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Quality as a theme for maternity care research

This journal scan reviews a selection of papers relating to quality issues in the maternity services. A Medline search for
English language articles relating to quality of care in pregnancy published from January to July 2000 using “pregnancy”
and “quality” as MESH headings produced 17 papers. The journals listed in the Appendix were also hand searched. A
total of 42 papers were reviewed; the 11 presented here are a representative selection and were chosen to reflect a range
of diVerent aspects of quality initiatives or quality assessment studies in maternity care. The papers have been summa-
rised and critically appraised.

Lucas DN, Yentis SM, Kinsella SM, et al. Urgency of caesarean section: a new classification. Journal of
the Royal Society of Medicine 2000;93:346–50.

The paper aimed to develop and evaluate a new system for the classification of caesarean sections which could be used
nationally in obstetric, anaesthetic, and other data collection systems. The conventional classification of caesarean section
categorises planned operations as “elective” with all others being categorised as “emergency”. This classification does not
meaningfully reflect the degree of urgency of an “emergency” caesarean section as some are clearly more urgent than oth-
ers. The continued use of this classification limits the comparability and usefulness of information collected on obstetric
and anaesthetic activity at both local and national levels. Initially 90 anaesthetists and obstetricians graded 10 clinical situ-
ations according to five diVerent classification methods. The method which used a clinical definition was the most consist-
ent and useful, and this method was then applied prospectively in the hospitals where the study was conducted. There was
close agreement about categorisation of the urgency of caesarean section between anaesthetists and obstetricians. The
authors suggest that this method should be adopted for maternity data collection.

Comment: This paper addresses a diYcult problem in a scientific way and provides justification for the use of the new
classification. If this new classification were to be adopted it would facilitate comparison of data within and between units,
enable the operation of meaningful risk management strategies for aspects of management such as decision to delivery
intervals, and provide an easily understood classification for use in Confidential Enquiries. In these respects this is an
important paper.

Oleske DM, Linn ES, Nachman KL, et al. EVect of Medicaid managed care on pregnancy
complications. Obstetrics and Gynecology 2000;95:6–13.

The study aimed to assess the impact of three diVerent payer systems (Medicaid managed care, Medicaid fee for service
and private managed care) on obstetric outcomes. Six maternal obstetric outcomes were chosen. With the exception of
perineal trauma, all other outcomes were rare and life threatening or lethal. The choice of these outcomes could be criti-
cised as they may relate more to the individual’s level of obstetric risk than to the quality of care delivered. Indicators relat-
ing to the process of care were not examined. Fetal outcomes were not evaluated and the paper failed to explain why these
had not been included.

Comment: Although the authors bemoan the lack of “a broad range of indicators to assess diVerences in the quality of
hospital obstetric care”, it does little to rectify this situation. No new indicators are suggested. Although the sample size is
large, the study is too superficial to compare meaningfully the diVerences in the quality of care delivered to the three groups
of women.

Roberts CL, Tracy S, Peat B. Rates for obstetric intervention among private and public patients in
Australia: population based descriptive study. BMJ 2000;321:137–41.

This paper compared the rates of obstetric interventions among private and public patients in Australia. In low risk women
the rates of obstetric intervention were highest for private patients in private hospitals and lowest for public patients in
public hospitals. The higher rates of obstetric intervention in the private sector were due to instrumental deliveries rather
than caesarean sections.

Comment: While it is diYcult to be prescriptive about what is an appropriate intervention rate, there were no obvious
clinical reasons for the diVerences shown in this study. The authors discuss the limitations of the study—principally, that
outcome data are limited and that the findings of this study may not necessarily be applicable to other populations or
models of care. However, this is an important paper as private obstetric care is a “real choice” for Australian women with
31% choosing private care. In the discussion the authors discuss satisfaction, choice, and involvement in the decision mak-
ing process. They comment that women who choose their care based on perceived access to pain relief may not be aware
that one of the possible consequences of such a choice may be a higher risk of an instrumental vaginal delivery. If women
are to make an informed choice, they should be given all the information. One criticism of the paper would be that the
authors tend to overemphasise the role of epidural analgesia, suggesting that it leads to a cascade of intervention. It could
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be argued that the whole package of care in the private sector is more medicalised, whilst in the public sector staV attitudes
are geared towards supporting women through normal labour. This paper is thought provoking and raises important ques-
tions relating to information giving and choice.

