her own 
geographical area. For women with complicated pregnancies a. named midwife 
based in the hospital will improve continuity of care. 

Queen Mother's Hospital 

Women are advised at booking about their named midwife, who is attached to a 
particular antenatal clinic, within the hospital or in the community. The woman will 
attend this clinic throughout her pregnancy. The same midwife will also offer 
continuity of care during the woman's community based postnatal care. During the 
intranatal period women are allocated a midwife on arrival. Currently 65% of women 
have this named midwife for their entire labour episode and plans are currently in 
place to increase the length of shifts in labour ward (from 7.5 to 12 hours) to 
increase this percentage. Women with complicated pregnancies will have a midwife 
in day care as her named midwife. 

Southern General Hospital 

The approach to continuity of care in the Southern has always been based around 
the concept of continuity of care throughout the woman's reproductive life, which 
can be achieved by the integration of both obstetrics and gynaecology in a single 
unit. Team midwifery was introduced during January 1997, with the purpose of 
improving continuity of care throughout pregnancy, childbirth and the postnatal 
period. Seven teams serve distinct geographical areas with clinics in a number of 
GPs surgeries. Team midwives provide ante, intra and postnatal care in both 
hospital and the community for women who live in those areas. The teams are 
supported by a core staff based in hospital. 

Rutherglen Maternity Hospital 

Although there is no team midwifery approach in Rutherglen Maternity Hospital each 
woman has a named midwife for each episode of care, ensuring continuity of care, 
but not carer. Community based postnatal care is provided by four geographically 
based teams. 

Appropriate information to enable women to have informed choice of the type of 
care received. 

All of the maternity units offer choice of package of care, as shown in Table 2, 
although for some types of care, such as home and DOMINO births, there are limits 
on availability. Again a number of reasons have been given for this, including 
staffing constraints, midwife reluctance to on-call commitments and general 
practitioner reluctance to support women who choose home confinement. 
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Table 2: Packages of Care Offered 

t GRMH QMH 1 Rutherglen I - SGH 
I Shared care: 1 

GP & Consultant J J J J 
GP & Midwife J J J J 

Hospital only J J J J 
Midwife managed J 

DOMINO J J '  J 
Home J J' J '  J 

request only request only 

Each maternity unit provides information about the choices available to women 
about the care she will receive, but this information is available once they are 
booked at the unit. At present there is no single source of information about the 
different types of care in the city which women could consult before booking for care 
at a particular unit. 

Health education incorporated into clinical care 

Antenatal education has been identified as a source of dissatisfaction to women 
and the CRAGECOTMEG report on antenatal care recommended regular review of 
the service in order that necessary change could be considered by all those 
involved in purchasing, providing or using the service. In direct response to more 
specific recommendations made in the report. the first review of the service from the 
provider perspective took place in Glasgow in December 1996. 

The review involved completion of questionnaires by the four midwifery managers in 
Glasgow. These focused on the structure and content of the service and were 
completed by the midwife in charge of antenatal education at three of the four 
trusts. Analysis of data showed that over the last few years there had been 
considerable change in provision. This was accelerated by the CRAGSCOTMEG 
report, which midwives used as the framework for provision of care. 

All units regularly audited and evaluated the service they offered from the user 
perspective. Identifying individual need was given high priority and considerable 
effort was made to provide antenatal education and support for women with special 
needs, including those who do not speak English. All midwives followed a syllabus 
for antenatal classes, but recognised the importance of flexibility of approach to suit 
the needs of a particular class. Classes were available in the community as well as 
in hospitals, including those held in early pregnancy and for partners. Midwives 
showed innovation and considerable skill in providing antenatal education to 
different groups of users. 

Much health information material was available, but there was no c,onsensus about 
what material was given when. There was no early pregnancy information which 
detailed the overall choices and options available to women in Glasgow before 
booking. There was also evidence that provision of written information for women 
attending for GP-only antenatal care in the community was poor. 
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The survey concluded that midwives in the maternity units within Glasgow were 
endeavouring to provide care focused on the needs of users and were sensitive to 
deficiencies in provision. 

Local guidelines for care, agreed by all relevant professional groups 

A sub-group of the area obstetric and gynaecology committee have considered the 
guidelines used in the three recent Scottish antenatal trials. The group recommends 
that the guidelines developed for the nine hospital study, co-ordinated from 
Ninewells Hospital, Dundee, which involved 150 general practitioners, should be 
used. These guidelines should be discussed with general practitioners and 
midwives and developed for local use. 

lntranatal care provided in hospital sites which meet the recommendations of the 
Confidential Enquiries into Maternal Deaths 

The major recommendations of the Joint Departments of Health 'Report on 
Confidential Enquiries into Maternal Deaths in the United Kingdom 1991-93' have 
been considered by the Board. In particular the recommendation concerning split 
sites and essential services has influenced the acute services strategy and the 
decision to close Rutherglen Maternity and to rebuild Glasgow Royal Maternity 
Hospital on the Glasgow Royal Infirmary site and the Queen Mother's Hospital. This 
recommendation states that 'there should be continuing efforts on the part of those 
authorities which have not achieved unification of services to rectify this deficiency'. 

