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Introduction
We are NHS North Tyneside Clinical 
Commissioning Group (CCG) and it’s our job 
to commission – to plan and buy - hospital and 
community health services for people living in 
North Tyneside.

The CCG is led by GPs and other clinicians and 
is supported by experienced NHS managers. We 
have been in place formally since 1 April 2013 
following the government’s reforms of the NHS, 
although for the previous 18 months we were 
preparing to take on our new responsibilities.

Our vision is ‘working together to maximise 
the health and wellbeing of North Tyneside 
communities by making the best use of 
resources’. To realise this we are committed 
to working with partner organisations to 
achieve priorities in the North Tyneside Joint 
Health and Wellbeing Strategy, of which the 
first is ‘improving the health and well-being of 
families’.

Our early work has included a review of 
maternity services which has taken place 
against the background of the development 
of the new Northumbria Specialist Emergency 
Care Hospital in Cramlington, which will open 
in 2015 and which will include maternity 
services. Given that the opening of this new 
hospital is now in sight we think there is a real 
opportunity to look at what services currently 
exist for women when they become pregnant 
to see if any changes should be made to ensure 
that they receive the best possible services 
throughout their pregnancy and following the 
birth of their baby.  

This means making sure that the maternity 
services available to women and their families 
are safe, effective and meet their needs and, 
as far as possible, their wishes, within available 
resources.   

We have been looking at antenatal care, 
labour and delivery and postnatal care as well 
as whether there is more we can do, working 
with our partners, to help improve the health of 
women before they become pregnant, during 
their pregnancy and after the baby is born.

The following three pages explain the 
proposals we are consulting you about. 
Pages six and seven set out the existing 
maternity services available for North 
Tyneside women. Pages eight to 16 outline 
the case for change i.e. the issues we have 
considered in developing these proposals. 
On page 19 you will find information 
about how you can find out more or make 
your views known.

Working together to maximise 
the health and wellbeing of 
North Tyneside communities 
by making the best use of 
resources.
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What we are consulting you about
We are proposing that: 

The free-standing midwifery-led unit at
North Tyneside General Hospital should no
longer provide a service for deliveries and
inpatient postnatal care.

This change would happen when the new 
Northumbria Specialist Emergency Care Hospital 
in Cramlington opens in 2015. 

This means that when a woman becomes 
pregnant, no matter whether she is considered 
to be low or high risk she will be able to choose 
to deliver her baby at either Northumbria 

Antenatal

Wherever possible, we want to deliver antenatal care locally to women in North 
Tyneside, for example, doctors’ surgeries, children’s centres, etc. However, for some 
women this may mean combining antenatal care locally with additional care at hospital 
if their clinical condition requires this. If women need to be admitted for care during 
their pregnancy, this will be provided at Northumbria Specialist Emergency Care Hospital 
or RVI so that they have access to consultants and other medical staff who can monitor 
their condition. 

We would also like to explore with our partner organisations, such as the NHS 
foundation trusts and the council, what opportunities might exist to encourage and 
support women to be healthier during their pregnancy as this can impact on their 
labour and delivery and also the health of the baby.

Specialist Emergency Care Hospital, Cramlington 
or Royal Victoria Infirmary (RVI), Newcastle. 

The RVI already has both a midwifery-led unit 
(Newcastle Birthing Centre) and a medical-
led unit on the same site, as will Northumbria 
Specialist Emergency Care Hospital.

Women would receive as much of their 
antenatal and postnatal care as possible in 
North Tyneside in a range of local settings.

The following two pages describe how we see 
this model of care working, for all stages of 
pregnancy.
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Labour and delivery

As now, when women book with their midwife, there will be a discussion about place 
of birth and the choices available to them, depending on their clinical condition (for 
example, whether they are eligible for a home birth, delivery in a midwifery-led unit or 
whether they will require medical-led care, i.e. where obstetricians and other clinicians 
are available in case of complications). Women classed as ‘low risk’ are eligible to give 
birth at home, in a midwifery-led unit or they may choose to give birth in a medical-led 
unit. ‘High risk’ women need to give birth in a medical-led unit.

Some women change their mind during their pregnancy or sometimes their clinical 
condition changes which means that a home birth or a midwifery-led unit birth is no 
longer an option. The choice a woman makes will always be in discussion with the 
professionals who are supporting her to ensure that this choice is informed and safe for 
her depending on how her pregnancy progresses.