Churchill H, Benbow A. Informed choice in maternity services. British Journal of Midwifery
2000;8:41–7.

The aim of this study was to investigate informed choice in relation to caregiver and location of care within maternity serv-
ices in Powys. The study used a survey design eliciting both qualitative and quantitative data from respondents. The aims
of the research were to evaluate women’s perceptions of quantity and quality of information received to highlight examples
of good practice and to identify potential areas of concern. The results demonstrated high levels of satisfaction with the
amount of information of antenatal and birth care received by women taking part in the study, midwives being identified
as playing a key role in informing women in all antenatal and birth settings. Further, the findings suggest that midwives in
midwife-led antenatal clinics and midwife/GP maternity units are more successful in imparting information and enabling
women to have a sense of participation in the decision making process. Type of delivery was also identified as a key factor
in women’s perceptions of participation in informed decision making, with anticipated intervention in birth being a posi-
tive indictor of low levels of satisfaction. Thus it may be that organisational, structural, or experiential factors aVect wom-
en’s perceptions in having an active role in the decision making process more than the health care personnel involved. The
discussion relates the findings of the study to wider debates on informed choice in maternity services, issues of continuity
of carer, and eVects of cross boundary services. Areas for further research are identified.

Stein J, Dykes F, Bramwell R. Breastfeeding: midwives meeting mothers in the middle. British Journal
of Midwifery 2000;8:239–45

This article describes a qualitative study in which midwives’ perceptions of high and low quality interactions between mid-
wives and breastfeeding mothers were elicited. Questionnaires using a critical incident technique were distributed to all the
midwives in a maternity service in the North of England. Structured analysis of 16 responses (40%) led to the develop-
ment of four major themes: communication support by health professionals, inaccuracy/inconsistency of advice, and
breastfeeding policy. The case for further education of midwives to improve their self-awareness and communication skills
is presented along with recommendations related to resource allocation and policy development.

Comment: The response rate to this survey was surprisingly low, particularly when one considers that this was a small
unit with only 40 staV. Even after reminders, only 16 replies were received. One wonders whether this level of apathy is
reflected in practice. Despite this, the findings may be useful to those units seeking to introduce a positive approach to
supporting breastfeeding. Four main themes are highlighted in the article as being crucial to supporting women who wish
to breastfeed—communication including listening skills; comprehension; consistency; and the use of positive non-verbal
communication. Support by professionals, if promised, should be delivered. Inaccurate advice should be avoided. The
breastfeeding policy was criticised by some midwives as being inflexible and a blanket application of the policy was thought
to have aVected some women’s success. Where an evidence based approach is used, such as the UNICEF Baby Friendly
Initiative, midwives should not feel threatened but be aware that this is a guide to support successful breastfeeding. DiVer-
ences in policy between two adjacent units were highlighted as being potential sources of problems. This could be mini-
mised if policies were developed at a regional level incorporating evidence based guidelines such as the UNICEF guide to
successful breastfeeding.

Dye TD, Alderdice F, Roberge E, et al. Attitudes toward clinical guidelines among obstetricians in
Northern Ireland. British Journal of Obstetrics and Gynaecology 2000;107:101–7.

The objective of this paper was to evaluate the attitudes of, and the influences on decisions made by, obstetricians in
Northern Ireland in order to understand the feasibility of applying guidelines to obstetric practice. The paper presents the
results of a postal survey and concludes that “generally guidelines appear to be well received”.

