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10 DOWNING STREET
LONDON SWIA 2AA

From the Private Secretary

7 December 1990

The Prime Minister was very grateful for
Mrs Bottomley's letter of 6 December which he
saw today in his constituency. He was very
pleased to read it and quite takes the point
Mrs Bottomley makes.

DOMINIC MORRIS

Timothy Sands Esq
Department of Health




= Richmond House

{‘ 79 Whitehall
ik London SWIA 2NS

Telephone 071 210 3000

The Prime Minister '&,LL ?/CU
Rt Hon John Major MP \R

10 Downing Street 2
London SW1 (}é‘f

4J O W
l ’ From the

l (4/// h( ) [ / Minister for Health
« o r_q& e | | F m~ 5 'L

Z:EZQV“/ @%\WAJQ ))V\”" \ [Q'F% /)

PERINATAL MORTALITY RATES

As you will know from your time in DHSS we keep a careful check on a number

of key health indicators. one of these is the rate of perinatal mortality

which is also watched carefully by the Social Services Committee and by the

National Audit office.

When you became the member for Huntingdon in 1979, Huntingdon was already

in the top ten authorities for low rates of perinatal mortality. It is
now, as the enclosed extract from an NAO report on maternity services
published in March 1990 shows, top of the league. Huntingdon has much to
thank its member for but this may go further than many had imagined.

There is however - as there always is - another side to the coin. From now
on Huntingdon can improve its record but not its position at the top of the
league. It would be most unfortunate now if Huntingdon failed to stay top
in low perinatal mortality. We shall want to see Huntingdon continuing
with its very good performance.

You may want to encourage the people of Huntingdon to ensure that they do
not lose their place at the top of the table.

Losing top place tends to get bigger headlines than keeping it.
anw—g—-

VIRGINIA BOTTOMLEY




PERINATAL DEATHS IN GREAT ERITAIN 1986-88

FIGURE 2
(A) Health
authorities/boards with the
most significantly high
rates of perinatal mortality
Authority Rate per
1000 bjirths

Bradford 1955
Burnley, Pendle

& Rossendale
Wolverhampton
East Birmingham
Scunthorpe
Newham
walsall
Ayrshire & Arran

North Staffordshire

(B) Health authorities/boards with
the most significantly low rates

of perinatal mortality

Rate per
1000 births

Huntingdon S

Authority

Oxfordshire 5.3
South Warwickshire
Cambridge

West Essex

East Hertfordshire

Bromley

West Surrey & North

East Hampshire

In authorities with a small number of births, perinatal

mortality rates can fluctuate gquite widely from year-to-year,

and any differences from national rates may be no greater than

would be expected by chance.

The figure allows for this. It

shows, with 99 per cent confidence, those authorities where

differences from the average rate in Great Britain in 1986-88

could not have occurred by chance. The average was 9.1 per

1,000 births.

Figure 2 sﬁows health authorities and boards with statistically

significant high and low rates of perinatal mortality in 1986-88.
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DEPARTMENT OF HEALTH AND SOCIAL SECURITY
Richmond House, 79 Whitehall, London SWI1A 2NS
Telephone 01-210 3000

From the Secretary of State for Social Services

Mark Addison Esq

Private Secretary

10 Downing street

LONDON SW1 (§ March 1988

PERINATAL AND INFANT MORTALITY
I attach the paper on this subject which my Secretary of State sent

to the Social Services Committee last week. Officials from this
Department are to give evidence to the Committee on 16 March.
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FLORA GOLDHILL
Private Secretary

pfn\& NU\NTD

\M,ouuﬁrwwu: V-7 (SRS o WV
Oﬁw Pt & DI e v\.e.Kb,

(\Qeudet cte 1047 (bewxi'*ﬂn~ﬁvLi\) <£:L~==== M
Shews  datde devused ek ) redblalad

5Q,bﬁfff° & 19FS ladd,
MEn 15]3







. CHLDHLYIH/ 49-00

‘MEMORANDUM FOR SOCIAL SERVICES SELECT COMMITTEE ON PERINATAL AND INFANT

MORTALITY

A. UPTURN IN INFANT MORTALITY RATE IN 1986: ENGLAND

Introduction

1. This memorandum sets out the main data which we think relevant to the
Committee's inguiry about the recent upturn in the infant mortality rate (ie
deaths at ages under one year) and the trends in the perinatal rate (ie
stillbirths and deaths in the first week of life). It also offers an account
of the follow-up to the Maternity Services Advisory Committee's reports and

some general observations on developments since the two earlier reports.

2. OPCS monitor DH3 87/4 "Infant and Perinatal Mortality 1986: DHAs" drew
attention to the continuing downward trend seen since 1928 in perinatal
mortality in England and Wales but also to the first increase in the infant

mortality rate since 1970.

3. In England this represents a fall in perinatal deaths from 6115 in 1985 to
5977 in 1986, a reduction in the perinatal death rate from 9.8 in 1985 to
9.5 in 1986. A rise in the same period occurred for infant deaths from 5716

to 5917, the rate per thousand live births rising from 9.2 to 9.5

1987 Infant Mortality

4, That increase should be seen in the context of the expected 1987

position. The data at present available indicates that the infant mortality
rate for England in 1987 seems likely to be of the order of 9.1 per 1,000 live
births. This is a very provisional judgement and a firmer figure should
become available in a few weeks' time. This suggests that the 1986 figure may
be exceptional and that the 1987 rate may well show a welcome resumption of
the downward trend. The 1986 result is, however, at present puzzling and as

the paper goes on to show the reasons for it are being carefully examined.




Recent Trends in Perinatal and Infant Mortality

5. A fuller picture is provided in Annexes 1 to 5. Annex 1 shows graphically
rates of infant, perinatal, neonatal and post-neonatal mortality in England in
the period 1975-86. Annex 2 defines the periods covered in the rates. Annex
3 gives data for these rates for England together with numbers of births,

stillbirths and deaths under 1 year.

Annex 4 shows these rates by RHA area. The following features can be noted.
7 RHAs which had experienced an uninterrupted decline in infant
mortality rates since 1982 and increases in 1986 ie Northern, Trent,
NE Thames, Wessex, Oxford, South Western and North Western)
only Mersey had increases in both 1985 and 1986
6 RHAS showed falls between 1985 and 1986 but no common pattern
between 1982 and 1985 - Yorkshire, East anglian, NW Thames, SE Thames
and West Midlands.

the flattening in the neonatal rates continued in 1986

the increase in the infant mortality rate in 1986 occurred in the

postneonatal peric:

Annex 5 shows the main causes of deaths .’

*the new stillbirth and neonatal death certificate introduced from 1 January

1986 will eventually provide considerably enhanced information. Analysis of

the 1986 data is still in progress but is expected to be published later this

year.




