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PREFACE

The Medical Reform Group was constituted in the fall of 1979
to provide a voice for physicians who believe:

152 Health care is a right that must be guaranteed without
financial or other deterrents.

2. Social, economic, environmental, and occupational
conditions must be recognized as causes of ill health.

3. The health care system must be changed to provide a more
significant decision-making role for other health care
workers and the public.

Voting membership in the Medical Reform Group is open to any
physician or medical student who agrees with the organization's
statement of principles. Since its establishment, the group has
actively campaigned to preserve and improve medicare. It has
lobbied the federal and provincial governments for a ban on
extra-billing. The group has made presentations to the Hall
Review of Medicare, the Parliamentary Task Force on the
Established Program Financing Act, and the House of Commons
Committee on Health and Welfare.
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EXECUTIVE SUMMARY

Midwives are capable of independent practice

Appropriately trained, certified, and publicly
accountable midwives and family physicians/general
practitioners are both capable of providing unsupervised
primary obstetrical care.

Midwives should be part of the primary care sector

A clear distinction should be drawn between primary care
obstetrics which is most appropriately provided by midwives
and family physicians and secondary/tertiary care obstetrics
which is the domain of consultant obstetricians. An
important implication of this distinction is that midwives
should not be based mainly in hospital units oriented toward
the provision of secondary/tertiary care.

Existing hospital settings are unsuitable for low-risk
birthing

Existing hospital obstetrical units, disposed in terms
of attitudes, staffing and equipment toward technological
approaches and the management of obstetrical complications,
frequently offer an inhospitable environment for
uncomplicated low-risk birthing. The likelihood of
unnecessary amniotomy, anaesthesia, forceps delivery and
episiotomy is substantial. Imperfect diagnostic procedures,
such as electronic fetal monitoring, applied in low risk
situations may result in significant numbers of normal
labours being erroneously labelled as pathological.

Low technology birthing alternatives are required

Women have the " right to 1low technology birthing
alternatives which could be provided by midwives and/or
family physicians at home, in free-standing birthing centres
or in special low-risk obstetrical units in hospitals. These
alternative models of care should receive continuing
evaluation in relation to safety, patient acceptability,
effectiveness and cost.

Collaborative relationships are needed between primary and
secondary/tertiary care

The division between primary and secondary/tertiary care
should not be rigid. Clearly midwives and family physicians
have an important collaborative and supportive role to plays
in secondary/tertiary care obstetrics. Obstetricians with a
special interest in primary care obstetrics should not be



excluded. Ease of patient movement and professional
communication between primary and secondary/tertiary care
sectors must be assured.

Close working relationships must be fostered between midwives
and family physicians

Midwifery must be seen as one component of an integrated
health care system providing continuity and comprehensiveness
of care.

Since family physicians/general practitioners are the
principal health care providers in the existing system,
strong linkages between midwives and family physicians
sharing care of patients must be developed. Two general
models for this linkage can be identified:

1) family physicians and midwives working together in
community health centres or health service organizations

2) negotiated 1linkages between midwives and family
physicians practicing independently either individually or in
formal or informal groups.

The first of these models is preferable and incentives
should be developed to promote such arrangements. To ensure
a minimum level of integration and communication, regulations
should provide that any person receiving care from a midwife
have an identified primary care physician and require formal
communication at appropriate intervals.

The division of tasks between midwives and family
physicians would form a spectrum with total care by midwives
at one end, total care by family physicians at the other end
and a variety of negotiated shared care arrangements in
between. Specific arrangements would be determined by local
conditions and the personal preferences of providers and
especially, recipients Of care.

Midwives should be fully responsible for their own
professional actions. Neither family physicians nor
obstetricians should have a supervisory relationship to
midwives.

Midwifery should not be an add-on service

Midwifery should be viewed as an alternative mode of
primary obstetrical care rather than as a supplement or
add-on to existing services.
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Midwifery should receive full public funding

Care provided by midwives in keeping with the above
principles should be fully publicly funded.

Primary care training sites are needed for midwives and
family physicians

Existing hospital obstetrical units cannot, in
themselves, provide adequate training for family physicians
and midwives in primary care obstetrics. Clinical settings
developed expressly to accommodate low-risk birthing are
needed as primary care training sites.

Midwives and physicians can learn from each other

Midwives, family physicians and obstetricians can make
significant contributions to each other's education.
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Capacity for independent practice

Appropriately trained, certified, and publicly
accountable midwives and family
physicians/general practitioners are both
capable of providing unsupervised primary
obstetrical care#

International standards of midwifery provide for an
independent practice of midwifery(l). Ontario should meet
those standards by establishing midwifery as a profession not
subject to supervision or regulation by either the College of
Nurses or the College of Physicians and Surgeons. Particular
care should be taken to ensure adequate public participation
and accountability of the professional regulatory body for
midwifery. Extensive public input and accountability should
help to avoid the current situation with the regulatory body
for physicians, the College of Physicians and Surgeons of
Ontario, which frequently appears more concerned with
protecting professional interest than with serving the public
interest.

Appropriate training for midwives should also meet
international standards. Nursing qualification is
unnecessary to enter midwifery training(2). Nurses who wish
to train as midwives could be granted advanced standing for
that portion of the curriculum which they have already
covered in their nursing training. In general we do not
support the 1licensure of midwives who have received only
apprenticeship training or who are self-taught. In the
initial establishment of the profession in Ontario it would
be wise to offer certification to such midwives if they
undergo special course work and pass appropriate
examinations. This should help to prevent an underground,
unregulated practice of midwifery which could be dangerous to
the public(3).

