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FOREWORD

I welcome this strategy for Health and Social Gain for mothers and children.

The Report has involved considerable research, and wide ranging discussion 
and debate involving health care professionals both hospital based and in the 
community. A key objective of any Health/Social Gain project is that it should 
be client orientated and I am particularly pleased that the views of clients have 
been taken into account in a number of surveys.

I am grateful to those who have been involved in the preparation of this Report 
in particular, members of the Working Parties set out in appendix I and 
especially the chairpersons of those Working Groups - Dr. G. Burke, Dr. M.J. 
Mahony and Ms. M. Molloy. A substantial input was made by Mr. M.J. Duffy, 
Assistant Chief Executive Officer and Mr. J.P. Robinson, Deputy Chief 
Executive Officer who jointly managed the project including completion of the 
report.

I must express special thanks to Mr. Ian Carter, General Manager, Acute 
Hospital Services, who undertook the major part of the research work, 
integrated the extensive findings of the three working parties, prepared and 
amended the various drafts of the report, consulted with and co-ordinated 
replies from the Working Groups and was generally responsible for bringing 
the Project to conclusion. I would like also to thank Ms. Deirdre O’Keeffe who 
prepared the various drafts and re-drafts of the Report, including layout, tables 
and graphics.

D.J. DOHERTY
CHIEF EXECUTIVE OFFICER
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MATERNAL AND EARLY CHILD HEALTH
A STRATEGY FOR HEALTH AND SOCIAL GAIN

EXECUTIVE SUMMARY 
Introduction and Background

The Health Strategy “Shaping a Healthier Future” (Department of 
Health 1994) identified that health promotion, treatment and care 
services must be focused on the actualisation of measurable health and 
social gain.

are terms used to 
indicate that patients and clients of the health or social 
services should receive a clear benefit (or outcome) from 
their contact with the system.

Health Gain is concerned with the health status, both in 
terms of increases in life expectation and in terms of 
improvements in the quality of life through the cure or 
alleviation of an illness or disability, or through any other 
general improvement in the health of the individual or the

Social Gain is concerned with broader aspects of the 
quality of life. It includes, for example, the quality added

carers as

1994
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In May of this year the Mid-Western Health Board identified 
(Discussion Paper on a Corporate Strategy) a framework which will 
facilitate the development of a local strategy consistent with and 
complementary to the National Strategy.

STRATEGIC DIRECTION AND PURPOSE FOR 
THE MID WESTERN HEALTH BOARD

Securement of improvement in the health (health gain) and 
well being (social gain) of the population of its area.

Development of a focused service for the local population 
which places priority on primary health as the essential
core of service delivery to individuals and local 
communities.

Securement of continuous quality improvements in 
providing care and support to its service users.

Development of an environment which will allow the 
organisation and each member of the organisation to 
continuously learn to adapt and develop in response to the 
changing needs, directions and linkages of the health
service.

Ensurance of cost effective utilisation of available resources 
by validating current service provision in terms of 
effectiveness as it relates to outcomes.

DISCUSSION PAPER ON 
A CORPORATE STRATEGY

1994
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The purpose of this paper to examine existing maternal and early child 
health, service provision and identify opportunities for the securement 
of measurable health and social gain.

Current Situation

Whilst life expectancy in Ireland has significantly increased it still 
remains below the European average value for both men and women 
(Table 1). This is partially as a result of a higher infant mortality rate. 
(Table 2).

Table 1 Life Expectancy at Birth 1991

LIFE EXPECTANCY AT BIRTH 1991

■ Ireland

Female Male

Table 2 Perinatal Mortality Rates for E.U. Countries 1990

Denmark 

France 

Germany 

Greece 

Ireland 

Italy 

Luxemburg 

Holland 

U.K.

Portugal

0 2 4 6 8 10 12 14 16
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Maternal Health
Whilst the centralisation of all deliveries within designated maternity 
units has led to Ireland having one of the lowest maternal mortality 
rates in Europe (“State of the World’s Children” 1993 U.N.I.C.E.F.) 
there has been an increase in direct medical intervention and a 
reduction in the choices available for mothers.

Early Childhood Health
Perinatal mortality (Table 2, 3, 4) has decreased significantly over the 
last ten years, despite there being no significant reduction in either the 
number of still births or premature babies which suggests that the 
predominant reason for this, is increased effective intervention at or 
following delivery rather than a change in socio economic or 
behavioural factors. Despite these improvements the number of 
perinatal deaths in comparison to other E.U. countries does remain a 
cause for concern. It is known that the predominant determinant for 
neonatal survival is birth weight which can be adversely influenced by 
factors other than specific medical disorders, such as maternal smoking 
or socio economic health status disparity (Table 5). For the Mid- 
Western Health Board to secure further health gain these factors must 
be considered in addition to existing medical intervention.

Table 3 Deaths 0-7 Days 1984-1993

Early Childhood Mortality
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Table 4 Deaths lMth-lYear 1984 - 1993

Table 5 Mortality Rates by Social Class U.K. 
(Comparisons 1980 - 1987)

Social Class 5 

Social Class 1
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Local Strategy for Health Gain

Accepting that increased expenditure on medical intervention following 
conception or birth is not the only route to health gain. The Health 
Board must adopt a holistic approach to achieving health and social 
gain for this client group, which incorporates four key themes 
(including intervention) within an integrated model.

(A) Health promotion and education
e.g. effects of cigarette smoking

(B) Provision of social support
e.g. care continuity

(C) Screening, monitoring, prophylactic procedures
e.g. ante natal screening

(D) Medical Intervention
e.g. neo natal resuscitation

Identification of Overall Objective 
and Specific Service Target

In developing overall health and social gain objectives and subsequent 
service targets these four key themes have been used to ensure a 
systematic and structured approach which concentrates on each stage of 
client contact.
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OVERALL OBJECTIVES

1. To make measurable improvements in the quality of
un i'll miu Lcti uiiiuii

child.

2. To ensure that womens’ phy
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deal and emotional health
are maximised throughout pi

3. To make a measurable re

•egnancy and childbirth.

duction in the existing
pH IIItHtUy lillv uitU pUijl itvvl

to reduce the number t
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if children born with
unexpected malformation.

SERVICE TARGETS

X. By 1996, 70% of all women should describe pregnancy 
as a positive experience and 90% by 2000.

Ensure by 1996 that no women within the Mid- 
Western Health Board area should experience an 
unsupported episode of emotional or physical ill health
during pregnancy.

■

nsure that by 1998 Mid-Western Health Board 
erinatal, late and post neonatal mortality and 

morbidity values are commensurate with existing 
European values.
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As previously identified Health and Social Gain will only be obtained 
by concentrating on the major factors influencing morbidity or 
mortality. This will be achieved by ensuring the most appropriate mix 
of promotion/education, social support, screening, monitoring and 
prophylactic procedures and medical intervention are selected and 
financed on their ability to successfully achieve identified health gain 
targets.

The proposals identified in this paper require an increase in the level of 
funding for this specific client group for an eighteen month period 
while pilot studies are being conducted. During this period existing 
services will continue to be delivered in parallel with the pilot projects 
and therefore it will not be possible to redirect funding to the pilot 
studies. A specific allocation will therefore be necessary for 1995 to 
finance this project. If the Health Board is successful in introducing 
this initiative it will then be in a position to review its current resource 
allocation mix and to develop an appropriate mechanism for the re
direction of existing resources.

