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Summary

Chapter I: Introduction

Antenatal screening has existed in Glasgow for 70
years. Since the 1930s recommendations of a
government committee cohcerning the pattern and

content of antenatal care (1) have been followed.

In the 1970s and‘early 19805.consumers and clinicians
began to quéstion the format of antenatal

care (2)(35(4) and in 1982 The Royal College of
Obstetricians and Gynaecologists made recommendations

for change.(5)

~ The study described here reviews the community
antenatal service in the East End of Glasgow in
relation to three of these recommendations on

antenatal care.

Chapter II: The Study
The Study had four components:

1. Ascertainment of the obstetric, medical and

socio-economic status of the study population.
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2. Description of the variation in provision and use

of the community antenatal clinics.

-

3. Identification of women's views and preferences

for the antenatal care they received.

4. Relation of the above findings to the
recommendations of the Royal College of
Obstetricians and Gynaecologists.(5)

There were three sorts of data collection:

1. Antenatal and postnatal patient questionnaires.

2. Non participatory observation study.

3. Routinely collected information.

- Sample and Inclusion Criteria

All women who‘lived in the East End of Glasgow who
subéequently booked‘for delivery.over a 15-month
period and who delivered at Glasgow Royal Maternity

Hospital were eligible for inclusion in the study.

The sample populatioh consisted of 5&3 women who

answered both antenatal and postnatal guestionnaires.
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The clinic sample consisted of all 26 community-based
antenatal clinics to which staff from Glasgow Royal

Maternity Hospital had input.

Analysis of Data

Analysis and linkage of data except that from the
observation study was undertaken by computer using the

Statistical Package for Social Scientists.

.Response Rate

98% of women invited to answer the antenatal
questionnaire as part of a larger survey agreed to do
so. The 583 women in the study were also requested

and agreed to answer a postnatal questionnaire.

Representativeness of the Sample

The sample was representative of the target_population
except that bias was shown'in terms of adverse

outcomes for the baby.
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Chapter III: The Women

Many women in the study were young, unmarried and
‘often unsupported. These women were likely to be
dependent upon state benefits. The high unemployment
levels, however, méant that many older multiparous
women were also dependent upon state benefits or low
incomes and in some instances the money women received
from part-time work was the only earned income
avéilabieﬂﬁgvévfamily. A large proportion of women
‘smoked more than 10 cigarettes a day. Alcohol was not

a problem.
The women in the sample were generally healthy,
medically and obstetrically. The vast majority had a

good outcome to their pregnancy.

Chapter IV: -The Community Antenatal Service

-There were several forms of community antenatal care
available to women in the community. 'Midwives and
geheral practitioners undertook cliniéal antenatal
care and some women were able to attend for specialist
obstetrician led care in the community. These women
~with normél pregnéncies'did not atteﬁd'the hoépitalvat

all except for ultrasound scanning.



Clinics varied in the type of facilities available to
wonen. Waiting times could sometimes be long although

generally shorter than at hospital clinics.

The pattern of care recommended in the 1929 report (1)
was followed. Most women had between ll and 14 |
visits. Little or no heed had been paid to the
recommendations and studies concerning fewer visits
for a specific purpose.(4)(6) Neerly all women
attended for their antenatal visits and defaulting was
rafef;-Continuity,of care’was better at

community-based clinics.

Chapter V: The Views and Preferences of Women with an

Optimum Outcome to Pregnancy

In general terms women were well satisfied with the
antenaﬁal care they”received'ﬁo matter who the
provider and the place they attended. In certain
aspeets the.commuﬁity eiinie51Were judged to be more
convenieht, however, the only marked area of
dissatisfaction was with leng waiting times.v AﬁswerS’
to specific questions were more revealing. Most women
did not think that their questions were answered ;
'adequeteiy‘or all proceduresAexplained. Few thoughf
theyvreceived any emotional support during their

pregnancy. Over three-guarters of women did, however,



feel reassured by their antenatal visits. Women would
have liked a shorter wait at antenatal clihic, more
opportunity to ask questions and betterlexplanations
and information. A large majority of women would have
liked more information, about care of their baby, to
be given at clinic visits despite only a few of the

women attending parentcraft classes.

ApproXimately'half of the women preferred to attend

community clinics.

Continuity of care both during pregnancy and including
labour and delivery was also thought to be important.
Continuity of care with a midwife was mentioned by
most WOmen. Fewer antenatal visits was considered to

be important by slightly less than a quarter of women.

Both the birth of their baby and their postpartum stay
in hospital were pérceived as being as expected or

better than expected for ali but a few Women.
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Chapter VI: Discussion and Conclusions

The aims and objectives of the study were met.

Antenatal care in the East End of Glasgow was reviewed
in relation to the Royval College of Obstetricians and

Gynaecologists report.(5) The components of the study

.were fulfilled.

Community éntenatal care was widely available in the
East End of Glasgéw and there was variation in the
type of care experienced by the women.

Midwives were giving cliﬁical antenatal care. Women
were, however, not in a position to choose what type'
of care they would like or what was appropriate for

their needs.

There was little choice in the:pattern of antenatal
care. Generally,'the fecdmmendé£ions of the’1929A

report on antenatal care (1) still applied.

Changes in delivery of antenatal care in the East End
of Glasgbw have been limited. 1In response to the
findings of the study recommendations for a way

forward are made.
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CHAPTER I

Introduction

i) The Historical Perspective

Antenatal care has been provided in Glasgow for more
than 100 years. Before describing the East End study
it is relevant to trace the origins of antenatal care

and its relationship with the present day service.