7. It should be kept in mind that the increase in the number of postneonatal
deaths in 1986 was small numerically, perhaps too small for any one factor
definitively to be isolated. The small numbers involved make it particularly
difficult to draw geographical conclusions. Equally as Annex 3 shows RHAS'

performance often fluctuates from year to year.

8. Preliminary analysis* by OPCS suggests

most of the increase in the postneonatal rate occurred among boys

increases in the numbers of deaths due to or associated with Sudden

Infant Death Syndrome (SIDS) accounts for the most of the increase

9. The increase in the postneonatal mortality rate does not seem to be
exclusive to any one social group. Increasing rates were not confined to any
one category of age of mother, legitimacy status, social class, parity and
birthweight. More detailed analysis is now being carried out as a result of
which it may be possible to put further information to the Committee. For the
reasons given in paragraph 7 the small numbers involved in the upturn
increasingly make detailed analysis of the interelationships between the
factors being studied more difficult. The Department will keep the position

under very close review.

International Comparisons: Perinatal and Infant Mortality Rates

10. The Comrittee might £ind it helpful to have international data at Annex

6. These have been prepared by OPCS from the main UN, WHO and Eurostat data.
An attempt has been made to provide comparative figures so far as possible.
However making international statistical comparisons is difficult particularly
for perinatal rates because some countries do not comply fully with
international classifications. Furthermore as the Government's response to
the Second Report on perinatal and neonatal mortality pointed out because of
the higher incidence of congenital handicap and low birthweight in this
country there are pitfalls in making direct comparisons with eg Scandinavia

and other North European countries.

*tsome of these involve the use of linked data whereby the infant death records

are linked to the corresponding birth records so as to get more information
eg, about birthweight. These give a slightly lower result than the
conventional rates because a number of deaths, usually where the birth occurs

outside England and Wales cannot be linked.

2




Maternity and Neonatal Services

11. This progress has been made because of the concerted efforts of those
responsible in health authorities and the health professions and those who use
the services. Since the Select Committee's last report the final part of the
Maternity Services Advisory Committee (MSAC) Report - on postnatal and
neonatal care - has been published and commended to health authorities. These
reports have provided health authorities with a clear basis for the planning

and operation of their maternity and neonatal services.

12. The importance Ministers attached to the implementation of this guidance
was emphasised in the follow-up exercise carried out in 1985. Health
authorities were asked about the action taken locally. Their responses were
made available to the Committee in 1986. The Department's aim was to assess
health authorities' performance and progress and identify the main areas of
difficulty. Commentary on and an analysis of the responses from health

authorities to this exercise is at Annexes 7 and 8.

13. This shows that most authorities had adopted the MSAC approach. Where

recommendations have not been followed up the reasons included:

existing practices were thought to be working satisfactorily eg where
a committee akin to a maternity services liaison committee had been

set up

shortages of medical staff and experienced nursing or midwifery

staff, and within some areas, a scarcity of nurse training facilities.

The 1986 exercise has been followed through wherever this was needed. For

example, an approach was made to West Midlands RHA who have developed

comprehensive proposals for improving its maternity and neonatal services

having the highest perinatal mortality of all the RHAs, although a 0.7
improvement in the rate was recorded in 1986. In other cases authorities have
been asked to look at cases where consultant units have not established

operational policies for labour and childbirth.

14. The exercise suggested a need for action at national level on two items.

These are, first, the difficulty authorities have in meeting the demand for
nurses or midwives qualified to work in neonatal intensive care units and,
second, the problem of medical cover for emergencies. These two issues are

discussed below.




Neonatal Intensive Care

15. The demand for this service is growing rapidly as a result of
technological developments that have improved the prospects for saving very
low birth weight babies. The main reported constraint on the development of
the service is a shortage of nurses/midwives trained to work in this
specialist area, rather than problems over the availability of financial
resources. This was confirmed by a survey of nurse shortages in a sample of
health authorities (the purpose of which was related to recruitment and
retention problems). Specialist professional organisations have also made

known their concern about nurse staffing levels.

16. The problem will only be overcome as health authorities devote more
attention to the development of adequate nursing and midwifery training
programmes which will ensure a greater supply of adequately qualified staff.
Regions have been asked to report in their 1988/89 Short Term Programmes, oOn
progress in developing this service and any continuing concern will be taken

up in the next round of Reviews.

17. In addition, the NHS Management Board have authorised a survey of nurses
in all aspects of 'high-technology' care. This is concentrating on providing
current data on which to base service planning and training needs. The
information is being gathered at district level. Regional Nursing Officers
have also been asked to provide information to the Chief Nursing Officer on
the numbers of nursing staff in certain 'high-technology' areas, including
neonatal and paediatric care, and the patterns of staffing and skill mix in

those areas.

Emergency Cover

18. The second significant problem which the survey has highlighted is the
shortage of appropriately experienced doctors within hospitals - and to some
extent in the community - to deal with obstetric emergencies. A more recent
survey of facilities at the place of birth conducted by the National Birthday
Trust also has drawn attention to this. The Government's document "Achieving
a Balance" on medical manpower planning has lead to some developments which
may help improve the availability of medical support to provide emergency
cover. Numbers in the registrar grade are monitored by the Joint Planning

Advisory Committee. It will bring forward advice in 1988 and 1989 about the

number of posts needed in paediatrics and obstetrics and gynaecology and how




these should be distributed over regions. As a first step to providing better
cover RHAsS have been asked to review staffing levels in acute specialties and
to consider the redeployment of available junior staff and the possible use of
the new staff grade. Information from these reviews will be collected
centrally and further discussions will be had with the profession about any
additional measures which may be made to secure 24 hour emergency cover in

acute units.

Other Points From the Select Committee Reports

19. It may be helpful to conclude this memorandum with brief references to
points made in the earlier Reports from the Select Committee which may have an

effect on reducing perinatal and infant mortality

the RAWP arrangements for the allocation of resources are currently
under review with the aim of improving the sensitivity with which
they deal with areas of social deprivation as the Committee

recommended

the development of a model survey to help health authorities assess

consumer opinion about maternity services

continued monitoring of babies who received neonatal intensive care
is undertaken through a number of research studies eg a study on the
costs and benefits of neonatal care to assess the prevalence of
improvement in very low birthweight babies; a study of congenital

disorders in survivors of neonatal intensive care
the Asian Mother and Baby Campaign set up in 1984 with central
funding had led to the long term employment of link workers in a

growing number of DHAs.

the appropriate development of prenatal screening services, eg

through the improved use of ultrasound techniques and genetic studies

to detect serious fetal abnormalities, are examples of how techniques

might progress




the development of genetic services is under close consideration:

DHSS continuing to fund a special medical development involving three

existing genetic centres in England and Wales. Their objective is to

find how best this rapidly evolving genetic services can be provided

within the NHS, to establish criteria for the development of genetic
services, and their costs and to offer Regional Health Authorities a

model for service development.

