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1.0 National Picture  

1.1 The purpose of the review is to ensure the Trust Board receives assurance that patient safety is 

being maintained with regards to midwifery staffing numbers and skills.  

A draft resource based on the July 2016, the NQB document “Supporting NHS providers to deliver 

the right staff, with the right skills, in the right place at the right time: Safe, sustainable and 

productive staffing”,  was published in July 2017 final version Jan 2018. This safe staffing 

improvement resource provides an updated set of expectations for nursing and midwifery care 

staffing, to help NHS provider boards make local decisions that will support the delivery of high 

quality care for patients within the available staffing resource. This resource:- 

 sets out the key principles and tools that provider boards should use to measure and improve 

their use of staffing resources to ensure safe, sustainable and productive service, including 

introducing the care hours per patient day (CHPPD) metric; 

 offers guidance for local providers on using other measures of quality, alongside CHPPD, to 

understand how staff capacity may affect the quality of care; 

 identifies three updated NQB expectations that form a ‘triangulated’ approach to staffing 

decisions: 

Expectation 1  

Right Staff 

Expectation 2  

Right Skills 

Expectation 3 
Right Place and Time 

1.0  

Evidence-based workforce 
planning 

1.1  

Appropriate skill mix 

1.2  

Review staffing using the 
Birthrate plus workforce planning 
tool annually and with a midpoint 
reveiw 

2.1   

Multiprofessional mandatory 
training, development & 
education 

2.2  

Working as a multi-professional 
team 

2.3  

Recruitment & retention 

3.1  

Productive working & eliminating 
waste 

3.2  

Efficient deployment & flexibility 
including robust escalation 

3.3  

Changes in working around Better 
births, including increased 
continuity and caseloading and 
improvements in postnatal and 
mental health issues 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

https://www.england.nhs.uk/wp-content/uploads/2013/04/nqb-guidance.pdf
https://www.england.nhs.uk/wp-content/uploads/2013/04/nqb-guidance.pdf
https://www.england.nhs.uk/wp-content/uploads/2013/04/nqb-guidance.pdf
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Recommendations From: NQB Edition 1 January 2018 Safe,sustainable and productive 
staffing .An improvement resource for maternity services. 
 

In determining staffing requirements for maternity services: 
 

No   R A G Comments  

1 

Boards are accountable for assuring themselves that 
appropriate tools (such as the NICE-recommended Birthrate 
Plus (BR+) tool for midwifery staffing) are used to assess 
multiprofessional staffing requirements 

   Discussion with finance re 
requirement for BR+ 

2 
Boards are accountable for assuring themselves that results 
from using workforce planning tools are cross-checked with 
professional judgement and benchmarking peers. 

   No work force planning tool in 
use 

3 

Boards must review midwifery staffing annually, aligned to 
their operational and strategic planning processes and 
review of workforce productivity, as well as a midpoint 
review every six months in line with NICE guideline NG4. 

   Staffing reviewed 6 monthly , 
however accurate staffing 
requirements not available due 
to lack of use of work force 
planning tool 

4 
Boards are accountable for assuring themselves that 
staffing reviews use the RCOG, RCoA and OAA guidelines on 
effective maternity staffing resources 

   
 

 

5 

Boards are accountable for assuring themselves that 
sufficient staff have attended required training and 
development, and are competent to deliver safe maternity 
care. 

   All staff attend mandatory 
training annually  

6 
Organisations should have action plans to address local 
recruitment and retention priorities, which are subject to 
regular review. 

    

7 
Flexible employment options and efficient deployment of 
trained staff should be maximised across the hospital to 
limit numbers of temporary staff 

   Only 1 midwife on bank and 
2temporary midwives  employed 
to cover mat leave 

8 

Organisations should have a local dashboard to assure 
stakeholders about safe and sustainable staffing. The 
dashboard should include quality indicators to support 
decision-making. 

    

9 
Organisations should have clear escalation processes to 
enable them to respond to unpredicted service needs and 
concerns about staffing. 

   Escalation process found in 
staffing guideline 

10 

Establishments should include an uplift to allow for the 
management of planned and unplanned leave to ensure 
that absences can be managed effectively. 