The first antenatal clinic in Glasgow began as an
out-patient dispensary, at Glasgow Royal Maternity
Hospital in l868 in response to an earlier
recommendation. (7) Its purpose was to give advice and
treatment for any condition relatihg to preghancy. It

was concerned with giving palliative treatment only.

A more formél,clinic, which recognised the need for
routine antenatal care in a prevéhtative form was
begun in 1915;vin response to an earlier aﬁnual report
of Glasgbw Royal Maternity Hospital.(8) This report
had hoted that "there was a marked increase in the
number of women referred by their do;tors for advice,
to the antenatal dispensary". The clinic was
organised by Prqfessor:Munro ¥err and Dr Robert

Jardine. Earlier in Edinburgh, Dr Ballantyne had
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begun a formal system éf in-patient antenatal care and
this was developed further by Dr Haig Ferguson w@q'
established an out-patient clinic run on similar lines
to the Glasgow clinic. Edinburgh is credited with
being the first city to provide routine antenatal

care.(9)

The Glasgow clinics were advertised in the local
newspaper and at first were opened two mornings per
week. Very soon fouf clinics were in operation. (10)

A formal system of recofd keeping was established and‘
a woman's antenatal record-was available when she went
into labour. Routine antenatal appointmehts were

given as a matter of course.

The aim. of antenatai‘care wés described in a hospital
report (1l1) as: "the prevention of serious results
which follow on the complications of pregnancy and
prejudice the safety of Fhe patient."”

Antenatal care was, howevér} child-centered and the
same repor£ weﬁt on to say that "the conservation of

child life was of claimant importance."

This was in keeping with the values of the day and the
high infant mortality rate led to other social reforms

concérning mother and child heélth. It was recognised
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that a child's life was dependent upon his mother's
life. 1In 1908, therefore, food depots were
established in Glasgow where pregnant and nursing
mothers could buy a dinner for one penny.(1l2) The aim
of this service was to ensure that the mother was
adéquately noufished so that she would then.be able to

breastfeed her child successfully.

The first Government response to the poor étate of
health of mothers dﬁe to po?e;ty in the childbearing
years and the associated high infant mortality, was
the National Insurance Act, passed by the Lloyd George
administration-in 1913. This gave women a maternity.
grant of 5 shillings to ﬁse as they saw fit fof their
confinement. Letters to the Woménfs’Co—operative
Guild at the time testify how much this was
appreciated and what effect it had on fhe wellbeing of

mother and child. (13)

The antenatalrclinic at Glasgéw'RoyaliMaﬁernity
Hospital was proving a success in terms of attendance
and in 1919, 1750 WOmen were seen there.(l14) The
infant mortality rate for the City of Glasgow fell to
106/1000‘births in 1921 (15) compared to an average of

143/1000 for the years 1909-1912.(12)
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Due to the successbof the hospital-based clinic, local
authority ciinics were establiéhed in the community.
This was the realisation of a plan first put forward
in 1915 by A X Chalmers, Medical Officer of Health for
Glasgow 1892~1925.(12) He recommended "the
development of specific‘fuhctions by the Royal
Maternity Hospital, the Nurses Training Home, Govan
and the Royal Hospital for Sick Children, to form
units in a local authority scheme for the care of
mother and child iﬁ the antenatal period, and until

the nursing period is over."

The first local authofity clinic began in Govan in
1920 and by 1923 two moré wére operating in Bridgeton
and Cowdaddens. These were among the poorest areas of
the city. The clinics were staffed by medical
officérs-emplqyéd-by ﬁhe local authority who saw women

recommended by midwives. (12)

Midwives were delivering at home 75% of all bébies
'borniin the poor areas of the city and since the
Certification of Midwives Act of 1915 nearly all the
~births were»Supervised'by a trained midwife. There
was a financial incéntive for the midwife to refer a
woman to the local authority clinics. This was to
compensate the midwife for loss of a delivery fee

should a woman be referred to hospital for
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confinement. Over a fifth of such hospital referrals
in the 1920s were cue to deformity of the pelvic bones

caused by rickets in childhood. (14)

" The practiéé of‘midwives referring women to local.
~authority clinics annoyed general practitioﬁers who
saw their role in the delivery of antenatal care as
threatened (they would also receive a fee for
administering antenatal care). Legislation, however,
to empower local authorities to make necessary
antenatal provision tookvplace in 1921 (12) ahd in the
i93OS the Central Midwives Board ruled that: "If theré
had been a problem with a previous pregnancy then the
midwife should urge a woman to seek advice from a
medical practitioner, for the current pregﬁéncy,"(lG)
Since local authority clinics weré free the majority
of Qomen were referred thére rather than to‘a general
practitioner. ‘In 1933 over 13,000 women attended

clinics run by the local authority in Glasgow. (14)

Around fhié'time the pattern,for antenatai care, which
ié still widely accepfed today, was laid down. A
Departmental Committee on Maternal Mortality and
Morbidity issued a Memorandum on,Minimum‘Standards in
‘Antenatal'Care.(l) One of their recommendatidns was

" that there should be a first visit at 16 weeks
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'gestation and then four-weekly visits until 28 weeks
followed by two-weekly visits until 36 weeks and then-

weekly until term.

‘The clinical screening programme éf urine testing,
measurement of height and weight, estimation of blood
pressure, abdominal palpation and listening to the
fetal heart through a Pinard's stethoscope was also
established at this time and the subject of the same
Memorandum. Except for £he introduction of more
sophisticated equipment,vthe clinical contént of

antenatal care remains the same today.