Local criteria for admission to neonatal paediatric units, according to local needs 

The chair of the neonatal sub-committee has advised that each of the four neonatal 
paediatric units have criteria for admission according to the needs of their local 
catchment area. These criteria are largely uniform, based on the guidelines of the 
British Association for Paediatric Medicine. 

Monitoring of maternity services according to quality standards derived in 
conjunction with providers and user representatives 

Quality standards (shown in Appendix 2) were agreed by the Clinical Directors, 
Heads of Midwifery and the Maternity Services Liaison Committee during early 
1996. These standards were then discussed as part of contract negotiations and 
monitored by means of quality monitoring visits undertaken during November 1996. 
The standards are currently being amended for use during 1997198. 

In summary, this overview has shown that there is still variation in the way in which 
services are provided in the four maternity units and the degree to which the 
general principles are being met. In particular: 

community antenatal care is not fully developed across the city 
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0 the importance of continuity of care is acknowledged, but implementation of 
plans to improve this are at an early stage 

0 there is a need for information to be widely available in .early pregnancy 
addressing choices and options available to women 

0 it is not possible to offer all packages of care routinely 

6. Requirements to Realise the General Principles 

This section reviews the requirements for maternity services in Glasgow to meet the 
general principles listed in Section 4. 

0 Antenatal care provided as close to the woman's home as possible 

Each maternity unit will be asked to provide a detailed strategy for ensuring that 
care is provided, as far as practicable, in the community. This includes detailed 
plans for working with local general practitioners to ensure that woman are able to 
receive' antenatal care in their own locality. Consideration should also be given by 
trusts providing services in the peripheral areas of the city, such as the South East, 
to ensure that scanning and monitoring facilities are available in the area. This may 
include, for example, a modified daycare service. 

0 Care tailored to the needs of the individual 

The needs of individual women should be central to the planning of services. For 
example, there should be flexibility in the timing of clinics and in the planning of 
community based postnatal care. In their strategies trusts should emphasise how 
the needs and wishes of women inform the decision making process, while 
acknowledging the need to provide effective and cost effective care. 

0 Maximising continuity of care and carer 

There is already significant progress towards meeting this principle. Trusts should 
build on this by setting targets for the maximum number of Trust employed carers a 
woman would see in each of the periods of pregnancy, childbirth and postnatal care 
in hospital and the community. This should then be audited on an ongoing basis. 

Choice of type of care received 

A woman should always be actively involved in choosing the type of care she 
receives. In order that women have full information about the services available at 
their local Trust and in other Trusts in the GGHB area, it is proposed that a Glasgow 
wide information leaflet about the choice available is produced and distributed by 
the Health Promotion Department. This will be available to women at confirmation of 
pregnancy, before she is booked for antenatal care, and also more widely in 
libraries, community centres and other public places. This leaflet will be produced by 
a sub-group of the Maternity Services Liaison Committee. 

Health education incorporated into clinical care 

A number of recommendations have arisen from the review of health education 
provision, including the need for information as detailed above:' It is proposed in 
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addition that workshops are held to share information about antenatal education 
between Trusts. 

0 Local guidelines for care 

Clinicians involved in the care of pregnant women in each sector (general 
practitioners, midwives and obstetricians) should review the guidelines 
recommended for use by the sub-group of the Area Obstetrics and Gynaecology 
Committee. Local protocols should then be developed for use in each sector. 

lntranatal care provided in sites meeting the recommendations of the 
Confidential Enquiries into Maternal Deaths 

I ', The Board agreed that Rutherglen Maternity Hospital and Glasgow Royal Maternity 
?, Hospital would be closed and replaced with a new build at Glasgow Royal Infirmary. 
\J; This was subsequently agreed by the Minister of State for Health in the summer of 

i ' 1996. 

/ I  

Local criteria for admission to neonatal paediatric units, according to local 
needs 

These have already been developed. 

0 Monitoring of maternity services according to quality standards derived in 
conjunction with providers and user representatives 

Existing quality standards are currently being amended. 

7. Consultation on Implementation 

It is envisaged that the Maternity Services Liaison Committee will oversee the 
process of implementation in a way that encourages more active participation from 
the community, in order to: 

Initiate and then consolidate a process of dialogue and debate to allow 
information and recommendations to flow into the MSLC, as well as out of it, in 
order that purchasing of maternity services is systematically informed by the 
needs and concerns of users and the wider community. 

In order to achieve this, the MSLC will establish links with a range of appropriate 
networks accessed, in the first instance, through committee members. 

a. Timetable 

The Board will undertake a three month consultation. In order to reach a wider 
cross-section of women and women's groups it will use both the Glasgow Healthy 
City Project Women's Health Working Group and the Centre for Women's Health as 
foci for distribution. 