IAN CARTER
GENERAL MANAGER
GENERAL HOSPITALS PROGRAMME
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MATERNAL AND EARLY CHILD HEALTH 
A STRATEGY FOR HEALTH AND SOCIAL GAIN

INTRODUCTION AND BACKGROUND

During the course of this century services for mothers and children 
have changed dramatically from the situation in the early part of the 
century when they were virtually non existent (particularly outside 
cities and towns) to the present time. It is a sobering thought that in 
1913, for example, Dublin was regarded as having the highest infant 
mortality rate of any European city except Moscow. The infant 
mortality rate is approximately 9 per thousand live births at present. 
Similarly, maternal mortality and peri-natal mortality rates have 
improved dramatically; the various figures in the body of the Report 
indicated that many of these rates now compare favourably with the 
best in Europe.

The factors which have brought about the changes are many and varied 
and include improvements in social conditions, advances in public 
health, improved environment (including better housing, public water 
supply and sanitary services), enhanced hospital facilities, including 
obstetric, neo-natal and paediatric care, advances in technology, 
(including equipment and drugs), and better health and support services 
in the community. The current practice for the vast majority of mothers 
is to avail of services from their General Practitioner, from a Consultant 
Obstetrician/Gynaecologist, from ante natal out-patients services and 
from parent craft sessions during the course of pregnancy and to deliver 
their baby in hospital. Following delivery, the majority of mothers will 
avail of post natal services both in hospital and in the community and 
babies will receive neo-natal care (if required) and paediatric care prior 
to discharge from hospital. This will be followed by a range of 
community services during their developmental years, including 
services from General Practitioners, Public Health Nurses, Dental

9



Services and others. A number of mothers and children will require 
additional and special services which may include the involvement of 
specialist medical advice and/or treatment, involvement of social work 
services and paramedical services.

The present range and shape of the services has been influenced by 
national policy, professional advice and availability of resources. A list 
of some of the key reports which have influenced,the service in this 
country, in the Mid-West region and in the United Kingdom are set out 
in Appendix II.

It will be noted that many of the reports listed in Appendix II deal with 
specific topics or episodes, e.g. pregnancy, childbirth, prospects for 
babies, health for children, etc. The idea of preparing a single 
comprehensive report dealing with maternal and early child health 
arose from a workshop which was held at the Regional Maternity 
Hospital in November 1992 at which work carried out by the Welsh 
Planning Forum on maternity and childcare services was outlined and 
discussed in detail, together with the concept of health gain for these 
client groups. The workshop was attended by a wide range of health 
care professionals from both hospital and community services, and the 
concepts outlined were received with a considerable degree of 
enthusiasm.

Accordingly the Chief Executive Officer decided in 1993 to establish a 
Steering Committee with the following terms of reference:-

W Develop a protocol which will improve the health 
and welfare of mothers and children based on the 
key elements:- 

Health Gain 
People Centred 
Resource Effective

10



■ Set achievable targets.
Objectives must be set.
Determine Health Gain and service targets within 
each objective.
Describe each objective and why it is chosen.

* Develop models of care.

* Define
Quality
Quantity
Output/Outcome

?f Build in monitoring provision

■ Identify overall objectives for health and social gain 
within maternal and early child health services.

Identify and describe specific health and social gain 
objectives with measurable and achievable targets.

The Steering Committee decided to establish three working groups, 
each of which would deal with a particular aspect of the service:-

pregnancy and childbirth 
improved prospects for babies 
parents and children

Members of the Steering Committee and of the various Working Parties 
are set out in Appendix I, while reports of the various Working Parties 
are included in Appendix II.
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Following the submission of the reports of the Working Parties, it was 
decided to request Mr. Ian Carter, General Manager, Acute Hospital 
Services to co-ordinate the reports of the Working Parties, to work with 
members of the original Steering Group and of the Working Parties and 
to prepare a strategy for Health and Social Gain for Maternal and Early 
child Health which would taken account of the reports of the Working 
Parties and of the Strategy for Effective Healthcare in the 1990s - 
“Shaping a Healthier Future” - which was announced by the Minister 
for Health in April 1994. The terms of reference were extended to 
include the following

■ identify strengths/weaknesses of existing clinical 
services at primary and secondary level.

58 review existing management information, patient 
satisfaction and clinical audit systems and to make 
recommendations for enhancement or improvement 
where required.

S submit recommendations for achieving objectives 
and targets.

M recommend systems and models that facilitate 
achievement of identified objectives and subsequent 
targets.

Sections 2 and 3 of this Report outline the need to consider health and 
social gain and analyse maternal and early child health in the Mid- 
West. Section 4 sets out the four key themes which must be adopted to 
develop an integrated model of health care, while Section 5 sets out the 
health and social gain objectives for mothers and children and then 
proceeds to outline health gain and service targets for each objective. 
Section 6 outlines proposals to give effect to the objectives and targets 
outlined in Section 5.
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MATERNAL AND EARLY CHILD HEALTH 
A STRATEGY FOR HEALTH AND SOCIAL GAIN

CHAPTER ONE

WHAT IS HEALTH AND SOCIAL GAIN 
AND WHY DOES IT NEED TO BE CONSIDERED 

FOR THIS CLIENT GROUP
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1.0. What is Health and Social Gain?

A benefit or outcome

Health Gain and Social Gain are terms used to indicate that 
patients and clients of the health or social services should receive a 
clear benefit (or outcome) from their contact with the system. The 
definitions used in this Report are taken from the national strategy
(Shaping a Healthier Future D.O.H. 1994) and are as follows:-

Health Gain is concerned with health status, both in terms of 
increases in life expectancy and in terms of improvements in the quality 
of life through the cure or alleviation of an illness or disability or 
through any other general improvement in the health of the individual 
or the population at whom the service is directed.

Social Gain is concerned with broader aspects of the quality of life. 
It includes, for example, the quality added to the lives of dependent 
elderly people and their carers as a result of the provision of support 
services, or the benefit to a child of living in an environment free of 
physical and psychological abuse.

1.1. Why does it need to be considered?

Whilst life expectancy has significantly increased in Ireland it still 
remains below the European Union average for both men and women, 
partially as a result of a higher infant mortality rate. (Figures 1 - 3).
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Figure 1 Life Expectancy at Birth 1991
Years LIFE expectancy at birth 1991

Figure 2 Perinatal Mortality Rates 1990 for E.U.Countries

Denmark

France

Germany

Greece

Ireland

Luxemburg

Holland

Portugal

Figure 3 Infant Mortality Rates per 1,000 Live Births 1992

Ireland E.U.

1.2. The purpose of this Report is to set out objectives, health/social 
gain targets and service targets which will lead to sustainable 
improved prospects for both mothers and children.
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MATERNAL AND EARLY CHILD HEALTH 
A STRATEGY FOR HEALTH AND SOCIAL GAIN

CHAPTER TWO

MATERNAL AND EARLY CHILD HEALTH STATUS 
WITHIN THE MID-WESTERN HEALTH BOARD AND 

COMPARED TO OTHER HEALTH BOARDS AND 
EUROPEAN COUNTRIES
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2.0. Maternal and Early Child Health status within 
the Mid-Western Health Board and compared to 
other Health Boards and European countries.

In recent years the birth rate in Ireland has begun to decline and follow 
a trend experienced throughout most other European countries. The 
effect of this decline in number of births in the Mid-West is illustrated 
in Figure 4.

Figure 4 Mid-Western Health Board Births 1984 - 1993

Births 3.727 3.888 3.607 3.754 3.496 3.572 3.4644.145 4.031

Figure 5 1993 % of Total Births by Geographical Area
for Mid-Western Region

TIPPS.R. LIMKCO
32.1%

LIMK CITY 
30.2%

TIPP.N.R.

