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Report from: 
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Judy Gillow, Director of Nursing 

Sponsoring Divisional 
Director: 
 

Alyson O’Donnell, DCD, Division C 

Aim of Report/ 
Principle Topic: 
 

Overview of Maternity Services main annual achievements and 
challenges  

Assurance Framework 
Strategic Objective Ref: 
 

Quality and Safety of Maternity Service 

Recommendation(s): 
 

1. That Trust Board note the current status and recognise the 
achievements, challenges and future developments of 
Maternity Services. 

2. That Trust Board agree the key performance indicators for 
Maternity Services, as per the Maternity Dashboard in 
Appendix i. 

 
1. Strategic context: 
 
1.1 The Southampton Maternity Services provided by Southampton University Hospitals NHS Trust  

cover Southampton and surrounding areas and are commissioned by NHS Southampton City 
PCT and NHS Hampshire PCT.  In 2010 there were 6187 births, which is an increase of 282 
births on 2010. Births occur on three sites:  the Princess Anne Hospital labour ward (obstetric led 
births); the co–located Broadlands Birth Centre (midwife led births); and the stand-alone New 
Forest Birth Centre (NFBC) at Ashurst. For women who are considered to be at low risk for 
developing problems in childbirth, midwifery led care is encouraged and a choice of birthplace is 
offered inclusive of home birth. 
 

1.2 The Southampton Maternity Service spans the acute hospital setting and the community ensuring 
that women receive care across the continuum of antenatal, intrapartum and postnatal periods. It 
is now inclusive of the Pre-natal diagnostic service comprising of Fetal medicine, screening and 
the Obstetric sonography service. 

 
1.3 The Maternity Service is responsive to the following national drivers for Public Health, normalising 

Birth and the Children’s Agenda:- 

• Maternity Matters (DH 2007) 

• Focus on normal birth and reducing LSCS rates (NHS III 2007) 

• Standards for Better Health (DH 2005) 

• Child Health Promotion Programme (DH 2008) 

• Saving Mothers Lives (Cemach 2007) 

• Safe Births( Kings Fund 2008) 

• Towards Better Health (DH 2008) 

 
1.4 The Maternity Service is committed to multi-professional care in all aspects of the service; with 

care being determined by the individual needs of women. The majority of care in uncomplicated 



 
2 

pregnancies is midwifery-led throughout pregnancy and birth, with referral to obstetric services 
where appropriate.   

 
1.4 This multi-professional approach is demonstrated in all aspects of the service with active 

involvement of all specialties (midwifery, obstetric, neonatal and anaesthetic) in the organisation 
of the service, strategic developments and Healthcare Governance. 

 
1.5 The Midwifery Services continue to be organised in teams.  These comprise of integrated teams 

working within localities in the community, specialised caseload holding teams working with 
vulnerable groups, and core teams working within the Princess Anne Hospital and the New Forest 
Birth Centre. There are a number of specialist midwife roles within the service (covering areas 
such as: drug and alcohol misuse; safeguarding; domestic violence; diabetes; screening, 
bereavement, perinatal mental health and healthy weight) that have been recognised at local level 
to enhance the care provision for women through education of staff and updating of guidelines 
and information for women and staff.  

 
1.11 Consultant Obstetric cover on labour ward is now at 60hour and all the consultants whose 

practice is solely obstetric contribute to maintaining and developing high standards of care by 
contributing to Clinical Governance, the intrapartum care committee, guideline development and 
the regular risk review process.  Three of these consultants provide a regional fetal and maternal 
medicine service, with close collaboration with related specialties such as genetics, paediatric 
cardiology, neonatology and neonatal surgery, adult endocrinology and haematology.  The fetal 
and maternal medicine service now operates as a clinical network with hospitals across the 
former Wessex region, sharing protocols and patient information to provide consistent quality of 
care across the area. 

 
1.12 High-risk antenatal clinics are increasingly focused on specific conditions with women referred to 

specific clinics if they have congenital heart disease, endocrine disease, epilepsy, drug use, 
monochromic twins etc. 