Once the consultation period is complete, the NHS Trusts will be'asked to provide 
their detailed strategies for providing community based antenatal care within three 
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months. These strategies should address how the Trusts will work with local GPs to 
ensure services are delivered in the community, and how the needs and wants of 
women can be incorporated into decision making process while still taking account 
of effectiveness and cost effectiveness. 

9. Summary 

This document has set out the current maternity services in Glasgow, the principles 
upon which maternity services should be provided in the future and has made 
recommendations for actions to be taken to meet these general principles. 

Consultees may find it helpful to bear in mind the following questions when 
considering this document: 

1. Do you agree with the general principles (Section 4) and the requirements to 
achieve those principles (Section 6)? 

2. What is your perception of the type, quantity and quality of information 
provided to women by the maternity units within the city? 

3. Do you have any suggestions on what ongoing consultation and feedback 
processes might be put in place for the city? 

11 
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GLOSSARY 

Antenatal period - the period from conception to the onset of labour, a period 
lasting approximately 36-40 weeks 

lntranatal period - the period around and immediately after delivery of the infant or 
infants 

Postnatal period - from one hour after delivery of the placenta until the mother is 
discharged from the care of the community midwife to the care of the health visitor. 
This can be a period up to 6 weeks after delivery. 

DOMINO delivery - where a midwife is contacted by the woman when she first goes 
into labour, carries out the delivery in hospital and discharges her home between 6 
and 24 hours after delivery. 

Perinatal mortality rate - stillbirths and deaths in the first week of life 

12 
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1.1 Change in the Number of Births 1986 - 1995 

During the decade 1916 - 1995 the number of babies born to Glasgow mothers 
fell bi. 1400 from 13005 in 1986 to 11181 in 1995 (Figure 1) (R.G. -4mual Report). 

1.2 Born in Glasgow 1995 

Of the l l l S l  babies born to Glasgo\$- mothers 10727 of them were born in 
Glasgow hospitals. .4 further 2499 babies (19%) were born in Glasgow hospitals 
b-hose mothers lived in neighbouring health boards. Thus there were 1ZM5 
births in Glasgm.  hospitals, of whch 3% were h - i n  births and 0.2% were triplet 
births. (Table 1). 

Table I: 

Number of births hv GGHB and non-GGHB residents 1995 

GGHB Non- Total Total births '/b births 
GGHB 

Singletons 1 0 5 7  2440 1301 7 1301 7 96.8 
T\t.i 11s 7 44 33 199 398 3.0 

Total 7 0727 2399 1,-- 1,736 1 Z 4 5  100.0 

-- 
Trip I e ts 6 4 10 30 0.2 
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1.3 Place of delivery 

During 1995 \\'omen deli\,ered at Glasgow Rol-al hlaternih. Hospital, the Queen 
\lothers Hospital, Rutherglen hlaternit\. kospital an-d Southern General 
HosFibl. S ine teen  percent of deliveries \%.ere to \\'omen w-ho \\'ere not resident 
in  G l z s g o ~ . .  There \\'as considerable variation in cross boundan.  f l o ~ .  from 1 3 O 0  
a t  the Queen htothers Hospital to 29?0 at Rutherglen Alaternih- Hosptdl. 
Information about the number of deliveries and cross bounda?. flow is given in 
Table 2. 

Women delivering in Glasgow by hospital 1995 

Hospital GGHB Non-GGHB Total O h  

GRhlH 391 0 834 (17.6) 474.4 35.9 
QMH 31 47 466 (12.9) 361 3 27.3 

Total 10727 2499 (18.9) 13226 100.0 

R/GLEN 1900 784 (29.2) 26% 20.3 
SGH 1770 415 (19.0) 21 85 7 6.5 

The number of babies born in Glasgow hospitals h!. health board (GGHB and 
other) is sho\i-n in Figure 2. 



4000 
3500 
3000 

& 2500 

z" 1500 
I000 

500 
0 

GRMH QMH RIGLEN SGH 

H os pita I 

N 
W 



24 

1.4 Maternal Characteristics 

Table 3: 

hfaternal age at deliverv of GGHB and non-GGHB residents 19P5 

Age GGHB Non-GGHB Total OiO 

<15 
73-19 
- 30-24 
23-29 
30-34 

35- 
Total 

S 
876 

21 00 
3361 
300s 
1314 

10727 

2 
95 

,368 
8 7  
784 
373 

24 99 

10 0.1 
971 7.3 

2528 19.1 
4238 32.0 
3792 28.7 
7 687 12.8 

13226 3 00.0 

There is difference in the age distribution between those M'onien resident in 
GGHB and those resident out\i.ith the area, with the non-GGHB residents 
tending to be older. (Figure 3). 
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Parity 

Fort\.-three percent of the \\ omen deli\.ering in  (31asgo\\, hospitals in 1% \\'ere 
hal-lng their first child. (Table 4 and Figure 4) .  

