A Perfect Storm

How to unintentionally create a
maternity crisis

Andrew Weeks

University of Liverpool



Intrapartum Care
Summary of recommendations and care pathway

Summary of recommendations and care pathway

Key priorities for implementation

Place of birth
e Commissioners and providers® should ensure that all 4 birth settings are available to all
women (in the local area or in a neighbouring area). [6] [new 2014 P . .
e Explain to both xnulllgurop and nulliparous women ll?.ll they may choose any birth setting Pro Vlde rS, S enlor S ta ff an d a ll h ea lth Care
(home, freestanding midwifery unit, alongside midwifery unit or obstetric unit), and
support them in their choice of setting wherever they choose to give birth
Advise low-risk multiparous women that planning to give birth at home or in a . o . .
midwifery-led unit (frecstanding or alongside) is particularly suitable for them because pro fessionals should ensure thatin all birth settin gs
the rate of interventions is lower and the outcome for the baby is no different compared
with an obstetric unit
Advise low-risk nulliparous women that planning to give birth in a midwifery-led unit .
(freestanding or alongside) is particularly suitable for them because the rate of th ereijs ac ulture o) f re Sp ect for ea Ch womanh as an
interventions is lower and the outcome for the baby is no different compared with an
obstetric unit. Explain that if they plan birth at home there is a small increase in the risk
of an adverse outcome for the baby. [2] [new 2014)
. « . . . oo .
Providers, senior staff and all healthcare professionals should ensure that in all birth in d,v,dua[ un de rgo,ng a Slgnlflcan tan d emotiona uy
settings there is a culture of respect for cach woman as an individual undergoing a
significant and emotionally intense life experience, so that the woman is in control, is
listened to and is cared for with compassion, and that appropriate informed consent is
. . . . .
sougt. 1] o 2014 intense life experience, so that the woman is in
Senior staff should demonstrate, through their own words and behaviour, appropniate ways ’
of relating to and talking about women and their birth companion(s), and of talking about
birth and the choices to be made when giving birth. [15] [new 2014)
. . . .
Matemity services should t l l t d t d d f th
serviesshoud. - control, is listened to and is cared for wi
provide a model of care that supports one-to-one care in labour for all women and
benchmark services and identify overstaffing or understaffing by using workforce
planning models and/or woman-to-midwife ratios. [23] [new 2014] . . .
Commissoner and providens shouldensre e hre ae compassion, and that appropriate informed consent
robust protocols in place for transfer of care between settings (sec also
recommendations 46 to 52)

clear local pathways for the continued care of women who are transferred from one ° »
setting to another, including IS SO ug t.

when crossing provider boundaries
if the nearest obstetric or neonatal unit is closed to admissions or the local
midwifery-led unit is full. [11] [new 201

Measuring fetal heart rate as part of initial assessment
¢ Do not perform cardiotocography on admission for low-risk women in suspected or
established labour in any birth setting as part of the initial assessment. [55] [new 2014]
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COMMENTARIES

The active mismanagement of labour

We are all working together to one end, some
with knowledge and design, and others withour
knowing what they do

Marcus Aurelius

Experience has taught us that the introduction of
innovative approaches to palient management
should be subjected to scientific scrutiny before
they are widely implemented. The concept of the
‘active management of labour® revolutionised
obstetric practice in the United Kingdom because
of the enthusiasm with which it was introduced
and the promisc of a safe and simple solution to
prolonged labour. Unfortunately, “failure to pro-
gress’ still plagues labour and data are now
cmerging, after over 25 years, to show that the
concept of active management was nol only simple
but simplistic.

The principles of active management of labour
were first applicd to & consecutive series of 1000
nulliparous women in the late 1960s'. For purely
pragmatic reasons the duration of labour was to
be limited by accslerating delayed progress by
administering oxytocin or by caesarean section if
this did not succeed. Attention was drawn to the
correct diagnosis of labour, and amniotomy was
performed to check for meconium. Becauwse the
‘powers” of uterine force was the only variable
open to manipulation, the classical causes of
aberrant progress (i.e. occipito-posterior, cephalo-
pelvic disproportion, and hypotonic uterine ac-
tivity) were considered irrelevant. The treaiment
would be oxylocin, whatever the perceived prob-
lem. In the original study by O°Driscoll ef /.’
35% of nulliparous women required oxytocin.
This would imply that in their series it was normal
Lo require oxytocm in labour!

Well designed clinical trials to test this empirical
approach are few. Meta-analysis of the available
randomised chinical tnals on the components of
active management® show that oxytocin augmen-
tation does not improve cacsarean section rates,
operative vaginal delivery rates or neonatal out-
come. However, it does increase hyperstimulation
and the amount of pain experienced by the mother.
Amniotomy, once considered a means of im-
proving the forces of labour, has been shown to
causc & modest reduction in the duration of labour

& ROOG 1996 Brivich tourral of Obsietrics and Gynarcolopy

but does not affect perinatal outcome or operative
delivery rates®>. Paradoxically, we have invested
heavily in the development of that part of active
management which has no useful effect, vet with
our current financial constraints, we are often
failing to provide the one component which does
have benefit: the provision of a companion in
labour.

