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PREFACE 

The events of pregnancy, birth and infancy, which are the subject 

of the care scheme under review, are of the utmost importance to 

us all. Advances in medical knowledge and practice, combined with 

changing attitudes, require that arrangements for the provision 

of maternity care must be continually reviewed. 

The Irlsh service was last reviewed in 1980. Much of the valuable 

recommendations made at that time have been given effect. The 

present Revlew Group examided that report and, to the extent that . 
1 

recommendations then made have not been acted upon, incorporated 

them ln thls report. 

The views and rights of mothers were of course paramount in the 

consideration of the members of the Group and issues of choice, 

privacy, consent and information were considered and appropriate 

recommendations made. 

The approach to maternity care has been the subject of much 

debate in recent times here in Ireland and to a greater extent 

in the United Kingdom. In the Irish context, the Review Group had 

available to it the 1992 study by Marie T. O'Connor on "Women and 

Birth" and the 1993 Report to Government of the Second Commission 

on the Status of Women. In the United Kingdom the Second Report 

of the Health Committee of the House of Commons on "Maternity 

Services" (The winterton Report) and the comments and responses 

thereon by bodies both in the United Kingdom and Ireland were, 

invaluable sources, which were supplemented by the Report of the 

Expert Maternity Group "Changing Childbirth". Each one of these 

reports is required reading for anyone involved in forming or 

implementing policy on maternity care. 



The Review Group has not attempted any replication of the larger 

reports of the United Kingdom. It was established to review the 

current services and the members were moved to complete a review 

and make recommendations in a fairly short time. This was done 

withm their own resources of time and their participation 

provided valid perceptions of all the players in the current 

scene. 

On behalf of the Review Group, I would like to thank the Minister 

for Health for giving us the opportunity to participate in a 

process towards improving care for mothers and infants, and to 

thank all those organisations and individuals who went to the 

trouble of making submissions - both oral and written - to the 
Group. These assisted qreatly in the formulating of opinion 

within the Group and found expression to one degree or another 

in our report. 

On my own behalf, I wish to thank the organisations which made 

members available to sit on the Review Group, and also the 

members themselves who were unstinting in their contribution of 

time and attention in achieving the objective of completing their 

report within a year. In particular, I want to thank our 

indefatigable secretary Paul Howard whose work in research, at 

our meetings, and in preparing the report was invaluable. 

The members of the Group hope that their recommendations will be 

acceptable to the Minister and the other parties involved and not 

least to the mothers and infants of Ireland who must be the focus 

of maternity care, and who must feel they are in control of what 

is happening to them and are able to make decisions about thelr 

needs, based on full discussion with the professionals involved. 



In terms of current national spending on health services the 

recommendations in this report will not generate significant 

extra costs and the pilot projects recommended, which will be 

important for future policy and which were at the heart of much 

of the Review Group's thinking, should not be unduly costly in 

a service which is so important to the whole community. 

Peter McQuillan 

Chairman 

April, 1994 



Chapter One 

INTRODUCTION 

1 TERMS OF REFERENCE 

1.1 The Maternity and Infant Care Scheme Review was initiated 

by the former Minister for Health, Dr John OfConnell T.D., 

with the following terms of reference: 

II To review the role of the Maternity and Infant Care 

scheme in the context of maternity services generally 
1 

and to make ,recommendations to the Minister as is 

considered appropriate." 

The membership of the Review Group was as follows; 

Chairman 

Mr. Peter McQuillan 

Members 

Dr. Peter Boylan, Natlonal Maternity Hospital. 

Dr. Gerard Cummins, Irish College of General Practitioners. 

Ms. Nora J. Cummins, Institute of Community Health Nurslng. 

Ms. Maura Foran, Health Boards. 

Dr. Elizabeth Griffin, Coombe Women's Hospital. 

Ms. Dora Hennessy, Department of Health. 

Dr. Peter Keogh, Irish Medical Organisation. 

Dr. James Kiely, Department of Health. 

Ms. Ann Martin, An Bord Altranals. 



Dr. Tom Matthews, Faculty of Paediatrics. 

Dr. Madeleine McCarthy, Council for the Status of Women. 

MS. Anna Monaghan, Irish Nurses Organisation. 

Ms. Berna O'Hanrahan, Council for the Status of Women. 

Dr. Brendan Powell, Institute of Obstetricians and 

Gynaecologists. 

Dr. James Reilly, Irish Medical Organisation. 

Dr. A. N. de Souza, Health Boards. 

Dr. Martin White, Irish Medical Organisation. 

Mr. Paul Howard, Department of Health, acted as secretary 

to the Group. 

1.3 Proceedinss 

1 

The first meeting of the'Review Group was held on the 17th 

February, 1993. It was agreed to attempt to complete the 

review within twelve months. The main Review Group met on 

14 occasions. Further meetings were held by Sub-groups to 

discuss particular issues. 

Advertisements were placed in the national newspapers 

inviting submissions. In the event, a total of 129 

submissions were received and these are listed in chapter 

12. 

Papers on issues of concern to the Review Group were 

prepared and submitted by individual members or by groups 

of members, to facilitate consideration of key points and 

to assist in compiling the report. 

The draft report was considered by the Review Group at a 

meeting in January, 1994 and approved in its final form on 

23rd March, 1994. 



Chapter Two 

THE SCHEME 

The Legislation in regard to the provision of services for 

mothers and children is contained in sections 62 and 63 of 

the Health Act, 1970 as follows; 

Section 62.11) A health board shall make available without 
charge medical, surgical and midwifery 
services for attendance to the health, in 
respect of motherhood, of women who are 
persons with full eligibility or persons 
with limited eligibility. 

/ 
A woman, entitled to receive medical services 
under this section may choose to receive 
them from any registered medical 
practitioner who has entered into an 
agreement with the health board for the 
provision of those services and who is 
willing to accept her as a patient. 

When a woman avails herself of services 
under this section for a confinement taking 
place otherwise than in a hospital or 
maternity home, the health board shall 
provide without charge obstetrical 
requisites to such extent as may be 
specified by regulations made by the 
Minister. 

Section 63. (1) A health board shall make available without 
charge medical, surgical and nursing 
services for children up to the age of six 
weeks whose mothers are entitled to avail 
themselves of services under section 62. 

( 2 )  Services under this section shall be 
provided for a child by aily registered 
medical practitioner whom the parent of the 
child has chosen, who has entered into an 
agreement with the health board for the 
provision of those services and who is 
willing to accept the child as a patient. 



In addition, section 61 (1) of the Health Act, 1970 states 

that a health board may make arrangements to assist in the 

maintenance at home of a woman availing herself of a 

service under section 62, or receiving similar care, or a 

dependant of such a person. 

The Chief Executive Officer of the health board will 

determine whether a charge is levied in respect of any 

assistance provided under section 61. 

2.2 Backsround to Leqislation 

The service provided for in the Act is largely a 

continuation of the scheme implemented under the Health 

Act, 1953, which was inftially introduced for the lower 

income groups in 1954. As a consequence of the Health 

(Amendment) Act, 1991 women are no longer required to 

provide financial information to establish eligibility for 

services under the scheme. 

The 1953 Act was enacted at a time when hospital 

confinements were less frequent and hospital in-patient 

accommodation for all mothers would not have been 

available. Referral by the general practitioner or "urgent 

necessity1' was a prerequisite. 

2.3 Services Available Under Current Scheme 

The services available from the general practitioner free 

of charge to women under the current scheme are as follows: 

1 Initial examination, to be made as near as possible to 
the sixteenth week of pregnancy, but not later than 
the twenty-eight week of pregnancy; 

2 Five ante-natal examinations in addition to the 
inltial examination (Where possible, at least one of 
these examinations should be carried out in each of 
the last three months of pregnancy); 



3 Such other examinations and ante-natal care as the 
medical practitioner considers necessary; 

4 Attendance at the confinement (if the medical 
practitioner considers it necessary, or if his/her 
services are called for by a midwife attending on the 
patient) ; 

5 Attendance on at least one occasion in the week 
following the delivery; 

6 Such other examinations and post-natal care within the 
period of six weeks after the delivery as the medical 
practitioner considers necessary; 

7 An examination (including a bi-manual pelvic 
examination, if the general practitioner considers it 
necessary) at or about the end of the sixth week after 
delivery; 

8 The taking of1 any specimens required for 
investigation; 

9 Provision up to the age of six weeks in respect of 
each child whom he/she has agreed to accept as a 
patient, of such medical and surgical services 
(including at least one examination of the child) as 
can be appropriately given by him/her. 

2.4 A medical practitioner is entitled to refuse to accept any 

particular patient, but he/she is not entitled to refuse to 

accept all patients of a particular class. 

2.5 Obstetrical requisites, known as the "maternity packu are 

provided in the case of domiciliary confinements. 

2.6 The agreements with general practitioners and midwives are 

generally based on the pre 1970 form. The fees payable are 

advised by the Department of Health and the amounts paid 

are based on the level of service provided. 

2.7 Midwifery services (consisting of initial antenatal visit, 

attendance of confinement and any other necessary care 

during the pregnancy, labour or lying-in period), are 

provided for under the scheme. Where a domiciliary birth is 

involved these services are provided, where available, 

either through health board domiciliary midwives or private 



midwives who have entered into an agreement with the health 

board for the provision of services. 

2.8 Instead of/or as well as availing of the ante-natal 

services provided under the scheme by general 

practitioners, women may also avail, free of charge, of 

outpatient ante-natal services provided at public maternity 

hospitals, regional hospitals and general hospitals. 

2 . 9  USAGE OF SCHEME NATIONALLY.-1992 

(a) In 199.2, 27,809 women availed of services under the 

Maternity and Infant ~ a d e  Scheme. This figure excludes 

women who had spontaneou$ abortions or miscarriages and 

represents 54% of the total number of births. 

(b) 22,426 women, representing 81% of the users of the scheme 

had six examinations. 2,380 women ( 8 % )  had five 

examinations. 2,987 women (11%) had four or less 

examinations and 16 had no examination. 

(c) 22,985 (83%) women had their first examination at or 

earlier than 4 months, 1,895 (7%) at 5 months, 1,990 (6%) 

at 6,7 or 8 months and 1,023 (4%) during the final month. 

(d) 2,7,033 or 99.5% of women in the scheme gave birth in 

hospital, 90 (0.33%) births took place in private maternity 

homes and 44 (0.16%) took place at home. 

(e) Amongst the babies of women using the schene there were 

27,143 live births, 142 stillbirths and 61 deaths in the 

first week. 

Additional information regarding the usage of the scheme is 

contained in appendix I. 



2.10 PROPOSED REVISED SCHEME 

The current range of services available under the scheme, 

as outlined earlier in this chapter, was examined by the 

Review Group. 

* the Review Group considers it essential that each expectant 

mother is seen by a medical practitioner as early as 

possible in pregnancy and remains under medical and 

midwifery supervision throughout the ante-natal and post- 

natal periods. 

Also, it is important ,that a woman is made aware of the 

other choices regarding! the level and type of care that is 

available to her, where she receives this care and how and 

by whom this care is provided. 

It goes beyond the remit of the Review Group to make 

specific recommendations regarding the level of 

remuneration of general practitioners and midwives 

providing services under the scheme. However, it is clear 

that consideration should be given to revising the level of 

remuneration, particularly in view of the additional 

responsibilities recommended in this report. Some of the 

difficulties associated with the present scheme are due to 

the level of remuneration and this must be addressed if the 

proposed revised scheme is to be successful. 

2.11 COMBINED CARE 

Combined care means that the expectant mother is under the 

care of both her general practitioner and hospital 

obstetrician and her care alternates between the two. The 

Review Group agrees that the system of combined care is the 

best and most convenient form of ante-natal care for the 

majority of mothers 
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The Review Group endorses the schedule for visits and 

advice as proposed by the Irish College of General 

Practitioners and the Institute of Obstetricians and 

Gynaecologists and contained in the combined obstetric card 

(see appendix 11) . 

2.12 SCHEDULE OF VISITS 

a The schedule of visits recommended by the Review Group is 

before 12th week of pregnancy - first visit to general 
practitioner 

before 20th week of pregnancy - first visit to 
I hospital 

24 weeks - general practitioner 
28 weeks - general practitioner (hospital if its a 

first pregnancy) 

30 weeks - general practitioner 
32 weeks - hospital 
34 weeks - general practitioner 
36 weeks - hospital 
37 weeks - general practitioner 
38 weeks - hospital 
39 weeks - general practitioner 
40 weeks - hospital 

It may be necessary for the woman or for the general practitioner 

or the obstetrician to change this schedule. 



2.13 ANTE-NATAL SERVICES 

In the operation of the present scheme, there would appear 

to be a degree of confusion, both on the part of general 

practitioners providing the service and women availing of 

the scheme, regarding the range and level of service which 

is to be provided to enable the general practitioner to 

fulfil the terms of his/her contract with the health board. 

In this regard the following recommendations are made; 

an information booklet should be produced and made 

available both to doctors on entry to the scheme and to 

women using the service so that both will be aware of the 

nature and range of tde services available under the 

scheme. 

provision should be made to include the diagnosis of 

pregnancy as part of the scheme and the cost of the 

pregnancy test kit should be reimbursable as part of the 

remuneration paid in respect of the scheme. 

general practitioners should ensure that a specified range 

of blood tests is carried out, as appropriate. The results 

of these blood tests should be made available to the 

hospital clinics. In order to prevent the unnecessary 

repeating of these tests, it is recommended that the 

general practitioner should send along the original copies 

of the blood reports and that these should be included with 

the combined obstetric card. 

information generated during the ante-natal process should 

be accurately and comprehensively recorded and transmitted 

to the hospital where delivery is to take place after it is 

collected in accordance with the agreed format contained in 

the combined obstetric card. The onus for this is on the 

general practitioner. 



treatment and advice in respect of the pregnancy and 

recognised complications of pregnancy should be provided by 

general practitioners as part of the scheme. 