Antenatal care was viewed as a great success

~ nationwide, in terms of a reduction in infant
mortality. Dr Janet Campbell,'Senior Medical Officer
for Maternityband Child welfare, Ministry of Health
also saw antenétal care as the crucial sfep in
preventing maternal mortality and believed there was
‘an inVerSe'éééociation betweeﬁrthe amount of antenatal
care and the level of maternal deaths.(17) In 1930
50% of pﬁegnant women living in Glasgow had attended
‘for antenatal care and the infant’mortality had

dropped by a third since 1915.(14)
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The assumption that maternal mortality would fall was
not borne out by fact. The maternal mortality rate
was higher than 80 years previously (9/1000 births

compared to 6/1000).(15)(12)

This increase in maternal mortality was thought to be
due to more women being delivered in hospital. They
were referred there during the course of routine
antenatal care and thus exposed to a greater risk of
puerperal sepsis, still uncontrolled in the
1930s.(18) Others also expressed concern and
disappointment about the effectiveness of antenatal
care and a critique of antenatal care was published in

1 1934.(19) One of the criticisms was that antenatal
‘care could lead to misdiagnosis of disproportion
leading to_uhnecessary interference putting both
mother and child at risk. Interestingly‘fhis point
was again'mentioned when referring to the amount of
antehatal caré given in 1980. (4)

A Scottish report on Maternal Mortality and,Morbidity
(20), howévér, supported the current belief about the
benefits of antenatal care for mother and child. It
noted that defaulters and npﬁ—atténders had a

'significantly higher mortality rate and the earlier a
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woman attended and the more often the better. There
is, however, no evidence that studies used to support

this statement standardised for gestation.

Glaswegian women were despaired of at this time
because of their reluctance to visit the clinic before
24 weeks gestation although the majority attended
regularly thereafter. The reaséns for this have not .
been investigated but thére was no reliable laboratdry
aid to diagnosing.early pregnancy and women may have
waited untii they were sure they were pregnant before

presenting them themselves for care.

Further expansion of the local authority antenatal
~service took piace during the late 1930s and early
1940s but concern was still expressed about maternal
mortality. The major breakthrough in bringing about a
éignificant fallfin maternal mortality was due to a |
number of‘factors but principally the introdﬁction of
antibibtics in,thé 19405} ther factors were thé -
introduction of safe blood transfusion techniques and
of food and vitamiﬁ supplements to mothers during the
Second Wofld War. The effect of routine antenatal

care on ﬁaternal mortality,in stati;tical terms was.ﬂ

not guantified.
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Baird cuestioned the role of antenatal care in
preventing premature births (21) as was claimed in the
report of a large maternity survey carried out in
1946.(22) He pointed out that over 50% of women who
had a premature baby had had'“adequate" antenatal care
and went on to say: "How could 9 visits to a crowded
antenatal clinic with waits of up to three hours on
hard benches and examination of urine and blood.
pressure estimatiohs and abdominal palpation and a
general'exhortatiOh.to drink milk, orange Jjuice etc
prevent prematurity?" Baird believed that the key to
good obstetric outcome for mother and child lay not
only in good obstetric care but also in improvement in
the standard ofwli§ing, with the single most important
factor being a good diet. To a certain extent a
better stahdard of living’and for many people, a
better diet had been acﬁie&ed_during the war

years.(23)

Before the beginnihg of the National Health Service in
1948 the major problems of childbearing had been
alleviated and matérnal mortality in Glasgow had

fallen dramatically to 1.6/1000 births. (15)

With the introduction of the National Health Service
changes in the administration of antenatal services

also occurred. Care was now free to all, no matter



where they attended and whom they saw. The role of
the general practitioner increased and local authority
clinics declined as cdid tﬁe.number of home
confinements. Shared antenatal care, which had begun
in the 1930s between the hospital and the local
éuthority clinics now occurred between thé hospital

and the general practitioner.

By the late 1950s and early 1960s there began a shift
away from community-based antenatal care towards care
frbm the hospital alone. Formal support for hospital-
~based care came from a Scottish report.(24) One of
‘its recommendations was that care of women during
their pregnancy and labour should be by the same team.
In 1960, however, ProfesSorrsir Dugald Baird drew
attention to fhe advantages of antenatal care being
‘provided in thé community, but recommended that it
should be by a hospital-based team.(25) By 1967 66%
of women who delivered at Glasgow Royal Maternity -
Hospifél, received all br most of theif anténatél care
at the Hospitalﬁ(26)v,Followinq reorganisafion of the
Health Service in 1974 the pattern of shared care
-between general pfactitioner and hospital became
firmly established and local authority clinics.were:

closed.
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Another develapmeht in the care of childbearing women
which began in the late 1950s and early 1960s was the
start of a consumer movement led by the National
Childbirth Trust (formed in 1956 as The Natural
Childbirth Trust) and the Association for Improvement

in Maternity Services formed in 1961.