OTHER
0.3%

S.H.B.
CLARE
26.6%
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Whilst maternal morbidity (Figure 6) has decreased to the extent that it 
is now inappropriate to measure incidence in isolation to the rest of the 
country, there are, however, approximately nine perinatal deaths per 
1000 births each year within the Mid-West (Figure 13).

The purpose of this analysis is to firstly focus on the causes of 
premature death and morbidity within this client group and secondly to 
examine current service provision at each stage of client contact with 
the aim of identifying the most appropriate service strategy for securing 
optimum health gain.

2.1. Maternal Mortality (Figure 6)

The predominant causes of deaths identified in the U.K. in descending 
order are pulmonary embolism, hypertensive disease, anaesthesia, 
haemorrhage and exacerbation of underlying disease. In a large 
proportion of cases sub-optimal care was cited as a major contributing 
factor. Age has also been shown to have a direct bearing on maternal 
mortality, with the risks increasing significantly with maternal age. 
(Welsh Office N.H.S. Directorate 1991).

Figure 6 Maternal Mortality in European Countries

Austria Germany France

• Recent figures for Ireland are not available.

• Within the Mid-Western Health Board between 1984-1993 no maternal deaths have been 
recorded. (Total deliveries for period 33,370)

• Within the Combe Womens Hospital between 1985-1993 a total number of eight deaths 
are recorded. (Total deliveries for period 59,000).

• These statistics endorse the importance of collecting and collating data on a national 
rather than Health Board basis.
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2.3. Maternal Medical Intervention

Current research studies undertaken in the U.K. have identified, not 
surprisingly, that for a mother’s experience of childbirth to be positive, 
the subsequent location and method of delivery, including specific 
interventional procedures, i.e. Caesarean section, episiotomy, pain 
control, must be as a result of discussion wherever possible. Medical 
audit has also indicated that there may be extra and possibly 
unnecessary risks added to pregnancy because of this intervention. 
(2.1., 2.3.1.) (N.H.S. Directorate U.K. Health and Social Care 1994).

2.3.1. Deliveries outside of the Regional Maternity 
Hospital (Limerick) Figure 7

The report “State of the Worlds Children” (1993 U.N.I.C.E.F.)
indicates that as a result of the Department of Health’s policy of 
ensuring that the delivery of babies occurs within a dedicated consultant 
staffed unit, there has been a marked decrease in maternal and infant 
mortality, with the result that in 1993, Ireland’s maternal mortality value 
of 2 per 100,000 was the lowest of the 145 countries surveyed.

Whilst accepting that there may remain a demand for home birth (in 
1991 there were 184 intentional home births recorded within Ireland) 
the actual percentage of mothers desiring “home birth” is not 
quantifiable at either a national or local level within the Mid-West. 
This is for two main reasons:-

(i) expectant mothers are not asked as to their preference.

(ii) there is a general absence of domiciliary services.

What has been ascertained from maternal surveys are reasons why an 
expectant mother would choose “home birth” as opposed to “hospital 
birth”:-

20



(i) desire for birth to occur within a familiar, safe and friendly 
environment.

(ii) previous negative experience of child birth within a hospital 
environment.

(iii) unwillingness for hospital to provide information regarding 
pregnancy and birth.

(iv) unwillingness for hospital to provide a “care” framework 
that facilitates mothers making an informed and realistic 
choice regarding their care, including type of delivery and 
length of stay in hospital.

Within the Mid-West region a total of 18 births (Figure 7) occurred 
outside of the Regional Maternity Hospital (Limerick), representing 
0.5% of annual deliveries in 1993. Of these 16 were normal deliveries 
with no complications, one baby required a short period of observation 
in Neo-Natal I.C.U. and one pregnancy resulted in a macerated still 
birth. (Whilst obviously distressful it should be noted that the distance 
from the Regional Maternity Hospital was not a mitigating factor for 
diagnosis).

2.3.1. Deliveries outside of the Regional Maternity 
Hospital (Limerick) Figure 7

Figure 7

G.P. Surgery 2

Regional Hospital, Dooradoyle 2

Home 9

Ennis General Hospital 4

Car 1

TOTAL 18
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2.3.2. Caesarean Section (Figure 8)

The World Health Organisation identifies within “Health for All 
Indicators Data Base” (1991) that no evidence could be found to 
successfully justify a Caesarean delivery rate above 10% - 15%.

Whilst accepting that this is a wide range, it remains important that the 
Health Board firstly develops clear policies for this form of surgical 
intervention before setting a more specific target.

Figure 8

2.3.3. Epidural Service

The current reason for existing low rate at the Regional Maternity 
Hospital, Limerick in comparison to other hospitals is because service 
is currently only available between 09:30 and 18:00 hours, as opposed 
to low maternal demand. (Figure 9).

At present there is no clear policy detailing rationale for selection, or 
non selection of this form of analgesia within the Regional Maternity 
Hospital, Limerick

Figure 9
% of Total Births where Epidural Analgesia was Administered
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2.3.4. Maternal Length of Stay

Examination of average length of stay would suggest that the Regional 
Maternity Hospital has a higher length of stay in comparison to other 
identified hospitals. Initial rationale for this was attributed to lack of 
facilities in certain areas of the community to undertake haematological 
screening, i.e. metabolic screening or breastfeeding training, as 
opposed to distance of mother’s residence from Regional Maternity 
Hospital (Limerick). (Figure 10, 11).

Figure 10

Limerick 4.77

!p
|§

i|| s
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I ||

 ||
3 15
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Greenwich (London)

Figure 11

23



2.3.5. Breastfeeding

The 1994 report by the National Committee To Promote Breastfeeding 
“A National Breastfeeding Policy for Ireland” identifies significant 
benefits of breastfeediing for both mothers and infants.

Infants’ Benefits
(i) protection against infection

e.g. protection against infant gastroenteritis
(ii) protection against chronic disease

e.g. reduction in the risk of developing ulcerative colitis.
(iii) protection against Sudden Infant Death Syndrome (S.I.D.S.) 

e.g. babies who were breastfed were found less likely to 
succumb to S.I.D.S.

(iv) premature infants
premature infants tolerate their own mothers milk more quickly 
than formulae.

Maternal Benefits
(i) protection against breast cancer

the risks of breast cancer decreases with the increasing duration 
of breastfeeding.

(ii) bonding
breastfeeding facilitates and strengthens the mother/infant 
relationship.

General Benefits
(i) economy

breastfeeding provides a financially free source of nutrition.

Despite these clear health gain benefits, studies would indicate that 
Ireland significantly lags behind many other European countries, with 
regard to both initiation and duration of breastfeeding. In 1990 it was 
identified that only 31.7% of Irish mothers were breastfeeding on 
discharge from hospital. This compares with U.K. figures of 65% and
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U.S.A. of 52%. Within the Mid-West region specific figures have not 
been collated, although anecdotal evidence would suggest that local 
figures are comparable with the 1990 figures for Ireland identified in 
the National Committee to Promote Breastfeeding.

2.4. Perinatal Mortality Values within 
Mid-Western Health Board

Perinatal mortality has decreased significantly over the last ten years 
(Figure 12), despite there being no major reduction in either the number 
of still births or pre-term babies, which suggests that the reason is 
increased effective intervention at, or following delivery, rather than a 
change in socio economic factors. (Figure 13, 14).

The concentration of obstetric services within a central maternity unit 
had led to an improved perinatal mortality rate, specifically because of 
the following reasons:-

• Consultant Obstetricians and Paediatricians (supported by junior 
medical staff) are available on a 24 hour basis.

• Provision of a dedicated neonatal unit staffed by midwives and 
nurses who have undertaken specialist training int he care of 
neonates.