* consideration should be given to providing special payments 

in respect of major conditions such as diabetic care during 

pregnancy where this places extra demands on the general 

practitioner. 

* it should be made clear in the information booklet that 

services, including drug and other treatment, in respect of 

illnesses which occur coincidental with but not related to 

pregnancy should not be provided as part of the scheme, 

free of charge. 1 

2.14 CARE OF THE NEW BORN 

Interpretation of the current scheme would suggest that 

there is unlimited care available to the infant up to the 

age of six weeks from the general practitioner. This was 

formulated at a time when the utilization of general 

practitioner services was much more limited than in recent 

years. It is clear that general practitioners have not been 

able to provide services on this basis in the recent past. 

Many general pract,itioners take the view that their 

commitment to the infant under the Maternity and Infant 

Care Scheme should be for a defined number of visits, with 

defined aims for care. 

A corner stone of general practice is the continuity of 

care and the Maternity and Infant Care Scheme is a key 

element in this. It is important that continuity is 

maintained as soon as is practicable when the mother and 

new born infant leave the hospital. This facilitates 'a set 

agenda for anticipatory care with very defined aims. It 

would include areas such as growth, developmental review, 



establishing parameters that would facilitate care for 

episodic illness and achieving designated goals in areas 

such as immunisation. 

To facilitate these aims it is essential that a data base 
, . 

be established soon after discharge from hospital and that 

the general practitioner becomes familiar with the mother's 

experience while in hospital, her management of the new 

born, her health status and that of her baby. 

* The Review Group recommends that there should be two 

designated visits for the baby: 

/ 
(a) within two weeks of ,birth 

(b) at six weeks of age 

(a) The visit within two weeks would re-establish the llnk 

between the mother and the general practitioner and 

introduce the baby to this setting. It would enable the 

general practitioner to complete a data base, review 

hospital care, screening status, growth parameters and any 

current difficulties in management that the mother might 

have. It would be essential at this visit to discuss the 

options for immunisation so that decisions could be 

finalized at the six week visit and before the first 

immunisation at age two months. 



(b) The six week visit would be a general health review and 

developmental examination and would give a second 

opportunity for percentile measurements. It would be a 

suitable time for review of current management such as 

feeding practices and any particular difficulties the 

mother and baby might be having and would also enable the 

parents to decide with the general practitioner on the 

proposed immunisation schedule. 

It is essential for infant well-being and planned care that 

information and data is exchanged between primary care and 

directors of the public health programmes. A simple format 

that includes information on percentile measurements and 

developmental status at six wqeks should be returned by the 

general practitioner to the 'Director of Community Care/ 

Medical Officer of Health on completion of the Maternity 

and Infant Care Scheme. 

2.15 POST-NATAL CHECK FOR MOTHERS 

The Revlew Group recommends that a post-natal examlnation 

of the mother should be carried out by the general 

practitioner at six weeks. This will ensure that the 

general practitioner is provided with the opportunity to 

offer advice to the mother in relation to family planning 

and to provide follow-up management in relation to relevant 

issues which may have been raised during the term of the 

pregnancy e.g. rubella immunisation for rubella-negative 

women. 

t a post-natal examination of the mother should be 

carried out by her general practitioner at six weeks. 

While it is recommended that the examinations of the infant 

and the post-natal examination of the mother are carried 

out by the woman's general practitioner, they may be 

carried out at hospitals by arrangement. 



Chapter Three 

LOCATION OF BIRTHS 

3.1 The Review Group notes that it is Department of Health 

policy that, on medical grounds, the delivery of babies 

should take place in consultant-staffed maternity units. 

This policy is in line with the recommendations of the 

Comhairle . . na nospideal Report, Development of Hospital 

Maternity Services, which examined in detail the objectives 

of health care in relation to maternity services. It is 

generally accepted that this policy has been responsible 

for the marked decrease inkhe level of maternal, perinatal 
1 

and infant mortality. The annual "State of the World's 

Children" report from UNICEF seems to indicate that Ireland 

is now the safest country in the world for women giving 

birth, with a maternal mortality rate of 2 per 100,000 

births - the lowest of the 145 countries reported upon. 

The Review Group also notes that it remains the view of the 

Institute of Obstetricians and Gynaecologists and the Royal 

College of Gynaecologists that the best place for delivery 

is where full emergency services are immediately available 

and accessible. 

The Review Group fully endorses these views. 

3.2 HOSPITAL BASED SERVICES 

Many women are extremely satisfied with the care and 

treatment which they receive in hospital both during and 

after their pregnancy. However, based on the submissions to 

the Review, there is a growing demand by women for more 

freedom and choice with regard to where the delivery takes 

place, the level and type of intervention during labour, 

adoption of a birthing position of a woman's choice etc. 



In order to reduce the risk of a woman undergoing a bad or 

negative experience while in hospital, which may impact on 

the level of demand for births at home, the Review Group 

recommends the following; 

* adherence to the Patients Charter published in 1992 

with particular reference to individual appointments 

for attendance at out-patients clinics. 

* the establishment of a Charter for Pregnant Women. 

* an assurance of a friendly atmosphere in hospitals 

where the dignity and autonomy of the mother is 

respected. 
I 

* openness with regard to information giving. 

* a flexible approach to the length of time spent in 

hospital. This should be decided by the appropriate 

medical and midwifery personnel in consultation with 

the mother. 

* the provision of creche facilities for older children 

at maternity clinics. 

* the provision of hot meals to mothers who choose to 

avail of them following delivery. 

The recommendations contained in Chapter 4, The Mother' s 

Voice, are also relevant in this regard. 



3 . 3  HOME BIRTHS 

Under sectlon 62 of the Health Act, 1970, a woman is 

entltled to receive free medical, surgical and midwifery 

servlces in respect of motherhood. However, at present 

health boards are generally experiencing difficulties in 

providing services for home confinements. This situation 

has arisen because of the trend towards hospital 

confinements over the past 20-25 years. As a result the 

post of community midwife has virtually disappeared and 

general practitioners, who provide services under the 

Maternity and Infant Care Scheme, no longer have regular 

experience in the practice of delivery and are very 

reluctant to attend on h o d  births. Because of this many 

general practitioners will Aot agree to accept a woman for 

medical services if she indicates that she intends to have 

a domiciliary confinement. In addition, general 

practitioners may find it difficult to secure medlcal 

indemnity insurance to cover attendance on home births. 

In some areas no general practitioners will agree to 

provide services where home confinement is intended. The 

same is true for public health nurses. In these 

circumstances, health boards find it difficult to provide 

a service for domiciliary births. 

There is however undoubtedly a demand from a small number 

of women to give birth at home. While it is known that 

there were 184 intentional home births recorded in 19911, it 

is difficult to assess the true demand for births at home 

because of the absence of domiciliary services on a 

nationwide basls. 

1 Planning Unit, Department of Health. 



3 . 4  The Review Group recognises that when a decision is made by 

a woman to give birth in her own home, health service 

personnel should respect that decision and make provision 

for the mother and baby. The underlying objective of the 

Maternity and Infant Care Scheme continues to be: . . 
(a) a safe outcome of a live and healthy mother and baby 

(b) a satisfied and happy family unit. 

The Review Group examined reasons why a woman might opt for 

a birth at home. Submissions to the Review Group suggest 

one of the main reasons is the desire on the part of a 

woman for a positive experience of birth in friendly 

familiar . . surroundings where she retains full control of her 

environment, her body and all procedures. Other important 

reasons are (a) previous negativk experiences of childbirth 

in a hospital environment which may have been due to the 

woman's perception of an unfriendly atmosphere, (b) an 

unwillingness on the part of hospital personnel to provide 

adequate information to her regarding many aspects of her 

pregnancy, (c) procedures carried out without adequate and 

informed consent and (d) removal of her dignity and 

autonomy. 

3.5 * In response to these issues, the Review Group 

recommends that the following pilot projects be 

established and evaluated. 

3.5a PILOT PROJECT I HOME ENVIRONMENT IN A 

MATERNITY HOSPITAL. 

Accommodation be set aside at a number of maternity 

hospitals to facilitate delivery in a homely non-clinical 

environment where the mother would have freedom to move 

around and her partner and children would be welcome. 

Hospltal support would be available for any emergencies 

that mlght arlse. The mother and her baby would stay in or 

at the hospital only for a llmlted perlod of tlme before 

returning home. 



While a birth in these circumstances would not be a home 

birth, such an arrangement may prove desirable for those 

women who would wish to have a delivery in a homely 

atmosphere but who would be afraid for whatever reason not 

to be close to hospital services. 

3.5b PILOT PROJECT I1 MODIFIED DOMINO APPROACH 

It is recommended that a pilot domino project should be 

established. The Domino approach (Domiciliary Care In and 

Out of hospital) would allow the midwife and/or the general 

practitioner to monitor the mother throughout her 

pregnancy, be with her in hospital and to continue to 

provide her with care when she returns home. This approach 
I 

would give the mother continuity of care, facilitate a 

hospital-based birth and provide an early return home from 

hospital. 

It is recommended that this pilot domino project should be 

established for a period of two years. 

Thls prolect would have the advantages of a hospital based 

dellvery and a community approach to ante and post-natal 

care. Ante natal care would be provided in the cornmunlty by 

hospital based midwives (and/or general practitioners at 

the choice of the mother) with hospital support available 

for any emergencies that might arise. Delivery would take 

place in hospital with assistance provided by the team of 

midwives who provided the ante-natal care and /or the 

general practitioner and hospital based medlcal staff at 

the cholce of the mother. 



3.6 While these pilot projects, together with the 

recommendations at paragraph 3.2, may resolve some of the 

issues and may reduce the demand for home births, the 

Review Group recognises that there would continue to be a 

small number of women who, regardless of policy or 

professional advice, would insist on having a home birth. 

The Review Group recognises the dilemma which confronts the 

Department of Health and the health boards at present in 

such cases. However, it is unacceptable that a woman should 

feel compelled to give birth alone or unassisted by a 

health professional or assisted by an unregistered person. 
/ 

* to cater for women who cannot be persuaded to deliver 

in or at a maternity hospital/ unit, the Review Group 

recommends that each health board community care 

management put in place arrangements with the local 

maternity hospital/ unit to provide for a midwife to 

attend such home birth. These arrangements should be 

formalised and made known to users and providers. 

Such an arrangement would ensure the availability of 

trained experienced midwives and the availability of 

hospital back-up in the event of an emergency. 

In such cases appropriate post-natal care as outlined in 

the scheme would also be provided by the midwife. 

* consideration should be given to the provision of 

appropriate training to hospital-based midwives to 

work in the community to provide the necessary 

services under the scheme. 



3.7 EMERGENCY SERVICES 

A number of submissions were made to the Review Group 

regarding the provision of "Flying Squad" and emergency 

services during pregnancy and domiciliary childbirth. 

Emergency services may have to be provided for both planned 

and unplanned domiciliary births. The majority of 

emergencies that need to be dealt with include antepartum 

haemorrhage, threatened miscarriage, eclampsia, retained 

placenta, post partum haemorrhage, pre-term delivery, 
f 

imminent delivery in unplanned domiciliary births, 

obstructed labour, cord prolapse and foetal distress. 

The Flying Squad Service was introduced to provide surgical 

intervention to complete delivery outside of hospital. 

Surveys carried out in the U.K. showed that the call out 

rate was 1.3 to 2 per thousand deliveries and in over 80% 

of cases these retrospective reviews suggested that the 

call involved no more care than controlled transfer of the 

woman to hospital. 

In the U.K., the Royal College of Obstetricians and 

Gynaecologists published a report in April, 1990 entitled, 

"The Future of Emergency Domiciliary Obstetric Services". 

The report suggested that the Flying Squad should be 

replaced by para-medical teams of ambulance personnel with 

extended training. The suggestion arose after several 

surveys had demonstrated a low Flying Squad call out rate, 

about two per thousand deliveries and very llttle need for 

operative delivery. But there remains a need for 

domiciliary blood transfusion and midwifery services. 



One of the surveys described the Flying Squad as an 

expensive and potentially dangerous practice in modern 

obstetrics. In 70 cases that they analysed, where the 

Flying Squad was called, their assessment was that none of 

these calls was necessary and in 16 cases, the Flying Squad 

call had delayed treatment and had actually endangered 

life. The time taken by the Flying Squad was approximately 

three to ten times the time it would have taken a normal 

ambulance service to bring these patients to hospital. 

The original aim of the Flying Squad service, i.e. to carry 

out domiciliary procedures and to transfer to hospital only 

those who needed further treatmenf, was not being adhered 

to and in all the U.K. reviews that were studied most of 

the women were transferred to hospital even though there 

was no residual problem. 

The surveys also showed that 71% of the calls were before 

09.00 or after 17.00 hours, which meant that most of the 

calls occurred when there were only "on call" staff in the 

hospital. Removing skilled and experienced staff increases 

the risks for those already under their care in the 

hospital. The average time a skilled doctor is away from 

hospital attending a call was 63 minutes with a maximum of 

120 minutes. 

While most of the surveys examined referred to urban areas, 

the Review Group believes that with an adequate ambulance 

service there is no need for a special Flying Squad service 

to be established even in rural areas. 