We want to make sure that women are supported to give birth in the venue of their 
choice, which depending on their clinical condition could be:

• Medical-led unit at Northumbria Specialist Emergency Care Hospital  
 in Cramlington

• Midwifery-led unit at Northumbria Specialist Emergency Care Hospital  
 in Cramlington

• Medical-led unit at RVI in Newcastle

• Midwifery-led unit (Newcastle Birthing Centre) at RVI in Newcastle 

• Home delivery

This means there would be no deliveries at North Tyneside General Hospital (once 
Northumbria Specialist Emergency Care Hospital opens).

For women who choose to have a midwifery-led birth at either Northumbria Specialist 
Emergency Care Hospital or RVI, should any complications arise during the labour or 
delivery, or if their labour does not progress as it should, they will be transferred to the 
medical-led units on the same sites. Currently women who choose to deliver in the free-
standing midwifery-led unit at North Tyneside are transferred by ambulance to RVI in the 
event of any complications.
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We know from local discussions that some people will ask why it is not possible to 
bring back medical-led maternity care to North Tyneside General Hospital, i.e. to the 
model of care that existed before the free-standing midwifery-led unit was opened.

We need to make it clear that this was never an option. It was agreed in 2009 that 
Northumbria Healthcare NHS Foundation Trust’s medical-led maternity services would 
be at Northumbria Specialist Emergency Care Hospital, where other support services 
would be available, should they be needed. It would not be viable for the trust to 
provide the level of medical cover that would be needed at two units. The reason why 
medical-led maternity services were removed from North Tyneside was because of the 
challenges facing the trust in providing the level of medical cover necessary at both 
Wansbeck and North Tyneside General Hospitals.

Postnatal

Once women have had their baby in hospital they will be discharged home to have their 
postnatal care and support in or close to their home provided by community midwives. 
If women and their babies need to stay in hospital for clinical reasons, this will be at 
either Northumbria Specialist Emergency Care Hospital or RVI.

This changes the current situation where some women deliver their babies at one 
hospital, for example, Wansbeck General Hospital or RVI and are then discharged but 
instead of going home, are admitted to North Tyneside General Hospital for postnatal 
care and support. This doesn’t happen in other parts of the country. We would expect 
women to stay in the hospital where the birth took place if they need clinical care 
following delivery until they are clinically well enough to be discharged home into the 
care of the community midwives.

As for antenatal care, we would also like to explore with our partner organisations, 
such as the NHS foundation trusts and the council, what opportunities might exist to 
encourage and support women to be healthier following the birth of their babies as this 
can impact on both the mother and her child.

During the consultation we are very keen to hear your views on the above 
proposed model of care. Page 19 tells you about how you can comment.
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Maternity services for North Tyneside women 
are generally provided by two NHS foundation 
trusts:
 
• The Newcastle upon Tyne Hospitals NHS  
 Foundation Trust 

• Northumbria Healthcare NHS Foundation  
 Trust

The current arrangements have been in place 
since 2007, when following public consultation:

• The service at North Tyneside General Hospital  
 became free-standing midwifery-led

• The service at Wansbeck General Hospital  
 became the only medical-led unit for 
 Northumbria Healthcare NHS Foundation  
 Trust

• The service at RVI remained a medical-led  
 unit

The midwifery-led Newcastle Birthing Centre 
at RVI opened in 2011, which means that 
medical-led and midwifery-led services are on 
the same site.

The Newcastle upon Tyne Hospitals NHS 
Foundation Trust has a neonatal intensive 
care unit and a special care baby unit at RVI, 
and Northumbria Healthcare NHS Foundation 
Trust has a special care baby unit at Wansbeck 
General Hospital. 

Women classed as ‘low risk’ are eligible to 
give birth at home, in a midwifery-led unit or 
they may choose to give birth in a medical-led 
unit. ‘High risk’ women need to give birth in a 
medical-led unit.

The current arrangements for maternity care

Low risk case study

Linda is 26 years old. She and her partner 
Lenny already have one baby, Leanne, aged 
three. That was a straightforward pregnancy, 
with a planned delivery in a midwifery-led 
unit in a hospital which also has a medical-
led unit nearby.