However, despite the improvements in mortality figures the number of 
perinatal deaths remains a cause for concern. The predominant 
determinant for neonatal survival is birth weight. This can be adversely 
influenced by factors other than specific medical conditions, such as 
smoking, lifestyle and socio economic factors.

Thus, if further health gains are to be achieved in reducing perinatal 
mortality the Health Board will need to concentrate on more 
generalised issues such as existing disparities in health status between 
socio economic groups and health promotion in addition to medical 
intervention.
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Figure 12 Perinatal Mortality Rates in E.U. Countries (1990)

Denmark

France

Germany

Greece

Ireland

Luxemburg

Holland

Portugal

Figure 13 Perinatal Mortality Mid-Western Health Board/Ireland

OVERALL P.M.R. 3s2 10.2

ADJUSTED P.M.R. «7 M
8 aO

'

TWINNING RATE a a. €1 T| 1

P.M.R. PER TWINS #tf «u Oft oMmVlmMm

Figure 14

L.M.H Ireland

P.M.R: Perinatal mortality rate is calculated by taking the number of fetal deaths occurring in 
utero and after the 28th week of pregnancy (stillbirths), plus the number of deaths during the first 
seven days of life and expressing them as a rate per 1000 total births (live and still)
Twinning Rate: Perinatal mortality rate in twin births.
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2.4.1. Causes of Perinatal Death

Still birth preceding the onset of labour remains the major attributed 
reason for current perinatal values (Figure 15) within the Mid-West 
Region. (It is also worth noting at this stage that current pathology 
services result in a delay of approximately six months before post 
mortem findings are available).

2.4.2.
Low birth weight babies are defined as those whose birth weight is 
below 2.5 kilogrammes. (Figure 16). Essentially these babies are 
either premature (Figure 17) or small for dates.

Premature: The reason why mothers enter premature labour remains 
unclear, but it is felt that there is a clear relationship with social 
deprivation and the standard of ante natal care, although it has also 
been observed particularly with assisted fertilisation studies within the 
U.K. that multiple pregnancies are also likely to result in premature 
labour. (Welsh Planning Forum 1991).

Small for Dates: These are babies who are born too small for their 
gestational age (intra-uterine growth retardation). The single largest 
identifiable cause is felt to be due to maternal smoking during 
pregnancy.

Figure 15 Cause of Death 1993 Mid-Western Health Board
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8 

4

o-*** spec^'0"

27



Figure 16 Distribution of Perinatal Deaths by cause and Birth 
Weight 1993 Mid-Western Health Board

Figure 17 Distribution by Age of Deaths (Weeks of Gestation) 
1993 Mid-Western Health Board

Perinatal Mortality Rates (per 1000 Live-births)

<28 28-31 32-36 37-42
***PMR Adjusted PMR

Gestational Age (Weeks)

2.4.3.
It is now clearly understood that the rate of perinatal mortality increases 
significantly with the age of the mother (Figure 18) particularly as a 
result of the foetus having a chromosomal abnormality. Other 
identified factors associated with perinatal deaths are children bom to a 
young mother with many pregnancies, birth interval under 18 months 
or multiple births, i.e. twins (Figure 13).
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Figure 18 Perinatal Mortality Rates (per 1000 live-births) 1993 
Mid-Western Health Board

20

15 

10 

5 

0
<20 20-24 25-29 30-34 35-39 >40

MPMR IBs Adjusted PM R

Age of Mother (Years)

Perinatal Mortality Rates (per 1000 Live-births)

2.4.4. Socio-Economic Factors

As yet there are no standard formulae for the calculation of either 
mortality or morbidity values within specific social class groups but 
certain important trends have been established which are relevant when 
considering a health gain process.

(i) mortality and morbidity values are 20% higher within Social 
Class Group V in comparison to Social Class Group I. (See 
Figure 19).

(ii) perinatal mortality values are higher when the mother is 
unmarried. (O.P.C.S. Series D.H. 3 U.K. 1989).
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Figure 19 Mortality Rates by Social Class per
100,000 Births (U.K.) (Logarithmic Tables)

Social Class 5

Social Class 1

Statistical analysis has not yet been undertaken within the Health Board 
to establish what degree of disparity currently exists between 
identifiable social class groups.

2.5. Early Childhood Mortality - (0-1 years)
(Figures 20 - 23)

In 1993 a total number of eleven children in Mid-Western Health Board 
area were recorded as having died before the age of one year. The 
majority were as a result of immaturity, followed by congenital 
abnormality within the first seven days of life and as such are recorded 
within perinatal mortality values.
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Figure 20 Deaths 0-7 Days 1984-1993 
Mid-Western Health Board

Early Childhood Mortality

Figure 21 Deaths 0-7 Days Mid-Western Health Board
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*0ther: 1984 1 Septicaemia
1 Meconium Peritonitis 
1 Maternal Haemorrhage 
1 Ante Partum

1987 1 Cranial Haemorrhage 
1992 1 Septicaemia 

1 S.I.D.

1985 1 Birth Injury

1988 1 S.I.D.

1986 11ntrapartum Anoxia 
1 Cord around neck

1989 1 Septicaemia
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Figure 22 Early Childhood Mortality: 1 Month-1 Year 1990-1993 
Mid-Western Health Board

Unlike other E.U. countries Sudden Infant Death Syndrome (S.I.D.S.) 
does not feature as a major cause of death, although this may be as a 
result of continuing difficulties with certification and variability in the 
interpretation of post mortems.

Figures 20 - 23 illustrate the fact that congenital abnormalities remains 
a significant cause of mortality through perinatal period and on into 
early childhood. As identified (in paragraph 2.4) whilst the 
predisposing incidence of low birth weight remain generally unchanged 
the improved mortality statistics (Figures 21-22) are again as a result of 
effective paediatric intervention.

Figure 23 Deaths: One Month - One Year 
Mid-Western Health Board
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2.6. Early Childhood -1-4 Years
Studies undertaken within the U.K. (Maternal and Early Child 
Health 1991) have identified that the majority of children under the age 
of five will attend their G.P. at least once a year, generally for treatment 
of an infective process, predominantly within the respiratory system. 
Respiratory infections have also been identified as the major reason for 
subsequent hospital admissions. Unfortunately similar statistical 
analyses regarding G.R paediatric treatment (including vaccination 
uptake) are not yet available for this Health Board, but research studies 
undertaken by medical staff have confirmed that respiratory infection 
remains the primary cause for paediatric admission within this Health 
Board Region. (1993).

Figure 24 Early Childhood Mortality 1-4 Years

m
1990 1991 1992 1993

RE; E 1
INF^

NERVOUS DISEASE H gpiiMBy
n

OTHER 3 2 1
3 2 1 ft

2.7.
When considering mortality and morbidity for this age group, three of 
the major causes within Europe are:-

i congenital abnormalities
ii respiratory/infectious disease
iii accidents (injury and poisons)

These conditions clearly illustrate why the Health Board must continue 
to adopt more than one approach to secure health gain within a 
structured framework.
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Congenital Abnormalities

Most babies with congenital abnormalities are bom to parents with no 
apparent pre-disposing factors, thus the emphasis for “the healthcare 
provider” must be the provision of screening services and subsequent 
supportive counselling and prophylactic measures such as prescription 
of folic acid in the prevention of neural tube defects.

infectious Diseases

Including AIDS and other sexually transmitted disease can be reduced 
either by effective maternal health education programmes or by 
ensuring a higher compliance with available prophylactic vaccines, i.e. 
measles or pertussis. Education on the nutritional and hygiene needs of 
infants can also reduce incidence of infant infection.

Accidents
The emphasis must be on prevention, the aim being the development of 
an effective education programme that concentrates parental awareness 
on safety, e.g. “locking away tablets”. Parents must also be advised to 
seek prompt medical attention if accidents do occur.