Having examined the issue of the introduction of a Flying 

Squad service, the Review Group concludes that it is not 

necessary to deve.10~ a special Flying Squad service. 

Instead, it is recommended that , , 

* the normal ambulance service in the local areas should be 

expanded and members of the ambulance team be trained to 

deal with obstetric emergencies and the safe transport of 

patients to hospital. 

The Review Group notes that the report of the Review Group 

on the, Ambulance Service, published in December 1993, 

recommends the introduction1 of an advanced training 

programme for ambulance personnel to include training in a 

paediatric department and labour ward and a pilot 

paramedical programme to further develop advanced life 

support skills. 

3.7a The Review Group also recommends the following; 

* general practitioners and midwives should be skilled in 

resuscitation and treatment of shocked patients and the 

resuscitation of the newborn. 

* general practitioners should be provided with equipment to 

deal with obstetric emergencies. This equipment is listed 

at Appendix 111. 

* ambulances should be equipped to enable intravenous fluid 

replacement treatment to be provided by a doctor or a nurse 

with appropriate training. 

* general practitioners and midwives or the para-medical team 

should,have direct access to a hospital based obstetrician 

who could give telephone advice and to this end there 



should be a designated line on each labour ward which is 

reserved for emergency use. 
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Chapter Four 

THE MOTHER'S VOICE 
as been submitted that the mother's voice is sometimes 

lost in the organised hospital situation and the Review 

Group feels that it is important to specify ways of 

ensuring that the mother's rights are protected and her 

views taken into account. In particular these relate to 

situations where informed consent is required or choice may 

have to be made. 

4 . 2  BIRTH PLAN 

In submissions to the Review Group, many women expressed 

annoyance at the manner in which decisions are taken in 

hospitals and stated that they felt left out of the 

decision making process. 

Women should be provided with the opportunity to discuss 

all aspects of the birth with hospital staff during ante- 

natal visits to the hospital. Towards this end and to 

facilitate the needs and preferences of a woman, 

* the Review Group recommends use of a birth plan, such 

as that outlined in appendix IV. 

The process of completing a birth plan during ante-natal 

visits to the hospital would provide an opportunity for 

discussion on the preferences of the woman during labour 

and childbirth and is designed to inform staff of a 

hospital of the preferred options of a woman during her 

stay in hospital. 

* it is recommended that the options provided in the 

birth plan, including policy in the event of an 

emergency, should be explored during ante-natal visits 

to the hospital. 



4.3 CONSENT FOR INTERVENTION 

Informed consent can only be given in the light of full 

knowledge. It should never be assumed that a mother is 

aware of what various procedures entail. 

The Review Group recommends that 
* clear information should be given by professionals 

when intervention is indicated and in the case of 

specific procedures being necessary these must be 

explained on a step-by-step basis. 

* there should be an acceptance by professionals of the 

right of a woman to refuse an intervention. 

1 

A woman needs to be involved in the dkcision-making process 

during pregnancy, labour and childbirth, and her formal 

consent should be obtained for all specific interventions 

which have been explained to her. 

* the use of technology should take place only with the 

full informed consent of a woman except in cases of 

emergencies. 

4.4 RESEARCH / CLINICAL TRIALS 

While it is recognised that research and clinical trials 

are essential to the advancement of improved practices, 

the Review Group recommends that 

* the consent of a woman must be sought early in 

pregnancy if she is being requested to ~articipate in 

research and/or a clinical trial. 

* where a woman decides not to participate in research 

and/or a clinical trial, her decision must be 

respected. 
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4.5 PRESENCE OF STUDENT DOCTORS ANTJ MIDWIVES 

Some women and their partners may be unhappy about the 

presence of student doctors and midwives during labour. The 

good standards of obstetrical services available in Ireland 

are to a large extent the result of the education and 

training student midwives and doctors receive. 

* it should be explained to the woman on admission that there 

may be students in the labour ward/ delivery suite, the 

reasons why the students may be there and that the woman 

has a right to refuse to participate in the teaching of 

medical and midwifery students. 

I 

4.6 USE OF EPIDURAL/ SPINAL ANALGESIA. 

Epidural/ Spinal analgesia may be recommended by the 

obstetrician as part of obstetric management such as; 

in the reduction of blood pressure in cases of pre- 

eclampsia. 

- rnalpresentation, such as breech, in order to prevent 
early expulsive efforts. 

- where operative intervention is necessary. 

The Review Group recommends that; 
* epidural/ spinal analgesia as a form of analgesia in 

labour should be made available to a woman if she 

chooses. 

* ante-natally, all possible risks and side effects 

should be openly discussed with the woman so that she 

makes her choice for epidural/ spinal analgesia having 

been fully informed. In addition, her consent should 

be obtained prior to administration. 
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t where epidural/ spinal analgesia is inappropriate or 

contra-indicated the reason for this should be 

explained to the mother. 

* methods of analgesia, other than epidural, should be . , 
made available where appropriate. 

4.7 COURTESY AND KINDNESS 

Each mother's experience of birth is unique. The attitudes 

of staff do affect the mother's perception of that event. 

Kindness and courtesy impact positively on her experience 

and greatly facilitate her mothering role. 
. . 

I 

4.8 CLIENT REPRESENTATION IN HOSPITALS ' 

Consultation with mothers is vital for the provision of a 

high quality maternity service. The Review Group recommends 

* the establishment of client groups in maternity 

hospitala/units to plan and monitor services. 

Each client group should have representation from recently 

confined mothers in the unit, as well as representation of 

senior management, medical and midwifery staff and a 

general practitioner representative. It is suggested that 

each group should be appointed for a maximum period of 

between 3 and 5 years. 



Chapter Five 

SPECIAL NEEDS 

5.1 In this chapter, the review group addresses a number of 

issues, contained in submissions to the review group, which 

were of major concern to women but which it is felt are not 

directly related to the Maternity and Infant Care Scheme. 

5.2 LEAVE TO ATTEND ANTE-NATAL CARE 

The Review Group notes that undeb the Maternity Protection 

(Time off for Ante-Natal and ~0s;-Natal Care) Regulations, 

1981, an expectant mother is entitled to time off work to 

attend ante-natal and post-natal medical visits or care. 

Under these Regulations, a woman is entitled to time off 

work for medical or related appointments during the period 

of 14 weeks immediately after the confinement. Accordingly, 

it is important that all employers are fully aware of their 

obligations and employees of their entitlements with regard 
. . 

to attendance at ante-natal and post-natal clinics. In 

addition, the Review Group recommends that 

* ?in expectant mother and her partner should be entitled 

to time off work to attend ante-natal classes. 

5.3 REGISTRATION OF STILLBIRTHS 

A number of submissions to the Review Group referred to the 

urgent need for the establishment of a stillbirth register 

to help parents to cope with the grief experienced at the 

loss of a new born. A number of maternity hospitals and 

units already operate in-house registers of their own. 



The Review Group welcomes the enactment of the Stillbirths 

Registration Act, 1994 which allows for the comprehensive 

registration of stillbirths. 

5.4 Genetic Counsellins Service 

A genetic disorder is any medical disorder which is due to 

a defect in a gene or group of genes. In many cases the 

risks of inheriting the gene involved can be accurately 

specified and the family provided with genetic counselling. 

In this country, genetic counselling is available to a 

limited extent within paediatric hospitals and units and in 

obstetric hospitals and units. In, addition, genetic 

screening and testing facilities are a$ailable in the major 

University Hospitals. Integrated medical genetic services 

do not exist in this country at the moment and many people 

travel to Belfast and overseas to obtain advice and 

counselling. 

The Review Group welcomes the recruitment of a Consultant 

Medical Geneticist/ Professor of Human Genetics to head up 

a medlcal genetic service which is to be based at Crumlin 

Hospital, Dublin. It is expected that the service will 

commence in 1994. The service, which will be backed by a 

medical genetics laboratory, will provide non-directive 

counselling i.e. decisions will be made by the patient in 

consultation with the counsellor having regard to the facts 

and the treatment options available. 

The Review Group recommends that 

* a genetic counselling service should be made 

accessible to all people who need it as soon as 

possible. 



5.5 DENTAL SERVICES FOR EXPECTANT MOTHERS. 

5.5a Health Board Services for Adults 

Medical card holders and their dependants are eligible for 

dental treatment provided by the health boards. Health 

Board dental services are provided at present by dentists 

employed by the boards and to a limited extent by private 

dental practitioners under arrangements made with health 

boards. 

All areas provide emergency treatment for the relief of 

pain and infection. The provision of an adult dental 

service falls short of what is required. Pregnant and 

nursing mothers are afforded a /priority within the 

limitations of the existing service.' 

A programme for the phased development of the dental 

services is being prepared. Particular attention is being 

paid to the provision of an adequate service for adult 

medical card holders and to the position of priority 

categories within this group such as pregnant and nursing 

mothers. 

* The Review Group recommends that in any future discussions 

on the development of dental services for medical card 

holders, pregnant and nursing mothers should be considered 

a priority group for treatment. 

5.5b Department of Social Welfare's Dental Treatment Benefit 

Scheme 

The Department of Social Welfare's Dental Treatment Benefit 

Scheme is a scheme under which a perso3 may qualify for 

assistance towards the cost of dental treatment. To qualify 

for benefit a person must satisfy income and PRSI 

contribution condi~ions. 



Since 1 9 8 7  the Department of Social Welfare Treatment 

Benefit Scheme allows a "dependantw spouse of an eligible 

person to qualify for treatment benefit. Pre 1 9 8 7  only 

qualifying persons and pregnant spouses of eligible persons 

were qualified to receive benefit. 

A person who is supported by a spouse can obtain treatment 

benefit on his/her income and PRSI record provided he/she 

satisfies the qualifying conditions. 

* the Review Group recommends that expectant and nursing 

mothers should have priority access to dental treatment 

through the Department of SocialWelfarels Dental Treatment 

Benefit Scheme. I 

5.6 MOTHERS WITH SPECIAL NEEDS 

The Review Group feels that the services provided under the 

scheme meet the needs of mothers generally but some groups 

of mothers may have special needs which should be dealt 

with as flexibly and adequately as possible. It is 

important that services reflect the requirements of women 

with special needs. These women may be found among (a) 

single mothers (b) travellers, (c) people with a mental 

handicap (d) people with a physica1"disability and (e) 

people with significant illnesses such as AIDS/ HIV. 

The Review Group recommends that 
* service providers should ensure that the requirements of 

women with special needs are recognised and dealt with as 

flexibly as possible. 

* care should be planned jointly with the woman and any 

appropriate specialists according to her individual needs 

and wishes, in the same way as for other pregnant women. 

* women with special needs should be provided with support 

services, including home help, as required. 



5.7 SCREENING FOR METABOLIC DISORDERS 

The Report of the Metabolic Disorders Working Group which 

reported to the Minister for Health in 1993 recommended 

that screening for metabolic disorders must be considered 

an integral part of the management of newborn infants. 

Screening involves the co-operation of many agencies i.e. 

community care teams in health boards, maternity hospitals, 

the National Neonatal Screening Laboratory at Temple Street 

Hospital and general practitioners. 

In relation to early discharges from hospital, the Working 

Group.recommended that the nurse/midwife discharging the 

infant from hospital before the test has been carried out 

should ensure that the mother is clear about the following 

matters; 

- the importance of the test 

- when it should be done 
- that the test should be carried out 

(i at the maternity hospital, or 

(ii) by a public health nurse, or 

(iii) by a general practitioner 

The recommendations of the Report of Metabolic, Disorders 

Working Group in relation to early discharges from hospital 

are contained in Appendix V of this report. 

5.8 CERVICAL SCREENING 

A number of submissions to the Review Group recommended 

that cervical screening should be carried out as part of 

any revised scheme. 

The Group is aware that the Cervical Screening Committee is 

examining all aspects of the cervical screening service and 

its report is expected in the near future. 



Chapter Six 

LIAISON AND ADMINISTRATIVE ARRANGEMENTS 

6.1 There should be close liaison between the various groups 

providing care under the scheme. Good communication is an 

essential part of good medical care. In this chapter, 

recommendations are made aimed at improving the level of 

communication between the various health professionals and 

agencies providing services under the scheme. 

6.2 Liaison between the hospital and the uenerak practitioner. 

* the application for services under the scheme should always 

be made through the woman's general practitioner and this 

should be brought to the woman's attention by hospital 

staff . 

* where a woman is referred to hospital, the general 

practitioner should ensure that all relevant medical and 

other details are contained in the combined obstetric card 

and that this information is supplied to the hospital. 

* hospitals should ensure that they are aware of the name and 

address of each woman's general practitioner and that a 

letter is sent to the general practitioner with all 

relevant medical and other details on the outcome of the 

pregnancy. 

a where this is not already the practice, arrangements should 

be made for periodic meetings of general practitioners with 

hospital staff, eg. study days or conferences, to promote 

and improve liaison. 



6.3 Liaison between hospital and the Director of Community 

Care/Medical Officer of Health. 

* the Director of Community Care/ Medical Officer of Health 

(D.C.C./M.O.H.) should be notified immediately of all 

births in hospitals and ensure that the public health nurse 

visits the mother and baby within twenty four hours of 

discharge from hospital. It is particularly important that 

Directors are informed about the health status of each baby 

and in particular babies with serious morbidity such as 

congenital abnormalities. It is important also that there 

is rapid notification of perinatal deaths to the Director. 

* the D.C.C./M.O.H. should be informed of apry case where the 

six week examination of the infant is carried out by a 

hospital. The results of these examinations should be 

notified to the Director in an agreed format with 

particular attention being paid to any abnormalities found. 