   Annual leave rostered evenly 
throughout the year . 
introduction of e rostering 
supports this 

11 

Organisations must have mandatory training, development 
and education programmes for the multidisciplinary team, 
and establishments must allow for staff to be released for 
training and development 

   Robust training programme staff 
rostered to attend 

12 
Organisations must take an evidence-based approach to 
supporting efficient and effective team working. 

   All training and guidelines are 
evidence based 

13 
Services should regularly review red flag events and 
feedback from women, regarding them as an early warning 
system 

   Red flags as per report . 
Safety thermometer and F&F 
completed monthly 

14 
Organisations should investigate staffing-related incidents, 
outcomes on staff and patients, and ensure action, learning 
and feedback 
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 A further document from Clinical Negligence Scheme for Trusts (CNST) has introduced an incentive scheme 

for trusts. “Maternity safety is an important issue for all CNST members as obstetric claims represent 

the scheme’s biggest area of spend (c£500m in 2016/17). Of the clinical negligence claims notified to us in 2016/17, 

obstetric claims represented 10% of the volume and 50% of the value. It is important to remember that trusts that 

improve their maternity safety will be saving the NHS money, allowing more money to be made available for 

frontline care”. Maternity Safety Strategy actions and Clinical Negligence Scheme for Trusts (CNST) incentive 

scheme 2018. 

 
One of the ten required standards for the trust is: 

 “Can you demonstrate an effective system of midwifery workforce planning” 

Required standard and evidential requirement for this standard is: 

 Evidence of a systematic, evidence-based process to calculate midwifery staffing establishment; 

 Trust policy demonstrating that, as standard, midwifery labour ward shifts are rostered in a way 

that allows the labour ward coordinator to have supernumerary status (defined as having no case 

load of their own during that shift); and 

 Good practice includes neonatal workforce within work force plans. 

Trusts should be evidencing the position as at end April 2018. Evidence for item 1 could include Board 

minutes or evidence of a full audit or table-top exercise using a tool such as Birthrate+2” 

Maternity Safety Strategy actions and Clinical Negligence Scheme for Trusts (CNST) incentive 

scheme 2018. 

Midwifery as part of the Model Hospital work stream acuity based workforce will incorporate the 

triangulated approach to its E-rostering . The CHPPD will also be explored in the future.   

1.2 The report is also to provide an assurance both internally and externally, that midwifery 

establishments are safe and that staff are able to provide appropriate levels of care to women & 

babies with a level of care that reflects the Trust values, the ethos of Leading Change, Adding Value, 

A framework for nursing, midwifery and care staff (2016) and the Trust’s Nursing & Midwifery 

Strategy. This is particularly important in light of key recommendations made in the Francis Report 

(2013) and the Berwick Report (2013) and the publication of NICE, Safe Midwife Staffing in 

Maternity Settings (2015). 

1.3 The report also supports the Care Quality Commission (CQC) requirements under the Essential 

Standards of Quality & Safety, including outcomes 13 (staffing) and 14 (supporting staff). The CQC 

inspection of Maternity Services in February 2016 awarded a good in all 5 key lines of enquiry; safe, 

effective, caring, responsive & well led however stated in its report that “the number of midwives 

employed did not meet best practice Birthrate Plus recommendations”. This calculation will be 

applied in the acuity based workforce e-rostering set-up. 

 

1.4       NICE published Safe Midwife Staffing in Maternity Settings in February 2015, this report 

acknowledges that guidance, however the staffing tool to accompany the guidance has not been 

produced therefore the staffing formula via Birthrate Plus a nationally recognised midwifery staffing 

tool has been applied using same format as for the previous reviews but with recent data. In the 

NICE Guidance a minimum staffing ratio for women in established labour has been recommended, 

based on the evidence available and the Safe Staffing Advisory Committee's knowledge and 

experience. The Committee did not recommend staffing ratios for other areas of midwifery care. 

This was because of the local variation in how maternity services are configured and therefore 

variation in midwifery staffing requirements, and because of the lack of evidence to support setting 
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midwife staffing ratios for other areas of care. High Quality Midwifery Care (RCM 2014) recognises 

the need that staffing levels are appropriate across the entire maternity pathway otherwise labour 

ward care is always prioritised at the expense of antenatal and postnatal care. The Midwifery & 

Support Staffing policy was updated in 2015; the Director of Nursing & Quality signed it off as per 

NICE guidance (February, 2015 p13) prior to formal ratification.  