In July 2012 Linda and Lenny started thinking 
about another baby. They knew that Linda 
should start taking folic acid (Vitamin B) as 
soon as contraception was stopped. Linda 
does not smoke, and it was not hard to stop 
alcohol altogether. She is a normal weight 
and exercises regularly.

By August 2012 Linda had a positive 
pregnancy test. She contacted the GP and 
arranged to meet with the local midwife, 
Mary, who she met when pregnant with 
Leanne.

Linda attended a local early pregnancy 
information session and following this met 
her named community midwife to undertake 
her pregnancy booking appointment. In 
October Linda had her 12 week dating scan 
which was normal. There were regular check-
ups by the community midwife throughout 
the pregnancy and all remained well.

In February 2013, at 28 weeks, Linda decided 
that she would prefer to go back to the same 
midwifery-led unit where she had Leanne, so 
the booking was made for delivery in that unit.

In May, at 40 weeks Linda went into labour 
and delivered a healthy boy, Leo. Mother 
and baby stayed in the unit for breastfeeding 
support and transferred home the following 
day to the on-going care of the community 
midwife.
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Midwifery-led units are run totally by midwives; 
while there is access to gas and air and 
pethidine / diamorphine injections, women are 
not able to have epidurals and the emphasis is 
on ‘natural’ childbirth. The evidence shows that 
women who are low risk and who have chosen 
to deliver in midwifery-led units require less 
analgesia and fewer interventions, including 
forceps, with consequent benefits for the 
mother and baby. 

The National Childbirth Trust cites the 
advantages of a midwifery-led unit as 
including:

•	 Being	in	surroundings	where	you	may	feel	 
 more relaxed and able to cope with labour

•	 You’re	more	likely	to	be	looked	after	by	a	 
 midwife that you have got to know during  
 your pregnancy

•	 You	will	usually	be	able	to	be	in	the	same	 
 room for your whole stay, with your partner.

•	 You	are	more	likely	to	have	a	 
 straightforward birth without medical  
 interventions

If a woman who is delivering in a midwifery-led 
unit requires specialist care, or if her labour is 
not progressing well, she is transferred to the 
nearest medical-led unit. 

At medical-led units while much of the care 
is provided by midwives, specialist doctors 
(including obstetricians and anaesthetists) are 
on hand in case of complications. 

Women living in North Tyneside receive the 
majority of their antenatal and postnatal care 
locally and this is provided by community 
midwives and health visitors. 

High risk case study

Rosie is 36 years old and was not planning 
to become pregnant. In July 2012 she had a 
period, but began to feel tired and unwell. 
Rosie is quite overweight and a smoker. Her 
job is stressful so she tends to have a glass 
or two of wine most nights.

When she missed her period in August, Rosie 
did a pregnancy test and was concerned to 
find it positive. She contacted the GP, and 
after discussion decided to continue with the 
pregnancy, which was her first.

In September Rosie met the local midwife 
and following a full risk assessment was 
advised that her pregnancy would be classed 
as high risk due to her medical history.  The 
midwife discussed options for place of birth 
and she was advised that she would need 
to be delivered in a unit which had medical-
led care, which means that the consultant 
obstetrician would be involved in care 
through pregnancy and delivery. 

In October Rosie had her 12 week scan 
at hospital which was normal. There 
were regular check-ups throughout 
her pregnancy at either the hospital or 
community clinics.

In February 2013, at 28 weeks, Rosie had 
high blood pressure readings so she had 
additional appointments at the hospital.

In May, at 40 weeks Rosie went into labour 
and delivered a small, but healthy boy, Rory. 
It was three days before they were ready 
to go home. Rosie’s blood pressure took 
time to settle and there were some feeding 
difficulties. When they were discharged 
they went home to the on-going care of 
community midwives and health visitors.
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The following nine pages set out the information we have considered before developing the 
proposals for consultation. 

Birth rate in North Tyneside

While the birth rate in North Tyneside has increased over the past 10 years, recently there has been 
a reduction.

Where women are delivering their babies

There has been a sharp decline in the number of deliveries in the free-standing midwifery-led unit 
at North Tyneside General Hospital, with deliveries there now standing at around four a week.