 
1.13 The service works in partnership with the Universities of Southampton and Bournemouth, with the 

Practice Development midwife providing a range of educational programmes, which include a 
‘Return to Practice’ program for midwives, in depth induction and mentorship program, as well as 
ongoing education and development training for midwives. The service has three Practice 
Educators equating to 1.8WTE posts, providing multidisciplinary training for both midwifery and 
medical undergraduates and graduates on a wide range of topics as well as providing skills drills 
for all staff. A very robust and noteworthy preceptorship programme for newly qualified midwives 
is facilitated by the team. 

 
1.14 In summary, the service provided is both complex and diverse, delivering high quality regional 

specialist care and individualised, woman-focused care to families in the local area.  
 
 
2. Staff, Patient and Public Involvement: 
 
2.1 There are 2 Maternity Service Liaison Committee (MSLC) groups pertinent to Southampton, 

Hampshire MSLC and Southampton City MSLC.  These groups are regularly used to seek user 
views and guidance on service development as well as opportunities for monitoring of the service. 
Both MSLC groups take part predominantly in Children’s centres and as such provide a broad 
spectrum of user involvement/ consultation. Issues were raised around midwifery provision for 
mental health, obesity and breast-feeding support. Since this time a midwife has been appointed 
on a part-time basis to lead on mental health issues and a midwife to lead similarly on “Healthy 
Weight in Pregnancy”.  

 
2.2 The Maternity service facilitates its own Patient Group where users of the service are included in 

all patient information consultation as well as service improvement. Within the Unit, ‘users’ attend 
the monthly Intrapartum Care Committee meeting and their views are sought on the topics under 
discussion. They have raised concerns about a number of issues such as the lack of a second 
theatre for such a large unit, the role of partners in labour and stem cell collection.   

 
2.3 All women are provided with a Maternity services questionnaire in their postnatal discharge packs.  

They can comment anonymously upon aspects of their care and/or service provision.  There is 
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the opportunity for individuals to have their comments investigated or responded to if they provide 
contact details.  These questionnaires are collated and an update is provided outlining areas of 
good practice and areas where improvements could be made. Particular improvements that are 
as a result of direct feedback have been: moving Burley ( high risk postnatal) office to improve 
privacy and confidentiality and initiating staggered appointments for induction of labour to improve 
patient experience. 

 
2.4 Birth Afterthoughts is a debriefing facility where women can consider their experience on a 

confidential, one to one basis. The feedback from this service is consistently used to support and 
improve on mothers care and also to provide praise and learning opportunities for staff. 

 
2.5 The Head of Midwifery chairs the Midwifery Operational and Strategic Team Meeting which is 

consistently well attended and demonstrates good engagement of staff in all aspects of service 
delivery. 

  
3. Specific Detail: 
 
This report is intended to highlight key issues to Trust Board. 
 
3.1 Assurance of Safety and Quality – Maternity Dashboard  

There are some significant reports that have recognised the need for a more co-ordinated 
approach of monitoring clinical governance/performance information and a national 
recommendation was that all NHS Trusts and organisations responsible for the monitoring the 
performance of NHS Trusts, must ensure that they have robust systems in place for the 
monitoring of quality and performance of the maternity services. The Dashboard is a tool that has 
been collaboratively developed to support this recommendation.  
 
Trust Board will note that the intention of the dashboard is that there should be a clear, robust 
mechanism for ensuring quality and performance, which is useful to a wide range of groups. The 
following groups review the dashboard: 

• Care Group and Divisional Governance (monthly) 

• Divisional Board (monthly) 

• CSCSG (quarterly) 

• Maternity Services “Joint Trust” meeting, our direct service to commissioner dialogue 
meeting (quarterly) 

• Trust Board (annually) – although Trust Board may wish to reconsider the frequency to 
align with regional best practice for reasurance. 