Consumer interest expanded greatly in the 1970s. It
was in paftvdﬁe to increasing dissatisfaction with the
induction of labour - up to 50% in some

hospitals.(27) This coincided with the innovation of
sophisticated antenatal screening procedures such as
ultrasound saanning and alpha-fetal protein
estimation. Women began to question the advantages of
technoloéicalrcare and also to voice their
dissatisfaction with the organisation of antenatal

care. (28)

Some in'the'medical‘and“midWifery professions also
began to question the role of antenatal éaﬁe in ita
modern day context and in 1971 Cochrane pointed out
£hatyantenatal care is a multiphasic screeﬁing’

programme that has never been evaluated. (29)

A layman's opinion can be summed up by Illich's
statement that lack of evaluation in the preventative

field of medicine as & whole "has allowed the salesman
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of prevention to foster unsubstantiated
expectations."(30) It was at this time that
obstetricians too began to review their clinical

practice.

ii) Background to the East End Antenatal Study

The professional and public awareness of the problems
concerning antenatal care has continued into the

1980s.

The focus of public awareness has, howéver, centered
on the quality of the service éffered to women. Hall,
MaéIntyre~and Porter hévevshown particular intérest in
this change (28) and suggested that the women's
movement and moré interest in consumer affairs
generaliy‘have made women more ready to voice their
-dissatisfactioﬁ and bring about improvement in
maternity services. Supporters'of pressufe groups
have alsb‘prOduced reborts which highlighted the
impersonality of hospital-based clinics (2)(31),
élthough this had been known and criticised for

decades. (32)

The situation was aptly summed up by McIlwaine whilst
giving evidence for the Short Report.(33) She stated:

"It amazes me that women come for antenatal care at
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all. They sit in these clinics for two hours to be
seen for two minutes with someone laying on their
hands, and then they leave. We should be looking at

why they come at all.”

One of the major problems of the service as it existed
by the 1970s was the impersonality of the clinics, and
Professor Huntingford of the London Hospital stated:
"Much obstetric dogma has been formulated at the

expense of individuals."(34)

Women, while'accepting the need to attend for 12 to 14
antenatal visits, becamé less willing to tolerate the
conditions they experienced at hospital.clinics.
~Antenatal clinics had begun and continued along the
lines, that the providers of Care had thought best.
This "provider pérspectiVe", a phrase coined by Reid
and McIlwaine, was no longer éppropriate for women.

A study had been uhdertaken in Glasgbw, to esfablish
what the,coﬁéumer'thought>anduwanted.(35) One of the
recommendations of the'study was the éstablishment of

peripheral consultant clinics.

In 1978 such a clinic began in the East End of Glasgow
and was compared with a routine hospital clinic.(36)
One of the conclusions of this comparison was that

"the peripheral clinic has considerable advantages to
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women and should continue." There was less travel
involved, shorter waiting times and women were

generally more satisfied with the care they received.

Antenatal care had turned a full circle from a
community-based scheme in the 1920s to a community-

based scheme in the 1980s.

The obstetric population in the 1980s has, however,
changed. The role and effect of antenatal care have
beeh queétioned by Parboosingh and Kerr.(3) They
emphasised that in order to serve the needs‘Qf modern
women the‘approach to antenatal care needed to be
reconsidered. They defined the "roles and goals" of

antenatal care thus:
~ 1. - The detection of disease.

2. Prediction, prevention, detection and management

of complications.

3. Amelioration of minor complaints.
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4. Preparation for childbirth and childbearing.
5. Preventative health education.

Their conclusion was that while it was appropriate to
'emphasise the first three goals in the 1930s when
maternal mortality was so high, now integration of the
baby into the family together with wider social and

psychological issues must take priority.

Other.obstetricians_began to question established
clinical practice. In Aberdeen Hall, Chng and
MeGillivry undertook a case review study which
ahalysed'the productivity‘and predictive value of
antenatal clinic visits.(45 Their conclusion was that
vproductivity (ie the number of abnormalities
discovered at routine visits) was low and the majority
of'antenaeal admissions were for conditions‘ﬁhich had
occurred despite frequent antehatal visits and were
‘not’detected or prevented by routine antenatal eare; i
The review ehowed that pre—eclampsiavpresented for the
.first time in labour in 30’per cent of cases and
intrauterine growth retardation was detected by the
clinician in less ﬁhanihaif the cases. They

recommended a change in the pattern (number and
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frequency) of visits and suggested fewer visits each
with a specific purpose. Their plan for a normal

multigravidae is:

1. Full medical examination at approximately 12
weeks gestatioh - to arrange booking for care and

confinement and also to clarify dates.

2. Obstetric examination at approximately 22 weeks
gestation to detect multiple pregnancy and to
establish the baseline for later weight gain

analysis.

3. . An examination at 30 weeks gestation to attempt
clinical diagnosis of intrauterine growth

retardation.

4. An examination at 36 weeks gestation to detect

malpresentation.

5. An examination near term to discuss delivery and

assess if induction advisable.

For primigravidae whose risk of developing
hypertension of pregnancy is greater they suggested
extra blood pressure estimations and urine analysis

from 34 weeks onwards.
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The above pattern of visits compares with the 12 to 14
visits recommended in 1929 (1) and still followed in

many units.

At the same time as the Aberdeen Study an experimental
scheme was introduced in the Sighthill diétrict of
Edinburgh.(6) The prime reason>for this community-
based scheme was to overcome late bookihg and
defaulting by women who lived in a soCialiy
disadvantaged part of theAcity, some distance away
,from the hospital. With the aid of an "at risk" check
list and the educétion and devolution of some
responsibility to the women using the scheme, the
number bf visits has been reduced. Women are given
their own antenatallrecordé with clear instructions
about possible problems and how to contact a doctor or -
.midwife immediatély, They are also‘encoufaged to
"drop in" at the health centre if they have any.
worries or queétions - a midwife is there every

morning for this purpose.