2006 (last full year as medical-led)

2008 (first full year as free-standing 
midwifery-led)

2012 (last full year of data available)

2013 prediction (extrapolation from 
1/1/13 - 30/9/13 data)

Year Total  
deliveries

Deliveries by North 
Tyneside women

1,571

507 

236

194

1,417

462 

207

176

The case for change
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The graph below shows how the pattern of where women are having their babies is changing:

More than 90% of women now deliver their babies outside North Tyneside. In 2012 more than 
three-quarters (76.6%) of North Tyneside women delivered their babies at RVI in Newcastle - see 
table below:

Homebirths remain a less popular choice. Eight North Tyneside women delivered their babies at 
home during 2012. From 1 January to 30 September 2013, there were six home deliveries.

RVI

Wansbeck

North Tyneside

Other
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200
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20

1/1/13 – 30/9/13 2012 (full year)
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The following graph shows the pattern of deliveries by hospital site since 2001 for women living 
across North Tyneside, Newcastle and Northumberland.

Changing trends in antenatal 
and postnatal care

Community midwives, employed by the 
NHS foundation trusts, provide much of the 
antenatal care for most women in doctors’ 
surgeries and other community settings.

Antenatal care is influenced and developed 
through national clinical guidelines. In the past 
decade, the emphasis on health promotion, 
screening, provision of information and the 
development of individualised care plans for 
pregnancy, delivery and postnatal care has 
grown. 

The need for choice, continuity and knowing 
the healthcare professionals who are in charge 
and, if possible, the midwife who will be with 
a woman during labour and delivery has been 
considered best practice and recommended in 
policy for many years. 

Postnatal care is provided mainly by community 
midwives and health visitors who visit women 
at home following delivery. Since the opening 
of the free-standing midwifery-led unit at 
North Tyneside there has been a trend of 
women giving birth at RVI or Wansbeck 
General Hospital and then transferring to North 
Tyneside for inpatient postnatal care closer to 
home.  
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In other parts of the region and across the 
country the trend has been for shorter hospital 
stays for women following delivery with 
postnatal support provided at home and in the 
community.

Discussions are currently taking place with the 
NHS foundation trusts about what steps might 
be possible to further develop antenatal and 
postnatal services, to ensure they provide the 
best possible care depending on a woman’s 
needs. Also, midwives, obstetricians, GPs and 
others involved in the provision of maternity 
care across Gateshead, Newcastle, North 
Tyneside and Northumberland are involved 
in a maternity partnership and are working 
together on the development of a joint service 
specification to ensure the highest standards of 
care for women at all stages of their pregnancy.

Some of the public health issues 
we need to consider

NHS organisations in North Tyneside, the local 
authority and Healthwatch have a Joint Health 
and Wellbeing Strategy. Priority 1 in this strategy 
is ‘Improving the Health and Wellbeing of 
Families’. 

At a time when we are looking at future 
arrangements for maternity services we feel it 
would be a missed opportunity not to consider 
if there is anything else we can do to improve 
the health of women and their babies. We know 
that the health of a woman before and when she 
becomes pregnant has a major bearing on how 
well she will be during her pregnancy, labour and 
delivery and that this obviously impacts on the 
health of the baby. 

We have therefore looked at a range of public 
health factors which can impact on pregnancy and 
on the health of women and children generally. 
The maternity partnership covering Gateshead, 
Newcastle, North Tyneside and Northumberland 
is also looking at what more can be done in 
maternity services and by working with other 
agencies to tackle some of these issues. 

Obesity
It is estimated that at the start of their 
pregnancy more than 15% of women 
in England are obese and therefore face 
an increased risk of complications during 
pregnancy and childbirth. Their babies also face 
health risks. 

Obese women may also experience reduced 
choices about where and how they give birth. 
There may be restrictions on home births, 
the use of birthing pools and types of pain 
management that can be given.

Obese women who are pregnant are likely 
to spend longer in hospital than those with 
a healthy weight because of illness during 
pregnancy and labour related to their weight. In 
the longer term, weight control after pregnancy 
may reduce the woman’s risk of coronary heart 
disease, some cancers and type 2 diabetes.

Breastfeeding
The benefits of breastfeeding are well 
established. Evidence suggests that breast 
milk provides all the energy and nutrients that 
a child needs in its first few months of life. It 
leads to slower, healthier weight gain, reducing 
the chance of obesity later in life. It provides 
greater protection from infectious and chronic 
disease. Babies breastfed for a minimum of 
six months are less likely to experience colic, 
constipation, sickness / vomiting, diarrhoea, 
chest infections and thrush.