* the D.C.C./M.O.H. should notify the hospital, in an agreed 

format, of any significant abnormalities which are found 

during developmental examinations. 

* the D.C.C./M.O.H. should visit maternity hospitals with a 

view to establishing closer links with the obstetricians 

and paediatricians and to discuss methods of improving 

communication between the service providers. This is 

particularly important because of the relatively short 

period mothers now spend in hospital after the birth. 



6.4 Liaison between the D . C . C . h f . 0 . H .  and the seneral 

practitioner 

* any abnormalities found by the general practitioner at the 

six week examination of the infant should be supplied, in 

an agreed format, to the Director. 

* where any examination of the infant is carried out by an 

Area Medical Officer, a copy of the report must be sent to 

the infant's general practitioner. The general practitioner 

should also be informed of any problems which are 

discovered during visits by the public health nurse. 

/ 
6.5 Role of the vublic health nurse I 

At present, the degree of involvement of the public health 

nurse in the provision of ante-natal care varies from area 

to area. 

When an expectant mother applies for services under the 

Maternity and Infant Care Scheme she should be informed of 

how to contact the public health nurse and the public 

health nurse informed of the woman's name, address and 

phone number. 

* the Review Group recommends that where a mother indicates 

in the application form for services that she wishes to be 

contacted by the public health nurse during her pregnancy, 

there should be an agreed level of service provided by the 

public health nurse. 

Services provided by the public health nurse would include; 

(a) health information relating to pregnancy and to the 

post pregnancy period, parentcraft and advice on 



dealing with problems of the normal infant and child. 

This information could be provided on a one-to-one 

basis or through organised clinics depending on the 

area. 

(b) attendance at ante-natal clinics organised by 

obstetricians from local maternity hospltals/units. 

(c) metabolic screening of infants. 

(d) early and frequent visits to mothers with special 

needs. 

It is recognised that public health nurses are well placed 

to identify deviations from the norm in the development of 

each baby. At present, they refer those babies to either 

the general practitioner or the Area Medical Officer or 

both for further care. / 

it is recommended that the public health nurse should refer 

infants under six weeks with abnormalities to the infant's 

general practitioner. 
. . 

it is suggested that a public health nurse should be 

assigned the responsibility of ensuring that all discharges 

are notified promptly to the public health nurses working 

in the community. 

Role of the domiciliary midwife 

The Review Group recognises the essential role of existing 

midwives who are providing a domiciliary service to a small 

group of women. It is recommended that 

domiciliary midwives should continue to liaise closely with 

other health professionals. All domiciliary births attended 

by midwives should be notified immediately to the Director 

of Community Care and Medical Officer of Health. 
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Many submissions to the Review stated that many women 

wishing to give birth at home find that they are not in a 

financial position to do so because of the significant 

difference between the fees charged by the midwife and the 

level of payment made by health boards. .. 

The Review Group recommends that 

* the level of payment made to midwives who provide 

domiciliary services on behalf of health boards should be 

reviewed. 

6.7 -ADMINISTRATIVE PROCEDURES . . 
6.7a Combined Obstetric Card 

The Review Group examined the combined obstetric card, (see 

appendix II), as produced by the Irish College of General 

Practitioners and the Institute of Obstetricians and 

Gynaecologists. The Review Group recommends 

* use of the combined obstetric card, which has been 

introduced on a pilot basis, should be established on a 

national basis as soon as possible. 

6.7b Improved Application Form 

Arising from the, Health Amendment Act, 1991, any woman who 

is ordinarily resident in Ireland is entitled to avail of 

services under the Maternity and Infant Care scheme. The 

Review. Group is satisfied however that it is necessary that 

a written application, (see appendix VI) be made to the 

local health board for the following reasons; 



(a) The applicant must show that she has been accepted for 

services by a general practitioner and that the general 

practitioner who has accepted her has a contract with the 

health board for provision of services under Section 62 and 

63 of the Health Act, 1 9 7 0 .  

(b) The health board must ensure that the applicant meets the 

residency requirements for eligibility for health services. 

(c) Early application to the health board facilitates provision 

of information to the applicant on services available under 

Section 62 and 63 of the Health Act. 

(d) Each health board, which is responsible for providing 

services under Section 62 and 6 3  of the Health Act must 

have access to all statistical information to monitor and 

review the scheme and also to establish its financial 

commitments on an ongoing basis. 

The Review Group recommends that 

* the revised application form for services, as outlined in 

appendix VI, should be introduced. 

* in recognition of the important role of the public health 

nurse in health promotion during pregnancy, it is 

recommended that a section should be included in the 

revised application form for services, which is filled in 

by the woman and her general practitioner, requesting 

consent from the mother for contact to be established with 

the public health nurse. 



6.8 BETTER PROCEDURES. 

The Review Group is satisfied that improved agreed 

administrative procedures recommended throughout this 

report would ensure that: 

- each expectant mother is aware of the need for, and the 

procedure for applying for the services to which she is 

entitled under Section 62 and 63 of the Health Act. 

- each medical practitioner who wishes to provide services 

under Section 62 and 63 of the Health Act is aware of the 

procedure for entering into a contract for the pkovision of 

the services and of his/her responsibilities under such 

contract. 

- the health board is aware of all persons availing of 

maternity services and is provided with all statistical 

information on a timely basis. 

claims from general practitioners for fees for services 

provided are made to and paid by the health boards within 

the period specified at paragraph 7.7(d). 

The following procedures are recommended 

(a) Doctors Aqreement 

* any doctor who wishes to provide Maternity and Infant Care 

Services under Section 62 and 63 of the Health Act, must 

enter into an agreement with the health board. 

k general practitioners should complete an application form 

which should inter alia give details of registration with 

the Medical Council and medical defence cover. 



* the health board should satisfy itself that there is no 

reason why a general practitioner should not be given a 

contract with the health board for providing maternity 

services. 

* the health board should issue the general practitioner with 

an agreement form and a copy of the terms and conditions of 

the agreement. 

* the health board should send a copy of the signed agreement 

to the general practitioner together with a supply of 

application forms for services under the scheme, combined 

obstetric cards and relevant information leaflets. 

/ 

(b) Midwives Asreement 

* midwives who wish to provide services under Section 62 of 

the Health Act must enter into an agreement with the health 

board. 

* when the agreement is signed by the health board a copy 

incorporating the terms and conditions of the agreement 

should be sent to the midwife. 

(c) A~~lication for Services 

* hospitals should advise women that application for services 

under the Maternity and Infant Care Scheme should be made 
4 

through their general practitioner. 

* when pregnancy is confirmed the general practitioner should 

advise the expectant mother as to her eligibility for 

maternity services under the Health Act and arrange for the 

completion of the revised application form by the applicant 

for early submission to the health board. 



* the health board should record date of receipt of 

application and if in order, send letter of approval for 

services to applicant without delay, together with a 

leaflet setting out details of services available under the 

scheme. The name and telephone number of the public health 

nurse should also be given. 

* the health board should advise the general practitioner 

that the applicant has been approved for services. The 

general practitioner should also be advised that, unless 

there are special circumstances, payment will not be made 

for services provided more than 28 days before the date of 

application for the service or for claims redeived more 

than twelve months after the completion of the'service to 

the application. 

* a procedure should be introduced to allow for the 

retrospective application for services in the case where a 

woman does not wish details of her pregnancy to become 

known until a certain stage. 

* where the woman has indicated in the application form that 

she wishes to be contacted ante-natally by a public health 

nurse, the health board should advise the public health 

nurse in the area where the applicant resides. 

(d) Pavment for Services Provided 

* the general practitioner should submit claims for payment 

to the health board within one month after the services to 

the mother and infant are completed. 

* the health board should arrange for payment to issue not 

later than one month from date of receipt of completed 

claim. 



(e) Statistics 
* the health board should extract all required statistical 

data from the claim form and submit it to the Department of 

Health on a timely basis. To ensure the accuracy of the 

statistics, the health board should ensure that all 

information is available to it. As this is only possible 

if all general practitioners have submitted claims the 

health board should follow up on all outstanding claims 

before completing the statistics. 

(f) Monitorinq of Uptake of Service 
* the health board should monitor the uptake of the service 

and try to establish why some mothers do not avail of the 

service. 1 

c in the event of the uptake being unacceptably low or if a 

high percentage of mothers are late in availing of the 

service, the health board should undertake a programme of 

promoting the service. 

6.9 Terms and conditions of asreement between health boards and 

reqistered medical practitioners. 

The Review Group recommends t h a t  

* a revised form of agreement be agreed by the Department of 

Health, health boards and general practitioners. 

)i provision should be made in the agreement for the 

transmission of medical records to another general 

practitioner e .g. in the event of a woman changing address. 

* provision should be made for medical practitioners who have 

contracts under the GMS scheme to write a prescription for 

required drugs and medicines, and for the issue of special 

prescriptions by doctors who have not got a contract under 

the GMS scheme to prescribe on a special form for medical 

card holders. 



* provision should be made for the submission of the woman's 

medical records to the DCC/MOH in the event of the 

agreement being terminated. 



Chapter Seven 

HOW TO PROMOTE THE SCHEME 
7.1 Survey of current usase of scheme 

In order to promote better usage of the scheme, a limited 

survey of the present use of the scheme was carried out. 

All births in a Community Care Area for a three month 

period were checked to determine what percentage of mothers 

were using the scheme 

The survey showed that 46.8% of medical card holders had 

availed of the scheme. There was a 71.85% uptake by mothers 

in category 2. However the survey indicated that only 

36.84% of single mothers who gave birth had Gsed the 

scheme. 

15 of the mothers who did not avail of the scheme and who 

did not have medical cards were contacted. The majority, 9 

(60%), were not aware they were eligible as they were not 

eligible in previous pregnancies. 3 (20%) had opted to 

attend at the hospital only. 

The survey was extended to doctors to determine their 

awareness of eligibility and usage under the scheme. A 

questionnaire was sent to 47 doctors. 36 (76.59%) 

responded. Of these 33 were aware that all women were 

eligible, and all these doctors promoted the scheme both 

among their private and G.M.S. clients. 31 said that they 

were involved in the care of their clients during 

pregnancy, but 5 replied that they were involved only 

sometimes. 

A similar questionnaire was filled by 16 doctors in a 

Dublin area; twelve utilised the scheme for all clients, 

one did not use it for G.M.S. clients, two used it 

sometimes for the private clients and one sometimes for 

G.M.S. clients. 



These two surveys could be somewhat biased, because the 

doctors who answered the questionnaire might not be 

representative of all the doctors in the area, as there 

would be a greater proportion of non-response among doctors 

who do not use the scheme. 

Among the doctors who did not always utilise the scheme the 

reasons for not using it were : -  inadequate remuneration, 

too much paperwork, difficulty with shared ante-natal care, 

hospital satellite clinics, lack of knowledge of non- 

consultant hospital doctors about the scheme so that women 

are booked in hospital for total ante-natal care. 

The results of this survey indicate that there is still a 
/ 

lack of awareness on the part of botq mothers and 

professionals of the scope of the scheme. 

The Review Group suggests that the most cost effective way 

of increasLL1g awareness and early usage of the scheme would 

be through the provision of better information to women and 

greater promotion of the scheme and makes the following 

recommendations; 

* women should be made aware that they can avail of 

services under the scheme from any general 

practitioner who has a contract with the local health 

board. 

* posters and leaflets giving details of the scheme 

should be made available at doctors' surgeries, 

maternity hospitals, health centres and pharmacies. 

* hospital doctors should be made aware of and provided 

with details of the scheme. 



* discussions should be held with the manufacturers of 

pregnancy testing kits to consider the feasibility of 

placing an information leaflet on the scheme in the 

pack. 

* all sex education programmes in schools should include 

information on the Maternity and Infant Care Scheme to 

ensure that young people are aware of and access all 

of the services available at an early stage during 

pregnancy and after pregnancy. 

7.2 Maternity Cash Grant / 

The Review Group examined the Maternity Cash Grant in the 

context of its effectiveness in promoting greater usage of 

the scheme. 

The Maternity Cash Grant was first introduced on 1st 

January, 1954 under section 23 of the Health Act, 1953. The 

level of the grant was set at €4.00 and was payable in 

respect of each confinement which resulted in a livebirth 

or a stillbirth to women in the lower'income group. Under 

section 64 of the Health Act,1970 the grant was increased 

to £8.00 for each confinement. 

It has not been changed since then. 



The Review Group recommends that payment of the Maternity 

Cash Grant to medical card holders should cease on the 

basis that there is no evidence that the payment of the 

grant serves any useful purpose with regard to encouraging 

people to avail of the scheme. 

* it is recommended that payment of the Maternity Cash 

Grant of f8.00 to medical card holders should cease. 

In cases of hardship, health boards should consider 

providing assistance under the supplementary welfare 

allowance scheme. 



Chapter Eight 

HEALTH PROMOTION 

8.1 It 1s agreed that health promotion in the wider sense is 

beyond the scope of this Review Group. Aspects of health 

promotion that are relevant and beneficial to the health of 

the mother and her baby are considered. 

The health promotion needs of a woman may change as her 

pregnancy progresses. Matters such as nutrition including 

vitamin supplementation, lifestyle issues such as smoking, 

alcohol, drug abuse and specific health issues such as 

rubella immunity status, previous and current medical 

problems, are all vital to the successful outcorn& to a 

plan~ed pregnancy. Good preventive care will incldde the 

provision of advice and information on these matters. 