~~ ~~~ ~ 

Table 4: 

Pari& of GGHB and non-GGHB residents 1995 

Parit?. GGHB Non-GGHB Total %-I 

0 471 1 1094 3805 43.9 
1 3642 901 4 3 3  -34.3 
7 1535 353 1888 74.3 
- 51 Q 1 c3 622 4.7 

4- 320 3s 36s 2.8 
Total I C X  2199 13226 100.0 

-i 

9 

Area of residence 

Carstairs and 3.loms (1985) categorised postcode areas by four characteristics, 
male unemplo\*ment, car ownershp,  over-crowding and  low social class. They 
\\'ere then able to aggregate areas with similar characteristics. The most affluent 
were recorded as deprivation categon? 1 and the most deprived.as ca tegon 7. 

Ln Scotland 7 %  of all residents live in deprivation category 7, \\*hereas in 
Glasgob. the figure is 22%. 

It can be seen from Figure 5 that b-hereas 1506 of Glasgow mothers lived in 
deprii-ation categories 3 and 2, 56?0 of mothers lived in deprivation categories 6 
a n d  7 .  

There is considerable difference in the areas of residence b!~ hospital of derive?. 
of GGHB residents, b.ith more \%.omen IJ\*ing in the most affluent areas 
deliirering a t  the Queen  hlothers Hospital as against the percentage of those 
I i \ ' i n ~  in the most depni .ed  areas delivering a t  G l a s g o ~ .  Roi*al hldterni?. 
Hospital and Rutherglen hldternih. Hospital (Table 5 ) .  
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. Figure 4: Parity of GGHB and non-GGHB residents 1995 
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Table 5: 

.$rea of residence (9’0) of GGHB residents by hospital of delivev 
1995 

Deprivation Category 
1 & 2  3,4&5 6 & 7  

GRhIH 

R/GLEN 
SGH 
Total 

Q5IH 
11.5 
20.8 
15.3 
11.6 
14.9 

24.7 
28.0 
45.8 
2.1 
29.0 

63.S 
51 .z 
38.8 
66.3 
56.1 

Table 6 shows area of residence of Non-GGHF \$’omen b!. hospital of deliver\*. 

Table 6: 

Area of residence (%) of non-GGHB residents, by hospital of 
deliverv 1995 

Deprivation Category 
1&2 3,4&5 6 & i  

GRhTH 
QMH 

R/GLEN 
SGH 
Total 

6.2 
28.5 
13.9 
26.5 
7 6.2 

85.9 
61.4 
83.2 
56.9 
/3.6 
9- 

7.S 
8.2 
2.7 

7 6.3 
7.7 
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Smohing histo?. is recorded at  booling. Information about the number of 
cigarettes smoked and \%.hether the \\’Oman smoked throughout the Fregnanc\’ is 
not captured. Ln Glnsgm4- during 1995, 3.300 of Glasgo\\. mothers \\‘ere smoking 
at the time of booking compared \\.ith 21% of non-GGHF resident mothers. 
(Figure 6 ) .  Further anahvses bi. smoking h s t o q -  are reported in Section 3. 

1.5 ,Mode of Delivery 

The mode  of deliven. - .  h\. hospital is shown in Table 7. Sixty-nine percent of the 
\\’omen had a spontaneous cieliven-. Sei-enteen percent of the hz’omen had a 
Caesarean section. 

Table 7:  

Mode of delivery by hospitd: Glasgow 1995 

Spont. Forceps 1-acuum Breech CS Total 

GRh1H 69.4 9.1 2.9 0.4 18.2 4744 . 
Q3IH 64.8 9.9 7.3 0.4 17.7 3613 

R,.’GLEN 69.9 8.7 3.6 0.5 16.2 2684 
SGH 70.8 9.0 3.7 0.6 15.8 2185 
‘Total 68.5 9.2 4.6 0.5 17.3 13226 

The Caesarean sections hi. hospital \\‘ere re\.iehed ns to \%*hether the!. \\*ere 
recorded as e1ectiL.e or emerge rn . .  The rates are similar in all units. (Table 8). 
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Table 8: 

Caesarean Sections as percent of all deliveries, by hospital 
(GGHB and non-GGHB) 1995 

~ ~~~ 

H os pi tal Elective Emergency To tal 

GR.\iH 6.S 11.9 1 S.8 
Q\IH / .2 10.8 18.4 

R,'GLEN 6.7 10.1 16.8 
S G 3  6.5 9.8 16.3 
Total 6.9 10.9 17.9 

- -  

The rate of Caesarean section varied by maternal age, from 9% in those under 
the age of 20 vears to 13% in those aged 20-24 vears, 17% in those aged 25-29 
\.ears and 21 '?c in those over the age of 30 years. 

1.6 Gestation at Delivery 

The distribution of buths b\, gestation in shown in Table 9. Slighth. more 
babies whose mothers came-from ouh-ith Glasgow were less than 37 b'eeks a t  
deli\7en. (7.970) than those w-hose mothers lived in the ciQ* (7.3%). 