CONCLUSION

20. By 1986 there was a a fall of more than a third in the perinatal mortality
rate since 1980 when the Select Committee's first report on this subject
implied that it should be reduced by between a third and a half. The
provisional picture for 1987 on infant mortality suggests that after a small
rise in 1986 there has been some improvement. Differences in perinatal and
infant mortality rates remain between regions and different social groupings.
There are several contributory factors and there is clearly no room for

complacency, but real progress has been made.
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ANNEX 1

Infant
Perinatal
Neonatal

Postneonatal




The definitions of the rates shown in the tables are as follows:

Infant deaths

Perinatal

Deaths at ages
under one year

Rates per
thousand live
births in the
same year

Deaths

Stillbirths
and deaths in
the first week
of life [ie
0-6 days]

Rates per
thousand live
births and
stillbirths
in the same

year

Neonatal
Deaths

Deaths in the
first 28 days
life

Rates per
thousand live
births in the

same year

Postneonatal

Stillbirths

Deaths

Deaths at ages
28 days and
over but under
one year

weeks of

Rates per
thousand live
births in the

same year

Late fetal
deaths:

“after 28

completed

gestation




Annex 3 Infant and perinatal mortality, 1975-86 Rates per
Unlinked data; England 1,000 births

Regional Infant Rer inatdl Neonatal Postneonatal Live St LS Deaths

Health Mortality MortaTity Mortality Mortality Births births under
Authority 1 week

Number Number Rate Number Number

ENGLAND

Total 568900

550383
536953
562589
601316
618371
598163
589711
593255
600573
619301
623609

0 18
9 q,
9 q.
8 qr,
8 q.
7 4.
6 \ I
6 4q.
5 4q.
5 D'y
5 3
5 q.




Annex 4 Infant and perinatal mortality, 1975-86 Rates per
Unlinked data; England and Wales, England, RHAs 1,000 births

Regional Infant Perinatal Neonatal Postneonatal
Health Mortali Mortality Mortality Mortality
Authority

Number Number Number Number

ENGLAND AND WALES

Males 1975
1976
1977
1978
1979
1980
1981
1982
1983
1984
1985
1986
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VU NN®DWOWO

Females 1975
1976
1977
1978
1979
1980
1981
1982
1983
1984
1985
1986
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1975
1976
1977
1978
1979
1980
1981
1982
1983
1984
1985
1986
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HWWabbDDLE_BLO




Infant and perinatal mortality, 1975-86 Rates per
Unlinked data; England and Wales, England, RHAs 1,000 births

Regional Infant Perinatal Neonatal Postneonatal
Health Mortality Mortality Mortality Mortality
Authority

Number Number Rate Number Number

ENGLAND

Males

NN NOWYwY
B bL S S SLS 00U

9 4,
8 3
7 3.
7 3%
6 4.
6 S%
5 3
S 3.
S 3.,
4 3%
4 e
4 3s
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Annex 4 Infant and | -rinatal mortality, 147%-86 Rates pe
Unlinked dara: Fogland and Wales, England, RHAs 1,000 births

Regional Infant Perinatal Neconatal Postneonatal

Health Mortalit; Mortality Mortality Mortality
Authority

Number Number : Number

Northern

Males

HWWoaososoosWbHBOLs N

Females

3.
e
3,
3
3
g
S0
35
3.
3,
2
3

oo ®WOY
WNWLaBLOLWWWDLHDSDLHE O




Annex 4

Regional
Health
Authority

Yorkshire

Males

Females

Infant and perinatal mortality, 1975 8t Rates per
Inlinked data; kngland and Wales, England, KHAs 1,000 births.

Infant Perinatal Neonatal Postneonatal
Mortality Mortality Mortality Mortality

Number E Number Numbe Numbe
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Annex 4 Infant and perinatal mortality, 1975-86 Rates per
Unlinked data; Fngland and Wales, England, RHA< 1,000 births

Regional Infant Perinatal Neonatal Postneonatal

Health Mortality Mortality Mortality Mortality
Authority

Number Number Number Rate Number Rate

-
(e I SR

AV NNDO VO
H o WasaSsSbsDWDHBOSLS LSO

Females

9 4.
8 3.
8 S
i 3%
7 q.
6 33
5 ar
5 3
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Annex 4 Infant

Unlinked

Infant
Mortality

Regional
Health
Authority

Number

East Anglia

1975
1976
1977
1978
1979
1980
1981
1982
1983
1984
1985
1986

Males

1975
1976
1977
1978
1979
1980
1981
1982
1983
1984
1985
1986

Females

1975
1976
1977
1978
1979
1980
1981
1982
1983
1984
1985
1986

and perinatal
data;

mortality, 1975
England and Wales,

yh

England, RHA.

Per inatal N+
Mortality

matal
Mortality

Numbet Numbet

Rate

OO O®Y

noass0Nnd>d

Wa s WO UOOU O

H NS SNV NOON W

Rates per

1,000 births

Postneonatal
Mortality

Numbe

r

Rate
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Annex 4 Infant and perinatal mortality, 1975-86 Rates pe
Unlinked data; kEngland and Wales, England, 1,000 births

Regional Infant Perinatal Neonatal Postneonatal
Health Mortality Mortality Mortality Mortality
Authority

Number Number ) Number Rate Number Rate

N W Thames

Males 1975
1976
1977
1978
1979
1980
1981
1982
1983
1984
1985
1986

-
0 =
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Females 1975
1976
1977
1978
1979
1980
1981
1982
1983
1984
1985
1986

9 q.
7 3%
6 B
7 3.
6 4,
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5 3
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Annex 4 Intant and perinatal mortallity, 1375 -8b Rates per
Unlinked data; Fngland and Wales, England, RHAs 1,000 births

Reglional Infant Perinatal Neonatal Postneonatal
Health Mortal Mortality Mortality Mortality
Authority

Number Number Number Number Rate

N E Thames

Males 1975
1976
1977
1978
1979
1980
1981
1982
1983
1984
1985
1986
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Annex 4 Infant and perinatal mortality, 1975-86 Rates per
Unlinked data; kEngland and Wales, Ikngland, RHAs 1,000 births

Regional Infant Per inatal Neonatal Postneonatal
Health Mortality Mortality Mortality Mortality
Authority

Number Rate Number Rate Number 2 Number Rate

S E Thames

1975
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1977
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1984
1985
1986
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Annex - Infant and perinatal mortality, 197% 86 Rates per
Unlinked data; England and Wales, England, RHA. 1,000 births