Comment: In the current climate this is hardly a surprising conclusion and the study may have been more pertinent 10
years ago. The paper is iterative and could have been presented more concisely. The authors acknowledge the weakness of
their methodology, accepting that those doctors with more positive attitudes may have been more likely to reply to the
questionnaire. They also accept that the definition of what constitutes a guideline may vary among doctors, and that the
opinion expressed in answer to the questionnaire may not reflect practice. No attempt has been made to assess awareness
of guidelines, adherence to guidelines, or to evaluate the most eVective way of presenting guidelines to clinicians. Perhaps
the most glaring omission in the questions posed to the clinicians was “Do you feel that guidelines improve the quality of
care provided for women?”. This paper fails to address important issues and is unlikely to have any impact on practice.

Newton H, Butcher M. Investigating the risk of pressure damage during childbirth. British Journal of
Nursing 2000;9(Supplement):s20–6.

The incidence of pressure ulceration is well documented within general adult hospital and community health care popu-
lations. However, within maternity units this negative outcome is largely unreported. Indeed, many trusts exclude
maternity units from their regular pressure incidence and prevalence monitoring. This article seeks to raise awareness of
the potential causes and areas where clinical practices could be reviewed in the light of new evidence of what appears to be
a growing problem. The authors suggest that this review takes place under the clinical governance agenda, pointing out
that a culture should be fostered where high quality standards are achieved and practice initiatives are shared.
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Comment: This article should stimulate readers to examine the incidence of pressure ulceration and to consider current
practice within their own units. The paper does not present the answers to halt what appears to be an increasing incidence
of pressure ulceration in obstetric cases, but poses the question “why” and examines what is being done about it.

Jessiman WC, Bryers H. The Highland experience: immersion in water in labour. British Journal of
Midwifery 2000;8:357–61.

In September 1997 a birthing pool was installed at Raigmore maternity unit. The decision to install the pool was made in
response to local demand. This raised a number of professional issues, the most important of which concerned the use of
the pool in the labour suite and the demand for water birth. An audit of the first two years of use of the pool indicated vari-
able use, influenced perhaps by obstetricians who do not support water birth. Eighty seven women used the pool in labour.
Only two women gave birth to their babies in the pool. The most common reason for women leaving the pool was to obtain
further analgesia. Although 82% of the women and 79% of the midwives rated the pool very highly, it appears that it was
not used as frequently as had been expected.

Comment: This paper presents a clear example of a quality initiative being introduced in response to a perceived need
with inadequate communication, training, and guidelines to support its safe and eVective use for women in labour. Mid-
wives appeared unsure and unsettled with regard to their position in relation to water birth. Despite the fact that the use
of water in labour was rated very highly by midwives and women, the actual use was very low and operational and com-
munication issues seem to be responsible.

Otigbah CM, Dhanjal MK, Harmsworth G, et al. A retrospective comparison of waterbirths and
conventional vaginal deliveries. European Journal of Obstetrics and Gynaecology and Reproductive
Biology 2000;91:15–20.

The aim of this study was to document the practice of water births and to compare their outcome and safety with normal
vaginal deliveries. A retrospective case control study was conducted over a five year period from 1989 to 1994 at Rochford
Hospital, Southend. 301 women electing for water births were compared with the same number of age and parity matched
low risk women having conventional vaginal deliveries. Primigravida having water births had shorter first and second stages
of labour than controls (p<0.05 and p<0.005, respectively), reducing the total time spent in labour by 90 minutes. All
women having water births had reduced analgesia requirements.

Comment: This study suVers from many of the methodological problems inherent in the investigation of uncommon
modes of delivery; however, the authors conclude that water birth in low risk women delivered by experienced profession-
als is as safe as normal vaginal deliveries. The paper describes the introduction of the service for water birth along with the
staV preparation and method of imparting information to women. This is in marked contrast to the previous article by Jes-
siman and Bryers. It then goes on to measure outcomes within this unit against a background of published evidence. The
article confirms that water birth is a safe option for women experiencing “normal labour” and suggests that there are
measurable benefits to be gained if the practice was more widely spread. The call for further multicentre research should
be answered so that the current unsatisfactory situation of lack of confidence by professionals, lack of understanding, irra-
tional fears about outcomes, and non-support of women’s choice in this area of practice can be addressed by the produc-
tion of reliable evidence eVectively to guide policy and support practice in the future.