Table 9: 

Gestation at delivery, GGHB and non-GGHB 1995 
~~ 

Gestation GGHB OI'O Non-GGHB 4/n Total OI'o 

e21 0.0 0.0 0.0 
14-27 0.5 0.6 0.5 
28-31 0.8 1 .5 0.9 
32-36 6.0 5.8 5.9 
31-4 1 88.4 88.4 88.3 

7 -  13- 3.3 3.7 4.2 
Total ( S o . )  10727 2499 1 3 2 6  
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1.7 Birthweight 

The distribution of hirthi4,eight of all infants, to 10727 GGHB and 2489 Non- 
GGHB residents is given in  Table 70. 

Table 10: 

Birthweight - O/o distribution of all  births in Glasnow 1995 

Birthweight GGHB Non-GGHB Total 

Cl500 
1500-1999 
2000-2499 
25 00 -2899 
3 0 0 0- -3 99 
3 5 0 0- 3999 
40004499 

4500-t 

1.4 
1.6 
5.8 

18.3 
35.9 
26.8 
8.8 
1.4 

2.2 
2.1 
4.7 

11.3 
34.9 
29.4 
10.6 

1.6 

1.6 
1.7 
5.6 

17.5 
35.7 
27.3 
9.1 
1.4 

Figure 7 shows the distn’butjon of birth\z.eight for singleton and h - i n  
pregnancies. The singleton low birthw.eight rate for GGHB residents \\*as 776 
compared \\-ith 62% for h z i n  births. 



Figurc 7: Rirthweigllt - a11 births in Glasgow hospitals 
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1.8 Rate of Breast Feeding on Discharge From Hospital 

Table i l  gi\.es brezst feeding rates on discharge from hospital b!. health board 
of residence and hospital of delil’en.. 

Table 11: 

Breast feeding rates on discharge from hospital 

GGHB residents h’on-GGHB 
residents 

GRhIH 
QMH 

R / G L E S  
SGH 
Total 

35.3 
12.9 
46.3 
35.6 
39.7 

49.1 
57.4 
50.8 
47.8 
50.8 
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.Admission for neonatal care varied b!. hospital for mothers resident o u h 3 t h  
and witfun Glasgow. For singleton babies (lable 12) slightl!. more babies from 
o u k i t h  GGHF \%'ere admitted for up to 48 hours, bu t  the trend- was re\?ersed for 
those staising more than 38 hours. In Win  Ii\.ebirths 3% from ouh . i th  
Glasgow M'ere admitted for more than 18 hours, compared \\-ith 45% of 
GlasgoM. residents. (Table 13). 

Table 12: 

Admission Rate to Neo-natal Unit (singleton livebirths) 1995 

Hospital GGHB GGHB Total Non- Non- Total 
upto >48hrs GGHBup GGHB 

48 hrs to48hrs  >48hrs 

9.3 1.5 8.9 'I 0.4 
10.4 17.9 

R/GLEN 1.1 6.1 -7 / .- 1 .o 4.8 5.8 
1.6 7 0.5 12.1 1 .o 5.6 6.6 

9.7 

- -  1.3 8.0 
QMH 2.3 6.5 9.8 / .3 

SGH 
Total 1.9 7.6 9.5 2.4 1.3 

?-i 

GRI\€H 

- r )  

Table 13: 

Admission Rate to Neo-natal Unit (twin livebirths) 1995 

Hospital GGHB GGHB Total Non- Non- Total 
up to >48hrs G G K B u p  GGHB 
48 hrs to48hrs >#Ius 

GRh?H 9.7 52.4 62.1 0 57.1 57.1 
QMH 7.6 37.0 44.6 13.8 55.2 69.0 

R/GLEK 0 29.2 29.2 0 40.0 40.0 
SGH 2.9 68.6 71 .S 0 52.9 52.9 
Total . 6.5 45.3 51.8 3.9 53.4 57.3 

It is interesting to note that there is ve?? little difference in admission to 
neonatal care bi* area of deprivation. (Figure 8). 
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1.10 Antenatal Admissions 

Table 11 gives information about the rate of antenatal admission to each 
Glasgow hospital. 

On aLverage 34.5 percent of women delivering in Glasgow hospitals are admitted 
antenatallv on at  least one occasion. 

TabIe 14: 

Lenzth of antenatal inDatient stav. bv hosuital1995 

No. women  No. women with Rate of admission 
delivered antenatal  inpatient stays antenatal  admission 

G RA*fH 
Q MH 

R/GLEN 
SGH 
Total 

4744 
3613 
2684 
2185 

13226 

1467 
1312 
926 
866 

4565 

30.8 
36.3 
34.5 
39.6 
34.5 

Information about the number of women admitted antenatallv to a Glasgow 
hospital in 7995, together with data about the allerage number of inpatient 
episodes is given in the Table 15. 

.4s can be the average number of inpatient episodes h*as  the same for all 
hospitals at  1.3.  