 
Appendix i 
 
   Achievements 
 
 

3.2 CNST Level 2 
In September 2007 Southampton Maternity Service achieved Level 2 compliance and in 
September 2010 the service underwent re-assessment of compliance against the most recent 
NHSLA Maternity CNST standards. In view of significant changes made to the standards and the 
evidence required by NHSLA the decision was to be assessed again at Level 2.  It was agreed by 
all that achieving a high standard of compliance against the NHSLA standards supports the 
Trust’s and the Maternity Service’s ongoing pursuit of improving and sustaining quality and safety 
within the organisation.   
 
The Maternity CNST Level 2 was successfully achieved on 9th & 10th September 2010 with 46 of 
the possible 51 criteria passed (2 criteria were free points as pilot criteria).  Criterion not passed 
were, Training Needs Analysis (Education) , Shoulder Dystocia evidence, Mental Health evidence 
and VTE evidence.  Three of the four criterions have agreed work streams in place. 
 
An analysis of requirements for NHSLA Level 3 is being developed with a plan for discussion at 
the January Governance Meeting 

 
3.3 Caesarean Section rate 
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There is a public health issue due to increased morbidity (short and long term) associated with 
Caesarean Section (CS). There is therefore a national drive to reduce the incidence of CS 
(NHS111, 2006) 
 
The multi-professional team has worked hard to reduce the Caesarean section rate and for the 
calendar year 2010 the rate was 21.9% The SUHT CS rate is consistently below the national 
average (around 24%) despite having a higher than average acuity. In 2010 the elective 
Caesarean rate was maintained at 7.2% (the national rate is approximately 10%). 

 
Figure 4: CHiMat data: Cost per Birth & Caesarean Section Rate 
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3.4 Role of the Maternity Support Worker  
This year a particular focus on developing the role of the midwifery support worker has seen 45% 
of normal postnatal care in the community for mothers and babies related to parenting skills, 
breast feeding and health and wellbeing,  provided by midwifery support workers under the 
supervision of a midwife releasing midwives to care for mothers in labour.  A robust Governance 
framework outlining the skills and competencies required for this group of staff has been 
developed by the midwifery education team in line with SHA guidance and alongside clear lines of 
accountability. This work has been shared and acknowledged by the RCM and DH. 

 
3.5   Raised Profile of Maternity Services through Television media 

The maternity service worked with Dragonfly television productions associated with Channel Four 
documentaries in 2009 leading to a BAFTA winning production of an 8 part documentary series 
‘One Born Every Minute’ in 2010. Further engagement with the Dragonfly production team 
resulted in a ‘One Born at Christmas’ live production from the Princess Anne Hospital on 
Christmas eve and Christmas day and a second series to be screened in January 2011. This has 
resulted in a substantial donation which will support the reconfiguration of the bereavement suite 
on labour ward. 

 
3.6 Pre- natal Diagnostic service 

The move of Obstetric and Gynaecological Sonography service from Division 5 to Division C has 
been very successful with the subsequent development of the pre natal diagnostic service. 
Leadership from the Operational Manager, Consultant Nurse and newly appointed Clinical lead 
sonographer has structured a cohesive team with a strategy in place to build upon capacity and 
competence 
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3.7      The New Forest Birth Centre 
           The New Forest birthing centre now in its second year has continued to build upon its reputation 

and has successfully engaged with promoting amenity bed use and as a result has realised an 
income of £8,800 by month 8. The birth centre has seen a steady rise in births since its opening in 
September 2008 and is fully used to offset postnatal bed capacity at the PAH. It also provides day 
unit facilities for the geographic population of the New Forest. 
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3.8   Relationships and Culture  
Women and their families continue to enjoy the excellent professional relationships and team 
working which are well established throughout maternity services. In particular is the positive and 
open relationships and dialogue between medical high risk obstetrics and midwifery low and 
normal risk care. The low risk birthing unit on Broadlands continues to develop in a balanced, 
open and constructive way. Obstetric medical staff have further evolved their consistent high 
standards of team working and cooperative working both between medical and with midwifery 
colleagues. 