 

1.5       MBBRACE-UK 2016 

The third of the Confidential Enquiry into Maternal Deaths annual reports produced by the 

MBRRACE-UK in December 2016 included data on surveillance of maternal deaths between 2012 

and 2014. Through rigorous investigations the enquiry recognises the importance of learning from 

every woman’s death, during and after pregnancy, not only for staff and health services, but also for 

the family and friends she leaves behind.  

Over a quarter of women who died during pregnancy or up to six weeks after pregnancy died from a 

cardiovascular cause. There was evidence of a focus on excluding, rather than making, a diagnosis in 

women who presented repeatedly for care. Repeated presentation should be considered a ‘red flag’ 

by staff caring for pregnant and postpartum women in any setting. 

Once again, a number of women received fragmented care, and important messages concerning 

planned care were not passed between teams, highlighting the urgent need for joint, 

multidisciplinary, maternity and cardiac care. 

 
1.6       In February 2016 the national review of Maternity Services was published. The review has 28 

recommendations with varying timescales from immediate implementation to a deadline of 2020. 

Several of the recommendations require early adopters to be pilots of which COCH as part of the 

Cheshire & Merseyside Vanguard has been selected. There are definite staffing implications if the 

recommendation that “Every woman should have a midwife, who is part of a small team of 4 to 6 

midwives based in the community who know the women and family, and can provide continuity 

throughout the pregnancy, birth and postnatally” is to be adopted, however it is prudent to await 

further national feedback from pilot sites. 

 
1.7      The Trust publishes its midwifery staffing hours both Registered and Unregistered -planned versus 

actual, in line with the National Quality Board (NQB) guidance. This is published externally on NHS 

Choices with a link to the Trust’s own website. 

 
1.8       In January 2009 the Royal College of Midwives issued a position Statement on staffing standards in 

Midwifery; this was followed in February 2009 by a guidance paper. The implications of this paper 

for midwifery staffing requirements are that the Royal College of Midwives (RCM) recommends a 

national ratio of midwives to women of 1:29 current staffing based on 1:45. 

 
1.9 MBRACE- UK Perinatal Confidential Enquiry 2017 

This report focused upon Term, singleton, intrapartum stillbirths and intrapartum related neonatal 

deaths. One of the report findings identified staffing issues a possible related issue in 7 cases. The 

report also outlines how heavy workload and staff capacity issues can affect the care provided, 

leading to delays/ postponement in induction of labour. There are many reasons why there is an 

increased demand on maternity services and all factors are associated with an increase in perinatal 

death. 
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2.0 Background 

2.1 The Trust has a duty to ensure that Midwifery staffing levels are adequate and that women are 

cared for safely by appropriately qualified and experienced staff. This is incorporated within the 

NHS Constitution (2013) and the Health and Social Care Act (2012). NICE (2015) states of the Trust 

board that it ‘should ensure that the budget for maternity services covers the required midwifery 

staffing establishment for all settings’ 

 
2.2        This Maternity Staffing Review paper has been produced to inform the Women and Children’s Care 

Governance Board of Midwifery staffing levels which via a cascading process is received by the Trust 

Executives 

2.3 The evidence suggests that appropriate staffing levels and skill mix influences patient outcomes, for 

example: 

• Reducing mortality & morbidity  

• Reducing 30 day readmissions for both mothers and babies 

• Reducing adverse incidents, particularly related to medication errors 

• Improves the patient experience – continuity of carer throughout the pregnancy 

 

2.4       Nice Guidance, Safe midwifery staffing for maternity settings, February, 2015 has recommended the 

use of red flags.  A midwifery red flag event is a warning sign that something may be wrong with 

midwifery staffing. If a midwifery red flag event occurs, the midwife in charge of the service should 

be notified. The midwife in charge should determine whether midwifery staffing is the cause, and 

the action that is needed. The following are the recommended red flags, this data is collected and 

forms part of this staffing review report. There have been several months were there has been high 

numbers of delayed critical activity due to midwifery staffing  

 

 Delayed or cancelled time critical activity. 

 Missed or delayed care (delay of 60 minutes or more in washing and suturing). 

 Missed medication during an admission to hospital or midwifery-led unit. 

 Delay of more than 30 minutes in providing pain relief. 

 Delay of 30 minutes or more between presentation and triage. 