Breastfeeding has also been shown to 
reduce the risk of ovarian and breast cancer 
in mothers. Breastfeeding mothers have an 
increased likelihood of returning to their pre-
pregnancy weight.

However, while more women are starting to 
breastfeed, many do not continue beyond a 
few days. We believe structured programmes to 
encourage and support women to breastfeed 
should be made available.
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In North Tyneside the percentage of women 
who begin breastfeeding their babies following 
delivery (the initiation rate) in 2012/13 was 
64%, significantly lower than the rate for 
England (74%). 

At the first visit by the health visitor to the 
mother and new baby, local breastfeeding data 
for 2012/13 showed that the rate dropped to 
48%, and by six weeks was 43% (there is no 
national data to use as a comparison).  

Smoking
Stopping smoking in pregnancy is the single 
most important change a woman can make 
to help stay well. Smoking during pregnancy 
can cause serious pregnancy-related health 
problems. These include complications during 
labour and an increased risk of miscarriage, 
premature birth, still birth, low birth-weight 
and sudden unexpected death in infancy.

Children exposed to tobacco smoke in the 
womb are more likely to have wheezy illnesses 
in childhood. In addition, infants of parents 
who smoke are more likely to suffer from 
serious infections such as bronchitis and 
pneumonia, symptoms of asthma and problems 
of the ear, nose and throat (including glue ear). 

In North Tyneside in 2012/13, 15.3% of 
pregnant women were smoking at time of 
delivery. This figure is significantly higher than 
the rate for England (12.7%). We believe that 
pregnant women should be encouraged to stop 
smoking with ongoing support throughout 
pregnancy and after the birth of the baby. This 
would include encouraging the use of nicotine 
replacement therapy and supporting others in 
the household to stop smoking.

What local women have told us 

We already have a lot of information to help 
us understand what is important to local 
women and their families when they need to 
use maternity services. During summer 2013 
we commissioned some independent research 
about maternity care which involved more than 
1,100 mothers and future mothers living in 
North Tyneside. This built on earlier research by 
our predecessor, the former NHS North of Tyne, 
during 2012.

Feedback about maternity care is available from 
the public consultation in 2009 on proposals 
to develop the new Northumbria Specialist 
Emergency Care Hospital. 

A consistent message has been that women 
value the support they receive from midwives 
but that a priority for them is to have the 
full maternity team available (including 
obstetricians, anaesthetists and paediatricians) 
just in case there is a problem. This emerged 
during the research carried out in 2012 and 
more recently during summer 2013.  

Unplanned teenage pregnancies
Young	parents	need	additional	support	to	
improve the health and social outcomes for 
them and their children.

Rates of under-18 conceptions have continued 
to fall in North Tyneside, although in some 
areas of the borough the rates are higher than 
in others. The rate in North Tyneside in 2011 
was 32.4 per 1,000 compared with a rate of 
30.7 per 1,000 in England as a whole.
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strongly disagree and 10 is strongly agree, their 
responses are shown in the chart at the bottom 
of the page.

Over 61% of the women involved in this 
research said they would opt for a maternity 
care unit in the future (i.e. a medical-led unit 
where the full maternity team is present and 
where a range of pain relief is available).

However, there are many other messages from 
women about their maternity care and it is 
clear that most are looking for a package of 
care tailored to meet their own needs.

In recent months during discussions with 
councillors and others about our review it has 
become clear that transport is an issue for some 
and, in particular, concerns have been raised 
about the perceived difficulties of travelling 
to the new Northumbria Specialist Emergency 
Care Hospital in Cramlington. Northumbria 
Healthcare NHS Foundation Trust is working on 
a transport plan for the new hospital and we 
will be talking to the trust about what this will 
include.

It was also a key message during the 2009 
consultation on the new Northumbria Specialist 
Emergency Care Hospital when more women 
said they would prefer the midwifery-led 
service to be at the new hospital alongside the 
medical-led unit, than remain as a free-standing 
unit at North Tyneside General Hospital. Overall, 
57% said they would prefer it to be at the new 
hospital compared with 43% who said they 
would prefer for it to stay at North Tyneside.