* (It should be noted that while the vaccination uptake is recorded within single health 
centres and G.P. clinics, data is not routinely collected or collated for the Health 
Board as a whole).

2.8. Screening, Monitoring and 
Prophylactic Measures

In 1989 a report from the (U.K.) Royal College of Physicians entitled 
“Prenatal Diagnosis and Genetic Screening” (Hall Report) indicated 
that if certain ante natal and neonatal investigations or physical 
examinations were routinely and effectively undertaken existing 
perinatal mortality and severe childhood morbidity could be reduced by 
20% and 11% respectively.'
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In relation to prenatal diagnosis, there are four key “disease/disorder” 
areas: maternal infection, congenital malformation, chromosomal 
disease and inherited disease. The majority of required tests within 
these four areas are comparatively inexpensive and simple to 
undertake, with two exceptions, (i) ultrasound scanning, where 
reliability and validity of findings are very dependent on the skill of 
operator and (ii) specific tests for inherited disease which remain 
expensive.

Within the Health Board region all required screening processes are 
available with the exception of amniocentesis and genetic screening. 
Because integrated medical genetic facilities do not exist within the 
Republic of Ireland, the Jubilee Maternity Hospital in Belfast currently 
provides the service. With the introduction of a Consultant Medical 
Geneticist based at Crumlin Hospital later this year, the Health Board 
has begun negotiating to secure a local sessional commitment for this 
medical specialist.

When considering screening for children under the age of five, the 
(U.K.) Paediatric Association report in 1989 “Health for All 
Children” identified a set of physical examinations required. As with 
pre natal screening, the tests identified within the neonatal period are 
cheap and relatively simple to undertaken.

A screening and monitoring programme will only be effective if the 
following criteria are met:-

(i) Screening programmes must be promoted and easily 
accessible, with special emphasis given to perceived “high 
risk” mothers and children.

(ii) Tests at ante-natal and neonatal periods must be standardised 
and collated within a centralised computer assisted medical 
audit system.
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(Prophylactic measures (vaccination uptake) within the Health Board 
are identified in (2.6)).

2.9. Maternal and Early Child health Promotion 
and Education Provision within the 
Mid-Western Health Board Area

It has already been pointed out that perinatal mortality and morbidity 
have significantly decreased primarily because of improved medical 
intervention. However, the predominant factor associated with 
perinatal death, that of low birth weight, has remained unchanged in 
incidence. Thus the overall objective of any education programme 
must be raising the awareness of mothers of the key “risk factors” that 
can negatively affect birth weight: cigarette smoking, poor nutrition, 
drug abuse, excessive alcohol, advanced maternal age and 
pregnancies within a short time span.

When considering how and when this education programme should be 
delivered, there are three factors which must be considered if potential 
health gain benefits are to be achieved:-

1.0. The fetus is almost fully formed by the 12th week following 
conception and therefore the object must be to educate prior 
to conception.

2.0. Clients are less likely to attend education programmes if they 
are not available in suitable locations at suitable times.

3.0. Studies undertaken in the U.K. have identified that there are 
distinct disparities between certain socio economic groups 
with regard to perinatal mortality and morbidity values. 
(2.4.4.) This suggests a need to concentrate educational 
programmes on specific socio economic groups.

Evidence and discussion with concerned Obstetric and Paediatric
Clinicians would indicate that these two factors have not been fully
achieved within the Health Board.
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2.9.1. A recent survey undertaken within the Health
Board (1993) by Working Party on Services for 
Patients and Children revealed the following:-

Figure 25 Services

i Mothers do not generally attend their first ant natal 
appointment until 12-14 weeks of pregnancy.

ii General Practitioners do not have a major role in pre
conception and post conception ante-natal care despite 
being in potentially the most accessible situation.

iii Access to ante natal and parent craft is generally felt to 
be limited for those living in rural areas.

iv There is no central contact point for information, 
guidance or help within the Health Board for this client 
group.

v Communication between the existing primary and 
secondary care staff remains fragmented and as a result 
there is no co-ordinated or structured approach with 
regard to service delivery for this client group.

vi Identification of socio economic class groups within the 
Board has not been undertaken in a systematic or 
structured manner, thus we are unsure of what morbidity 
values within this client group and whether existing 
service provision (particularly health education) is 
reaching “at risk” members of this group.

vii No targets have been identified for any of the education 
programmes and consequently there has been no 
measurement of their success.

viii No audit has been undertaken to ascertain views of this 
client group with regard to service provision.
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Figure 26 Data

i Statistics are generally collected manually and thus are 
subject to a potentially higher error factor and are not 
available on a timely basis.

ii Statistics do not necessarily reflect total number of 
pregnancies or subsequent deliveries within Mid- 
Western Health Board Region.

iii Current data does not facilitate the identification of any 
potential socio economic disparity in either maternal or 
paediatric mortality /'morbidity values.

iv Certain fields of data collection, e.g. episiotomies,
immunisation uptake, are note routinely c or
subsequently collated for the l oard as a whole .

v Because of the comparatively small number of births it is
potentially misleading to compare against available E.U. 
values and consideration mig ven to “•twinning'’
with other Health Boards, i.e. Midlands i 1 or
the creation of national data base..

vi There is no computer aided medical audit process 
currently in existence within the Health Board for this 
client group.

Foot Note: The inadequacy of a centralised data base does not imply any 
deficiencies in the standard of service, rather it makes comparison with other 
regions difficult, it also inhibits epidemiological study and will remain a major 
obstacle to the measurement of improvements within the service (Health Gain) 
for the Mid-Western Health Board area.
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2.10. Future Developments 

2.10.1.1994/1995

The following key staffing developments will take place during 
1994/1995:-

(i) Appointment of Consultant Neonatologist
(ii) Appointment of Social Worker (Paediatric Unit, Dooradoyle) 

and Social Worker (Regional Maternity Hospital).
The impact of these staff will be identified in section (5.0.).

2.10.2.1995/2000

There are three clinical developmental areas which are also likely to 
have a bearing on the existing health status of this client group.

(i) Nutrition:
Studies are now continually pointing to the importance of a 
balanced diet for the mother and the subsequent effect a poor diet 
has not only on her forming fetus, but also the child’s and mother’s 
longterm health following birth.

(ii) Medical Imaging:
Two new techniques are currently being evaluated, firstly Fetal 
Doppler Blood Flow, which measures the flow pattern within the 
umbilical cord and secondly Fetal Oximetry which ascertains the 
level of oxygenation in fetal blood. The former technology is now 
available in recently purchased ultrasound equipment at the 
Regional Maternity Hospital. Fetal Oximetry remains at the 
experimental stage and will require further evaluation before any 
decision is taken on its use within the Health Board.

(iii) Treatment of severe respiratory distress syndrome:
Artificial surfactant is now routinely used for the treatment of 
severe respiratory distress syndrome, its efficacy being well 
established.
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3.0. How to Achieve Health Gain for this 
Client Group?

Health Gain can only be obtained by concentrating on the major causes 
and influences of premature death and morbidity which are:-

i availability and standard of medical care at both primary 
and secondary levels.

ii Socio Economic Factor

iii Behavioural Factors

It is important to recognise (2.0) that increased expenditure on medical 
intervention following conception or birth is not the only route to health 
gain, but must form part of a holistic approach to achieving this 
objective. There are four key themes (including intervention) that must 
be adopted within an integrated model

(A) Health promotion and education
ie effects of cigarette smoking

(B) Provision of social support
ie care continuity

(C) Screening, monitoring, prophylactic procedures
ie. ante natal screening

(D) Medical intervention
ie neo natal resuscitation

In developing overall health and social gain objectives with subsequent 
appropriate service targets these four key themes have been used to 
ensure a systematic and structured approach which is appropriate for 
each stage of client contact.
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MATERNAL AND EARLY CHILD HEALTH 
A STRATEGY FOR HEALTH AND SOCIAL GAIN

CHAPTER FOUR

OVERALL HEALTH GAIN OBJECTIVES 
FOR MOTHERS AND CHILDREN 

IN THE MID-WEST
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4.0. Overall Health and Social Gain objectives 
identified for Mothers and Children in the Mid- 
Western Health Board

Health Gain and Service Targets are identified for each objective and 
the rationale behind the targets is set out.