Analysis.of the data collected over a five-year period
found that the perinatal mortality rate had fallen
considerably since introduction of the scheme.

e

joreover, the majority of women received part or all

of their antenatal care from midwives. After the
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introduction of an ultrasound scanner, based at the

health centre and operated by the midwives, no visits

to the hospital were necessary.

The Royal College of Obstetricians and Gynaecologists

has also shown an interest in the organisation of

antenatal care. A working party set up to examine

antenatal and intrapartum care included'the following

recommendations in its report (5):

Antenatal care centred in the community should be

developed more widely. (Recommendation 10; Ch.3)

Midwives should take more part in the antenatal

~care of low risk pregnant women and should

provide antenatal care as part of the team of the

“obstetrician or general practitioner.

(Recommendation 12; Ch.4)

The amount of antenatal carevrequired should be
tailored to each woman and different patterns of
care should be tried out. Arrangements should be

flexible and notvrigid. (Recommendation 13; Ch.4)



s
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Tgus by the early 1980s the "accepted package"
approach based on the same number of visits at the
same gestational intervals and following the same
pattern of clinical care for everyone had been

guestioned and recommendations made for change.

At Glasgow ﬁoyal Maternity Hospital the Obstetricians
and Senior Midwives endofsed the Royal College of
Obstetricians and'Gynaecologists working party
recommendations and an opportunity for implementing
change arose, because of the opening in the East End
of Glésgow of 6 new health centres between 1981-1984.
Several forms of community-based antenatal care were
already in existence and due to the new health centrés

the community service was expanding.

Antenatal care waé‘offered at 26 commuhity—based.
clinics in thé East End some run by general
?raciitibners,'somé by midwives, some by’both general
‘practitioners and ﬁidwives aﬁd some by cOnsultaﬁts.
ﬁfwenty were based at health centres and 6 at general
practioners‘_surgeries, usually situated in the ground

floor flat of a tenement block.

All the health centre clinics had some form of liaison
with a consultant but this varied from donsulting by

telephone to holding a peripheral consultant clinic.



41

Before recommending any change in the function or
organisation of anteﬁatal care alréady available in
the area an evaluation of the different forms of care
operating in the East End of the city was requested.
Such a survey was designed and permission to undertake
the work given by the Area Ethical Committee. This
study based on that survey took place between 1984 and
1987. It is~¢oncerned only with the women for whom

there was antenatal and postpartum information.

The overall aim of the study was to review the
community antenatal service operating in the East End
of Glasgdw invrelatibn to three recommendations on
antenatal care of the Royal College of Gynaecologists

working party that:

1. Antenatal care centred in the community should be

develOped more widely.. (Recommendation 10; Ch.3):

2. Midwives should take more part in the antenatal
care of lOw’risk pregnant women and should
provide antenatal care as part of the team of the
obstetrician of general practitioner.

(Recommendation 12; Ch.4)
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The amount of aﬁtenatal-care reaguired should be
tailored to each woman and. different patterns of
care should be tried out.‘ Arrangements should be
flexible and not rigid. (Recommendation 13;

Ch.4)

The objectives of the study were:

To define the obstetric, medical and

socic—economic status of the population.

To determine the variation in provision and use

of the community clinics.

To ascertain the users' views and preferences

concerning the antenatal care they received.

To relate findings to Royal College of

 Gynaecologists recommendations.



Fig.l Make up of study population

Feb 1984 3037 booking May 1985

<

1850 Antenatal data

«<

v

583 Study
Population

1250 Postnatal Data

June 1984 - Dec 1985



43

CHAPTER IT
The Study

The collection of data for the study took place

between February 1984 and December 1985.

i) Sample and Inclusion Criteria

‘The target populatien fer the stﬁdy consisted of

WOmen who lived in the geographically defined area
known as East End of Glasgow (see Appehdix I) who
‘booked for delivery betweenyfebruary 1984‘and May 1985
and who deliﬁered et Glasgow Royal'Maternity ﬁospital
between Jﬁne 1984 and December 1985. A total of 3037
womeh boeked for‘delivery; however, no further

information was available for 17% of these women.

Those women who answered both antenatal and postnatal
ouestlonnalres w1th1n the time perlod formed the
samole populatlon Of 583 women - F1g 1 (opposite page)

»detalls of make'up of study populatlon.

The clinic sample consisted of &all 26 community-based
antenatal clinics tO'which staff from Glasgow Royal .

Meternlty had input.
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ii) Methods and Materials

There were three sorts of data collection:

1. Patient questionnaires.

2. Non participatory observation study.
3. Routinely collected information.

1. Questionnaires

The main source of information was from antenatal

‘and postnatal questionnaires.

Designing and Piloting of Instruments - Both
quesﬁiohnaires were speCifically designed for the
study and piloted on Separéte,samplés of 30 women
booking énd»delivering ag Giésgowmﬁbyal.Maternify
Hospital during Decembef>1984; Piloting was
sUcceésfui and only minor adjustments made to

‘content and layout.

Preparation.of Midwives - A meeting was arranged .
- with the midwives from the community and from the

hospital-based antenatal clinics. The methods of
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identification-of the sample and the
administration of the questionnaires were

" detailed and thé midwives were asked to highlight
any problems they envisaged. Such factors as the
time taken to complete questionnaires at busy
clinics and the methods of collection of
completed questionnaires were discussed and

solutions found.

The system of identification of the éample and
administration of both questionnaires was pilotea
by‘thé researcher‘and midwives during

January 1984 and found to be workable dependent

upon workload.