8 . 2  PRE-PREGNANCY PLANNING 

The Review Group recommends that a planned pre-pregnancy 

visit undertaken in a primary care setting should be 

introduced. Future mothers could be informed of this 

service through the educational institutions, target 

literature and contact at primary care level for other 

lssues. 

The Review Group recommends 
t as part of the scheme, a planned pre-pregnancy consultation 

should be introduced to provide a woman with the 

opportunity to seek medical advice from an appropriate 

health professional. A method of remuneration should be 

considered for this service. 

* the Health Promotion Unit of the Department of Health 

should produce information leaflets on the scheme for 

distribution to all pregnant women through educational 

institutions, health centres, doctors' surgeries and 

workplaces. 
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ADVICE DURING AND AFTER PREGNANCY 

the importance of early ante-natal care for mothers 

requires to be highlighted. 

the Health Promotion Unit of the Department of Health 

should' produce a simplified information booklet for 

distribution to all pregnant women. 

health promotion should be provided early in pregnancy in 

the areas of nutrition, alcohol and avoidance of drugs and 

smoking. 

the information contained in the 'general advicq towards a 

healthier pregnancy' section of the combined~ obstetric 

card, see appendix 11, should be brought to the mother's 

attention by her general practitioner. 

general information leaflets regarding pregnancy and 

services available should be made available in educational 

institutions, health centres, doctors' surgeries and in 

workplaces. 

more information should be made available regarding food 

hazards and occupational hazards in pregnancy. 

BREAST FEEDING 

The Review Group is aware that the National Committee to Promote 

Breastfeeding will focus on the following issues in its report: 

- breastfeeding policy in hospitals 

- breastfeeding policy at community level including the 

role of voluntary support groups 

- the training of health professionals 



- the promotion of support for breastfeeding in the 

wider community 

- targets, implementation and monitoring of the policy 

The Review Group would be fully supportive of any initiatives 

designed to promote and support breastfeeding in this country. 
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Chapter Nine 

TRAINING REQUIREMENTS 

9.1 The status of existing general practitioners in the scheme 

with regard to their training, experience and 

qualifications in obstetrics is unknown. The Review Group 

considered this matter and recommends that 

general practitioners should have formal training in 

obstetrics before entering the scheme. 

the appropriate level of training required for future 

involvement in the scheme should be agreed betvbeen the 

Institute of Obstetricians and Gynaecologists and the Irish 

College of General Practitioners. Discussions on 

establishing such an agreement should commence as soon as 

possible. 

a formal certification procedure should be introduced to 

indicate that a general practitioner entering the scheme 

has completed the appropriate level of training. This 

certificate would be a required condition of entry to the 

scheme. 

9.2 Traininu of paramedical nersonnel to deal with obstetric 

emeruencies. 

The level of training of paramedical staff at present 

varies, but does not include any significant training in 

dealing with obstetric emergencies. Five health boards 

still use nurses to varying extent in the ambulance 

service, but the level of their training also varies. 



The report of the Review Group on the Ambulance Service, 

published in December 1993, recommends the introduction of 

an advanced training programme for ambulance personnel to 

include training in a paediatric department and labour ward 

and a pilot paramedical programme to further develop 

advanced life support skills. 

* the advanced training programme for ambulance personnel, as 

recommended in the report of the Review Group on the 

Ambulance Service, 1993, should include training in dealing 

with shock due to blood loss in a mother and resuscitation 

of the baby. . . 
/ 

* members of the ambulance team should be trained to deal 

with obstetric emergencies. 
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Chapter Ten 

Evaluation of Revised Scheme 

10.1 Evaluation of health services is an essential element in 

all good health systems. Evaluation refers to a particular 

stage in the planning cycle when data is collected, 

analysed and interpreted to ascertain whether or not a set 

of pre-determined objectives relating to the service have 

been achieved, usually within a specific time period. 

10.2 This process requires that those evaluating a programme or 

a service 

1 

(i) specify or describe the service to be provided, in 

this case all the elements which go into making up the 

Maternity and Infant Care Scheme. 

(ii) define the elements to be evaluated, in this case such 

matters as 

(a) coverage; the proportion of the eligible population 

which has access to the service. The recent extension 

of the scheme to all eligibility categories means that 

all pregnant women, meeting the residential 

requirement, who wish to avail of the scheme have, in 

theory, access to the scheme. 

(b) equity; the distribution of resources according to the 

health needs of the population. The matter to be 

evaluated here is whether there is an equitable 

geographical or population based distribution of 

general practitioners who provide services under the 

scheme so that all women who wish to can exercise 

their right of access in a convenient manner, in their 

own area of residence and whether the service provided 

by each general practitioner is uniform in content. 



(c) quality of care; the technical quality of the service 

delivered, which can be a reflection of the training 

and competence of the professionals involved, and the 

appropriateness with which their skills and other 

resources such as technology are applied. This aspect 

of the scheme is to be evaluated primarily in the 

context of systematic medical audit of such matters 

as: 

(i) adherence to the agreed schedule of visits (see 

paragraph 2.12) 

/ 

(ii) the proper carrying out and accurate recordin4 of 

each examination incorporating the indicators set 

out in the record of pregnancy as outlined in the 

combined obstetric card (see appendix 11) 

appropriateness of action taken in response to 

the outcome of each individual examination 

proper management of any complications arising 

appropriateness of communication between the 

general practitioner and hospital services in 

providing care to individual women 

(d) client satisfaction; in this context the overall 

emotional, psychological and all round well-being of 

the women availing of the scheme is of unique 

importance and so requires a separate and unique place 

in the evaluation mechanism. The quality of service, 

as outlined in paragraph 10.2 (c) above, are of obvious 

and fundamental importance to a woman's satisfaction 

with the scheme. In addition, the quality of the 

personal interaction between the woman 'and those 
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providing care in the scheme and the degree to which # 
her independence is recognised, are central to the { 
woman's sense of satisfaction. Each of the points in 

chapter four of this report i.e. 1 
.< 
.>,: 
'3 

- birth plan 
- consent for intervention 

- research/ clinical trials 

- presence of student doctors and midwives 

- use of epidural/ spinal analgesia 

- courtesy and kindness 

- client representation in hospitals 

can be used as a check list to evaluate this aspect of 

care. 1 

(ei efficiency and effectiveness; these two aspects form 

an integral part of any evaluation in the health 

services and relate to the ability of the service to 

achieve the outcomes it has set itself for the 

expenditure of the least amount of resources. 

10.3 Each of the elements, outlined in paragraph 10.2, can be 

measured using agreed criteria and by defining specific 

standards to be reached. 

10.4 Evaluation Methods 

A variety of methods exist which can be used to evaluate 

the interventions used in health services. The method used 

is determined usually by the specific type of questions to 

be answered and the information requiring to be generated. 

Techniques such as randomised controlled trials, case 

control studies, confidential enquiries into maternal 

deaths and perinatal conferences are well known and 

accepted evaluative tools-in maternal and infant care. 



. .  . . .  . .  . . 
These techniques are particularly applicable to the type of 

intervention which have been and continue to be developed 

in maternity care e.g. episiotomy, foetal monitoring, 

actively managed care etc. The implementation of any such 

future intervention should follow only after the most 

rigorous and scientifically validated clinical trials. 

10.5 Another approach to evaluating effectiveness is to 

systematically examine the three major components of a 

programme - the structure, process and outcome. 

structure; the availability of physical and human 

resources and the organisational arrangements made for 

their utilisation. / 

process; the type and quality of the professional a'nd 

technical inputs into the service. 

outcomes; the measurement of such indicators as 

maternal or child morbidity and mortality, bearing In 

mind the major effect on the individual of other 

factors outside health service provision. 

10.6 These references draw attention both to the need for 

evaluation and some of the issues relevant to the process. 

It is difficult to overemphasise the point that techniques 

and interventions should not be adopted as common practice 

without significant evidence that they are both necessary 

and beneficial. Organisational alterations to the provision 

should also be evaluated. Evaluation mechanisms should be 

developed by both providers and users of the Maternity and 

Infant Care Scheme. 
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Chapter Eleven 

SUMMARY OF MAIN RECOMMENDATIONS 
Chapter Two - THE SCHEME 

1 it is essential that each expectant mother is seen by'a 

medical practitioner as early as possible in pregnancy and 

remains under medical and midwifery supervision throughout 

the ante-natal and post-natal periods.(Section 2.10) 

2 The recommended schedule of visits during pregnancy is 

before 12th week of pregnancy - first visit to general 
. . practitioner 

before 20th week of pregnancy - first visit /to 

hospital 

24 weeks - general practitioner 
28 weeks - general practitioner (hospital if its a 

first pregnancy) 

30 weeks - general practitioner 
32 weeks - hospital 
34 weeks - general practitioner 
36 weeks - hospital 
37 weeks - general practitioner 
38 weeks - hospital 
39 weeks - general practitioner 
40 weeks - hospital (Section 2.12) 

information booklet should be produced and made 

available both to doctors on entry to the scheme and to 

women using the service so that both will be aware of the 

nature and range of the services available under the 

scheme. (Section 2.13) 

4 the diagnosis of pregnancy should be part of the scheme and 

the cost of the pregnancy test kit should be reimbursable 

as pairt of the remuneration paid in respect of the scheme. 

(Section 2.13) 



5 general practitioners should ensure that a specified range 

of blood tests is carried out, as appropriate. The results 

of these blood tests should be made available to the 

hospital clinics. In order to prevent the unnecessary 

repeating of these tests, it is recommended that the 

general practitioner should send along the original copies 

of the blood reports and that these should be included with 

the combined obstetric card.(Section 2.13) 

6 information generated during the ante-natal process should 

be accurately and comprehensively recorded and transmitted 

to the hospital where delivery is to take place after it is 

collected in accordance with the agreed format contained in 

the combined obstetric card. The onus for this is on the 

general practitioner.(Section 2.13) 

7 treatment and advice in respect of the pregnancy and 

recognised complications of pregnancy should be provided by 

general practitioners as part of the scheme. (Section 2.13) 

8 consideration should be given to providing special payments 

in respect of major conditions such as diabetic care during 

pregnancy where this places extra demands on the general 

practitioner.(Section 2.13) 

9 it should be made clear in the information booklet that 

services, including drug and other treatment, in respect of 

illneases which occur coincidental with but not related to 

pregnancy should not be provided as part of the scheme, 

free of charge.(Section 2.13) 

10 there should be two designated visits for the baby: 

(a) within two weeks of birth 

(b) at six weeks of age (Section 2.14) 

11 a post-natal examination of the mother should be carried 

out by her general practitioner at six weeks. (Section 2 .Is) 
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Chapter Three - LOCATION OF BIRTHS 

there should be adherence to the Patients Charter published 

in 1992 with particular reference to individual 

appointments for attendance at out-patients 

clinics.(Section 3.2) 

a Charter for Pregnant Women should be established. 

(Section 3.2) 

there should be an assurance of a friendly atmosphere in 

hospitals where the dignity and autonomy of the mother is 

respected.(Section 3.2) 

1 

there should be openness with regard to information 

giving. (Section 3.2) 

there should be a flexible approach to the length of time 

spent in hospital. This should be decided by the, 

appropriate medical and midwifery personnel in consultation 

with the mother.(Section 3.2) 

creche facilities should be provided for older children at 

maternity clinics. (Section 3.2) 

hot meals should be provided to mothers who choose to avail 

of them following delivery.(Section 3.2) 

as part of a pilot project, accommodation should be set 

aside at a number of maternity hospitals to facilitate 

delivery in a homely non-clinical environment. (Section 

3.5a) 

a pilot domino project should be established. (Section 3.5b) 



21 to cater for women who cannot be persuaded to deliver in or 

at a maternity hospital/ unit. each health board community 

care management should put in place arrangements with the 

local maternity hospital/ unit to provide for a midwife to 

attend such home birth. These arrangements should be 

formalised and made known to users and provi'ders. (Section 

3.6) 

22 consideration should be given to the provision of 

appropriate training to hospital-based midwives to work in 

the community to provide the necessary services under the 

scheme. (Section 3.6) 

I 
23 the normal ambulance service in the local areas should be, 

expanded and members of the ambulance team should be 

trained to deal with obstetric emergencies and the safe 

transport of patients to hospital.(Section 3.7) 

24 general practitioners and midwives should be skilled in 

resuscitation and treatment of shocked patients and the 

resuscitation of the newborn.(Section 3.7a) 

25 general practitioners should be provided with equipment to 

deal with obstetric emergencies, as outlined at Appendix 

111. (Section 3.7a) 

26 ambulances should be equipped to enable intravenous fluid 

replacement treatment to be provided by a doctor or a nurse 

with appropriate training.(Section 3.7a) 