 
   The senior management team continue to develop and lead the care group in a positive,  
   responsive and influential style. Clinical managerial relationships remain engaging and productive.  

 
 3.9 Challenges – for discussion 

. 

• Future workforce development - Capacity and staffing groups. 
  National Guidelines for Labour Ward Staffing, contained in the document ‘Safer Childbirth: 
Minimum Standards for the Organisation and Delivery of Care in Labour’ (October 2007) and 
confirmed in the document ‘Maternity Standards – A Working Party Report’ (June 2008), 
require 60 hour Consultant cover in units which have 5000 – 6000 deliveries per year and 98 
hour cover if deliveries exceed 6000 pa. In addition, the maternity service is operated under a 
funded WTE midwife: birth ratio expected to be 1:30, and with the current birth activity this 
standard is not met.    Work to mitigate against some of this risk is underway.  (Appendix ii) 
 

 

• Obstetric theatre capacity -- in response to the increasing birth rate, increasing complexity 
and acuity with changing background social and demographic profiles (eg rising BMI). 
Previously quoted national guidelines and standards suggest significantly different levels 
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of access to obstetric theatre capacity both for elective and emergency procedures. 
Ongoing work including an amalgamated "emergency list" with elective and emergency 
obstetric cases, gynaecology emergencies and neonatal surgical emergencies is in 
progress. 

• Future Commissioning of Maternity services and changes in birth rate with differing local 
demands. Development of maternity network with potential for lead provider. 

• NIPE ( Appendix iii) 

• Estates and ageing infrastructure 

• Implementation of E-rostering 

• Ever-expanding importance of accurate data including responses to regional and national 
data enquiry. (Dr Foster CQC etc.) 

• Physical isolation of the Princess Anne from General services 
 
4. Financial Information: 
 
4.1 Maternity Services now has an annual budget) of £12.4m. This funds 301 wte staff. Of this the 

service is funded for 197.5 wte midwives – this equates to 1 wte midwife per 31 births. 
 
4.2 For the period of this financial year Maternity Services remain on track with current budget setting. 
 
5. Risk Register Ref: 
 
5.1 There are a number of key Risk Register entries in relation to maternity services, most 

prominently the issues of theatre capacity and maternity staffing.  
 
6. Legal Implications:  
 
6.1 The key legal issues regarding maternity services nationally are in relation to the impact of 

litigation and how this is managed through the NHSLA.  
 
6.2 The NHSLA has identified that since 1995, nationally 61% of all negligence payments relate to 

claims arising out of maternity services. The total cost of CNST maternity claims in 2007/8 was 
£163 million. Cerebral palsy claims accounted for 66% of these payments, and stillbirths 2%. 

 
7. Trust Wide Impact & Assessments: 
 
7.1 The maternity services links closely with a number of services across the trust, including 

Neonatal and gynaecology services. There are links related to management of complex high-risk 
women, for example close ties with the diabetic service to ensure appropriate management of 
pregnant women with diabetes. 

 
8. Carbon Management: 
 
8.1 The maternity services have a positive approach to carbon management, particularly in relation to 

the links with managing care closer to home. Home births, home visits and community-based 
clinics are all an integral part of the maternity services. We are actively pursuing the move to 
electronic patient records and databases which should also facilitate reduced to carbon 
production. 
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Appendix i 
 
Maternity Dashboard December 2010 
 

 Indicator Description Expected Amber Red flag Current Indicator 
Reporting 
Frequency 

Comparator / comment 

Women birthed - 500 or less 
>500 per 
month 

>1500 per 
quarter 

(g) 487 
December 2010 

(r) 1567 
Oct to Dec 10 

Monthly 

>1500 per quarter would indicate births per year 
escalating to above 6000, which would impact on 
both medical and midwifery staffing ratios. Ref: 
Safer Childbirth (2008) relates to safety and 
Quality of service. Ref: Birthrate Plus rating of 6000 
women birthing per year. 