The Antenatal Questionnaire

The antenatal questionnaires (Appendix 11)
identified tﬁé'demographic medical, obstetric and
'édcio—eéonomic ché&acteristicéiof'thé sample
population.. Information on the cost, time and
metﬁods‘of travel to éntenatal clinics was also
collected at this time. The antenatal pért of
the study'took place between February 1984 and

May 19E€5.
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Identifying the Sample - Identification: of the

sample was made in two ways:

Firstly, for those women who booked at the
hospital, the notes of women suitable for the
study were identified by the researcher. Aan
antenatal questionnaire was inserted inside the
front cover of the notes ready to be administered

by a midwife at the first available opportunity.

Secondly, at the commﬁnity—based booking clinics
the midwives were asked both to identify women
suitable for the study énd to administer the

guestionnaire.

Administration of the Questionnaire - Midwives
were asked to administer the questionnaire to as
many of the target population as pdssible in the

time allowed at each ciinié.

Every effort was made not to upset the smooth
running of the clinic. If it was not possible to
administer the gquestionnaire at booking, it could

be done at a later date.
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Identification and Collection of the
Questionnaires - Questionnaires were identified
by hospital number, name and address including

post code and by date of birth.

Completed questionnaires were returned to twor

collection points,lene in the Community Midwives
Room and one in the Antenatal Clinic at Glasgow
Royal Maternity Hospital. They were uplifted on

a weekly basis for coding and analysis.

The Postnatal Questionnaire

‘The women's views and opinions of fhe antenatal
care they received together With information
aboﬁt obstetric outcomes, antenatal admittance,
use of the antenatal sefviee (frequency and
7timing of visits, places attended, providers of
care and content of care)'fogether with further
demdgraphic ihforméﬁion) was obteined using a
pestnatalvquestionnaire (Appendix IiI).
‘Postnatal data was collected frem June 1984 to

" December 1985.°

Identifying the Sample f'Women fulfilling the
sample criteria (the target population) were

identified by a nursing auxiliary upon their
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discharge from hospital into the care of the
community midwife. The auxiliary then inserted a
vostnatal questionnaire into the discharge

liaison documents.

Administration of the Questionnaire - The
postnatal quéstionnaire was self-administered.
The community midwives were responsible for
distributing the questionnaires to identified
women and for collécting completed
gquestionnaires. Distribution and collection was
undertaken during routine postpartum‘visits and

completed by the 10th day.

Idéntificafion and Collection of the
Questiénnaires -~ Questionnaires were again
identified by hospital nﬁmber, name and address
.including post code and by date of birth.’
Compléted guestionnaires were returned to a
collection point in the Community Midwives Room
at the hospital and cpllected weekly for coding

and analysis.
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Observation Study

Arrangements were made, at ihe preparatory
meeting with the midwives, to visit all the
community and peripheral antenatal clinics,
subject to permission fron the general
practitioners and consultanﬁs involved. This
permission Was given and each clinic was visited
on a specified date agreed between the researcher

and providers of antenatal care. Visits took

. place between June and September 1985. The

clinics were described and a record made of the

facilities available to women. Attention was

paid to clinic management policy, the statuskand
reSponsibiiities of the person conducting the
clinic and of thoSeifulfilling subport roles.
Suitability ef the consulting rooms in terms of

privacy and equipment was also noted. Where

" possible the waiting and clinical consultation

times for all women attending for antenatal care

during that session were measured.

Data'requiredbforvthe observation study were
recorded on a broadsheet for'consistent reference

(Appendix IV).
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Routinely Collected Information

Information was collected from:

Standard Scottish Morbidity

Records (SMR2's) (Appendix V);
Shared Care Antenatal Records (Appendix VI);

Small Area Statistics.

Scottish Morbidity Records

Information about the obstetric outcomes,

personal characteristics and the pre-existing

"medical and obstetric conditions of the target

and,sample populations were obtainedkusing the
Standard Scottish Morbidify Recordivia,the
Information Services Department of the Common
Services Agency ih Edinburgh. This information

was used to supplement that obtained from the

questionnaires and also to test

‘,representativeness.of the sample. Such.

information was not always complete.



Shared Care Cards

Thé Shared Caré Antenétéi Record is kept by the
woman and is completed at each antenatal visit to
the community and hospital clinics. It is
brought‘tb.hospital by the woman when she goes
into labour and is filed With her hospital notes
postpartum. This record wés used to check the
validity and reliability of women's responses to
~guestions about frequency and timing of antenatal
visité and also about status of providers of
care. Checks were therefore made on étratified
random sample responses from 50 women: two who
reported less than five antenatal”visiﬁs;‘three
women who reported mofe than 16 visits and 45

women‘who'reported 5-16 visits.

Small Area Statistics

Addifional baékgrouhd informétiOn on the sOcial,
demographic and obstetric charactéristics of the
rEast End,of'Glasgow was obtained ffom~l981 census
data and small area statistics produced by the
locallauthority and the Information Services Unit

of Greater Glasgow Health Board.



iii) Coding and Analvsis of Data

Questionnaires were coded by hand and occupations

coded according to the OPCS System. (37)

Linkage of data (ie antenatal, postnatal
guestionnaires, SMRZ;S) by hospital number, date
of birth and post code aﬁd a detailed analysis of
such data was undertaken by the ICL 2976 computer
‘using the Stétistical Package for Social
Scientists (SPSSX) at the Social Paediatric and
" Obstetric Research Unit at the University of

Glasgow,'

" Linked data wére then compared'with SMR2 data
from the target population us;hg’the>criteria of
age, périty,,marifal status, obsfetric history,
antenafal admissions and'obstetrid outcome, thé
represéntatiVenesé of the sampie to the target.

population was tested (Chi square test).
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Response Rate

98% (1850) of women invited to answer the

antenatal guestionnaire, as part of the larger
survey, agreed to do so and 583 of these women
were also requested and agreed to complete the

postnatal guestionnaire.