 Full clinical examination not carried out when presenting in labour. 

 Delay of 2 hours or more between admission for induction and beginning of process. 

 Delayed recognition of and action on abnormal vital signs (e.g., sepsis or urine output). 

 Any occasion when 1 midwife is not able to provide continuous one-to-one care and support 

to a woman during established labour. 
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2.5       Staffing levels and skill mix within maternity services have been the focus of much debate in recent 

years. Maternity services nationally are constantly under pressure to utilise their manpower 

resources effectively and efficiently. A number of other factors have emerged, which include 

population demographics, national reports and guidelines along with an increase in public 

awareness and expectation especially in light of Morecambe Bay. In addition, diversity and 

complexity of patient needs continue to increase, and range from promoting health and well-being 

through the wider public health agenda to the high dependency care of sick women and babies.  

National data published in July 2016 by the ONS stated that the rate of women having babies  in 

their 40’s is higher than that of under 20’s for the first time since 1947, this increase in age profile 

comes with a recognized increase in complexities.  The additional work associated with increased 

antenatal screening and the national Saving Babies Lives Care Bundle which includes the 

GAP/GROW programme of assessing fetal growth has been an additional pressure to the service.  

 

2.6     It is acknowledged that a workforce designed around the needs of its users, can rapidly respond to 

the expectations of the public.  The composition and skills of the workforce will determine how 

effectively services are able to respond to demands. However this in itself is difficult due to Any 

Qualified Provider 121 Midwifery as women who book with their service do not choose place of 

delivery until in established labour making it more difficult to workforce plan effectively. 

 
2.7       Increased annual leave provisions under Agenda for Change; core and specific mandatory training 

requirements; the increase in the complexity of care required by women across Western Cheshire & 

surrounding areas who select COCH as their unit of delivery has reduced the time available for 

midwives to provide direct care to women. Lean & productive ward tools has supported some 

service changes to further improve the efficiency of the workforce. 

 
2.8       One of the Francis Report (2013) recommendations was that Trusts should make all ward managers 

supervisory. This has  been partially achieved in the past 6 months midwifery due to the shortfall in 

WTE against national recommendation and sickness requiring management time being converted to 

clinical shifts.  

 
2.9       NICE, Safe midwifery staffing for maternity settings also recommends that when calculating the 

midwifery staffing levels that you base the number of whole-time equivalents on registered 

midwives, and do not include the following in the calculations: 

 

 registered midwives with supernumerary status (this may include newly qualified midwives, 

or midwives returning to practice) 

 student midwives 

 the proportion of time specialist and consultant midwives who are part of the establishment 

spend delivering contracted specialist work (for example, specialist midwives in 

bereavement roles) 

 The proportion of time midwives who are part of the establishment spend coordinating a 

service, for example the labour ward.  
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3.0 Methodology for February 2018 Establishment Review 
 
3.1 A review of recent national publications was undertaken prior to commencement of the 

establishment review in order to incorporate the latest evidence to inform the methodology and 

the recommendations. 

 
3.2  It is an important factor to incorporate the professional judgment of the midwifery managers. Their 

views are then supported objectively by the use of the following information: 

 

 Establishments were compared to July 16 & January 2017 

 Review of registered to unregistered midwives ratios 

 The application of  Birthrate Plus® a nationally recognized tool which  is the classification of 

case mix by categories I–V 

 Booking & delivery statistics  

 

3.3       It is essential to undertake robust workforce planning to ensure there are appropriate staffing levels 

and skill mix with in the maternity service to ensure best outcomes are achieved for mothers and 

their babies therefore the Head of Midwifery has utilized the staffing data via Finance and the 

women’s & babies acuity data via Meditech from the Divisions I.T. Analyst.  

 
3.4       The review process involved auditing the current staffing establishment against the Safer Childbirth 

(2007) RCOG standards for staffing levels in the maternity service to establish whether COCH were 

comparable via the nationally recognized tool for Midwifery Services known as Birthrate Plus.  
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4.0       Birth rate Plus Methodology 
 

The Birthrate Plus Midwifery workforce planning system is based upon the principle of providing 

one to one care during labour and delivery to all women, with additional midwife hours for women 

in the higher clinical need categories. 