C-Section 

Total rate (planned & 
unscheduled) 

Further discussion 
required pending 
CQUIN and 
contracts 

<23% 23% >24% 
(g) 22.7% 

Oct to Dec 10 
Quarterly 

24.8% =Department of Health. NHS Maternity 
Statistics, England: 2009-10. Available from 
http:// www.hesonline.nhs.uk 
Ref:  Agreed local rates (measured against 
comparable services within South Central SHA) 

Normal Birth 
rate 

% of babies born 
>60% for 
> 1 month 

55% <50% 
(g) 61.8% 

December 2010 Monthly 

62.4% =Department of Health. NHS Maternity 
Statistics, England: 2009-10. Available from 
http:// www.hesonline.nhs.uk 
Ref:  Agreed local rates 

A
C
T
IV
IT
Y
 

Forecast of 
women birthing 

Number of women 
expected to birth 
within the foreseeable 
quarters 

</=1500  
>1000 over 2 
month period 

>1500 

 
(g) 1458 

Jan to Mar 2011 
(r) 1529 

Apr to Jun 2011 

Quarterly 

>1500 per quarter would indicate births per year 
escalating to above 6000, which would impact on 
both medical and midwifery staffing ratios. Ref: 
Safer Childbirth (2008) relates to safety and 
Quality of service. 
May need to acknowledge need for additional 
staffing. Ref: Birthrate Plus rating of 6000 women 
birthing per year 

Weekly hours of 
consultant cover on 
labour ward 

60 – 168 
hours pw 

 
50 hours pw <40 hours per 

week 

(g) 60hours </= 
6000 births 

(r) 98hours >6000 
births 

Monthly 

W
O
R
K
F
O
R
C
E
 

Staffing levels 

Midwife/birth ratio for 
whole time funded 
establishment 
 
Midwife/birth ratio 
inclusive of sickness, 
maternity leave and 
vacancies 

1:30 <1:32 >1:34 

(a) 1:31 
 
 
 

* (r) 1:34 
Vacancies – 5.14 

wte 
Sickness – 8.93 

wte 
Mat leave – 3.45 

wte 

Quarterly 
by 

exception 

National recommended standards for safe staffing 
as laid down by professional bodies within ‘Safer 
Childbirth’ (2008) 
 
 
* mitigated by use of bank staff 
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C
A
P
A
C
IT
Y
 

Transfers in 
 
Transfers out 
 
Refused 
admissions 

The number of women 
refused admission or 
transferred in or out of 
the service due to 
either maternity or 
neonatal capacity, 
staffing and / or other 
reasons. 

Expected 
transfers 

in 
 

Nil 
transfers 

out 
 
Nil refused 
admissions 

from 
network 

……… 
 

 
 
 
 
 

>1 
 

.... 
 
 
 

>/= 3 
 
 
 
 

>/= 3 
 
 

December 
Transfers in = 9 

 
(r) Transfers out =  
10  (NNU capacity) 

 
(r) refused 

admissions =  11 
(NNU capacity and 

complexity) 

Monthly 

Evidence available in ‘sit reps’ produced by 
neonatal service. 
 
Benchmark not applicable 

 
 

 Indicator Description Expected Amber Red flag Current Indicator 
Reporting 

Frequency 
Comparator / comment 

C
A
P
A
C
IT
Y
 

Closure of 
Ward/Unit 

• Home Birth Service 

• New Forest Birth 
Centre (standalone) 

• Broadlands Birth 
Centre (co-located) 

• Princess Anne Unit 
• Community Activity 

No 
closures 

Closure of one 
or more 
birthing 

environments 
but NOT the 
Princess Anne 

Unit 

Closure of 
Princess Anne 

Unit  

(a) October: 2 women 
denied Broadlands 
November: 2 women 
denied Broadlands 

(r)  December: Labour 
ward closed 9 hours 

because NNU; 
 (a) 1 woman denied 

Broadlands 

Quarterly 
Potential for compromised safety and quality of 
service for women and staff. 