38 

Table 15: 

Antenatal .4dmissions, by hospital 1995 

No. No. of episodes 
women 

Average no. of 
episodes 

GR3IH 7 461 
QUH 1312 

R/GLEK 926 
SGH 866 
Total 4563 

201 6 
1853 
1270 
121 5 
6243 

1.3 
1.4 
1.4 
1.4 
1.4 

Table 16 gives information on the average length of antenztal inpatient s ta \ -  i n  
each Glasgo\%. hospital. 

Table 16: 

Length of antenatal inDatient stav. hv hosuitall.995 

Total A Y .  antenatal hfinimum hlaximum 
antenatal days stay (days) stays (days) stay (days) 

GRAIH 
QhIH 

R/GLEN 
SGH 
Total 

7300 
6366 
4 578 
3468 

2271 2 

3.6 
3.4 
3.6 
3.7 
3.6 

117 
69 
93 

110 
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This section is concerned onl\? with the 4711 Glasgob. residents and the 1093 residents 
from ouh. i th  Glzsgo\\. k.ho had their first bab!. in one of the G l a s p ~  maternit\. units. 

2.1 Age of Women Having Their First Baby 

The age distribution of women having their first baby is shown in Table 17. 

There were 4711 Glasgow women and 1094 women from ouh-ith Glasgow who 
D oal’e birth to their first baby in Glasgo\\. hospitals during 1995. There were 
almost h - i c e  as manTV w.omen aged 30 vears and older (27%) than teenagers 
(15%) halving their first babl-. 

Table 17: 

Age at delivery (parity 0) in Glasgow hospitals. 
GGHB and non-GGHB residents 1995 (0;o) 

Age GGHB Non-GG HB Oio  

4 5  0.2 0.2 0.2 
15-1 9 3 6.1 8.2 13.8 
20-24 23.8 20.6 21 .O 
25-29 32.4 39.9 33.8 
30-21 19.6 22.9 20.3 

3 ji 6.6 8.2 6.9 
Total (No.) 471 1 1094 5805 

h‘omen from o u h ’ i t h  Glasgo\\. having their first bab\. tended to be older than 
Gldsgo\\. \\’omen. (Figure 9). 
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The percenbge distribution of \%'omen hai.ing their first bab!- b!. age is sh0tt.n 
bl- hospital for GGHE residents (Table 1s) and for non-GGHB residents (Table 
15). 

Table 18: 

Age at delivery (parity 0) of GGHB residents, 
bv hospital (%) 1995 

<20 20-2.1 25-29 30+ 

GRYIH 
Q11H 

R,'GLES 
SGH 
Total 

18.2 
14.1 
14.0 
19.9 
16.5 

26.0 
-. 1 
24.5 
27.6 
24.5 

3 3  

31.5 
33.1 
33.9 
31.9 
32.4 

21.3 
30.7 
2 i  .I 

20.7 
26.2 

- -  

Table 19: 

Age at delivery (parity 0) of Non-GGHB residents, 
by  hospital ( O h )  1995 

<20 20-24 25-29 30+ 

GRXlH 
QhlH 

R/GLEN 
SGH 
Total 

12.2 
3.7 
5.8 
9.7 
8.4 

23.1 
19.5 
17.7 
20.5 
20.6 

35.7 
38.4 
45.0 
41.5 
40.0 

28.7 
38.4 
31.5 
28.4 
31.2 
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-. 7 2  Age at First Birth and Deprivation Category: Glasgow 
Residents 1995 

Glasgo\\. \\.omen from the deprived areas were more libel!. to have their 
children a t  a \:ounger age. It can be seen from Table 20 that 5% of \%.omen (33) 
in the most affluent areas and  28% (4s) of women from the most d'epnved 
areas b 'ere haL7ing their frrst b a b .  in their teenage vears. Conversel~.  4900 (701 
w.omen) of those in affluent areas'were 30 years and-over whereas or&* 1370 (194 
b.omen) from the most deprived areas were 30 years or older having their first 
c h l  d .  

Table 20: 

Age at delivery (parity 0) of GGHB residents, 
by deprivation (percentages) 1995 

Age 1&2 3 & 4  5 & 6  7 Total 

<20 4.7 7.6 7 6.2 28.2 16.5 
20-24 9.8 17.4 26.5 35.0 24.8 
25-29 3b.7 40.9 33.0 24.3 32.4 

30+ 38.8 34.1 24.3 12.6 26.2 
Total 100.0 100.0 100.0 100.0 '100.0 

2.3 Labour and Delivery in Primigravidae: Glasgow Residents 1995 

The induction rate in priniigraL7idae varied b\. hospital from 33.6?0 at  Glasgow 
Ro!.al hlaternih. Hospital, 28.7 b at Ruthergjen Maternit\* Hospital, 24.3% a t  
Queen h~Iothers~Hospita1 and 19.490 a t  Southern General. 
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2.4 .Mode of Deliveq of Primigravidae 

\lode oi  deli\.en. for primigravidae, both GGHB and non-GGHG, b!. hospital, 
is given in Table 21. 