The Full study assesses the midwifery workforce of a service based on the needs of women and 

records for a minimum period of 4 months on intrapartum care, hospital activity, and all other 

aspects of care provided by midwives from pregnancy till the mother and baby are discharged from 

postnatal care. 

 

The application of Birthrate Plus® which is the classification of case mix by categories I–V.  

(Appendix A). 

This classification for labour and delivery care has been used as a measurement of COCH current 

case mix and staffing levels alongside Birthrate + national averages for midwifery staffing. The data 

to undertake this report was derived from the Meditech Maternity System.  
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5.0      Findings  
 
5.1       Staffing 
 

National and local statistics indicate that the profession continues to be predominantly female and 

that the age profile remains static. The maternity services currently employ 136 midwifery staff 

(headcount) plus 2 on bank, in a variety of roles including management. The Trust employs 

midwives who work both within the hospital and community; 22% of midwives are eligible to take 

retirement over the next 5 years based on a retirement age of 55, with 17% eligible to take 

retirement now. This data itself demonstrates the fact that Chester has the potential to lose a large 

number of experienced staff from all fields in the near future including all its management roles and 

most specialist roles in the next 5 years. However it must be noted that the service has experienced 

no difficulties in recruiting to its vacancies this year to date and has robust succession plans in place 

with staff already in training to ensure current services are maintained in the future when required. 

 

5.2 Desktop exercise 
 

Birth rate plus quote several ratios of midwives to women, without full assessment it is difficult to 

determine what requirements are needed at COCH. In: 2010 the mean national ratio based on 

87 DGHs and 9 tertiary units in England was defined as 29.5 births per wte midwife with a 

range of 27.3 - 31.5 births per wte midwife (Ball and Washbrook 2010).  

However this exercise is based on  

For hospital birth  activity only: 
 

 Tertiary services:  38 births per wte midwife. 

 DGH with  > 50% in category IV and V: 42 births per wte midwife. 

 DGH with  < 50% in category IV and V*: 45 births per wte midwife. 

 Homebirths and MLUs: 35 births per wte midwife. 

 For community services activity only: 96 births (cases)  per wte midwife. 

 The home birth ratio of 35 births per wte midwife was unchanged. 

 

For a DGH the management and specialist component is an additional 8%. 

Stats are for the period 1st January 2017– 31st December 2017 

Staffing requirements based on average 1:42 

Shift leader supernumerary 

Plus 8% management specialist component 
 

PLACE OF BIRTH NOS OF BIRTHS WTE MIDWIFE REQUIRED 

HOMEBIRTHS 21 21/35  = .6 WTE 

HOSPITAL BIRTHS 2811 2811/32 = 66.9 WTE 

COMMUNITY PN  2230 2230/96 = 23.22 WTE 

  90.75 
 

Basic Requirement      90.75 wte 

Plus 8%     7.25 wte 

Plus supernumerary shift leader  5.14 wte 

Plus 20% annual leave etc   20.6 wte 

Total      123.74 wte 

Shortfall of :     30.47 wte 
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This shortfall seems high however without an accurate review using a recognized assessment tool 

there will continue to be inaccuracies in calculation of requirements due to ratios need to be assed 

based on activity / acuity within the maternity unit. 

Staffing review of requirements for community under review with implementation of ‘Continuity of 

Carer’ for antenatal, intrapartum and postnatal care. 
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          6.0       Quality & Safety 

Staffing is discussed as part of the CLS shift leader hand over as they have the overview of 

Midwifery. This meeting takes place twice a day, and ward dependency, women on protocol (high 

risk needing midwifery High dependency 121 care) and overall staffing ratios/ gaps are discussed. 

The following actions are agreed to support a reduction of risk:  

 Moving from outpatient areas 

 Moving staff from one ward to another  

 Moving from or to Community midwifery 

 Sanctioning additional staff if required due to a patient safety risk 

 Closing the Maternity Unit  

 

To support the management of any identifiable risks, the midwives in charge of wards/departments 

are engaged with staff at a safety brief. A Trust Midwifery Staffing Policy is in place to support the 

decision making process. The risks discussed for example are high acuity women and babies 

requiring additional monitoring to that of a low risk newborn. Staff also receives feedback regarding 

complaints or leaning from incidents that have taken place in or that affect the Trust.  