C
O
S
T
 

Budget 
Maternity spend within 
financial envelope set 
as the Budget  

Break 
even or 
surplus 

 
Forecast risk 
of overspend 

Any 
overspending 

Green Monthly Weekly tracker kept of excess hours, overtime etc. 

Access 

% SCPCT women 
seeing midwife or 
maternity healthcare 
professional, for 
assessment of health 
and social care needs, 
risks and choices by 12 
completed weeks of 
pregnancy 

SCPCT 
targets: 
81% or 
more 10-

11 

N/A <81% 10-11 
118.8% Q1 2010-11 
139.3% Q2 2010-11 Quarterly 

81% =National and local target for access by 12 
weeks + 6 days 
SCPCT rates quoted from NHSic website [QIPP 
measure] 
NB NHSic error noted. 
Corrected versions would be 84.2% and 71.8% 
respectively by their figures and methodology.  
 

Intrapartum 
stillbirths 

Babies known to be 
alive at onset of labour 
and that die before 
birth during labour 

< / =5 per 
annum 

N/A >5 per annum 
(g) 2 

Oct to Dec 10 Quarterly 

Ref:  Agreed local rates with PCT commissioners 
based on principle that the service's figures are likely 
to be skewed to an extent by the fact of our NNU 
tertiary status and our Fetal Medicine department. 

Massive 
maternal 
haemorrhage 

PPH 2000ml+ and 
requiring either of: 
• Hysterectomy 
• Transfer ITU 

0 N/A >1 
(g) 0 

Oct to Dec 10 Quarterly 
Any event of this nature would be rigorously 
investigated to ensure processes were followed and 
to enable lessons, if any, to be learned. 

W
E
L
L
B
E
IN
G
 I
N
D
IC
A
T
O
R
S
 

Low Birth 
Weight 
(<2500g) 

% of all singleton 
liveborn babies that 
were <2500g 

<6% N/A >7% 
(g) 5.3% 

Oct to Dec 10 

 
Quarterly 

 

5.6% Ref: Department of Health. NHS Maternity 
Statistics, England: 2009-10. Available from 
http://www.ic.nhs.uk 
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Breastfeeding 
% Mothers initiating 
breastfeeding at birth 

78% or 
more 

<78% <75% 
(a) 77.2% 

Oct to Dec 10 Quarterly 
78% Ref: Rates for England, Infant Feeding Survey 
2005 http://www.ic.nhs.uk/pubs/breastfeed2005 PCT 
targets 

 
User 
feedback 

% of women satisfied 
with service within 
collated responses to 
Maternity service 
questionnaire 

92% 85% < 70% (g) 96% Monthly Local Standard 

 
 

Red Impacting adversely on: patient and staff experience or management of activity or income and expenditure  Immediate escalation required 

Amber Potential for adverse impact – diversionary management required 
Early alert Escalation required with action plan to 
mitigate risk of Red flag 

Green No adverse impact No action required 

 
 2010 2011 

 JAN FEB MAR APR MAY JUN JUL AUG SEPT OCT NOV DEC JAN FEB MAR 

Women 535 450 477 455 501 480 535 523 575 533 547 487    

Babies born 540 452 482 461 508 487 545 528 586 543 557 498    

Normal births 60.0% 62.2% 60.2% 62.7% 61.8% 57.9% 60.4% 64.0% 61.6% 57.6% 60.1% 61.8%    

 2010 2011 

        Q1 Q2 Q3 Q4  Q1 Q2 Q3 Q4   

 2003 2004 2005 2006 2007 2008 2009 Jan-Mar Apr-Jun Jul-Sep Oct-Dec Total Jan-Mar Apr-Jun Jul-Sep Oct-Dec Total Rates per 

Women 4817 4947 5094 5220 5603 5887 5811 1462 1436 1633 1567 6098 1458 1529    
Q1 + Q2 forecasts 