Regiona. Infant Perinatal Neonatal Postneonatal
Health Mortality Mortality Mortality Mortality
Author .-y

Number Number Number Number
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Annex 4

Regional
Health
Author ity

Intant and perinatal mortality, 1975-86
Unlinked data; kngland and Wales, England, RHAs

Infant Perinatal Neonatal
Mortal Mortality Mortality

Number Number

Females
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Annex 4 Infant and perinatal mortality, 1975-86 Rates per
Unlinked data; kngland and Wales, kEngland, RHAs 1,000 births

Regional Infant Perinatal Neonatal Postneonatal
Health Mortality Mortality Mortality Mortality
Authority

Number Number Number Number Rate
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Females
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Annex 4 Infant and perinatal mortality, 1975 86 Rates per
Unlinked data; kngland and Wales, England, RHAs 1,000 births

Regional Infant Per inatal Neonatal Postneonatal
Health Mortal Mortality Mortality Mortality
Author ity

Number : Number

South Western
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Annex 4 Intant and perinatal mortality, 1975-86 Rates per
Unlinked data: kngland and Wales, kngland, RHAs 1,000 births

Regional Infant Perinatal Neonatal Postneonatal
Health Mortality Mortality Mortality Mortality
Authority

Number Number Number Number Rate
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Annex 4 Infant and perinatal mortality, 1975 86 Rates per
Unlinked data; kEngland and Wales, England, RHAs 1,000 births

Regional Infant Per inatal Neonatal Postneonatal
Health Mortal Mortality Mortality Mortality
Authority

Number Number
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Annex 4

Regional
Health
Authority

Infant and perinatal mortality, 1975-86
Unlinked data; England and Wales, England, RHAs

Perinatal Neonatal
Mortality Mortality Mortality

Rates per
1,000 births

Postneonatal

Mortality
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Annex 4 Infant and perinatal mortality, 1975-86 Rates per
Unlinked data; England and Wales, England, RHAs 1,000 births
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Annex 4 Infant and perinatal mortality, 1975-86 Rates per
Unlinked data; England and Wales, England, RHAs 1,000 births
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Annex 5 Infant mortality: cause of death, 1979-85 Rates per 100,000
Unlinked data; England and Wales, England live births
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Annex 5 Infant mortality: cause of death, 1979-85 Rates per 100,000
Unlinked data; kngland and Wales, England live births
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Annex 5 Infant mortality: cause of death, 1979-85 Rates per 100,000
Unlinked data; knyland and Wales, England live births
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Annex 5

Neonatal mortality:
Unlinked data;
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Annex 5 Neonatal mortality: cause of death, 1979-85
Unlinked data; England and Wales, England
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Annex 5 Neonatal mortality: cause of death, 1979-85 Rates per 100,000
Unlinked data; kngland and Wales, kEngland live births

Cause of death
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Annex 5 Postneonatal mortality: cause of death, 1979-86 Rates per 100,000
Unlinked data; England and Wales, England live births
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Annex 5 Postneonatal mortality: cause of death, 1979-86 Rates per 100,000
Unlinked data; England and Wales, England live births
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Annex

Postneonatal
Unlinked data;
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Annex S Perinatal mortality: cause ot death, 1979-8% Rates per 100,000
Unlinked data; England and Wal:-s, England total births
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Perinatal mortality: cause of death, 1979-85 Rates per 100,000
Unlinked data; kEngland and Wales, kngland total births
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Annex S Perinatal mortality: cause ot death, 1979-8%
Unlinked data; kngland and Wales, kEngland

Cause ot death
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INFAN1T MORTALITY FOR SELECTED EUROPLAN COUNTRIES, U.S.A.
CANADA AND JAPAN 1971,76,1981-86

COUNTRY 1971 1976 1981 1983 1984 1985 1986

AUSTRIA 26.1 18.2 12.7 11.9 11.4 110 » 10.3
BELGIUM (c) 20.4 '+ 15.3 * 9.7
DENMARK (c) 3.5, 20.2
FINLAND (b) 12.6 9.9
FRANCE (c) e G

GERMAN FEDERAL 23.1 . 17.4
REPUBLIC (c)

GREECE (c) 26.9 22.5
IRELAND (c) 18.0 15.5
ITALY (c) 28.5 19.5
LUXEMBOURG (c) 22.5 17.9
NETHERLANDS (c) 12.1  10.7
NORWAY (b) 12.8% 10:5
PORTUGAL (c) 51.9 33.4
SPAIN (c) 25.7 17.1
SWEDEN (b) 11.1 8.3
SWITZERLAND (b) 14.4 10.7
UNITED KINGDOM (d) 17.9 14.5
ENGLAND & WALES (d) 17.5 14.3 11.1
ENGLAND (d) 14.2 - 10.9

UNITED STATES 15.2  11.9
OF AMERICA (b)

CANADA (b) 13.0 9.5

JAPAN (b) 12.4 9.3 e L

1986 rates taken from WHO "World Health Statistics Annual", apart from
U.K. and England and Wales.
The source of rates for earlier years is indicated against each country. The
appearance of a letter against a particular year shows that FOR THAT YEAR
the rate has been taken from the different sources indicated.
a:United Nations "Demographic Yearbook"
b: World Health Organization "World Health Statistics Annual"
c: Statistical Office Of European Communities "Demographic Statistics"
d: (OPCS) Population Trends
KEY: * = PROVISIONAL - = NOT AVAILABLE




AX@""-‘, 6 PERIN..TAL MORTALITY FOR SELECTED EL_.OPEAN COUNTRIES, U.S.A,
CANADA AND JAPAN 1971,76,1981-86

COUNTRY 1971 1976 1981 1982 1983 1984 1985 1986

AUSTRIA (a) 25.9 18.2 11.9 11.3 11.2  10.2
BELGIUM (c) 22.9 18.0
DENMARK (c) s by IR
FINLAND (a) 16.5 11.9
FRANCE (c) 22.575 17.%1

GERMAN FEDERAL 253
REPUBLIC (c)

GREECE (c) 27.9

IRELAND (c) 22.8

ITALY (c) 30.4

LUXEMBOURG (c)

NETHERLANDS (c)

NORWAY (a)

PORTUGAL (c)

SPAIN (c)

SWEDEN (a)

SWITZERLAND (a)

UNITED KINGDOM (d)

ENGLAND & WALES (d) 11.8
ENGLAND (d) 117

UNITED STATES (a) Y 13.4
OF AMERICA

CANADA (a) 10.7  10.1

JAPAN (a) 20.0 14.7 10.8 10.0

The source of the rates (U.K., England and Wales) or the basic data
(other countries) is indicated against the country.
a: United Nations "Demographic Yearbook"
c: Statistical Office of European Communities "Demographic Statistics"
d: (OPCS) Population Trends
e: Combination of ¢ with W.H.O. "World Health Statistics Annual"
see Belgium (1984) and Spain (1981).These rates should be treated
as provisional.
- = NOT AVAILABLE




INFANT MORTALITY

Sources of Data.