Table 21: 

blode of delivery by hospital (parity 0) - GGHB and non-GGHB 
women 1995 

Spon t Forceps L'acuum Breech CS TotaI(No.) 

GRhlH 
QMH 

R/GLEN 
-sG H 
Total 

58.1 
49.8 
57.3 
61.6 
56.3 

17.0 
18.7 
16.3 
15.8 
17.1 

4.4 
12.3 

8.0 
c -  

3./  

/ .3 
3 -  

0.3 
0.4 
0.3 
0.5 
0.4 

20.2 
7 8.7 
18.1 
16.4 
18.7 

2110 
1589 
1136 
970 

5805 
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I t  has been known for more than 40 vears that smoking affects the birthweight of the 
infant. lnformation about whether the mother smoked or not, hob-ever, has o d i .  been 
recorded on the S>IP? since the 1990s. 

3.1 Smoking and Maternal Age 

T'nirQ- three percent of mothers in 1995 smoked at the time of their firs: hospital 
antenatal visit. The rate feII from 50% of teenagers to 4670 in those aged 20-2.1 
\*ears, 32% in those aged 25-29 vears and 24% in those aged 30 \:ears and over. 

3.2 Smoking and Deprivation 

\ I ' h l e  onlr- 11% of women in deprivation categories 1 and 2 smoked, the rate 
rose to 2470 of those in depri\-ation categories 3,4 and 5, and 44% in those 
resident in deprii7ation categories 6 and 7. It must be noted however that 
smoking hston7 was not available in 13% of cases. The missing data were  
main]!. from depri\*ation categories 3 and belo~. .  

3.3 Smoking and Birthweight 

The rates of maternal smoking bv birthweight are given in Tables 22. 
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Table 22: 

Zirthweight distribution (singletons) in smokers and non smokers, 
GGHB residents only 1995 ( O h )  

Brth wgt Smoker Non-smoker N/K Total * 

~ 1 5 0 0  1.1 0.7 3.7 1.1 

2 5 0 0 - 3 999 83.8 81 .s 78.8 82.3 
4000- 5.0 13.5 8.5 10.4 

1500-24B 9.7 4.0 9.0 6.2 

Total (So. ) 3520 651 4 312 10576 

(‘Excluding 1 record of missing data) 

3.4 Smoking, deprivation and low birthweight 

The above data wyas analvsed further to look at  the 766 singleton infants M’ho 
b:eighed less than 2500 gms, in relation to deprivation category and whether the 
mother smoked o r  n o t  The distribution is shown in Figure 10. The l o ~ .  
birthweight rate in smokers b.as ll?O compared M.ith 5% in non-smokers. It is 
interesting to note that the there is little variation in the lob- birthweight rate bv 
depri\*ation categonr in the non smokers. 
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Information about stillbirths and neonatal deaths in Scotland is provided by 
clinicians and analvsed b>- the Mormation and Statistics Dilision (ED) in 
Edinburgh. The foliowing tables, delivered from the 1995 Stillbirth and 
Neonatal Death Report (Fulton ED 1996) provide information about the deaths, 
time of death in relation to labour and the birthweight distribution. Inforn-iation 
about all Scotland is provided for comparison. 

Table 23: 

Stillbirths and Neonatal Deaths by obstetric classification 1995 
(Glasgow Residents) 

Scotland Glasgow 
NO. KO. 

Congenital anomaly 
IS0 immunisation 
Toxaemia 
.4PH 
Trauma 
Maternal disorder 
Unexplained <25OOg 
Unexplained >25OOg 
Postnatal cause onhy 
M i sc 
Total 

106 
1 
48 
81 
14 
57 

21 5 
84 

9 
23 

638 
~~ 

( ) = multiple births. 



48 

- ~~ 

Table 24: 

Time of death in relation to labour 1995 

Congenital Anomaly 

Singleton hlultiple 

Other 

Singleton Nu l t in l e  

- .4ntepartum 9 1 59 / 

In t r a p  rtum 3 1 3 - 

Postparturn 2 3  - 3 0 8 3 

7 

Postparturn 1st 9 - 7 22 13 
week 

Weeks 
Total 23 4 92 '25 

Se\.enh' Fercent of deaths in singleton infants [attributed to toxaemia (7/10), 
-4,PF.I' (1s .'23), unexplained <25OOs ( 2 2 / 3 )  and >25OOg (7/10) 3 occurred before 
tne onset of labour. 

Table 25: 

Birthweight distribution of stillbirths and first month deaths - 
Glasgou- 1995 (Congenital Anomalies and Others) 

Congenital Anomdv Other  

Singleton Mult iple  Single  ton Mult iple  

GO09 1 0 9 3 
500-999 - 7 1 31 11 

7 000-1 499 3 1 14 7 
7 500-1 099 .' 1 5 L 

2000-2199 7 1 10 L 

2500 & over 7 0 23 0 
Total 23 3 92 25 

1 3 

3 

Department of Public Health (Women's Heal th) ,  
Greater Glasgow Health Board. 
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Appendix 2 

QUALITY STANDARDS FOR MATERNITY SERVICES !996/7 

Standard: Continuity of care should be maximised 
Monitoring point: evidence of working towards setting a target & auditing against this 
target 

Standard: Each woman should have a named midwife 
Monitoring point: local definition of named midwife & auditing against the definition. 