#Primary care is basic care available without referral.



2.

Midwives as primary care providers

A clear distinction should be drawn between
primary care obstetrics which is most
appropriately provided by midwives and family
physicians and secondary/tertiary care
obstetrics## which is the domain of consultant
obstetricians. An important implication of
this distinction is that midwives should not
be based mainly in hospital units oriented
toward the provision of secondary/tertiary
care.

The importance of this point is illustrated by Klein's
studies in Oxford, England (4,5,6). He compared the birth
experiences and pregnancy outcomes among low-risk pregnant
women booked for delivery in two systems of care within a
single hospital: an integrated general practice unit and a
consultant (shared-care) system. In the general practice
unit the patient's personal community midwife provides
intranatal care and usually does the delivery, most often
with the GP in attendance. 1In the shared-care system the GP
and community midwife provide most of the antenatal care.
However, intranatal care is provided by a hospital midwife
who also delivers most low-risk women. Although the midwife
is a key element in both systems, Klein's studies revealed
important differences in the resulting birth experience.
Women booked for delivery in the general practice unit
experienced fewer obstetrical interventions but superior (in
the 1983 study) or very similar (in the 1985 study) newborn
outcomes.

-

##Secondary care is care available on a referral basis to
patients whose condition requires expertise beyond that of
the primary care provider. Tertiary care is referred care
provided by subspecialists to patients whose condition
requires expertise or technology not generally available at
the secondary care level.
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Existing hospital settings unsuitable for low-risk birthing.

Existing hospital obstetrical units, disposed
in terms of attitudes, staffing and equipment
toward technological approaches and the
managment of obstetrical complications,
frequently offer an inhospitable environment
for uncomplicated 1low-risk birthing. The

likelihood of unnecessary amniotomy,
anaesthesia, forceps delivery and episiotomy
is substantial. Imperfect diagnostic
procedures, such as electronic fetal

monitoring, applied in low risk situations may
result in significant numbers of normal
labours being erroneously labelled as
pathological. The rising rate of Cesarean
sections (currently about 20 percent) may in
part reflect this phenomenon.

As of 1979, an estimated 60 to 70 percent of labours
were being monitored electronically in the U.S. (7).
Universal electronic fetal heart monitoring (EFM) has been
advocated (8, 30).

The strongest evidence regarding the usefulness of
diagnostic or therapeutic interventions is provided by
randomized controlled trials. 1In these studies each subject
has an equal chance of being assigned to receive or not
receive the intervention being studied. This procedure helps
to insure strict comparability of intervention and control
groups so that differences in outcome can confidently be
attributed to the intervention itself. Three such trials of
electronic fetal monitoring have been conducted in low-risk
obstetric populations (9,10,11).

Studying 504 labours in Sheffield England, Kelso found
no significant differences in neonatal outcomes but a
doubling of the Cesarean section rate among women assigned to
EFM (9.5% vs 4.4%) (9).

Wood studied 927 labours in Melbourne Australia (10).
The rate of operative delivery (forceps and Cesarean section)
was 34 percent greater in the EFM group. The number of
babies remaining in the isolette beyond three days and the
number requiring phototherapy were higher in the monitored
group (2.7% vs .4% and 3.7% Vs .8% respectively). The
infants born to mothers not receiving EFM showed a higher
rate of neurological signs and symptoms (.6% vs .2%) but this_t
difference was not statistically significant.



The largest randomized trial of EFM was conducted by
MacDonald in Dublin (11). This study involved 12,964 women,
three-quarters of whom were at low or average obstetrical
risk. The study setting was unusual in several respects:

1) Infrequent use of electronic fetal
monitors prior to the study (less than 5%
of cases).

2) Exceedingly low rates of obstetrical
intervention (forceps 7.2%, Cesarean
section 2.3%, epidural anaesthesia 3%)

3) Assignment of a personal nurse-midwife to
each patient.

The Cesarean section rate was similar in the EFM and control
groups (2.4% vs 2.2%). Forceps deliveries were 33 percent
more common with EFM (8.2% vs 6.3%). Postpartum genital
tract infections were three times more frequent among
monitored women. Most neonatal outcomes including
stillbirths and neonatal deaths did not differ. Among
survivors, neurological abnormalities were more frequent in
the control group (8.1/1000 vs 5.0/1000). However, when
these infants were examined at one year of age, equal numbers
in each group had major neurological disabilities.

A very large non-randomized trial of universal vs
selective EFM has recently been published (31). This study,
involving 34,995 pregnancies, was conducted over three years
in a university-affiliated hospital serving an "indigent"
population in Dallas, Texas. In alternate months electronic
fetal monitors were made available on a universal or a
restricted basis. Although the Cesarean section rate was 8
percent higher during months when universal monitoring was
available (11% vs 10.2%), there were no clinically important
or statistically significant differences in fetal and newborn
outcome. Among a low risk subgroup representing 42 percent
of pregnancies, the rate of Cesarean sections carried out
because of "fetal distress" was more than twice as high
during wuniversal monitoring months (.9% vs .4%). There were
no significant differences in perinatal outcome. In this
study, the extent of forceps use was not reported.

Taken together, these studies indicate that in women
at low/average obstetrical risk electronic fetal monitoring
results in increased obstetrical intervention without
significant benefit in neonatal outcome.

Routine or 1liberal use of episiotomies is widely
practiced on the grounds that - this policy reduces bothy
serious trauma and longer term problems such as stress
incontinence and vaginal prolapse. Two recent randomized
trials of routine (12) or liberal (13) versus restricted use