(Objectives within paediatric client group (0-5) for vision, hearing, 
mental handicap, N.A.I. and dental care have not been identified and 
instead will be covered within other health gain projects)
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MA TERNAL AND EARL Y CHILD HEAL TH 
A STR ) SOCIAL GAIN

CHAPTER FIVE

SPECIFIC HEALTH AND SOCIAL GAIN 
OBJECTIVES AND HEALTH BOARD 

SERVICE TARGETS
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5.0.

Health & Social Gain Objective One
“ To make measurable improvements in the quality of child 

birth and early childhood for both mother and child”

Health Gain Target
“ By 1996, 70% of all women should describe pregnancy as a 

positive experience and 90% by 2000”

Maternity and Paediatric Service Targets (1994)
1.0. (A) Establish an integrated training and education

programme that ensures that mothers are fully 
informed on matters relating to their pregnancy 
and as a result feel able to make an informed 
choice regarding care, including type of delivery.

2.0. (B) Establish a system of birth plans which enables
mothers to pre-state in writing their choices 
regarding ante natal care and subsequent delivery 
method.

3.0. (C) Establish a valid method of auditing attending
mothers and families views on service provision.

4.0. (D) Establish a flexible approach to length of stay,
ensuring particularly that mother and child’s 
discharge is not delayed because of difficulties with 
breast feeding, requirement of babies presence for ' 
haematological investigations or geographical 
distance from Maternity Unit.

Note: Letters A-D refer to the key themes set out in Paragraph 3.1)
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Service Target Rationale

1.0. Informal surveys and discussions have identified that 
many mothers do not feel that they have an active role 
or sufficient choice during their pregnancy and 
childbirth. It is important at this stage, to restate that 
pregnancy is a natural process and as such, whilst 
urgent medical intervention may be required, the 
predominant role of the “care providers” must be one of 
support and education, thus facilitating informed choice 
by the mother.

For this training and education programme to be 
effective, particularly for disadvantaged and “high risk” 
members of this client group, it must be accessible both 
geographically and time wise. The current centralised 
hospital based approach does not necessarily facilitate 
this.

2.0. The most effective way to promote and monitor the 
involvement of the mother is by the utilisation of written 
birth plans. (Obviously accepting that should 
unforeseen problems occur, a change in approach or 
management may have to be considered).

3.0. It is only by auditing what the client group wants that it 
is possible to identify the preferred services 
subsequently monitor that they are satisfied with service 
provision.

(The specific proposals for 1994/1995 including financial 
implications are identified in (6.0.))
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Health & Social Gain Objectives (Two)
“ To ensure that womens’ physical and emotional health are 

maximised throughout pregnancy and childbirth”

Health Gain Targets 1994/1996
“ Ensure by 1995 that no woman within the Mid-Western 

Health Board area should experience an unsupported 
episode of emotional or physical ill health during pregnancy.

Specific Targets 1995

■ Caesarean delivery rate to be no greater than 15%.

■ Episiotomy rate to be no greater than 20%.

■ Appropriate and research based pain control methods 
are provided within hospital based service.

Maternity and Paediatric Service Targets 1995

1.0. (A) Ensure that 90% of pregnancies are confirmed
within 12 weeks of conception by the introduction 
of a local integrated education and information 
programme.

1.1. (A) Establish a working party to identify training
requirements for G.P.’s and other community 
personnel with regard to pre-conceptional care.
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1.2. (B) Ensure that discharge summaries for all “mothers 
and children” are received by appropriate 
community care staff within four working days.

1.3. (B) Ensure that discharge summaries for “at risk” 
“mothers and children” are received by 
appropriate community personnel within three 
working days.

1.4. (B) Ensure that 60% of all “at risk” “mothers and 
children” are identified and registered within 
appropriate data base that is available to both 
primary and secondary care personnel.

1.5. (B) Ensure that all “at risk” “mothers and children” 
are identified to community care personnel via case 
conference before discharge.

1.6. (C) Ensure by 1996 that all expectant mothers are 
offered access to Consultant Obstetrician within 
four weeks of pregnancy confirmation.

2.0. (C) Establish a valid medical audit system at the 
Regional Maternity Hospital (with necessary 
support staff).

3.0. (D) Establish a 24 hour epidural service at the 
Regional Maternity Hospital.

4.0. (D) Establish a local protocol for the management of 
threatened and actual miscarriage.
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Service Target Rationale
1.0. By creating a local and accessible community service 

that is widely publicised it will be possible to ensure that 
mothers will attend subsequent screening and education 
programmes prior to fetal development.

Apart from existing community clinics the key primary 
client contact remains the General Practitioner. A 
training programme for G.P.s must be provided at the 
earliest opportunity to optimise the benefits that this 
staff group can provide to the mother at pre and post 
conceptional stage.

2.0. To ensure continuity of care and subsequent 
enhancement of trust between mother and service 
provider it is vital that pertinent information regarding 
health status, progress and potential problems is clearly 
identified and available at the appropriate time for both 
primary and secondary health care teams.

2.1. Discussion in the format of a case conference model 
should be utilised for “at risk” mother and child groups, 
(particularly in the instance of either threatened or 
actual miscarriages, where anxiety and stress levels are 
obviously high).

3.0. A computerised medical audit system with the necessary 
support staff will allow the medical staff at both 
primary and secondary levels to systematically review 
existing service provision, firstly with regard to 
maternal morbidity and mortality and secondly with 
regard to existing level of medical intervention, with the 
aim of securing a further reduction in both areas by the * 
creation of clear policies based on audit findings.

(The specific proposals for 1994/1995 including financial
implications are identified in (6.0.))
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Overall Health and Social Gain Objective 
(Three)
“ To make a measurable reduction in existing perinatal, late 

and post neonatal mortality values”

Health Gain Target
To ensure that by 1998 Mid-Western Health Board perinatal, 
late and post neonatal mortality values are commensurate 
with existing European values.

To reduce the number of children born with unexpected 
malformation or handicap by 10% in comparison to 1993 
values.

Maternity and Paediatric
Service targets 1994 - 1998

1.0. (A) Establish during 1995 an integrated education 
programme that raises awareness of “risk factors” 
that can affect pregnancy and subsequent survival 
of child: smoking, nutrition, drugs, alcohol, 
genetic issues, pre-existing medical disorders, 
infection and age in 1995.

Specific Targets (1995)

i Ensure that at least 95% of women attend ante 
natal clinics.
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ii Ensure that at least 60% of women identified as 
high risk of having low birth weight babies attend 
education programme and ante natal screening 
programme.

iii Reduce maternal smoking by 1% per year.

iv Increase existing number of women initiating 
breastfeeding to 40%

v Ensure 95% compliancy with national 
immunisation programme.

2.0. (B/C) Development of a local counselling service for 
parents whose pregnancy results in a stillbirth.

Specific procedural targets:-

(B) i Registration of stillbirth.

ii Production of a written perinatal pathology 
report following a stillbirth or neonatal 
death within one month.