Representativeness of the Sample

Details of all East End women delivering at
Glasgow Royal Maternity Hospital were available

from Scottish Morbidity Records.

The sample was representative in terms of age,

parity, marital status, obstetric history and

antenatal admissions.

Bias was shown-in'terms of low birthweight
(P(0.0S) , prematurity '(P_‘<_0.05) , édmittance to

Special Care Baby Unit (P< 0.0l1). Ten per cent

of the sample were known to have experienced

these outcomes compared to 14% of the target

population.



TABLE I  Personal Charactefistics of‘the;Sample
a) Age
No. 7%
under 20 years 87 14.9
20-29 years 420 72.0
30-34 years 64 11.0
35+ years 12 2.1
b) Marital Status
No. %
married 387 66.3
co-habiting 40 7.0
divorced/éeparated ‘3 0.5
planning to marry 31 5.3
single 1122 1209
No. - ‘Z
primiparbﬁs- 284 | 48.7
- 1-3 children 285 | 48.9
4 or more child:engl 14 2.4

n = 583
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CHAPTER IIX

The Women in the Study

i) Personal Characteristics

Women were asked to provide information about age,
marital status, parity and place of residence by
postal code. Table I (opposite page) summarises the

personélbcharacteristics of the sample.

Those women aged 20-29 years accounted for 71.9% of
the total: 14.9% were under 20 years (12 were 16 years

or under) and 13.2% were over 30 years of age.

Marriéd women constituted‘66.3% of the éample. Of'the
196 women not describing themselves as married 20.4%
said they‘wére living in é stable relationship; 15.8%
were planniﬁg to marry;,62.2% described themselves as
éiﬁglé ahd‘just overAl%.said they were divorced or

separated.

WQmen'with no liVing>childreh forméd 48.7% of the
vsampie and of'thé 299 who_did‘havevchildren
14'(4;9%) had fouf or more. Fifty-five (18%)‘
mUlti?a:oUs women héd.one or more cﬁildren‘under”S

vears of age.
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Place of Residence

The East End of Glasgow encompasses the postal areas
of G1, G2, G31, G32, G34, G40 and‘parts of G4, G21,
G33, G69 and G71 (Appendix I). The postal code areas
‘of G31, G32 and G33 form the largest part of the
district and contain some of the poorest areas (38);
71.4% of women lived there (20.5%; 18% and 32.9%
respectively); A small percentage of women (3.4%) in
the study,liﬁed in the more middle class district of

Ballieston (G69).
Income

Thersole‘sourCe of inceme,for 43.3%.of-women was state
benefits. There were 23.3% of homes supported by a~ﬁ.
joint income whereas women'e earnings were’the only
iﬁcome for 6.3% of househoids. _Husbande or partners'
were the'sole earners in 24.5% of caees. The .
remaining 11 women said their households were
finan01ally dependent upon a grant or combination of
state benefit (unemployment or sickness benefit) and

'earned income.

Table II (oppoeite‘page) illustrates the relationship

between age, marital status and source of income.
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Unmarried women were more likely to be dependent upon
state benefit and 68.8% of such women stated that this
was their only source of income. For women under

20 years of age the number dependent upon benefits
rose to 76.1%. Their own income supported 25.7% of
women describing themselves as single. Of the women
who described theﬁselves as livﬁng in a stable
relationship 85.4% said they were dependent upon state
~benefits and 12.2% were wholly or partially
financially supported by their partner; 2.4% were

dependent upon their own earned income.

Husband's earnings provided the only source of income
in 31% of mar:ied households.i For married women over
the age of 25 years, 21.8% were dependent upon state
vbenefits'compared to 38% of women under 25 yearé. In
total 28.9% of married women gave state benefits as

~ their only.source of income. Joint earnings provided

income for 33.1% of families.

Women were also asked if their income was adequate for
their needs. = Of fhe total sample'54.8%.said that
‘their income was adequate. Nearly thfee-quarters
‘(73%) of these women, however, lived off earned

‘income.
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Employment

The majority of women left school at or even before
the minimum school leaving age (the minimum school
leaving age was 15 years before 1972); 14% of the

sample stayed at school for at least one more year.

A job or a place on a training scheme was found by
84.7% of women when they left school; 10.4% said that
they were unable to find employment and 4.8% continued

to further education.

Of the 284 primiparous womeﬁ, 52% had experienced one
or more spells df unemployment during the previous
five yearé; At the time of administration'of the
antenatal queétionnaire, 47% éf the 484 women who were
interviewed before 28 weeks of pfegnancy were working
full—time; % part-time and 11% had stopped work
during theif.pregnancy;:32% were not working when they
_became p}egnant; Current empioyment information was

not available for 23 women.

Partner's Employment Status

Women were asked their partner's age and if he was in
empnloyment. If he was currently employed his

occupation was requested. Replies to .these questions
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were given byv 540 women, even though some women said
they were not supported by their partners; 7.4% of

women said the question was inapplicable.