Lydon-Rochelle M, Holt VL, Martin DP, et al. Association between method of delivery and maternal
rehospitalisation. JAMA 2000;283:2411–6.

This is an American population based retrospective study covering more than 95% of all births to primiparous women in
the Washington state district between 1987 and 1996. The objective was to assess the risk for maternal rehospitalisation
following delivery associated with caesarean or assisted vaginal delivery compared with spontaneous vaginal delivery.
Women were more likely to have a normal vaginal delivery if they were younger, unmarried, and covered by Medicaid. This
mirrors the findings of other studies comparing outcome within diVerent maternity settings. A total of 1.2% of all women
were rehospitalised within 60 days of delivery. In logistical regression analysis, adjusting for maternal age, rehospitalisation
was found to be more likely among women with caesarean section delivery or assisted vaginal delivery. Caesarean delivery
was associated with readmission for uterine infection, obstetric surgical wound complications, and cardiopulmonary and
thromboembolic conditions. Assisted vaginal delivery was associated with readmission for pelvic injury, post partum
haemorrhage, and surgical would complications. Readmission with mental health problems or breast infection was not
associated with delivery type.

Comment: Although this is an American study, its findings have important quality implications for care in the UK. As
there is an upward trend in caesarean and assisted delivery rates in this country, it is relevant to look at the associated mor-
bidity and increased cost to the NHS that may result from that trend. The paper gives recommendations to reduce the fac-
tors associated with increased risk of rehospitalisation, and those recommendations are transferable to the UK health care
setting. Reduction in morbidity will occur as a result of raised quality standards and the introduction of risk assessment
strategies within the clinical governance agenda, and this paper will provide a good background to the risk assessment
process in the UK.

Trussell J, Duran V, Shochet T, et al. Access to emergency contraception. Obstetrics and Gynecology
2000;95:267–70.

This quality assurance study evaluated access to emergency contraception from clinicians registered with the Emergency
Contraception hotline and website in the USA. Two college educated investigators posing as women who had a condom
break the previous night called 200 providers to seek help. The same caller made three attempts to contact each provider,
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all within 72 hours. Calls were made during standard business hours only and none were made at weekends or holidays.
Only 76% of attempts resulted in an appointment or telephone prescription from a hotline provider within 72 hours, 14%
were failures, and 11% resulted in referrals to other providers not listed on the hotline or website. As the cost of pills and
related services was felt to be a significant determinant of access, particularly for some groups, this was also evaluated. The
cost ranged from free to $220.

Comment: This was an interesting paper with a clear focus which was easy to read and understand. The authors plan to
feed back the results to the providers who were assessed, which will hopefully result in an improvement in practice.

Conclusions
Many papers in the literature relate to assessing quality of care or improving quality of care. It could be argued that the
impact on quality of care should be considered when reading any paper related to clinical management.

MARY SIDEBOTHAM
SARAH VAUSE

Department of Fetal Medicine,
St Mary’s Hospital,

Manchester M13 0JH, UK

Appendix
The following journals were hand searched for relevant articles: American Journal of Obstetrics and Gynecology, Bio
Ethics, British Journal of Midwifery, British Medical Journal, British Journal of General Practice, British Journal of Obstetrics
and Gynaecology, British Journal of Nursing, Canadian Medical Association Journal, Community Practitioner, Health Bulletin,
JAMA, Journal of The Royal Society of Medicine, Journal of Nursing Care Quality, Journal of Obstetrics and Gynecology,
Journal of Obstetric Gynecologic and Neonatal Nursing, Lancet, Midwifery, Midwives, Midirs, Medico Legal Journal, New Eng-
land Journal of Medicine, Nursing Forum, Nursing Outlook, Nursing Management, Obstetrics and Gynecology, Professional
Nurse, Professional Care of Mother and Child, Ulster Medical Journal, Western Journal of Nursing Research, Quality in Health
Care.