27 general practitioners and midwives or the para-medical team 

should have direct access to a hospital based obstetrician 

who could give telephone advice and to this end there 

should be a designated line on each labour ward which is 

reserved for emergency use.(Section 3.7a) 
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Chapter Four - THE MOTHER'S VOICE 

the use of a birth plan is recomrnended.(Section 4.2) 

options provided in the birth plan, including policy in the 

event of an emergency, should be explored during ante-natal 

visits to the hospital.(Section 4.2) 

clear information should be given by professionals when 

intervention is indicated and in the case of specific 

procedures being necessary these must be explained to a 

woman on a step-by-step basis.(Section 4.3) 

there should be an acceptance by professionals of the right 

of a woman to refuse an intervention.(Section 4.3) 1 

the use of technology should take place only with the full 

informed consent of a woman except in cases of 

emergencies.(Section 4.3) 

the consent of a woman must be sought early in pregnancy if 

she is being requested to participate in research and/or a 

clinical trial.(Section 4.4) 

where a woman decides not to participate in research and/or 

a clinical trial, her decision must be respected.(Section 

4.4) 

it should be explained to the woman on admission that there 

may be students in the labour ward/ delivery suite, the 

reasons why the students may be there and that the woman 

has a right to refuse to participate in the teaching of 

medical and midwifery students. (Section 4.5) 

epidural/ spinal analgesia as a form of analgesia in labour 

should be made available to a woman if she chooses. (Section 

4.6) 
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ante-natally, all possible risks and side effects should be 

openly discussed with the woman so that she makes her 

choice for epidural/ spinal analgesia having been fully 

informed. In addition, her consent should be obtained prior 

to adminiatration.(Section 4.6) 

where epidural/ spinal analgesia is inappropriate or 

contra-indicated the reason for this should be explained to 

the mother. (Section 4.6) 

methods of analgesia, other than epidural, should be made 

available where appropriate.(Section 4.6) 

client groups should be established in maternity 
/ 

hospitals/units to plan and monitor services. (Section 4.8) , 

Chapter Five - SPECIAL NEEDS 

an expectant mother and her partner should be entitled to 

time off work to attend ante-natal classes.(Section 5.2) 

a genetic counselling service should be made accessible to 

all people who need it as soon as possible.(Section 5.4) 

in any future discussions on the development of dental 

services for medical card holders, pregnant and nursing 

mothers should be considered a priority group for 

treatment. (Section 5.5a) 

expectant and nursing mothers should have priority access 

to dental treatment through the Department of Social 

Welfare's Dental Treatment Benefit Scheme.(Section 5.5b) 

service providers should ensure that the requirements of 

people with special needs are recognised and dealt with as 

flexibly as possible.(Section 5.6) 



care should be planned jointly with a woman with special 

needs and any appropriate specialists according to her 

individual needs and wishes, in the same way as for other 

pregnant women.(Section 5.6) 

women with special needs should be provided with support 

services, including home help, as required.(Section 5.6) 

Chapter Six - LIAISON AND ADMINISTRATIVE ARRANGEMENTS 

the application for services under the scheme should always 

be made through the woman's general practitioner and this 

should be brought to the woman's attention by hospital 

staff. (Section 6.2) 1 

where a woman is referred to hospital, the general 

practitioner should ensure that all relevant medical and 

other details are contained in the combined obstetric card 

and that this information is supplied to the 

hospital.(Section 6.2) 

hospitals should ensure that they are aware of the name and 

address of each woman's general practitioner and that a 

letter is sent to the general practitioner with all 

relevant medical and other details on the outcome of the 

pregnancy.(Section 6.2) 

where this is not already the practice, arrangements should 

be made for periodic meetings of general practitioners with 

hospital staff, e.g. study days or conferences, to promote 

and improve liaison.(Section 6.2) 

the Director of Community Care/ Medical Officer of Health 

(D.C.C./M.O.H.) should be notified immediately of all 

births in hospitals and ensure that the public health nurse 

visits the mother and baby within twenty four hours of 

discharge from hospital.(Section 6.3) 



53 the DCC/MOH should be informed about the health status of 

each baby and in particular babies with serious morbidity 

such as congenital abnormalities.(Section 6.3) 

54 there should be rapid notification of perinatal deaths to 

the DCC/MOH.(Section 6.3) 

55 the DCC/MOH should be informed of any case where the six 

week examination of the infant is carried out by a 

hospital. The results of these examinations should be 

notified to the Director in an agreed format with 

particular attention being paid to any abnormalities found. 

(Section 6.3) 

I 

56 the DCC/MOH should notify the hospital, in an agreed 

format, of any significant abnormalities which are found 

during developmental examinations.(Section 6.3) 

57 the DCC/MOH should visit maternity hospitals with a view to 

establishing closer links with the obstetricians and 

paediatricians and to discuss methods of improving 

connnunication between the service providers. (Section 6.3) 

58 any abnormalities found by the general practitioner at the 

six'week examination of the infant should be supplied, in 

an agreed format, to the DCC/MOH.(Section 6.4) 

59 where any examination of the infant is carried out by an 

Area Medical Officer, a copy of the report should be sent 

to the infant's general practitioner.(Section 6.4) 

60 the general practitioner should also be informed of any 

problems which are discovered during visits by the public 

health nurse.(Section 6.4) 



where a mother indicates in the application form for 

services that she wishes to be contacted by the public 

health nurse during her pregnancy, there should be an 

agreed level of service provided by the public health 

nurse. (Section 6.5) 

the public health nurse should refer infants under six 

weeks with abnormalities to the infant's general 

practitioner.(Section 6.5) 

a public health nurse should be assigned the responsibility 

of ensuring that all discharges are notified promptly to 

the public health nurses working in the community.(Sectiqn 

6.5) I 

domiciliary midwives should continue to liaise closely with 

other health professionals. (Section 6.6) 

all domiciliary births attended by midwives should be 

notified immediately to the DCC/MOH.(Section 6.6) 

the level of payment made to midwives who provide 

domiciliary services on behalf of health boards should be 

reviewed. (Section 6.6) 

use of the combined obstetric card, which has been 

introduced on a pilot basis, should be established on a 

national basis as soon as poasible.(Section 6.7a) 

a revised application form for services should be 

introduced.(Section 6.7b) 

any doctor who wishes to provide Maternity and Infant Care 

Services under Section 62 and 63 of the Health Act, must 

enter into an agreement with the health board.(Section 

6.8a) 



70 general practitioners should Complete an application form 

which should inter alia give details of registration with 

the Medical Council and medical defence cover.(Section 

6.8a) 

71 the health board should satisfy itself that there is n o  

reason why a general practitioner should not be given a 

contract with the health board for providing maternity 

services. (Section 6.8a) 

72 the health board should issue the general practitioner with 

an agreement form and a copy of the terms and conditions of 

the agreement for providing services. (Section 6.8a) 

/ 
73 the health board should send a copy of the signed agreement 

to the general practitioner together with a supply of 

application forms for services under the scheme, combined 

obstetric cards and relevant information leaflets. (Section 

6.8a) 

74 midwives who wish to provide services under Section 62 of 

the Health Act must enter into an agreement with the health 

board. (Section 6.8b) 

75 when the agreement is signed by the health board a copy of 

the agreement should be sent to the midwife.(Section 6.8b) 

76 when pregnancy is confirmed the general practitioner should 

advise the expectant mother as to her eligibility for 

maternity services under the Health Act and arrange for the 

completion of the revised application form by the applicant 

for early submission to the health board. (Section 6.8~) 



77 the health board should record date of receipt of 

application and if in order, send letter of approval for 

services to applicant without delay. together with a 

leaflet setting out details of services available under the 

scheme. The name and telephone number of the public health 

nurse should also be given. (Section 6.8~) 

78 the health board should advise the general practitioner 

that the applicant has been approved for services. The 

general practitioner should also be advised that, unless 

there are special circumstances. payment will not be made 

for sevices provided more than 28 days before the date of 

application for the service or for claims received more, 

than twelve months after the completion of the service to r 

the application.(Section 6.8~) 

79 a procedure should be introduced to allow for the 

retrospective application for services in the case where a 

woman does not wish details of her pregnancy to become 

known until a certain stage.(Section 6.8~) 

80 where the woman has indicated in the application form that 

she wishes to be contacted ante-natally by a public health 

nurse, the health board should advise the public health 

nurse in the area where the applicant resides.(Section 

6.8~) 

81 the general practitioner should submit claims for payment 

to the health board within one month after the services to 

the mother and infant are completed.(Section 6.8d) 

82 the health board should arrange for payment to issue not 

later than one month from date of receipt of completed 

claim. (Section 6. Ed) 



the health board should extract all required statistical 

data from the claim form and submit it to the Department of 

Health on a timely basis.(Section 6.8e) 

the health board should follow up on all outstanding claims 

before completing statistics for submission to the 

Department of Health.(Section 6.8e) 

the health board should monitor the uptake of the service 

and try to establish why some mothers do not avail of the 

service.(Section 6.8f) 

in the event of the uptake being unacceptably low or if a 

high percentage of mothers are late in availing of the 

service, the health board should undertake a programme of 

promoting the service. (Section 6.8f) 

a revised form of agreement should be agreed by the 

Department of Health, health boards and general 

practitioners.(Section 6.9) 

provision should be made in agreement for the transmission 

of medical records to another general practitioner, if 

necessary.(Section 6.9) 

provision should be made for medical practitioners who have 

contracts under the GMS scheme to write a prescription for 

required drugs and medicines, and for the issue of special 

prescriptions by doctors who have not got a contract under 

the GMS scheme to prescribe on a special form for medical 

card holders.(Section 6.9) 

provision should be made for the submission of the woman's 

medical records to the DCC/MOH in the event of the 

agreement being terminated.(Section 6.9) 
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Chapter Seven - HOW TO PROMOTE THE SCHEME 

91 women should be made aware that they can avail of services 

under the scheme from any general practitioner who has a 

contract with the local health board. (Section 7.1) 

92 posters and leaflets giving details of the scheme should be 

made available at doctors' surgeries, health centres and 

pharmacies. (Section 7.1) 

93 hospital doctors should be made aware of and provided with 

details of the scheme.(Section 7.1) 

94 discussions should/ be held with the manufacturers of 

pregnancy testing kits to consider the feasibility of 

placing an information leaflet on the scheme in the 

pack. (Section 7.1) 

95 all sex education programmes in schools should include 

information on the Maternity and Infant Care Scheme to 

ensure that young people are aware of and access all of the 

services available at an early stage during pregnancy and 

after pregnancy. (Section 7.1) 

96 it is recommended that payment of the Maternity Cash Grant 

of f8.00 to medical card holders should cease. In cases of 

hardship, health boards should consider providing 

assistance under the supplementary welfare allowance 

scheme. (Section 7.2) 

Chapter Eight - HEALTH PROMOTION 

97 as part of the scheme, a planned pre-pregnancy consultation 

should be introduced to provide a woman with the 

opportunity to seek medical advice from an appropriate 

health professional. A method of remuneration should be 

considered for this service.(Section 8.2) 



the Health Promotion Unit of the Department of Health 

should aroduce information leaflets on the scheme for 

distribution to all pregnant women through educational 

institutions, health centres, doctors' surgeries and 

workplaces. (Section 8.2) 

the importance of early ante-natal c a r e  for mothers 

requires to be highlighted.(Section 8.3) 

the Health Promotion Unit of the Department of Health 

should produce a simplified information booklet for 

distribution to all pregnant women.(Section 8.3) 

health promotion should bp provided early in pregnancy in 

the areas of nutrition, alcohol and avoidance of drugs and 

smoking.(Section 8.3) 

the information contained in the 'general advice towards a 

healthier pregnancyr section of the combined obstetric 

card, see appendix 11, should be brought to the mother's 

attention by her general practitioner.(Section 8.3) 

general information leaflets regarding pregnancy and 

services available should be made available in educational 

institutions, health centres, doctors' surgeries and in 

workplaces.(Section 8.3) 

more information should be made available regarding food 

hazards and occupational hazards in pregnancy. (Section 8.3) 

Chapter Nine - TRAINING REOUIREMENTS 

105 general practitioners should have formal training in 

obstetrics before entering the scheme.(Section 9.1) 



106 the appropriate level of training required for future 

involvement in the scheme should be agreed between the 

Institute of Obstetricians and Gynaecologists and the Irish 

College of General Practitioners.(Section 9.1) 

107 a formal certification procedure should be introduced to 

indicate that a general practitioner entering the scheme 

has completed the appropriate level of training. This 

certificate would be a required condition of entry to the 

scheme. (Section 9.1) 

108 the advanced training programme for ambulance personnel, as 

recommended in the report of: the Review Group on the 
I 

Ambulance Service, lq93, should include training in dealing 

with shock due to blood loss in a mother and resuscitation 

of the baby. (Section 9.2) 

109 members of the ambulance team should be trained to deal 

with obstetric emergencies. (Section '9.2) 
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Hasues, Ella 
Herlihy, Moira 
Hogan, Mrs 
Home Birth Centre 
Horan, Anne Marie 
Howells, C G 
Institute of Community Health Nursing 
Irish Association for mrovements in the Maternity Services - 
Irish Childbirth Trust 
Irish Medical Organisation 
Irish Stillbirth & Neonatal Death Society 
Jones, B S 
Kearney, Lorraine 
Kelly, Ann 
Kerry Organisation for Improvements in Maternity Care 
King, Carole B 
La Leche League of Ireland 
Lagden, Stephanie J 
Lawler, Ruth 
Lenz, Sabine 
Mac Mahon, Louise 
Maher, Patricia 
Maywell-Smith, Fiona 
McGarry, Bernie 
McKadden, S 
McKennedy, Mary 
McLoughlin, Cliona 
Meagher, Bridget 
Midland Health Board 
Miles, Wendy 
Moloney 0 Riada, Geraldine 
Mullins Geraldine/Susan Cronin 
Murphy, John 
Murphy, Nora 
Murphy, Theresa 
Nairn, Wendy & Richard 
Nicholas, Christine 
Nitting, Michaele 
North Eastern Health Board 
North Western Health Board 
0' Connell, Collette 



0' Connor, Amelice 
O'Connor, Marie T 
OfDwyer, Dr Patrick 
0' Leary, Maeve 
0' Mahony, Eithne 
0' Mahony , Gar 
O'Mahony, Kay 
O'Neill, Kim 
O'Neill, Mary 
0' Regan, Aine 
0' Shaughnessy, Val 
OrSullivan, Elma 
O'Toole, Elizabeth 
Patient Advisory Council of the Coombe Women's Hospital 
Petcu, Elizabeth 
Pitham, Cherry 
Post-Natal Distress Association of Ireland 
Prickett, Sue 
Reed, Vicki 
Reid, Diane I 