5th January 2011 

Babies born 4880 5005 5172 5296 5703 5977 5905 1474 1456 1659 1598 6187       

Normal births 64.8% 66.0% 64.6% 63.1% 60.9% 63.2% 61.4% 60.7% 61.2% 62.0% 59.8% 60.9%      100 babies born  

Caesareans 21.9% 20.6% 22.0% 21.7% 23.4% 20.5% 21.3% 21.4% 22.4% 21.2% 22.7% 21.9%      
100 women 
birthed 

Stillbirths 20 24 35 29 22 27 35 7 7 6 7 27       

AN/prior to admission 15 21 30 23 20 23 31 7 7 6 5 25       

Intrapartum 5 3 5 6 2 4 4 0 0 0 2 2       

Massive maternal 
haemorrhage 

1 3 3 4 2 7 3 1 1 3 0 5      
Conditions as 
described 

In-utero transfers 
out 

46 103 88 114 14 27 50 15 7 16 13 51       

 



 
10 

 2010-11  

        Q1 Q2 Q3 Q4  

 03-04 04-05 05-06 06-07 07-08 08-09 09-10 Apr-Jun Jul-Sep Oct-Dec Jan-Mar SUHT Maternity rates per 

Singleton, Liveborn 
and Low Birth 

Weight (<2500g) 
5.6 5.3 5.7 5.0 6.1 4.7 5.1 4.9 4.5 5.3  100 singleton liveborn babies 

Breastfeeding at 
birth 

75.6 76.3 76.4 76.6 77.5 78.7 77.6 78.2 76.8 77.2  

100 mothers whose feeding status known 
[2009-10 97.4% of women birthed had first feed status recorded; 
1.6% of women had no living baby or very sick baby; 1.0% of 
women recorded as ‘undecided’ possible data error.] 

SCPCT women 
booked by 12 weeks 

(up to 12+6) 
55.1 58.3 56.9 64.2 72.3 73.5 79.8 79.3 78.8 79.3  

100 SCPCT women birthed this quarter [since recent booked women 
report will be incomplete and scan EDD not on HICSS until birthing]. 
NB Numerator derived from this denominator population in contrast 
to NHSic methodology. 81% target does not apply to this measure. 
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Maternity Workforce Action Planning 
Appendix ii 

 
 Funded 

Establishme
nt as of 1 
January 
2010 
wte 

Actual staff 
in post as 
of 1

st
 

January 
2010 
wte 

1. ratio 
mw:births 
2. consultant 
presence on 
labour ward 
3. mw:msw 
ratio 

Planned action to address capacity or capability challenges How do you 
rate the staffing 
risk of this 
group to your 
organisation 
Red 
Amber 
Green 

Midwives 197.2 wte 192    1 :32 • Development of msw workforce 

• Planned Triage Pilot  Jan 2011 

• Robust preceptorship programme in place 

• Stress points in service delivery identified and reconfigured 
workforce response 

• Recruitment to newly qualified midwives Oct 2010 up to 
establishment 

• Use of bank midwifery staff to cover vacancies currently up to 
establishment if required 

• Robust contingency and escalation guideline in place for 
capacity and capability challenges 

• Undertaking capacity modelling 

Funded – 
amber 
 
Actual - amber 

Obstetricians      60 hrs Workforce discussions in progress 
 
 

 
> 6000 births = 
red 

Sonographers 6 wte 5. wte  2 new trainees in progress 
Awaiting new appointment to commence 

• Review of sonography workforce role and responsibilities 

• Using locum cover currently 

• Mapping of daytime sonography activity and review of working 
practices underway 

• Development of Obstetric sonographer specific pathway  
 
 

 
Amber 

Maternity 
Support 
Workers 

53.3wte 45.5 wte     1:4 (funded) 
    1:4  (actual) 

• Ongoing recruitment in process 

• Implementation of MSW workforce in community setting to 
support midwifery role 