Figures for the U.K. and England & Wales are taken from OPCS's
"Population Trends".

For other countries there are three main sources of
data:

A) The United Nations "Demographic Yearbook".

B) The World Health Organization's "World Health Statistics
Annual".

C) The Statistical Office of the European Communities( SOEC )
"Demographic Statistics", referred to below as the "Eurostat"
volume.

All three volumes agreed with the definition of Infant Mortality
as

" Deaths under one year of age" (per 1,000 livebirths as a rate)

Each volume also gave tables showing such rates.

Selection of data.

This was done as follows:
UK and England & Wales taken from "Population Trends"

Other EEC countries were taken from the "Eurostat" volume (1987
edition). As a rule this tends to have later years available,and
thereby more "final" data and a serial table of infant data
makes it easy to extract quickly.

Non- EEC countries were taken from either the UN or WHO
volumes depending on which contained the latest (i.e. final )
data for the year concerned.

If, as occasionally happened, both volumes contained
provisional data, or both contained "final" data that differed
from each other, the figure was taken from the WHO volume. This is
more in the interests of consistency than anything else, and also
because the WHO volume has been used more often in the past.




PERINATAL MORTALITY

Sources of data

U.K. data has always been compiled on the basis of the definition
of perinatal mortality as being:

Number of deaths in days 0-6 ( day 6 being where date of death is
6 days after the date of birth) plus stillbirths
(per 1,000 live + stillbirths for the rate).

OPCS believe this to be the generally accepted international
definition.

Published rates: the three international volumes mentioned
previously vary in their presentation of rates:

A) U.N. Demographic Yearbook.

This publishes perinatal mortality rates in Table 19 of its current
edition. However, this only uses livebirths as the denominator,
rather than live and stillbirths.

B) WHO Annual.

In its recent editions, no perinatal mortality rates are shown.
Until 1983, Table 4 gave perinatal mortality rates, but this also
used only livebirths as the denominator.

C) Eurostat " Demographic Statistics "

Table 6 in the current edition gives perinatal rates. However,
from our calculations it appears that in some cases stillbirths
are omitted from the denominator.

Raw Data:

These are available as follows.

A) UN Demographic Yearbook shows livebirth, stillbirth (late
fetal death) and Death 0-6 days data separately.

B) WHO Annual shows stillbirth and Death 0-6 days data.

C) Eurostat shows livebirth, stillbirth and Death 0-6 days data.
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Selection of data Perinatal mortality contd

In consequence, the rates shown on the attached table were
extracted as follows :-

1) U.K. and England & Wales data was taken from Population Trends

2) Other EEC countries data was calculated solely from raw data
given in the Eurostat volume. As with infant mortality, this
tends to contain later years and more "final" figures than
other sources.

Non- EEC countries rates were calculated from raw data given in
the UN Demographic Yearbook. This source was used because

all the raw data needed were included (unlike WHO), and because
the serial tables in this volume tend to avoid the missing

data years sometimes occurring in the WHO volume.

In two instances, in the interests of obtaining as complete a

set of data as possible, it was possible to combine data from
the WHO Annuals with that from the Eurostat volume to produce
rates. These have been marked accordingly on the attached
list, and should be regarded as provisional.




ANNEX 7

MATERNITY SERVICES ADVISORY COMMITTEE
REPORT ON PROGRESS
DETAILED COMMENTARY

Because of the different presentation of the reports by regions the
practicality of a detailed analysis is restricted. It is, for example,
difficult to gauge the representation of all groups in the constitution of the
local maternity services liaison committee. Where the questions were
specifically addressed to Regions a clearer picture is revealed. The
following paragraphs describe responses to the individual questions. (Note,
in this paper a brief form of the detailed questions is used - the full text
of the questions is set out in the appendix)

JQUESTION 1. Which bealth authorities have mot:-

la. set up maternity services liaison committees?

Oply 6% of the di : had : i1 i 1iai
committees, Others hoped to establish or retitle similar bodies later
in the year.

Agreed guidelinpes on shared antenatal and post patal care?

S i v -
care guidelines with family preccitioner committees, but the response
to this question revealed many different arrangements. Among the
reasons given for mot doing so were that:-

i. GPs involved were often members of their local maternity
services committee;

ii. Informal arrangements practised over many years had proved
satisfactory (but in some instances regions said they will
encourage formal procedures).

iii. 1In districts with close consultant/GP liaison, clinicians
have established their own guidelines which are well understood
at the point of referral;

jv. Pamily practitioner committees’' involvement was thought to
be superfluous in some districts.

Agreed cover for obstetric emergencies occurring outside hospital?

Two of the
Thames districts were currently investigating means for the provision
of the service. In one instance, the present facilities offered
provided no cover for one day in 7 and one weekend in 4. In a few
jnstances where limited services were provided there was also current
inadequate hospital cover. In one case, & 24-hour consultant cover
could not be qultantood because of the geography of the location.

VT/3899b9




QUESTION 2. Which consultant maternity units do mot:
2a. Have agreed written operational policies?

Vv \_4
Many variations were declared, several quoted unwritten policies,
policies for pon-medical matters only, and policies for specialist
areas only, eg caesarean and forcep deliveries. Some districts have
not opted for written policies and declared that it would be dangerous
to put operational policies into writing preferring to adopt regular
discussions between and within disciplines to agree the best method of
approach. Many declared this topic was under consideration and will be
subject to revision at a later date.

Have immediate medical cover for emergencies in hospital?

hY i v m
Some specified commitments covering other adjacent wards, others
admitted problems but failed to give underlying causes. One district
had po cover available for 24 hours 8 wveek and one weekend in 4. A few
districts had staffing difficulties for routine duties.

Eave an anaesthetist and paediatrician to attend for emergencies?

m
Apaesthetic cover is more problematic than paediatric cover. Split
sites raised problems and some regions explained that where there was
an inadequate cover this occurred only in units which accepted “"low
risk” cases. Again, some units experienced staffing difficulties to
cover routine duties and could only guarantee a 9-5 Monday-Friday
service.

QUESTION 3. What difficulties does the Regional Health Authority foresee in
fulfilling the recommendatio:s of MSAC; and what steps are
planned to overcome them?
In relation to management information?
No particular problems were envisaged. The majority of the regions
offer their own systems but stated that they were looking to the
implementation of the Korner systems to enhance their curreat
knowledge. Modern technology would be used by all to meet these
statistical meeds.
In relation to meonatal intensive care?
All regions recognise a growing demand for peonatal intensive care and
many report continuing aiscussions about the way the service should be
developed. There are 3 major impediments to the development of the
service, ie shortages of:-

- trained purses/midwifery staff.