Rotunda Hospital (Social Work De~artment) 
Ryder, Mary 
Saddington, Dawn 
Schulte-Kersten, Angela 
Schwart, K 
Sheahan, Clare 
Sheehan, Mary 
Shoosmith, T E 
Sinnott, Kathryn 
Snoek, Clodagh L 
South Eastern Health Board 
Southern Health Board 
Stapelbraer, Anna 
Storey, Linda 
Superintendent Public Health Nurses (Southern Health Board) 
~ h o m ~ s o n ,  Claire 
Tyrrell, Sandra 
Ui Chonaire, Rhoda 
Waldron, Michelle 
Walton, Hayley & Russell 
West , Geraldine 
Western Health Board 
Wilson, Anne 
Woods, Dr Sheena 



APPENDIX I Year 1992 
TABLE 1 (ANTE-NATAL EXAMINATIONS) 

HEALTH BOARD NONE EXAM 1 -ETA% EXAM 3 EXAM 4 EXAM 5 EXAM 6 +  TOTAL ~- .. .- ~~ 

~ . ~- ~ - .  ~- ~. 
EASTERN H E ~ ~. . . . ~ 

:C area 1 * e ' 4 14 35 45 2 2 q  
~ ~ 34: - :c area 2 3 7 , , I;? . . . -, - UL 

-. - ~~ 

3 c i  area 3 3 a 3 'a. ,  . 
E - . 7 :  

- -- ~- .. .. -- - - . . ~~ . . .  c- 

cc  area 4 1 9 : 1 19 19 53 446 558 . -.- ~~~~ ~- ~ - - ~~ . 
cc area 5 3 15 31 18 38 ~. . ~. . .~ . .  ~ 

103 - . ~ ~ . ~  482 - . ~~ 

690 . ~. 
cc area 6 -. ~. ~ ~ 

0 1 5 ,  45 ~. 3 0 .  . 55 60 490 635 
cc area 7 C, : 7 L 3 : 2 35 15 250 3 6 i  - - 

~ - ~~ . ~ -~ ~ 

cc area 8 0 : 2 40 40 40 100- . 3-14 . * - 
~ .~ . . . ' L  .~ ~.~ ~ . ~. 

Wlcklow - - 2 1 0-' 2 1 25 47 7 5  691 
~ ~ - ~~ - ~~ 

871 
- . -. 

Kildare -. 0 4 2A 38 43 85 862 105g- --- ~ ~- - -  ~- .~ ~. ~~ - .. ~~~- 

SOUTHERN HB 
-~ -. . - ~ . . ~ . - - ~ . ~ - .  -- ~ ~ . - 

North Lee 0 2 3 22 31 90 : 3.10 '450 ... ~. . .~. ~ - ~ . .~ ~ . . .  
North Cork 2 2 7 8 9- l 9  697 744 
Kerry 0 7 2 1 33 1 07 : 140 . .,-- 

-~ . - . . -  4 7  - . .. . , -33 

south Lee o 18 24 19 49 1 2 L .  1388 - 161 - 8 
West Cork 3 6 20 77 395 533 - .- - 14 18 . ~.. 
WESTERN HE - ~- - -. 
Galway 0 12 47 73 - 107 167_ 1329 ~~. 1735 
Mayo 0 2 2 23 37 44 731 839 -- 
Roscommon 2 8 20 12 2-~ 44 . ~~ .-.--...7 41 6 51 8 
MIDLAND HE - , ~ 

Lao~s o 3 17 ' 11 22 36 296 385 - 
Offaly 0 4 11 i 10 3 11 324 363 
LongiordIWestmeath o 3 17 17 1 8 46 792 893 
MIDWESTERN HE. -. 

L~mer~ck  0 10 25 - 58 99 182 - 1178 1552_, - 
Tipperary NR 0 7 20 1 3  23 36 - 433 532 
Clare o 6 14 2 4 ,  5 6 ,  92----- 453 645 
SOUTH EASTERN HE - -- 
Wexford 2 8 3 3  32 36 109 1272 1.492 -- 
Waterford 0 25 32 34 1 36 63 546 738 
Tipperary SR 1 2 i 4  21 31 87 655 81 1 

~p 

KilkennyICarlow 0 1 3  17 41 65 123 702 -- 961 -. 
NORTH EASTERN HB 
CavanIMonaghan 0 3 11 10 ' 2 1 40 397 482 
Louth1Sth.Monaghan 0 17 35 52 69 99 : 389 1661 
Meath 0 14 28 37 57 1 0.9 -. 657 .- 902 
NORTH WESTERN HE ~ -~ 

Leitrlm o o 0 2 7 26 86 - 121 
Sligo 0 2 6 71 25 5 8  516 594 

Donegal 0 10 24 30 51 97 1488 1700 

GROSS n 76 267 638 821 1261 2380 22426 27809 - 
as % of overall total 0 06 0 96 2 29 2 95 4 53 8 56 80 64 100 

Number of women who had ante-natal care (exclud~ng aborfionsim~scarr~ages) 

SUMMARY TABLE 1 -- - - - 
--- - -- 

HEALTH BOARD NONE 1 EXAM 2 EXAM 3 EXAM 4 EXAM 5 EXAM 6 EXAM TOTAL -- 
EASTERN 6 85 194 21 4 324 51 6 3846 51 85 
SOUTHERN 5 33 71 100 156 41 5 4920 5700 
WESTERN 2 22 69 108 160 255 2476 3092 
MIDLAND 0 10 45 38 43 93 1412 1 6 4 L  
MID WESTERN 0 23 59 95 178 31 0 2064 2729 
SOUTY E A S T E R N  48 96 128 170 382 31 75 4002 3 -- 
NORTH EASTERN 0 34 74 99 147 248 2443 3045 
NORTH WESTERN 0 1 2  30  3 9  83 161 2090 241 5 
GROSS TOTAL 16 267 638 821 1261 2380 -- 22426 27809 - 

as % of overall toiai 0 06 0 96 2 29 2 95 4 53 8 56 80 64 100 

ref T I -  1992 



cc area 9 1017 1 
~ ~ 3 0  - .  0 

cc area 10 859 7 13 2 
~p -~ 

SOUTHERN- - .. ~ -. . ~ 

Nofth Lee 1433 5 -~ 73 . 12 -. 

TOTAL 

. - - .. . . . . 
731 6 43 Nofth Cork .. _ . . 787 

West Cork 481 3 35 565 - -. . . . . - . - - . . . . .. . - - - 2 6.. . - . - . 
Kerry 13% 4 80 -- ~. ..~ ...-- ~ 

1435 
~ ~-16. - 

South Lee 1579 4 . 63 35 '68_'. 
WF9TFmhl ..--,-,,,. 
Roscomrnon 482 2 27 ~ 27 543 
Galway 1728 7 .- 15 -- 0 . . . 1750 .- .. 
Mayo 824 5 10 883 44 ____-- _. .-- .. __ 
MIDIAND - - -- 
iaols - 379 3 388 5 1 
Otfaly 332 2 0 - -29-- - 363. 
LongfordMiestmeall 852 2 23 39 91 6 
MID- WESTERN 
Llmerlck 1542 8 ' 72 2 1624 
Tipperary NR 515 6 33 1 1  565 
Clare 590 1 15 34 - 640 
SOUTH-EASTERN - -- 
CarlowIK~lkenny 942 9 49 10 1010 
Wexford 1425 7 -- 57 -- 60 1549 
Walerford 699 1 45 O -- 745 
Tipperary SR 757 6 51 47 861 

NORTH-EASTERN -- 
Sth MonaghanILoutl 1589 9 88 - 63 1749 
CavanlMonaghan 471 0 1 1  0 482 
Meath 899 3 24 0 926 
NORTH-WESTERN 
Leltrlm 121 0 0 0 121 
Sllgo 576 4 27 -- 14 621 
Donegal 1668 14 97 18 1 797 

I 

GROSS TOTAL 27033 132 1120 483 28768 

SUMMARY TABLE 3 
----- 

HEALTH BOARD A B C D TOTAL 
EASTERN 5078 19 145 - 2 5244- 
MIDLAND 1563 9 26 69 1667 
MID WESTERN 2647 15 120 47 2829 
NORTH EASTERN 2959 12 123 63 3157 
NORTH WESTERN 2365 18 124 32 2 5 3 9  
SOUTH EASTERN 3823 23 202 117 41 65 
SOUTHERN 5559 22 294 116 5991 
WESTERN 3039 14 86 37 31 76 

GROSS TOTAL 27033 132 1120 483 28768 



TIBLE 2 1992 
N u U B ~  OF WOMEN WHOSE FIRST &NE-NATAL EXAU WAS IN (EKLUDING ABORTIONS AN0 MISCIRRIAGESI 

.- ~ 

HEALTH BOARD FINAL MTH MONTH 8 MON_H7 MONTH 6 MONTH 5 MONTH 5 -  TOTAL 

.. I EARLIER .. . . . . .  .................... 
EASTERN n.0 ~ . . ~ . ...... ................. ~~ . 
cc area 1 ?I 1s 20 29 57 20s 3*7 

~ 

8 2: area 2 - 9 16 93 '32 
2: area 3 6 :, '9 125 

40 64 135 68: cc area 5 2?_ ... - 2 1 -  - -. 405. - 
cc area 6 505 75 85 10 10 10 695 . -_ .......... -. 
cc area 7 15 _??? 5%. .?2--_ 20.. .- -- lO 367 ........... ... .... . ... . 
A -  ..... . -area %_.. . . . .   lo?-.^ ... 74 80 -40. 40 ' a- 345 .. 

.. c: area 9 ' .  
- -. .- . 2 . 6 . -  z ~ . .  57 964 1056 

C: area 70 --. O~... 2 .. . . .  9. 5 38. .. 796 
. 

869 

SOUTHERN HB ~_ _- . .- . 
Norlh Lee 4 12 44 1384 1450 .-. -.a_-- _-2L 

MIDLAND HE - -- - 0 - 
Laos 1 . -  1 20 46 31 1 385 6 -- -- 
Of fa l~  o o 7 0 22 334 363 

4 LonqlordlWestmeatl 2 - 15 115 722 3 5 -  - - -- 893 
MID WESTERN HE _ _ I _ - _ .  -- . -- 

~ , m G k k  3 8 15 36 60 1430 1 5 3 1  - 
Tlpperary NR 0 1 9 ,  17 22 532 483 - 
Clare 1 1 8 6 10 619 645 
soum EASTERN~L- 
Wekiord 5 10 18 58 99 1300 149 

57 108 _ Waterlord 22 24 27 - 
39 49 

0 

NORTH EASTERN b - 
Louth~Sth Monaghal 1 4 11 29 78 1538 1661 

Maath 2 2 4 15 26 853 902 

Cavan!Monaghan 0 4 8 18 17 435 482 

NORTH WESTERN 1 -- -- 
Leltrlrn 0 0 1 2 11 107 121 
Sllqo 1 2 6 1s 26 540 594 
Donegal 10 13 37 53 103 1484 1700 

- 
G=TL. 1023 417 573 900 1895 22985 27793 
As % of overall tot 3.68 1 50 2.06 3.24 6 82 82.70 100 

TABLE 2 SUMMARY 
HEALTH BOARD F.MONTH MONTH 8 M O N T H  7 ,MONTH 6 MONTH 5 MONTH 41 'TOTAL 

EARLIER 
EASTERN . . 947 265 282 297 530 2858' 5179 

'MIDLAND 3 ' 5 28 55 183 1367 1641 

:MID WESTERN 4 '  10. 32 1 59 92 2532' 2729 
1 NORTH EASTERN , 3 ,  10 23 1 62 ' 121 2826 3045 
.NORTH WESTERN 11 15 '  4.i 74 ; 140. 2131 ' 2415 

SOUTH EASTERN 34 65 loo 198 3155 3999 4 L -  
' SOUTHERN 10 - 31 48 127 5152 5695 3 ? L - - - -  

WESTERN l 1  ..A_- 16 16 28 55 2964 3090 

-- - 
GROSS TOTAL - 1023 - . 417 573 900 1895 22985 27793  

3.68 As % of overall to1 1.50 2.06 3.24 6eZ-__-- 82.70 100.00 

. . 

ref: T2-1992 



. . 
TABLE 4 1992 

LOCATION OF CONFINEMENTS 1992 

HEALTH BOARD AT HOME ~ ~ I N ~ H O S ~ I ~ ~ ~ ~ K O M E S : ~ '  TOTAL 

Kc 2 
cc area 3 
CC area 4 -- 
cc area 5 .. 
ccarea6 - 
cc area 7 

~ . - -. -. . . 
cc area 8 .. 0 ~ 

cc area 9 . . .  0~ 
ccarea 10 5 
SOUTHERN ~ ~. 