Establishment of a local clinical commitment for 
Dublin based Clinical Geneticist.

3.0. (C)

4.0. (CID)
that will Menttjy any 
socio economic groups with a view to 
service targets.

5.0. (D) Development of a local resuscitation programme
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Service Target Rationale

1.0. Morbidity and mortality values have been reduced 
(Chapter II) by more effective intervention, even though 
the predominant cause of low birth weight incidence has 
largely remained unchanged. Achieving further health 
gain depends mainly on pre-actively increasing the 
maternal awareness of established risk factors that 
predispose to low birth weight.

1.1. The key to the success of this programme is not merely 
the provision of educational programmes, but more 
importantly, ensuring that the location and availability 
of service results in a higher attendance of all women, 
specifically the “high risk” mothers.

1.2. It is planned to extend the programme beyond ante 
natal care and to include information benefits of items 
such as immunisation.

2.0. It is vital that this client group receive counselling and 
support. Where pregnancy results in a still birth, it is 
also extremely important that parents are advised at the 
earliest opportunity of the reason for still birth where 
this can be diagnosed.

3.0. The introduction of a locally available commitment 
from a Clinical Geneticist will provide the necessary 
support and information for parents to make a balanced 
choice with regard to family planning.
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4.0. In 1984 the U.K. identified that if specific ante natal and 
neonatal tests were implemented then perinatal 
mortality and detection of congenital abnormalities 
could be significantly improved by 20% and 11% 
respectively. This also stresses the importance of

opportunity.

4.1. With a structured medical audit system with 
computerised support, policies for screening can be 
identified and their effect on securing health gain can be 
measured.

5.0. The development of a structured resuscitation 
programme specifically for neonatal and early 
childhood patients will improve current resuscitation
success.

implications are identified in (6.0.))
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CHAPTER SIX

PROPOSALS FOR 1995 - 1997
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6.0. Proposals for 1995/1997 based on Health Gain 
objectives and specific Health Board Targets 
(4.O., 5.O., 6.0.)

It should be noted that whilst the framework for health gain (3.0.) 
has been utilised, there are obvious areas of overlap between the 
four themes.

Specific proposals in respect of these key themes are set out in the 
following paragraphs.

6.1. (A) Health Promotion and Education
(i) Creation of two satellite clinics for a trial period of 18 

months - one urban and one rural, where a high proportion 
of socio-economic client group members perceived as “high 
risk” are resident.

It is proposed that these will be established at KILRUSH 
and MOYROSS.

(ii) Access to each clinic would be either by self referral, G.P. 
referral or planned appointment following hospital 
discharge. (Appropriate clients may be referred from this 
clinic for secondary care or assessment).

(iii) Services provided within the clinic would include:

Maternal
: Cervical smear testing 
: Family planning education
: Pre/post conceptional education including identification 

of “risk factors”.
: Parent craft.
: Ante natal/post natal counselling.
: Maternal health screening.
: Breast feeding education/training.
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Paediatric
: Post delivery parent craft.
: Counselling.
: Vaccination.

General
: Information regarding social benefits, 

e.g. housing, income support.

The benefits of these clinics creation would be two fold, firstly a 
much needed decentralised service to hitherto comparatively 
unsupported mothers and secondly as a pilot model of care, 
which, if successful in achieving stated health gain targets, would 
become the permanent model throughout the Mid-Western Health 
Board region.

Staffing requirements for each clinic: Public Health Nurse, 
Midwife, Social Worker, General Practitioner, Dietitian.

(B) Provision of Social Support

(i) Creation of pilot dedicated 24 hour “Help Line” based at the 
Regional Maternity Hospital for this client group.

(ii) Creation of a Patient Charter for this client group.

(iii) Introduction of “care continuity” concept where a designated 
midwife would be available to mothers before, during and 
after birth.

(iv) Introduction of birth plans.
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(C) Screening, Monitoring, Prophylactic 
Procedures

(i) Purchase of a relational data base management information 
system would allow the development of a complete clinical 
information support system for this client group and would 
include:-

(a) Identification, recording and collation of data 
requirements.

(b) Generation of valid procedures and policies based on a 
systematic and current medical audit with specific 
reference to maternal and paediatric morbidity/ 
mortality and medical intervention.

(c) Measurement of actual health gain in comparison to set 
service targets.

(d) Ensurance that targets for supplying information by the 
hospital to community based personnel and vice versa 
are met by providing additional secretarial support.

(e) Creation of identified pilot satellite clinics.

(f) Creation of dedicated Consultant-led “twin” clinics 
(Figure 13) within the Regional Maternity Hospital.
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(D) Medical Intervention

(i) Development of neonatal resuscitation training programme.

(ii) Development of medical audit system as outline previously.

(iii) Recruitment of an additional Consultant Anaesthetist so that 
the needs of maternal client group, (especially for improved 
epidural services) can be met.

6.2. Implementation and Monitoring

A management model to implement these proposals and a patient 
satisfaction audit to monitor results are proposed in the following 
paragraphs.

(i) Management Model

Recruitment of a Co-ordinator for the Maternal and Early Child 
Health client group. Given the clinical nature of many of the 
service targets it would appear most appropriate that the 
successful candidate would have a nursing or medical 
background.

(ii) Patient Satisfaction Audit

(a) The undertaking of a base line analysis of client groups 
perception of current service provision.

(b) Ongoing analysis of client groups perception and 
satisfaction with service provision at a primary and 
secondary level (consisting of both written questions 
and interviews).
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6.3. Resource Effectiveness

As previously identified Health and Social Gain can only be 
obtained by concentrating on the major factors influencing 
morbidity or mortality. This will be achieved by ensuring the 
most appropriate mix of promotion/education, social support, 
screening, monitoring and prophylactic procedures and 
medical intervention are selected and financed, based on their 
ability to successfully achieve specific health gain targets.

The proposals identified in sections 6.1 and 6.2 require an 
increase in the level of funding for this specific client group for an 
eighteen month period while pilot studies are being conducted. 
During this period existing services will continue to be delivered 
in parallel with the pilot projects and therefore it will not be 
possible to relocated funding to the pilot studies. A specific 
allocation will therefore be necessary for 1995 and 1996 to 
finance this project.

If the Health Board is successful in introducing this initiative it 
will then be in a position to review its current resource allocation 
mix and to develop an appropriate mechanism for the re-direction 
of existing resources.

Key areas to be reviewed for potential re-allocation are as 
follows:-

(i) Ante-Natal Care:

In 1982 the Royal College of Obstetricians and Gynaecologists 
identified in their report “Ante Natal and Intrapartum Care”
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that a reduction of approximately 25% would be secured in the 
number of patients attending ante natal clinics by the reduction of 
routine visits for women with “uncomplicated pregnancies”. 
This report was further supported by Hall (1986) in her article “Is
Routine Ante Natal Care Worthwhile”.

(ii) Midwives:

It is widely accepted that whilst midwives within the Health 
Board are extremely proficient and well qualified, many of their 
skills are under-utilised and consideration should be given to 
further extending their role, particularly within the community.

(iii) Screening:

The identified screening procedures in Section 2 are 
predominantly inexpensive and simple as such consideration 
should be given to transferring the undertaking of these to the 
community.

(iv) Length of Stay:

Consideration should be given particularly to “low risk” mothers 
to decreasing length of stay, whilst ensuring community facilities 
are adequate or by developing more economic “hotel” facilities 
where the length of stay is prolonged because of “social support” 
needs rather than a medical intervention requirement.
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6.4. Specific Financial Implication

6.4.1. Introduction of Satellite Clinics

STAFF MANPOWER
W.T.E.