- Nurse training facilities.

- Experienced medical staff.

VI/3899b10




Some regions plan intensive care services from designated regional
perinatal centre with the districts providing care for at least the
first 48 hours of the baby's life. Others expect districts to provide
for their own requirements with regional funding being made available
for training.

In relation to perinatal pathology?

Generally, regions judge their perinatal pathology services as
inadequate although all regions have indicated on-going activity to
monitor perinatal deaths. Two regions reported difficulties in
recruitment. Some found that cross referral worked satisfactorily.
One region found that general pathologists with recourse to expert
opinion for the more complicated cases provided a satisfactory
gservice. Arrangements for perinatal pathology are still under
consideration in 4 of the regioms.

QUESTION 4. What examples of good practice in relation to consumer views can
the RHA give? '

Consumer satisfaction surveys in some way Or other have been undertaken
by the majority of the regions. Among the other issues tackled have
been: -

5. Waiting times in clinics and pon-attendance have been
monitored.

ii. Where mothers express difficulties in travelling,
alternative clinic !acil{ties have been provided.

{ii. Where birth plans have been drawn up in the antenatal
period, the mother's care was evaluated after the birth while she
was still in bospital.

iv. Open meetings of maternity services liaison committees hav
been held.

Ve Aznual meetings have been held between the Maternity
Services Liaison Committee and the Community Health Council.

vi. Discussions with parents in the 25-35 age group have been
held drawing on their experiences to agree changes in the
services provided.

vii. In areas with ethnic groups, interpreters and befriending
schemes have been introduced.

viii. In one region the community dietician promoted healthy
eating for pregnant women.

ix. Support groups for parents whose babies were in special

care baby units have been formed and the hospital staff visited
the home following the baby's discharge.

VI/3899b1l1




=. Anti-smoking health education for mothers and visitors was
practised by using a side ward for smoking mothers and
segregating the smoking visitors on the ward with a view to
eradicating smoking in the maternity unit.

who are currently undertaking a research

project to develop a guide for health authorities on measuring consumer
views on maternity services.

VI/3899b12




APPENDIX

DA(85)32

DEPARTMENT OF HEALTH AND SOCIAL SECURITY

To: Regional Genersl Managers — for action

District General Managers — for information® October 1985

Dear General Manager
MATERNITY SERVICES ADVISORY COMMITTEE

¥ Dear Administrator letters DA(84)4 and DA(B5)4 asked all health authorities to consider the Maternity
Services Advisory Committee’'s (MSAC) three reports and to decide what action can and should be taken at
Regional or District levels to improve the provision of maternity and neonatal services. The letter DA(B5)4
made clear Ministers’ intention to follow up issues arising from the implementation of the MSAC reports
through the accountability review process.

o To help prepare for appropriate consideration of this subject within the review process, the Management
Board needs to establish a baseline of information on progress made to date. Information is required:

to establish each Region’s relative performance in a national context;

- to identify aspects of policy implementation which may be helped by action taken by interested
professional organisations;

— to review overall policy objectives in the light of practical experience of their implementation or
non-implementation;

- 1o inform Departmental consideration of future public expenditure bids.

3. Regions will have made or be making their own arrangements to monitor the action taken by their
Districts. To help focus that monitoring process the Board has identified questions (set out in the Annex to this
\etter) covering critical elements of the MSAC's advice. ‘

4. Regional General Managers in the Thames Regions will wish to know that the Department will be writing
in similar terms to the General Managers of the Hospitals for Sick Children, the Hammersmith Hospital, and
Queen Charlotte’s Hospital, about their part in this exercise.

ACTION

S. Each Regiona! General Manager is asked to ensure that as an Annex to the Region’s out-turn report on
its 1985/6 short term programme (due by 30 June 1986) a report is included detailing the Region’s response to
each of the questions.

Yours faithfully

74
BN - g
A Y kaditfle

A JRATCLIFFE
PMC Division

From:

Alexsnder Fleming House
Elephant end Castle
London

SE16BY

Tel. 407 5522 Ext 7720

* Administrators where no DGM is in post.




3.

APEND X

ANNEX

IMPLEMENTATION OF MATERNITY SERVICES ADVISORY COMMITTEE REPORTS

Which District Health Authorities have not:-

a. set up Maternity Services Liaison Commistees (or a similar representative body under another
name) 10 review. maternity and neonata! services in the light of the MSAC reports?

b. agreed with Family Practitioner Committees guidelines on the provision of shared antenatal
and postnatal care?

c. agreed arrangements for an immediate response to be made 1o any obstetric emergency occurring
outside hospital?

Which consultant maternity units do not:-
a. have agreed written operational policies covering care during labour and childbirth?

b. have arrangements for a doctor to be immediately available for the delivery suite at all times,
without other conflicting commitments?

c have arrangements for an anaesthetist and a paediatrician to attend promptly to deal with
emergencies?

What difficulties does the Regional Health Authority foresee in fulfilling the recommendations of the

MSAC in the fields of management information, neonata! intensive care, and perinatal pathology; and what
steps are planned to overcome them?

4.

a. Management information — in particular, that District Health Authorities have up-to-date
statistics for each maternity and associated neonatal unit in regard to the incidence and outcome of
births involving complications, or obstetric procedures; the nature and outcome of neonata! care; and
the demographic and epidemiologica! characteristics of the population.

b. Neonatal intensive care — in particular, the prediction of future demand for the services;
providing resources to meet that demand; anc recruiting and training any additional medical and nursing
staff required.

c. Perinatal pathology — in particular, the improvement of the usage and performance of perinatal
pathology services for the Region; funding additional consultant posts where required; and recruiting
and training medical staff with an interest in the field.

What examples of good practice can the Regional Health Authority give of efforts made by District

Health Authorities to keep systematically under review the wishes and expectations of consumers of the
maternity and neonatal services, and their.levels of satisfaction with the services provided?




REGION

QUESTION 1) Which District Health Authorities have not;

(a)

Set up Maternity Services
Liaison Committees (or a
similar representative
body under another name)
to review maternity and
neonatal services in the
light of the MSAC reports?

(b)

Agreed with Family
Practitioner Committees
guidelines on the
provision of shared
antenatal and post-
natal care?

(c)

Agreed arrangements for an
immediate response to be
made to any obstetric
emergency occuring outside
hospital?