 

6.1 Midwifery Unit Closure 

Part of the Trust Patient Flow Policy which was updated in 2015 contains a section regarding 

management of Midwifery capacity. Within the Midwifery section is a comprehensive section upon 

the reasons why the Maternity Unit would temporarily close to admissions (one of which is staffing 

levels) and the processes surrounding the closure to ensure safety of women & babies and to 

support collaborative working with neighboring Trusts.  

During the period 1st January -31ST  December 2017 the Maternity unit closed seven times  resulting 

in  13  women delivering at another provider. See attached summary. 

Unit Closure 
Summary 2017.docx

 

The Neonatal Unit continues at level 1 status at the time of the production of this report; this 

however had no major impact upon the overall running of Maternity Services due to low numbers 

involved in relation to the additional work associated with intra- uterine transfers. 

Cheshire & Merseyside Model of Care Midwifery arm of the Vanguard has reviewed each Trust’s 

Policies for divert/closure and produced a single policy across all maternity services. This has been 

ratified at W&C Governance Board in July 2017 and is embedded  of the Trust Patient Flow Policy 

and under Obstetric guidelines on Sharepoint. 

 
6.2 Staffing Incidents 1st January – 31st December  2017 
 

During the period of 1st January to 31st December 2017 there were 155 logged incidents in relation to 
staffing. This is a similar number to the previous year. Each Datix is reviewed in the context of the status of 
the maternity unit capacity, women’s acuity and overall staffing levels.  
The table below shows the incidents by location and sub category: 
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Inadequate 
Training 

Lack of 
Staff 

Staff transferred to another 
clinical  area Total 

Antenatal Clinic 0 1 0 1 

Central Labour Suite 0 109 6 115 

OFF SITE 0 1 0 1 

Ward 32 Cestrian Ward 1 34 3 38 

Total 1 145 9 155 

 
 

6.3 Datix incidents overall 
 
There were a total of 399 incidents reported in obstetrics during the period of 1st January – 31st December 

2017 – of these incidents, 56 occurred as a direct result of staffing levels.  

The table below shows all incidents by actual harm: 

 

 
 
There were 3 severe harms reported during that timescale: 

 There was one severe harm incident reported during this time period which occurred when a patient who 

had consented for tubal ligation at elective caesarean section attended in preterm labour and underwent an 

emergency caesarean section.  As per COCH guidelines the patient did not undergo sterilization at the time 

of emergency C/S but this was not communicated to the patient at the time of the event; the patient later 

became pregnant and underwent a termination of pregnancy procedure.  

 Severe harm reported when a patient with placenta accreta (who delivered at WUTH) was admitted to COCH 

following c/s and hysterectomy with bi-lateral pulseless legs due to sheaths not being removed at the end of 

her surgery. 

 Severe harm when known placenta praevia patient required hysterectomy at emergency c/s resulting in an 

blood loss of 13750mls and required admittance to ITU.  
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There were 12 moderate harms reported during that timescale: 
- 1 personal injury when a staff member slipped on water leaking from the floor cleaning machine 

- 2 Iatrogenic injury’s to a patients bladder which occurred at the time of elective caesarean section 

- 1 complaint received when a patient felt she did not receive adequate pain relief at emergency 

caesarean section 

- 1 complaint when incomplete miscarriage diagnosed incorrectly 

- Postnatal readmission with postpartum cardiomyopathy and pulmonary oedama which following 

administration of diuretic drained 3L 

- Delay in delivery for Cat 2 c/s 

- Baby requiring admission to NNU following delay in delivery of cat 2 c/s (>4 hours) 

- Staff member injured herself whilst trying to empty the pool in room 5 on CLS 

- Term stillbirth 

- Unexpected collapse of term baby on NNU requiring commencement of therapeutic cooling 

- Postnatal readmission following forceps delivery with infected perineum and MRI showed significant 

damage to anterior external sphincter 
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The table below shows all obstetric incidents during this period by week reported and actual harm: 
 