PAY
COSTS
£’S

NON
PAY
ITEMS

NON
PAY
COSTS

COMBINATION 
PAY/NON PAY

Midwife 3.0 £52,500 C.S.S.D.
Pharmaceuticals
Stationery

£35,000 £87,500

Public Health Nurse 1.5 £26,250 £26,250

Dietitian 0.5 £8,750 £8,750

Social Worker 0.5 £8,750 £8,750

G.P. 0.3 £9,000 £9,000

Clerical/Admin 0.5 £6,000 £6,000

SUB-TOTAL 6.3 £111,250 £35,000 £146,250

This expenditure would include the cost of establishing the “Help Line” 
proposed in section 6.1. B (i).

It is anticipated that the setting up of this clinic would take 
approximately six months and as such the cost implications for 1995 
are:-

6.2.2. Introduction of “Care Continuity”

This will be funded from existing budgetary allocation.
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6.2.3. Introduction of “Birth Plans”

This will be funded from existing budgetary allocation.

6.2.4. Purchase of Medical Audit System

A system similar to that developed for King’s College 
(London, U.K.) which has been recently introduced into the 
Coombe Women’s Hospital (Dublin) would cost approximately 
£150,000 over a phased two year period, inclusive of 
hard/software, but exclusive of support manpower 
requirements.

6.2.4. (A) Annual Costs

STAFF MANPOWER
W.T.E.

ANNUAL
PAY
COSTS

NON
PAY
ITEMS

NON
PAY
COSTS

TOTAL
PAY/NON PAY 
COSTS

Data Entry
Clerk

1.0 £13,000 Service Contract,
License,
Stationery

£18,000 £31,000

SUBTOTAL 1.0 £13,000 £18,000

It is anticipated that the establishment of phase one of the audit systems 
would take approximately six months and as such the cost implications 
for 1995 are:-

CAPITAL
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6.2.5. Achievement of Targets for Notification and 
Information

Annual Costs

STAFF MANPOWER
W.T.E.

ANNUAL
PAY
COSTS

NON
PAY
ITEMS

NON
PAY
COSTS

TOTAL
PAY/NON PAY 
COSTS

Clerical/
Admin.

1.0 £13,000 Stationery,
Postage

£3,000 £16,000

SUB-TOTAL 1.0 £13,000 £3,000 £16,000

It is anticipated that the establishment of this development would take 
approximately two months and as such the cost implications for 1995 
are:-

£10,833

6.2.6. Recruitment of Additional Consultant 
Anaesthetist

Request for funding for this additional post has already been submitted 
to the Department of Health and therefore it is not necessary to include 
the costs in this financial analysis.
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6.2.7. Patient Satisfaction Audit

Cost Implications for 1995

STAFF MANPOWER ANNUAL NON NON TOTAL
W.T.E. PAY

COSTS
PAY
ITEMS

PAY
COSTS

PAY/NON PAY 
COSTS

Clerical/
Admin.

0.5 £6,000 Stationery,
Postage

£2,000 £8,000

SUB-TOTAL 0.5 £6,000 £2,000 £8,000

6.2.8. Recruitment of Service Co-Ordinator for
Maternal and Early Childhood Client Group

Annual Costs

Co-Ordinator £22,000 £22,000

It is anticipated that the establishment of this development would take 
approximately three months and as such the cost implications for 1995 
are:-

PAY

i ;; v ' . —

SUBTOTAL £16,500
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6.5. Summary of Revenue and Capital Financial 
Implications for 1995
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MA TERNAL AND EARL Y CHILD HEAL TH
A STRATEGY FOR HEALTH AND SOCIAL GAIN

APPENDIX I

Working Party Members

1) Pregnancy and Childbirth 

MEMBERS:
Dr. G. Burke (Chairperson) Consultant Obstetrician/Gynaecologist
Ms. E. Connellan (Vice Chairperson) Mid-Western Health Board
Dr. H. McNamara, Registrar, Obstetrics/Gynaecology
Sr. M. Ryan, Labour Ward, Regional Maternity Hospital
Sr. A. O’Connor, Ante Natal Clinic, Regional Maternity Hospital
Ms. I. O’Connor, Staff Midwife Tutor
Ms. R. Coakley. Social Worker, Limerick Community Care
Ms. M. Cosgrove, Community Worker, PAUL Project
Dr. R. O’Connor, General Practitioner
Ms. M. Lavin, Secretary to Working Group

2) Improved Prospects for Babies 

MEMBERS:
Dr. MJ. Mahony (Chairperson) Consultant Paediatrician
Dr. M. O’Mahony, Assistant Director of Community Care
Ms. C. Prendergast, Public Health Nurse
Ms. J. Cashman, Superintendent Public Health Nurse
Sr. M. A. O’Brien, NeoNatal Unit, Regional Maternity Hospital
Sr. M. Walsh, Post Natal Ward, Regional Maternity Hospital
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Ms. C. Quinn, Staff Midwife and Counselling Nurse
Ms. I. O’Brien, Social Worker, Community Care
Dr. E. Hickey, Area Medical Officer, Community Care
Dr. D. Boylan, General Practitioner
Ms. E. Gaynor, Representatives of ISANDS
Mrs. A. Condell, Representative from AWCH
Ms. E. Malone, Secretary to the Working Group

3. Improved Prospects for Parents and Children

MEMBERS:
Ms. M. Molloy (Chairperson) Superintendent Public Health Nurse
Mr. G. Crowley (Vice Chairperson) Head Social Worker
Ms. M. Byrnes, Staff Midwife, Neo-Natal Unit
Ms. A.M. Carroll, Staff Midwife, Labour Ward
Ms. P. Daly, Staff Midwife, District Service
Dr. J. Greene, Chief Dental Officer, Community Care (Clare)
Ms. M. Lupton, Public Health Nurse Community Care (N.T.)
Dr. M. Fitzgerald, General Practitioner
Dr. M. O’Mahony, Area Medical Officer Community Care (N.T.) 
Ms. M. McElvanney, Community Worker, PAUL Project 
Ms. G. Holliday, Secretary
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MATERNAL AND EARLY CHILD HEALTH
A STRATEGY FOR HEALTH -

Glossary

Embolism

Fetus

Infant Mortality

APPENDIX III

A condition in which a blood clot becomes 
lodged in an artery and obstructs its blood 
flow.

An unborn child from its eighth week of 
development.

Deaths in the first year.

In Utero In the womb.

Neural Tube Defects A group of congenital abnormalities caused
by failure in a fetus of the neural tube, from 
which the brain and spinal cord develop, to 
close so exposing the nerve endings.

Neonatal Newborn. Neonatal deaths are those in the
first 28 days. Early neonatal deaths are in 
the first week; late neonatal in the later 
three. Post neonatal deaths occur before one 
year.

Perinatal A period of time from a few weeks before
birth to a few weeks after birth. Perinatal 
mortality includes stillbirths and deaths in 
the first week.
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Phenylketonuria
(P.K.U.)

An inborn defect causing an excess of a 
particular amino-acid in the blood, leading 
to damage to the nervous system and severe 
mental handicap.

Post Neonatal Reaching beyond the first month of life.

Respiratory Distress 
Syndrome (RDS) A condition of a newborn infant in which 

the lungs are imperfectly expanded.

Sudden Infant Death 
Syndrome (SIDS) The death of a baby, often occurring over

night while it is in its cot, from an 
unidentified cause.

Stillbirths The absence of signs of life (heartbeat, 
respiration or independent movement) at 
any time later than 28 weeks after 
conception or at the time of birth.

Surfactant An agent that keeps the lungs wet; in its 
absence a premature baby’s lungs can 
collapse.

Trauma A physical injury or an emotionally painful 
or harmful event.
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