 

Others, please 
specify 

NN 7 wte  
Housekeepe
rs 3 wte 
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Appendix iii 
 

 NEWBORN AND INFANT PHYSICAL EXAMINATION PROGRAMME (NIPE) 
 
In March 2008 NIPE standards & competencies were produced by the UK National screening committee 
(NSC) recommending that 4 elements should be especially considered : hearts, hips, eyes, testes as well 
as clinical exam of baby as a whole. The national standards & competencies are to ensure consistency in 
what is examined and that the timescales for examination are appropriate to ensure early 
detection/referral. In August 2008 the decision was taken by NSC to include NIPE alongside the other 
ANNB screens as a systematic screening programme. The following programme of consultation and 
decisions evolved: 

• December 2008: engagement with the voluntary sector 

• March 2009: Decision to procure a national information solution ‘SMART’ (Screening Management 
and Reporting Tool) 

• March 2009: NIPE website launched 

• October 2009: Implementation steering group convened 

• November 2009 – March 2010: Proof of Concept phase including process mapping 

• 2009 - ongoing: Consultations with clinicians and parents 

• 2009 – ongoing: Development of QA within a cross programme 

•  (non-cancer) framework in partnership with Regional Teams 

• Spring 2010: Initiated meetings with broad range of midwifery educators teaching Newborn 
examination 

• Summer 2010: Commissioning specification developed commissioning framework (national template) 

• Summer 2010: Engagement with Royal Colleges 

• Autumn 2010: Regional Days! 
 
The NIPE survey showed that there is great variability in newborn examination and that were QUIPP 
implications. Acknowledging that NIPE (at <72 hours & 6-8 weeks) is an integral part of Child Health 
Promotion Programme/NICE guidelines it was decided that it was Provider responsibilities to ensure; 

o Nominated lead 
o Written guidelines 
o Process is standardised: Care Pathways 
o Information available to support decision making 
o Data collected analysed and reported 
o Sufficient, competent staff 
o Education and supervised practice 

• Commissioner responsibilities to ensure:  
o Nominated lead 
o SLA/contract – covers performance monitoring and governance 
o Service specification – covers all aspects 
o Responsibility and Accountability 
o Public health function of population screening… 

 
NIPE Programme: 
Vision: 
A better quality of life for children with congenital problems of the heart, hips, eyes and testes, through 
early detection, diagnosis, optimum treatment and family support. 
Aims: 
To improve the consistency, timeliness, quality and family experience of the newborn and infant physical 
examinations. 
 
By 31st March 2013:  

• For clear and effective care pathways to be in place. 

• For standards and competencies to be achieved, or action plans well underway towards achieving 
them. 

• For robust data to be the norm: both for programme management and for quality assurance. 
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Mapping survey just completed to help SHA & NIPE understand current service provision for newborn 
physical examination. Following on from this SHA & NIPE screening programme will develop & 
coordinate a work programme to improve standards locally & nationally.  
 
Implications for SUHT: 
 
By 2012 local NHS organisations will be required to record, audit & monitor information & performance in 
relation to newborn examinations 
 
New IT screening management system (SMS) will be available to those maternity hospitals and GP 
practices who want it? Cost implication 
 
Regular updating to be available & attended for all staff undertaking examinations – not currently 
available to all without cost 
 
Clear written guidelines to be provided to support the screening process and referral pathway - not 
currently in place 
 
Data are collected analysed and reported to monitor quality and inform service provision and 
improvement - not currently in place 
 
Providers (and commissioners) need to ensure that sufficient administrative resources are available 
to collect, analyse and report the information requirements, processes and outcomes of the screening 
programme - not currently in place 
 
There is a nominated health care professional for managing the programme on behalf of each provider - 
not currently in place 
 
All parents are provided with information about the screening programme which accounts for the 
changing needs of babies as they develop which describes the benefits and limitations of screening – 
may need to develop local leaflet / purchase national one 
 

 

 