  
None  

(no harm caused) 
Low (minimal harm 

caused) 
Moderate (short 

term harm caused) 
Severe (permanent or 

long term harm caused) 
Total 

01/01/2017 10 0 0 0 10 

08/01/2017 26 0 0 0 26 

15/01/2017 15 0 0 1 16 

22/01/2017 11 0 0 0 11 

29/01/2017 19 1 0 0 20 

05/02/2017 13 1 0 0 14 

12/02/2017 16 0 0 0 16 

19/02/2017 11 0 0 0 11 

26/02/2017 17 0 0 0 17 

05/03/2017 22 2 1 0 25 

12/03/2017 16 0 1 0 17 

19/03/2017 13 0 0 0 13 

26/03/2017 17 0 0 0 17 

02/04/2017 21 0 0 0 21 

09/04/2017 7 0 0 0 7 

16/04/2017 25 0 0 0 25 

23/04/2017 17 0 0 0 17 

30/04/2017 9 0 0 0 9 

07/05/2017 12 0 0 0 12 

14/05/2017 10 0 1 0 11 

21/05/2017 5 0 0 0 5 

28/05/2017 15 3 0 0 18 

04/06/2017 17 1 0 0 18 

11/06/2017 9 0 0 0 9 

18/06/2017 21 0 0 0 21 

25/06/2017 12 0 0 0 12 

02/07/2017 23 0 0 0 23 

09/07/2017 11 2 1 1 15 

16/07/2017 19 0 3 0 22 

23/07/2017 20 0 1 0 21 

30/07/2017 17 1 0 0 18 

06/08/2017 30 0 0 0 30 

13/08/2017 17 0 0 0 17 

20/08/2017 25 1 0 0 26 

27/08/2017 15 1 0 1 17 

03/09/2017 21 0 0 0 21 

10/09/2017 25 0 1 0 26 

17/09/2017 17 1 0 0 18 

24/09/2017 19 0 0 0 19 

01/10/2017 18 0 0 0 18 

08/10/2017 23 1 1 0 25 

15/10/2017 10 0 0 0 10 

22/10/2017 9 0 0 0 9 

29/10/2017 13 0 0 0 13 

05/11/2017 15 0 0 0 15 

12/11/2017 18 2 0 0 20 

19/11/2017 8 2 0 0 10 

26/11/2017 22 0 0 0 22 

03/12/2017 10 1 0 0 11 

10/12/2017 11 0 0 0 11 

17/12/2017 16 1 0 0 17 

24/12/2017 7 0 1 0 8 

31/12/2017 4 1 1 0 6 

Total 829 22 12 3 866 

 
Data Source Annemarie Lawrence –Risk Midwife  
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6.4 Midwifery Indicators (Red Flags)  

Midwifery red flag data is collected daily at the end of each shift and recorded within an s drive 

folder so that results can be easily reviewed and trends identified. Managers are also able to react 

to the results in a timely manner, address any issues or investigate when required. The red flag data 

demonstrated an issue relating to Induction of Labour processes, whilst time of admission was 

adjusted the Unit has continued to see a delay due to Labour Ward staffing associated with activity 

and the subsequent knock on effect on commencing IOL on ward 32 due to collaborative working to 

increase safety outcomes. Use of the national & Midwifery Safety Thermometer tool is also a 

helpful measure that supports risk reduction of harm, the midwives ask additional questions linked 

to the outcome of the national maternity survey in 2015 to the basic maternity safety thermometer 

to try and improve women’s satisfaction of maternity services.  

 
6.5 Supervisory Ward Managers   

The Ward Managers work in a semi supervisory capacity. However, there are times due to staffing 

challenges or peak in activity, when it is not always achieved as patient care will always take 

president over management activities. Midwifery services has experienced a peak in sickness over 

the past 12 months’ all of which has been managed as per the trusts attendance management 

policy but this has impacted on the ability of the management team due to their requirement to 

work clinically.  

 

7.0       Safeguarding work  

 

The CoCH annual safeguarding Children Trust Board Report 2016-2017 once again reflects the high 

number of safeguarding children cases dealt with in maternity services and this  also serves to 

evidence the willingness of maternity services staff, and  in particular the community midwives to 

challenge situations and information that may lead to a safeguarding children issue. In addition the 

senior management support in relation to these processes is commendable, especially given the 

pressures this work can place on the midwifery capacity. All in all the CoCH can strongly evidence a 

high knowledge base and a high level of commitment from all staff to the safety and welfare of our 

maternity service users.   