Standard: Existence of a policy for planned home births & DOMINOS 
Monitoring point: review of policy 

Standard: Waiting times in antenatal clinics in- hospital and in the community 
should be audited 
Monitoring point: evidence that this has taken place & action taken where these are 
outwith Patient's Charter targets 

Standard: Antenatal clinics and inpatient areas should be equipped and 
managed in such a way to protect the privacy & dignity of women 
Monitoring point: assessed by site visits 

Standard: Corticosteroids should be administered to women who are expected 
to deliver between 26 and 33 completed weeks gestation 
Monitoring point: sample case note review 

Standard: Prophylactic antibiotics should be used in emergency Caesarean 
section 
Monitoring point: sample case note review 

Standard: A policy for thromboprophylaxis following Caesarean section should 
be available 
Monitoring point: review of policy 

Standard: Psychological support should be available in labour 
Monitoring point: evidence of working towards defining a target & auditing against 
this 

Standard: Appropriate equipment in the labour ward should be available 
Monitoring point: existence of minimum levels of equipment as defined in CSAG 
report: 

a minimum of 2 monitors per 1000 deliveries 
access to at least one USG scanner 
anaesthetic equipment (oxygen analyser, continuous monitoring of ventilation & 
CV status; pulse oximeter, ECG & capnograph & non invasive BP measurement; 
equipment to measure intravascular pressure and body temperature should be 
available together with peripheral nerve stimulation when neuromuscular blocking 
agents are administered) 
clearly displayed procedures for use of emergency resuscitation equipment and 
cardiac arrest procedures 

I 



50 

Standard: Labour wards should be served by consultants with dedicated 
sessions 
Monitoring point: evidence from rotas that this is occurring and site ksits 

Standard: Guidelines for intrapartum care should be available: 
Monitonng point: review of policies 

Standard: Episiotomy & perineal repair should be expedited following delivery 
Monitoring point: evidence of working towards defining a target & auditing 'against 
this 

Standard: Where possible episiotomy & perineal repair should be carried out 
by the midwife who delivered her 
Monitoring point: evidence of working towards defining a target & auditing against 
this . . ~  

Standard: AI1 midwives and medical staff should receive core training in 
neonatal resuscitation 
Monitoring point: evidence of how this is being carried out 

Standard: Protocols should be available for circumstances under which a 
paediatrician should attend a birth 
Monitoring point: review of policy 

Standard: A woman who gives birth should return home, as far as is 
practicable, when she is ready 
To be audited centrally by questionnaire to sample of women 

S t a n d a rd : B re a stfee d i n g s h o u I d be encouraged 
Monitoring point: evidence of auditing against the Baby Friendly Initiative standards 

Standard: Guidelines are in place for the treatment of bereaved parents, 
including a follow up visit to discuss the results of tests carried out on the 
infant: 
Monitoring Point: review of policy 

.. 
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Appendix 3 

MATERNIN SERVICES LIAISON COMMITTEE 
(members and their representatives as at March 1997 when this document was completed) 

Dr F Marshall, GP, Non Executive Board Member and Chair of the Maternity Services Liaison 
Committee 

Mrs H Millar, Greater Glasgow Health Council, Vice Chair of the Maternity Services Liaison 
Committee 

Dr M Harris, GP, Maryhill Health Centre 

Dr N Gaw, GP, Woodside Health Centre 

Dr C Barrett, GP, Rutherglen Health Centre 

Mrs K Margey, Changing Childbirth Forum 

Mrs E McCloy, Consumer representative 

Mrs S Mukhurjee, Community Relations Council 

Dr G Mcllwaine. Consultant in Public Health 

Miss I Skelton, Head of Midwifery, The Queen Mother's Hospital, Yorkhill 

Ms M McGinley, Head of Midwifery, Glasgow Royal Maternity Hospital 

Mrs L Wojciechowska. Head of Midwifery, Southern General Hospital 

Mrs P Weir, Head of Midwifery, Rutherglen Maternity Hospital 

Dr V Hood, Obstetrician, Southern General Hospital 

Dr A Cameron, Obstetrician, The Queen Mother's Hospital, Yorkihill 

Dr J Mowatt, Obstetrician, Rutherglen Maternity Hospital 

Ms J Fry, Health Visitor 

Ms S Laughlin, Women's Health Co-ordinator, Glasgow Healthy City Project 

Councillor E Smith, Glasgow City Council 

Miss C Renfrew, Director for Commissioning, GGHB 

Dr S Twaddle, Purchasing Commissioner, GGHB 

Ms A Dunbar, Senior Health Promotion Officer, GGHB 
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