Three randomised studies have tested the effec-
tiveness of the overall package of active man-
agement. Lopez-Zeno er al® concluded that the
caesarcan section rate was reduced, but scrutiny of
the data reveals that the largest reduction came
merely from the interest taken in labour man-
agement resulting from the study—the Hawthorne
effect. Statistical significance was achicved only by
stratifying the data, thereby introducing bias. Two
more recent studies with consistent findings by
Frigoletto ef al.” and Cammu and Van Eeckhout®
show a modest reduction in the duration of labour
(median reduction of 27 hours in the smudy by
Frigoletio ef al. and mean reduction of 29 minutes
in the study by Cammu and Van Eeckhout), but
no differences in neonatal outcome or reduction in
operative delivery rates {(caesarean section rate
19-5% in the active management group and 194 %
in the control group io the study by Frigoletio
ef al., caesarean section rate 39% in the active
management group and 2-6 %% in the control group
with a spontaneous vaginal delivery rate of 78%
in the active management group and 79% in the
control group in the study by Cammu and Van
Eeckhout). The two wvery different operative
delivery rates in these studies emphasise the pitfalls
of comparing operative delivery rates in different
populations. The low cacsarean section rate in the
Dublin population may have been the justification
for many UK centres to adopt the principles of
active management.

It is all too frequent in medicine to find ignorance
about the most common events. The mechanisms
which initiate labour remain obscure, as are the
complex chemical and physical changes in the
cervix which pre-empt labour. Even the mechan-
isms of normal labour are oversimplified and
poorly understood. Between pregnancy and par-
turition, uterine function undergoes a remarkable
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role reversal which requires careful orchestration,
The guicscent myometrium has (o become active
and the cervix, the function of which has been 1o
obstruct delivery, must lose its resistance. Fur-
thermore, Lhe process has (o be repeatable for
subsequent pregnancies, Our biatant inability to
explain these phenomena in precise terms undar-
lines labour’s subtle complexity.

Classically, delay in progress is seen in terms of
poor powers, mismatch between presenting part
and pelvis, malpresertation or malposition, Active
management relied on increasing the powers to
improve flexion, encourage rotation and overcome
borderline disproportion. The soft tissues were
discounted as passive, and anv resistance offered
by them could be overcome by efficient forces.
Significant proportions of women who #re not
progressing in labour do not tespond to oxytocin®
and in only a minerity can cephalo-pelvic dis-
proportion, malpresentation or malposition be
found. Furthermore, two-thirds of these cases will
deliver vaginally in their next pregnancy™. The
association between prolonged labour and in-
creased morbidity and mortality s incontro-
vertible, Howewer, lhe rtecurrent finding that
shortening labour hy force does not improve
clinical outcome suggests that it is not duration per
se which gives rise to poor outcome but the
pathology which underlies the delay. The tragedy
of the last 23 years is that active management has
not only failed to solve the problem it addressed,
but it has also stopped vs thinking logically about
the underlying pathology and has therefore de-
layed research into the causes.

The two papers by Allman ef al''-™ on pages
763-768 and 76%-775 in this edition of the Journal
are a brave attempt to clarify the physiology and
pathology of labour. The techniques are not new
but are refinements of previous techniques first
described by Lindgren and Smyth in 19617, Spatial
studies of head:cervix forces were derived from
head: cervix pressure measurements™. In normally
progressing labour the forces are not evenly dis-
tributed but concentrated in a high zone of force
around ihe equator with low forces in front of the
hend. These patterns are not easy (o standardise,
hence their lack of implementation in routine
clinical practice, but are reproducible™"*, Further-
more, the findings are not easy to explain, and
emphasise the complexity of the mechanism of
labour which requires further study. The obser-
vation that the rise in intrauterine pressure lags
behind the rise in head :cervix foree'® is consistent
with our own findings using continuous cervi-
metry™®, We attributed this 1o uptake in slack in

the cervical collagen fibres by the initial part of
myometrial contraction. Thereafter, once the
callagen fibres are under tension, resistance from
the cervix allows tension in the wall of the uterus
to form, thus causing a rise in intrauterine pressure.

The quotation from Marcus Aurelius that heads
this commentary is not intended to be facetious.
We would benefit greatly from a better under-
standing of the pathophysiology of labour to
enable us (o manage problems by design’
Unfortunately, we have spent the last 25 vears
managing labour without krowing what we do. The
superficial nature of our understanding must be
appreciated and change in practice based on
speculative interpretation of complex data should
be viewed with scepticism. Developments in
praciice must ultimately be tested by properly
conducted clinical trials before widespread im-
plementation.

Karl 5. Oldh

Consultant Obstrirician and Gynsccologist

Warwivk Haspital, Lakin Rowd, Warwick CLU'M SEW
Harry Gee

Consoltant Dbstetrician and Director of Postgradoate
Education
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