1 Northe- _. -- -_ . . _. . . 
North Cork ~~ -~~ . -  - -~ 1 
West Cork .- . ~ 7 

~ ~ 

47i 0 . . ~ .~~ . . . -- ~~ 

484 
Kerv . . . - - 1  0. ._ - 1329. 0 .~.. .- 1339 

4 15-19 so* Lee _ . - - - 0_ - - L 5 8 i =  
WESTERN 
Roscommn ~ -- 1 488 - -- 0 489 
Galway - .- 1735 0 1735 0 - . ___ - - .. -. _ _ - 
Mayo 829 0 829 0 . - . . . . - - - 
MIDLAND - - . -- .- - --- - 
laois 1 383 NA - 384 
Offaly 1 333 0 334 -- - - -- - 
LongfordiW~stmeatt 0 854 0 854 
MID-WESTERN 
Umerick 2 ' 1528 20 1556 
Tippwary NR 1 1 520 O 521 

1 Clare 0 591 0 591- 
'SOUTH-EASTERN - 
CarlowIKilkenny 1 909 41 951 
Wexford 1 1431 0 1432 
Waterford 2 726 10 '  738 
Tipperarv SR 1 756 6 '  763 

NORTH-EASTERN' 
CavanIM~naghan 0 471 0 4 7 1  
Louthl Sth Monagha 0 1598 - _ -. - 0 1598 - 
Meaih 3 899 0 902 

'NORTHWESTERN 
Sllgo 0 579 1 580 
L e t  lm 0 121 0 121 
Donegal 0 1682 0 1682 

1 GROSS TOTAL 44 27033 9 0  271 67  

SUMMARY TABLE 4 
-- - 

HEALTH BOARD -- TOTAL 
EASTERN - 7 5043 11-- 506; 
MIDLAND 2 1570 0 1572- 
MID WESTERN 3 2639 20 2662 
N O m  EASTERN 3 2968 0 2 9 2  
NORTH WESTERN 0 2382 1 2383 
SOUTH EASTERN 5 3822 57 3884 
.SOUTHERN 23 5557 1 5581 
&ESTERN 1 3052 0 3053 

GROSS TOTAL 44 27033 - 9 0  27167 

96 OF TOTAL 0 16 99 51 0 33 10003 

ref: 14-  1952 





1992 TABLE 6 
DETAILS OF EXAMINATION 

- -- 
NUMBER OF WOMEN WHO HAD 

-. 
BOARD ABO+RH H GLOBIN P NAT MED. A lTN 

GROUP ESTS EXAM 6WKS AFTER EARLY 
RECORDED RECORDED AFTER CNF DISCHARGE 

-- 
NORTH EASTERN - 
Louthl Sth Monagh 1450 NA 1476 I= 
Meath 642'  356 827 0 
CavanIMonaghan 468 314 0 0 
NORTH WESTERN -- 
Shgo 568 378 591 O- 
Donegal 1644 1681 1574 158 

GROSS TL 26627 16587 25134 

EASTERN 
MIDLAND 
MID WESTERN 
NORTH EASTERN 
NORTH WESTERN 
SOUTH EASTERN 
SOUTHERN 
WESTERN 
--------------- 
GROSS TOTAL 

ref: T6 - 1992 



NUMBER OF 6 WEEK M A M S  WHICH INCLUDE: 

BOARD 7(bl) 7(bti) 7(b1ii) 
€31-MANUAL VISUAL OTHER 

EXAM OF CERVIX 
~. ~ 

EAST~N HB ..~ - . - . ... .~~~ ~ . . ~  ~ ~~~ 

cc area 1 31 
~ ~ ~ - .  

186 - -  . - . '0-. - . - __ . ~ 

cc area 2 . -  ~. ~ ! C . ~ ~  15, 87 
cc area 3 . '4.. O .  31 
cC"ea4- .. . . -. ~ . 98 64. ~. 
cc area 5 10 

. 3q8 - 
5 

~ --- -- . ~~ . 553 
cc area 6 100 400 55 .- - - 

31 13 180 c= area7 -. . ~ ... , 

cc area 8 -- - - 70 .- . .- 90 .~ 100 .. ~ 

57 6 .cc area 9 . - . ~ ~ -- 737 
cc area 1 o 114 

.. 
61 .- . ~ .~ ~~~ . 529 

SOUTHERNHB ~ ~ ~ . -  ~ ~. ~. - .  
North Lee 1414 1414 1414 
North Cork 668 

-- - 
570 582 - .- - - 

West Cork 401 350 321 - . ..._ ... 
Kerry 1089 1 a_--_- 73 
South Lee 41 8 - 160 187 
WESTERN HB 

339 Roscommon 105 
Mayo 520 242 

35. 

Galway 
30 

na na na 
MIDLAND HB 

-- 
1 

la015 71 71 263; 
Oifaly 153- 22 39 
LonqfordNestmeaU 21 7 22 185. 
MID-WESTERN , 

-- 
Llmerick 333 163 994 
Tipperary NR - 121 172 219 
Clare 1 0 .. 13 
SOUTH EASTERN 
Wexford 224 155 

- 
112 

Waterford , . 550 13 103 
Tipperarv SR no record no record no record 
CarlowIK~lkenny 8 62 264 

NORTH FASTFRN - 
Louthl Sth Monaaha 0 0 1069 
Meath No record No record No record 
CavanlMonaghan 79 78 79 
NORM WESTERN 
Lettrtrn 59 20 0 
Shg0 351 376 257 

'Donegal 161 222 980 

GROSS TL 771 2 4700 9897 

SUMMARY 

GROSS TOTAL 771 2 4700 9897 

T6A-92 
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APPENDIX I11 

OBSTETRIC EMERGENCIES 

I.V. giving sets x 2 

I.V. cannula size 16 x 2 

I.V. cannula size 18 x 2 

I.V. cannula size 20 x 2 

Haemocel 500 mls x 2 
Hartmann's solution or normal saline solution lOOOmls x 2 

Syntornetrine 1 ml x 2 
1 

Cord clamp x 2 1 

Scissors and artery forceps 

Cotton wool 100 grams and gauze swabs 

Ambu-bag with paediatric face mask 

Paediatric airway 

Manual suction apparatus 

Neo-natal thermal blanket 



I MATERNITY SERVICE CLAIM MATERNITY SERVICE CLAIM 

POST NATAI. (:IIECK IWI'I~.; . . ,  . . . . .  

h I O I ~ I I I < K  .......................... I5WI . . . . . . . . . . . . . . . . . . .  

. . .  Bi\llY ................................. (:!It l?lll !\-I 



APPENDIX IV 

PERSONALISED BIRTH PLAN 

NAME 

HOSPITAL 

ESTIMATED DELIVERY DATE 

C O N S U L T A N T /  T E A M /  M I D W I V E S '  C L I N I C /  G.P. 

1 COMPANION/SUPPORT PERSON 

Who do you wish to be your companion during labour and do 

you wish him/her to be present for the birth of your baby? 
1 

2 PREVIOUS BIRTH EXPERIENCES 

If this is not your first baby, how did you feel about your 

last labour? (please tick) 

(a) good experience 

(b) mixed experience 

(c) bad experience 

Comments : 

3 INTRODUCTION 

(please tick) 

I would prefer labour to start off naturally if at all - 
possible even if I go overdue. 

If I have to be induced I would like to discuss the method 

to be used (e.g. to have the waters broken, use of 

syntocinon drip etc. 



4 PREPARATION 

Do you have strong feelings against (please circle) 
(a) perineal shaving yes/no 

(b) an enema yes/no .. 
Most hospitals/units no longer routinely perform non- 

essential practices as above. 

5 LABOUR 

During the early part of labour would you prefer? 

(please tick) 

(a) walking about 

(b) resting in bed I 
(c) will wait and see 

What method of pain relief do you prefer? 

(You may tick more than one choice if appropriate) 

(a) breathing and relaxation 
-. 

(b) entonox (gas and oxygen mask) 

(c) injection of pethidine - 
(d) epidural 

(e) wait and see 

(f) other (please explain) 

6 VARIOUS PROCEDURES 

Do you have strong feelings against (please circle).? 

If the answer is YES to any of the questions below, please 

discuss your views with the midwife or doctor at your ante- 

natal visit. 

(a) episiotomy 

(b) acceleration of labour 

(use of syntocinon) 

(c) ARh (having waters broken) 

(d) foetal monitoring 



(e) internal vaginal examinations yes/no 

if) medical students being present 

during your labour or at the birth yes/no 

ig) other (please explain) 

7 DELIVERY 

What kind of position would you like to use during delivery? 

8 FEEDING 

Do you intend to breastfeed your baby? (please tick) 

(a) yes 

ib) undecided 
/ 

9 
I 

CAESAREAN BIRTH 

No matter how straight forward your pregnancy is, the 

possibility of a caesarian section needs some consideration 

when making your birth plan. 

If I have to have a caesarian section I would like to have 

(please tick) 

(a) a general anaesthetic 

(b) an epidural anaesthetic 

(please bear in mind that in the event of an emergency 

section, an epidural may not be an option) 

10 SPECIAL REQUESTS OR PREFERENCES 

If you have any further special requests or preferences 

please explain below 



APPENDIX V 

EXTRACT FROM REPORT OF METABOLIC DISORDERS WORKING GROUP (1993) 

- the irnpartanca o: the test - w.5er: it should ha dons 
- ..-. ...=. me lcs: shoul:! be ca:;isd -2: 

,i: a: the ma;err,iii i rxpiral .  cr 
iiii by 2 ouolic he&lr,? nurse. or 
liiil by a genera! practiti(lner. 

2 i 7%. superintendant public hhalrh nurse in r ' l ?  are-. r 
',vhcr :be aaoy is oorr fs consroerec by :ne Group ro 3e 
:he most acpro?r;a!e oerson to oe respons~nle f3r ecsuri;? 
::at infa":s who a 4  3 5-iarqed from hosxa l  3:3r  t~ - 
tneir hav~ng the heel prrcn test, have the test carried 3u1 
scoseaienrly. 

3 . 3  : f  the rest i s  to be perfoc.ned by a public health nurse. 3 e  
;~lIowing orocedures should be followed: 

, )  me ,ward sisier 570216 ensure that the aporoDr;are 
sdos~:xenaent p~Cl8c health nurse is notlfeo ;rat the 
test i s  to be carried our. 

llil the Superintendent ,x~bltc health nurse should keep a 
regmer of requests from hosp~tal s 

IIII) the superintendent public health nurs? should request 
the appropriate pubi~c health nurse t c  oerform the test 
and send the sample by post land obta~n a recetpt of 
postagel to the Nat~onal Neonatal Screen~ng 
Laboratory Ternple Street Hospjtal 

i iv l  the superintendent public health nurse should notify 
the maternity hospital where the birth took place that 
the test has been carried out. 

( v )  the Natlonal Neonatal Screening Laboratory will then 
Drocess the sample and send a copy of all results to 
the maternity hospital and the superintendent public 
health nurse. 

out in Appendix 3. 

3.4 If the test is to be performed by a general pra~tlti0ner. t 
following procedures should be followed: 

li) the duperintandent public health nurse should conta, 
the general practitioner to ensure that the test wil l  i 
performed and the sample sent by post land obtain 
;eceipt of postagel to the National Neonatal Screeni 
Laboratory at Ternple Street Hospital. 

liil the Laboratory will then process the sample and ser 
a copy of all results to the maternity hospital, the 
superintendent public health nurse and the general 
practitioner. 

(iiil the general practitioner should contact the 
superintendent public health nurse in cases of 
non-attendance by the parents. 

3.5 The Group recommend that all eady discharges be notifh 
by hospitals to the superintendent public health nurse to 
enable the ~ u b k  health nurse to aive oriority to these - .  
infants. It ii is not appropriate to c a m  out the test befor 
discharge from hospital. the hospital should ensum that 
tha infant is screened by appointment at the. hospital 
subsequently on the appropriate day or alternatively noti 
the superintendent public health nurse that the infant ha 
been discharged prior to the test being carried out. 

3.6 in the case of travelling people, the infant may have .. 
moved out of the area before the test has been carried 
o ~ t .  The Group recommend that the superintendent pub1 
health nurse ba made aware of the circumstances at tha 
earliest possible time so that particular care can be taka1 
in the case of these infants. 

3.7 The Group recommend that special care should be taken 
the care of breast feeding infants to ensure that the tesi 
taken when feeding is esiablished and that the test s h o ~  
be taken in accordance with the medical protocol as set 



APPENDIX V I  

his form, when completed by applicant and doctor should be returned to: 

SECTION A .  TO BE COMPLETED BY TEE APPLICANT. 

I hereby apply for Maternity and Infant Services under the Health Act, 1970 

NAME: DATE OF BIRTE: 
in block letters. MAIDEN NAME: 

MEDICAL CARD NO. ( i f  any) :  

ADDRESS AT WHICH I NORMALLY RESIDE: 

Telephone No : 
I apply to Doctor 

(a) Accept me for medical and surgical services in respect of motherhoo 

(b) Provide medical and surgical services for my infant. 
/ 

I HAVE NOT MADE ARRANGEMENTS FOR THESE 9ERVICES WITH ANOTHER MEDIC 
PRACTITIONER. 

I do/do not w i s h  to be contacted by the P u b l i c  H e a l t h  N u r s e  during my pregnanc 

Signature of applicant: 

DATE : 

S E C T I O N Z .  TO BE COMPLETED BY TEE DOCTOR. 

I undertake to provide medical and surgical services for 

(a) the person named above. 

(b) the infant. 

in accordance with the conditions laid down in the Agreement made between me , 
the Health Authority for the provision of services under Section 62 & 63 of ' 
Health Act. 
E.D.D.  : 

Confinement will take place in 

SIGNED : 
MEDICAL PRACTITIONER. 

ADDRESS : 

SECTION C. FOR OFFICE USE ONLY. 

2PLICATION APPROVED: DATE : 
COMMUNITY CARE ADMINISTRATOR 

XPPLICAP.PT & DOCTOR NOTIFIED: DATE: 
P.H.N. Notified: DATE : 