LETTER TO
THE EDITOR

Adverse events in health care

We welcome Dr Walshe’s review of the study
of adverse events.1 Dr Walshe points out the
usefulness of studies of adverse events, but
also the need to be cautious when they are
used as measures of health care quality. We
think that this article underlines the major
methodological issue in studies of adverse
events—namely, the lack of a standardised
definition. Until this point is resolved, the
practical applications of the concept of
adverse events will be limited. Definitions of
this term are frequently grouped into two
categories—restrictive and broader. Restric-
tive descriptions of adverse events are limited
to those cases which provoke an evident
negative consequence for the patient and
therefore can only be identified after the
event when harm has already been done. The
broader definition includes circumstances or
events that are potentially harmful to the
patient, regardless of the negative eVects they
may or may not produce as they are
identified earlier. In our experience2 the sec-
ond definition is preferable when the objec-
tive is to avoid adverse events as it implies a
more realistic outlook. It is well known, for
example, that only a small proportion of
smokers suVer from chronic obstructive

pulmonary disease (COPD) yet we ignore a
priori pointers to who will develop the condi-
tion. Consequently, all are urged to stop
smoking. Likewise, if we wish to prevent
negative eVects associated with patient falls in
hospital we should study all falls, not just
those that have resulted in fractures. In this
sense the term “adverse event” is confusing
and it is preferable to use “potentially adverse
event”. The key, then, is to establish which
circumstances are potentially adverse and
therefore require being monitored and, inso-
far as possible, controlled. Some, such as
nosocomial infection, are already clearly
identified and their analysis, surveillance, and
control constitute one of the great achieve-
ments of hospital epidemiology.3 In other
cases it is more diYcult to decide whether an
event is or is not potentially adverse, and to
what extent its surveillance and control are
advantageous. This would be the case in
management problems—for example, admis-
sion to a service other than the one responsi-
ble for the patient’s care due to a shortage of
beds.

In our opinion Dr Walshe’s review high-
lights the need for unification of criteria to
reach a consensual definition of “potentially
adverse event”. Such a definition should
include a list of circumstances classified by
the degree of evidence of harm attributed to
each, and its capacity for being monitored
and controlled. We feel that opening a debate
in this direction should be a top priority in the
study of adverse events. When all researchers
speak the same language, we will be more
likely to understand each other and to make
progress.

MIGUEL GARCÍA-MARTÍN
PABLO LARDELLI-CLARET

JOSÉ JUAN JIMÉNEZ-MOLEÓN
Department of Preventive Medicine and Public Health,

School of Medicine,
University of Granada,
18012 Granada, Spain

migarcia@ugr.es

1 Walshe K. Adverse events in health care: issues
in measurement. Quality in Health Care
2000;9:47–52.

2 García-Martín M, Lardelli-Claret P, Bueno-
Cavanillas A, et al. Proportion of hospital
deaths associated with adverse events. J Clin
Epidemiol 1997;50:1319–26.

3 Gálvez-Vargas R, Bueno-Cavanillas A, García-
Martín M. Epidemiology, therapy and costs of
nosocomial infection. PharmacoEconomics 1995;
7:128–40.

DIARY

6th European Forum on Quality
Improvement in Health Care
29–31 March 2001, Bologna, Italy

Call for papers. For full information contact:
BMA/BMJ Conference Unit, BMA House,
Tavistock Square, London, WC1H 9JP, UK
tel: +44 (0) 20 7383 6409 Fax: +44 (0) 20
7383 6869. email: quality@bma.org.uk or go
to the website for full details: www.quality.
bmjpg.com
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