Men employed full-time accounted for 50.2% of replies
and men unemployved for 40.6%. The remainder (50 men)
were employed part-time were students or were off work

because of illness.

For the 30 men aged under 20 years 70% were described
'as unemployed compared to 42% (154) of 20-29 year-olds
and 40% (53) of 30-39 year-olds. Unemployment was

again higher for the 15 men over 40 years and 60% were

‘unemployed.

Social Class

It was possible'to categorise iny 51% ef the sample -
by_sociél class eceording to occupation (husbehds if

married, otherwise4by woman's oWn occupation) becauSe
of high unemployment. Therefore social class has not

“been considered further.
Housing
Women were asked if they thought their housing was

adeguate and if their family shared accommodation with

others.
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Housing was said to be acdequate by 76.7% of women.
Accommodation was shared by 24.5% of the sample. Most
commonly, sharing occurred with parents,

parents-in-law and friends.

Married women or women living in a stable relatiénship
accounted for 76% of women who said their housing was
inadequate. The reasons given for inadequacy were
shdrtage of room or problems with damp and

condensation.

Smoking and Drinking

More than half the women in the study smoked (56%).
Of these 326 women 55.8% said that they smoked between
10 and 20 cigarettes per day and 26% women smoked 20°

or more.

One hundred aﬁd sixty—nine women (29.1%) said they
drank alqohdl and 88% of ﬁhese'WOmén.said théy’wére
'drinking leSsvduring‘their pregnancy. ”ﬁo—one'had more
:than 10 alcoholic'drinks in a week and 88% of drinkers
said ﬁhey‘hédlless'than four'arinks. In the total
’sample 18% bf'womén whd’émoked also drank and 32%

neither smoked nor drank alcohol.



TABLE III The type and frequency of underlying conditions. and

relationship to hospital admission

No. of
Condition gg&egf women
' admitted
Epilepsy 3 1
Heroin addiction 2 -
Ulcerative colitis 1 -
Goitre 1 1
Thalassaemia 1 -
Australian antigenpositive 2 -
Ovarian cyst 1 -
Congestive cardiac failure 1 -
Essentiai'hypertension 1 1
Bicornuate uterus 1 1
Uterine prolapse 1 1
Polyarteritis 1 1
Manic depresssion 1 1 (twice)
Cushings syndrome | 1 -
Asthma 1 1
19 8

TOTAL

Fig.2 ‘Previous obstetric outcome

350 multigfavid women

216 (62%)
optimum .
previous outcome

o 134 (38%)
‘problems
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ii) Medical and Obstetric Characteristics

Information from Scottish Morbidity Records indicated
that 19 women in the sample had an underlying medical
or socio/medical condition that could affect the
outcome of pregnancy; 8-womén were admitted to
hospital during their pregnancy due to their
underlying condition. Table III (opposite page)
illustrates the frequency of underlying conditions and

whether hospital édmittance was required.

Multigravid women composed 60% of thé-Sample (350
women). Fig 2 (opposite page) summarises previous
obstetric outcome. A problem with a previous
pregnancy had béen experieﬁced by 38.2% (134) of these

women.

:Eighty (23%) multigravid women had had é spontaneous
abortion (12 wqmén had two o; more) and 48 (13.7%) a
itherapeutic abortibn. Nihe women had suffered a
therapeutic and spontaneoﬁs abortion. ‘Seveh WOmen had
experienced é perinatal death énd 35 women had had a

1previbus low birthwéight‘baby.



TABLE 1V Women admitted according to condition

Condition No;dgitzzgen
Raised blood preséure | | 48
Threatened miscarriage ' 26
Urinary tract inféction ' 25
Pain (unspecified) ‘ 16
Placenta praevia ‘ . ' 2
Previous miscarriage | 2
Malpresentation 3
Polyhydramnios 2
Reduced fetal movement 2
Intrauterine growth ’
retardation 4
Haemorrhoids 1
meiting 3
Vaginal -discharge 1
Unstable lie 2
Twins - 1
~Weight loss 1
Abscess (unspecifiéd) 1
Oédema 1
Anaemia 2
Meningitis 1
Diarrhoea 1
TOTAL S N 145
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Pregnancy-Related Conditions

Information from Morbidity Records (SMR2) indicated
that 197 women (33.7%) were admitted.to hospital for
acute conditions related to the current pregnancy; 80
of these women were admitted two or more times. One
hundredAand forty-five women gave reasons for their
adﬁission when answering the postnatal gquestionnaire.
Table IV (opposite pagei gives details of the number
of women admitted'according to condition. The main
reasons for admission were: raised blood pressure,
threatened'miscarriage and urinary tract infection.
Twenty-one of the 197‘women‘who were admitted

antenatally had an adverse outcome to their pregnancy.

iii) Obstetric Outcomes

‘Thevperinafal mortality rate for women in the sample
population was 4/1006} Five hundred and'Six women
(87%) had an optimum obstetric outcome, defined as a
full-termvbaby‘(ovér‘37.weeks gestation), weighing
2.5 kg or more who.did nétvréquire admittance to
Special’Care‘Baby ﬁnit whereas 10% Qf’babies did not
fFit ihto}théiébéVe éafegory, detailedjdﬁtcome

information was not available for 3%.



Fig.3

Fig.4

Qutcome for women who had previous good outcomes to
pregnancy :

216
previous
good outcome

RN

181 (847) 35 (167)

optimum non optimum

outcome . outcome this
pregnancy

~

‘Outcome for women who had a previous low birthweight
infant '

35
previou