Northern

None

Hartlepool, East Cumbria,
Gateshead, Newcastle

None

Yorkshire

None

Hull, East Yorkshire,
Grimsby, Harrogate,
Airedale

Scarborough

Trent

1 has not

None

None

East Anglian

Peterborough

Peterborough

(A11 the rest have but
not necessarily through
FPC's)

Peterborough

North West Thames

None

None

None

North East Thames

Barking Havering and
Brentwood

Harringey, Mid Essex,
Redbridge

City anc Hackney,
North East Essex,
Basildon and Thurrock

South East Thames

None

None

None

South West Thames

None

Mid-Surrey, Kingston
and Esher, Wandsworth

North West Surrey

Wessex

East Dorset

Bath, Swindon, Ports-
mouth, Basingstoke

None

Oxford

Kettering

West Berkshire,
Milton Keynes

None

South Western

None

Frenchay, Southmead,
Bristol and Western
Plymouth

None

West Midlands

Worcester, Coventry
Mid-Staffordshire

Bromsgrove and Redditch
Herefordshire, Worcester,
Mid-Staffordshire,
Shropshire,

South Warwickshire,
Central Birmingham,

South Birmingham,
Coventry, Sandwell,
Solihull, Walsall

Bromsgrove and Redditch

Mersey

Liverpool

Liverpool, Crewe,
Chester, South Sefton

Southport and Formby

North Western

Burnley, Pendle and
Rosendale

Blackburn, Hyndburn and
Ribble Valley,

West Lancashire,
Central Manchester,
01dham, Rochdale,
Stockport, Trafford

None
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REGION

QUESTION 2 - Which Consultant Maternity Units Do not:-

2a)

Have agreed written
organisational policies
covering care during
labour and childbirth?

2b)

Have arrangements for a
doctor to be immediately
available for the
delivery suite at all
times, without other
conflicting commit-
ments?

2¢)

Have arrangements for an
anaesthetist and a paed-
jatrician to attend
promptly to deal with
emergencies?

Northern

North Tees

Hartlepool, South
Cumbria, Northumberland

East Cumbria,
South Cumbria

Yorkshire

Scunthorpe, York,
Harrogate, Airedale,

York, Scunthorpe,
Harrogate, Airedale,
wakefield, Pontefract

East Yorkshire, Hull,
Grimsby, Airedale,
Calderdale, Scarborough

Trent

None

None

None

Fast Anglian

East Suffolk

Peterborough, Great
Yarmouth and Waveney,
East Suffolk, West
Suffolk

None

North West Thames

North Hertfordshire,
Hillingdon

North Bedfordshire,
South Bedfordshire,
North West Hertfordshire
Hillingdon

North Bedfordshire,
North West Hertfordshire

North East Thames

Basildon and Thurrock,
City and Hackney,
waltham Forest,

(North East Essex,
Hampstead, Bloomsbury
- under revision)

Barking, Havering and
Brentwood, North East
Essex, Southend

Basildon and Thurrock,
North East Essex, Southend
Tower Hamlets

South East Thames

7 consultant units

11 consultants units

5§ consultant units

South West Thames

Mid Surrey

West Surrey and

North East Hampshire
Worthing District, Mid-
Downs, Merton and Sutton,
Richmond, Twickenham and
Roehampton

Mid-Downs

Wessex

Bath, Swindon

East Dorset, West Dorset

East Dorset, West Dorset

Oxford

Kettering

Northampton,
Aylesbury Vale

Aylesbury Vale

South Western

Plymouth, Somerset,
North Devon, Gloucester

North Devon, Plymouth
Somerset

Bristol and Weston, North
Devon

West Midlands

Herefordshire, Kidder=-

minster, Mid-Staffordshire

South East Staffordshire,
Solihull, North Warwick-
shire, Wolverhampton,
East Birmingham

Herefordshire, Kidder-
minster, Shropshire,
Mid-Staffordshire,
South Warwickshire,
East Birmingham,
Dudley

Kidderminster, Shropshire
Mid-Staffordshire, South
Warwickshire, East

Birmingham, Wolverhampton

Mersey

Crewe, Warrington

Macclesfield, Crewe,
Southport and Formby

None

North Western

Lancaster, Blackburn,

Hyndburn and Ribble Valley

Chorle
Centra
Trafford, Wigan

and South Ribble,

Lancaster, West Lan-
caster, South Manchester
Cldham, Salford,

Manchester, Oldham Trafford

Lancaster, Blackburn,
Hyndburn and Ribble Valley
Burnley, Pendle and
Rossendale, Rochdale,
Tameside and Glossop
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REGION

QUESTION 3.a.

what difficulties does the Regional Health Authority foresee in fulfilling
the recommendations of the MSAC in the fields of management information - in
particular, that District Health Authorities have up-to-date statistics for
each maternity and associated neonatal unit in regard to the incidence and
outcome of births involving complications, or obstetric procedures; the
nature and outcome of neonatal care; and the demographic and epidemiological
characteristics of the population and what steps are planned to overcome

them.?

Northern

The collection of management information data varies between the District
Health Authorities. The Standard Maternity Information System (SMIS) is
operated by 5 districts, a further 7 will be included by April 1987 and the
remainder will meet the initial Korner requirements. The RHA's view is that

these systems will supply up to date material and neonatal statistics.

Yorkshire

A1) districts operate their own systems at present. They are however
committed to implementing the Korner recommendations and extend them by means
of the Northern Region's Standard Maternity Information System. The Region
is also piloting a microcomputer system to provide a full pregnancy record.
This will supply management with information on all aspects of maternity and
neonatal care.

A two year perinatal/infant mortality study, based on six Districts has
recently been completed. The findings are to be discussed by the Regional
Speciality Committee. A trial maternity system is to be mounted at the
Leicester General Hospital, which will then be available by April 1987 for
use in other DHA's within the Region.

East Anglian

Work is currently underway to establish a Regional Stillbirth and Neonatal
Mortality survey.

North West Thames

The Region is committed to an obstetric computer system developed at

St Mary's Hospital. The system has been developed to fulfil the needs of all
those involved in the care of mothers and babies. Management will be
provided with information covering all of its maternity units in an easily
assimilated form.

North East Thames

The Region plans to implement the Korner options after April 1987. Detailed
monitoring of trends in perinatal deaths will continue. Meanwhile
difficulties in providing statistics covering obstetrics will continue.

South East Thames

No problem is anticipated in implementing the Korner recommendations from
April 1987. From April 1988 the clinical options for neonatal services will
be available to districts via a maternity computer system.

South West Thames

Difficulties are not envisaged for the implement of the Korner requirements.
A Regional group is currently reviewing perinatal and neonatal practice.
This information will form the basis for decisions and future pattern of the
service. Present systems vary throughout the Region.

wessex

The Region and Districts now receive adequate information and Regional
Information Systems Programme will link hospital and community modules and
further enhance information transfer to health authorities. Two in-depth
studies of perinatal mortality have been undertaken and research of antenatal
care practices is planned.