 

8.0       Challenges & Risks 

The age profile of the Midwifery staff and no staff recruited to the midwifery bank resulting in 

below minimum staffing on occasions remain a potential risk to the organisation. However we have 

not experienced a problem with recruitment into any Midwifery vacancies to date and continue to 

explore recruitment to the Midwifery bank, staff work additional hours to cover gaps in off duty 

where possible. 

Unsupported/ verified required staffing numbers presents as a risk for future workforce planning. 

Changes in acuity in workload due to an increase of complexities women present with is not 

reflected at present in current staffing levels. Birth rate plus will provide a robust tool/ system to 

accurately assess staffing requirements with the maternity service. 
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9.0       Conclusion 
 

This twelve month review demonstrates that the Midwifery staffing currently has a staffing 

shortfall.  This was also recognised within the 2016 CQC inspection report and will be an objective 

within the Trusts bespoke Maternity Services Safety Improvement Plan which forms part of the 

Department Of Health Safer Maternity Care requirements.  

 
The past twelve months booking numbers have reduced and are more in line with 2014 however a 

number of the women who initially opt to book at COCH then transfer care during pregnancy to 

AQP 121 Midwifery but predominantly deliver at COCH, some also transfer back to COCH either in 

the antenatal period or in labour and some are booked with AQP 121 but have antenatal care via 

COCH Services, ultimately all these combinations contribute to making workforce planning more 

difficult and add to the workload of the Countess employees.   

From February 2018 women booked with 1-1 with complex issues their bookings will be computed 

by ANC midwives, therefore, impacting on workload. 

Out of area bookings predominantly from Wales have reduced in the last 3 months of 2017. This is 

mainly due to women not allowed to book at COCH talks with BCUH ongoing. 

The sustained increase in the complexity of women has also had an effect on staffing pressures in 

conjunction with the additional requirements of the GROW programme. 

 
In light of the staffing shortfall against national recommendations the Head of Midwifery 

recommends:- 

1) Full Birthrate plus assessment of the workforce 

2The Head of Midwifery is also mindful that the national maternity review recommendation in 

relation to ‘Every woman should have a midwife, who is part of a small team of 4 to 6 midwives 

based in the community who know the women and family, and can provide continuity throughout 

the pregnancy, birth and postnatally’ will not be achievable within the current midwifery staffing 

framework.  

 
The Head of Midwifery presents this report to the Director of Nursing & Quality for approval. It will 

also be received at Women & Children’s’ Governance Board and ultimate cascading to Nursing & 

Midwifery Board & People & Organisational Delivery Committee. 
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 10.0 Appendices 
 
Appendix A 
 
Birthrate Plus Classification  
 
Integral to Birthrate Plus® is the classification of case mix by categories I–V: The nos is categories ivand v 

has increased due to changes in the classifications of risk factors. 

 
Data L N=Mohan IM&T 

BR+CRITERIA 
2018.docx

 
 

Data Source  
Laura Mohan IM&T Feb 2018 
 
Appendix B  
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Appendix C 
 
Midwifery WTE stats – January DATA 
 

HOSP BAND WTE 

 8b 1 

 8a 1.8 

 7 10.17 

 6 48.52 

 5 8.68 

COM 7 .8 

 6 22.3 

     

TOTAL   93.27 

 
Appendix D  

All Bookings 

(excluding booked at One to One) 

Count of Mother Unit Number Column Labels 
 Row Labels 2014 2015 2016 2017 2018 Grand Total 

Jan 312 298 293 276 205 1384 

Feb 287 308 285 269 
 

1149 

Mar 295 330 307 301 
 

1233 

Apr 274 333 285 242 
 

1134 

May 279 262 282 285 
 

1108 

Jun 255 297 273 225 
 

1050 

Jul 300 301 285 223 
 

1109 

Aug 273 252 296 247 
 

1068 

Sep 287 304 286 223 
 

1100 

Oct 307 299 274 233 
 

1113 

Nov 276 297 318 232 
 

1123 

Dec 268 317 258 176 
 

1019 

Grand Total 3413 3598 3442 2932 205 13590 

  
5.4% 4.3% 14.8% 

   
Data Source  
Laura Mohan IM&T 

 
Appendix E 

Delivery Statistics 2017 

CLS Stats proforma 
2017_18 with KPIs_Graphs.xls

 
Data Source: - Laura Mohan IM&T 
 
Appendix F 

PN Home Visits Statistics  2017 

PN_visits_2017.xlsx
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