Oxford

A11 districts health authorities have the necessary management information.
Each department of obstetrics provides information in their annual reports.
Once the Korner Maternity systems have been introduced the available data
will be improved.

South Western

A1] District Health Authorities collect some of the necessary information.
Computerisation is required to improve the present systems.

West Midlands

A comprehensive data set covering mothers and babies exists for all hospital
deliveries. Improvements to the system will be included as part of the
Korner programme.

Mersey

Basic information is generally available but lTooking to Korner implementation
to provide a better regiona) service. Further computerisation is designed by
some of the Districts.

North wWestern

Until the Korner recommendations are implemented it is not possible to
provide up-to-date statistics covering obstetric complications, and long term
information on neonatal care.
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REGION

QUESTION 3.b.

what difficulties does the Regional Health Authority foresee in fulfilling
the recommendations of the MSAC in the fields of neonatal intensive care (in
particular the prediction of future demand for the services; providing
resources to meet that demand; and recruiting and training any additional
medic:1 and nursing staff required); and what steps are planned to overcome
them.? .

Northern

The Region published a report in April 1984 on the question of neonatal
care. 1t forms the basis of its p-iicy withCaigh-dependency centred in
Newcastle and future development, by July 1987 of B high care cots at
Middlesbrough a number of other less intensive units exist at present within
the Region. The aim is for all larger units to provide higher dependency
care up to the level of ventilatory support for at least 2 short period.

More staff training has been identified as a requirement and suitable courses
are available within the region.

Yorkshire

The Regional Mecical Committee carried out 3 survey of neonatal intensive
care services in each District. Recommendations covering special and
intensive care, equipment provision, staffing and referral to Regional
Centres have been made. Nurse training needs have been incorporated into
Regional plans.

Discussions continue between Region and Districts on the organising of
funding for this service. The Region funds five intensive care cots in
Leicester, Nottingham and Sheffield but some Districts wish tc provide their
own intensive care facilities and others continue to rely on sub-regional
centres. Demand for neonatal intensive care is growing within the Region,
especially for very small immature babies.

East Anglia

A Regional working party is studying MSAC's recommendations in this field.

North West Thames

Difficulties in providing appropriately trained staff to meet the increases
in very small babies and the multiple outcomes from 'in-vitro'
fertilisation. The Region receives babies from other Regions.

North East Thames

The Region set up a Working Party to provide a Regional strategy in neonatal
intensive care, and identified a need for 43 intensive care cots. Their
strategy provides 3 levels of care. Work js well advanced to assess current
and future demands for neonatal care and include plans for recruitment and
staff training.

South East Thames

The Region's revised strategy for obstetric services will be issued in
September. Current work indicates that more cots are necessary and financial
and staffing needs are being assessed.

South West Thames

In 1982 the region approved a strategy for neonatal intensive care. A
Regional Perinatal Centre was developed at St Georges' with sub-regional
units at three other sites. Districts are providing some intensive care
facilities for short periods within their own special care baby units.

Intensive neonatal care cots are provided in all districts with
cross-referals as necessary. The Region hopes to establish Southampton
General Hospital as the Regional Perinatal Unit. There have been
difficulties in recruiting skilled nurses in this field.

Oxford

Neonatal care has shown rapid changes and has ceased to be an entirely
Regional speciality. A study of staffing and workloads in the 10 Special
Care Baby Units, resulted in extra funding to the Royal Berkshire and

John Radcliffe Hospitals. Regional funds to support Neonatal Intensive Care
Nursing courses, have been provided yearly since 1982.

South Western

A1l Districts predict an increasing demand for neonatal intensive care
services. Shortages of trained medical and nursing staff have been
jdentified.

wWest Midlands

The Region plans to introduce categories of intensive care as the present
information is not of an acceptable standard. The districts are rapidly
developing their own facilities for high dependency babies. The future plan
will identify cases to be dealt within Regional and sub-regional units.
Recruitment of suitably qualified staff is 1ikely to present problems.

Mersey

Three districts make referals to the Regional Unit - an increased need has
been identified in another three districts, and the Region is to review
iztensivc care facilities in a fourth district. Staffing problems have been
identified.

North Western

A survey on neonatal intensive care indicated that B00 babies a year would be
catered for. Each District has a minimum of 2 cots and 20 intensive care
cots are at the Regional Unit. A shortage of specially trained nurses has
been identified.
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REGION

QUESTION 3.c.

What difficulties does the Regional Health Authority foresee in fulfilling
the recommendations of the MSAC in the fields of perinatal pathology; and
what steps are planned to overcome them?

Northern

The Region acknowledges that perinatal pathology services are inadequate.
They have difficulty in recruiting pathologists with a special interest in
perinatal and paediatric pathology. Some districts with a well developed

service provide a referral service to underserved districts.

Yorkshire

The two teaching districts have full perinatal pathologists. The Regional
Pathology Committee has piloted a new reporting form and a part-time
perinatal pathologist has been appointed to assist when asked.

Trent

The Region has two consultant pathologists with a special interest in
perinatal work. There are no plans to improve the present position.

East Anglia

The Region has difficulties in improving perinatal pathology services both
from a recruitment view and logistically on a Regional scale.

North West Thames

There is a perinatal pathologist and a senior registrar at the SHA who
provide expert advice in the Region. The service is kept under regular
review.

North East Thames

The Region's perinatal pathology services are adequate. Paediatric
histopathology and Senior Registrars rotate for training purposes between the
London Hospital and Great Ormond Street and St Bartholomew's and Great Ormond
Street.

South East Thames

Within the next 6 months a proposal for funding neonatal pathology services
will be considered.

South West Thames

The Regional Perinatal Group will study and report on needs for perinatal
pathology within the Region.

wessex

Regional resources do not permit a full time Regional Perinatal Pathology
Unit. As present perinatal pathology is not covered and the paediatricians
have yet to decide priorities, but provision will be made.

Oxford

In 1981 a Regional Perinatal Pathology study was undertaken which indicated
that general pathologists with appropriate guidance could obtain pathological
jnformation from perinatal postmortems. A need is recognisec for experts to
investigate more complicated cases in the perinatal field. Recognition as a
Regional specialty is being comtemplated.

South Western

Perinatal pathology services within the Region are seen as being generally
satisfactory. However the need to generate more interest and commitment to
perinatal pathology has been recognised.

west Midlands

The consultant based at Birmingham provides a perinatal pathology service for
the Region. A Regional Working Party made recommendations to establish a
Regional Perinatal Audit and to develop perinatal pathology services.

Mersey

The need for a Regional Perinatal Pathologist to co-ordinate, standardise and
carry out selected post-mortems is accepted.

North Western

A paediatric Histopathology post has been created to include perinatal work
which has previously been difficient in the Region.
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