The availability of different types of pain 
management is also a high priority for women.

Another key message has been that women 
are looking for consistency in terms of the 
healthcare professionals they see during their 
antenatal and postnatal care.

During the independent research in North 
Tyneside during summer 2013 high levels of 
agreement were found across the maternity 
care journey about what local women want 
from services. When women were given a series 
of statements and were asked to rate their level 
of agreement on a scale of 1 to 10, where 1 is 
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National context

Workforce issues
The national publication in 2011 Our Vision of 
Midwifery 2020 outlines the key expectations 
and aspirations for midwives. It said assessment 
of the future workforce requirements needs 
to acknowledge that midwives are involved in 
the care of all women and at all stages in the 
maternity care pathway. Women with more 
complex needs may require senior medical staff 
involvement and leadership but continuity of 
care should be provided by midwives for all 
women. 

The document Safer Childbirth published in 
2007 by the Royal Colleges of Anaesthetists, 
Midwives, Obstetricians and Gynaecologists 
and Paediatrics and Child Health recommended 
a ratio of 35 births to 1 midwife in birthing 
centres / midwifery-led units and on labour 
wards 1 to 1.4 midwives for each woman in 
established labour.

We know that both of the local NHS 
foundation trusts have been taking steps to 
make sure they have the recommended levels 
of cover by midwives.
 
National guidance and policy 
The National Institute for Health and Care 
Excellence (NICE) has issued guidelines for 
recommendations in antenatal care (2008), 
intrapartum care (2007), and postnatal care 
(2006; reviewed 2012). NICE guidance is 
developed after careful consideration of all 
the evidence available relating to a specific 
aspect of care and healthcare professionals 
are expected to take this guidance fully into 
account.

This guidance has been used to inform 
pathways for antenatal, intrapartum (labour 
and delivery) and postnatal care. All of the 
guidance that we have considered is available 
on our website at www.northtynesideccg.nhs.uk

Some of the guidance has led to fewer women 
having their babies in free-standing midwifery-
led units. This is because more women are 
now classed as high risk, for example, whether 
a pregnant woman is a healthy weight for 
her height must now be taken into account 
at the time of booking. There must also be a 
risk assessment for deep vein thrombosis and 
women with high blood pressure and diabetes 
must now deliver their babies in a unit where 
there is an obstetrician present alongside the 
full range of services, in case problems arise 
which could put the mother at risk.

In 2007 the Department of Health published 
Maternity Matters which made a national 
commitment to women using maternity 
services. This guaranteed that by the end of 
2009 four choices would be available to all 
women and their partners:

• Choice of how to access maternity care –  
 When they first learn that they are pregnant,  
 women and their partners will be able to go  
 straight to a midwife if they wish, or to their  
 GP. Self-referral into the local midwifery  
 service is a choice that speeds up access to  
 maternity services

• Choice of type of antenatal care –  
 Depending on their circumstances, women  
 and their partners will be able to choose  
 between midwifery care or care provided  
 by a team of maternity health professionals  
 including midwives and obstetricians. For  
 some women, team care will be the safest  
 option

• Choice of place of birth – Depending on  
 their circumstances, women and their  
 partners will be able to choose where they  
 wish to give birth. In making their decision,  
 women will need to understand that their  
 decision will affect the choice of pain relief  
 available to them. For example, epidural  
 anaesthesia will only be available in hospitals  
 where there is an around the clock obstetric  
 anaesthetic service
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 The options for place of birth are:

 • Birth supported by a midwife at home

 • Birth supported by a midwife in a local  
  midwifery facility such as a designated  
  local midwifery-led unit:

  • The unit might be based in the  
   community, or in a hospital; patterns  
   of care vary across the country to  
   reflect different local needs 

 • Birth supported by a maternity team in a  
  hospital. The team may include midwives,  
  obstetricians, paediatricians and  
  anaesthetists. For some women, this type  
  of care will be the safest option but they  
  too should have a choice of hospital 

• Choice of place of postnatal care - After  
 going home women and their partners will  
 have a choice of how and where to access  
 postnatal care. This will be provided either  
 at home or in a community setting, such as a  
 children’s centre

Findings of national study 
The most recent national study and research, 
The Birthplace Cohort Study published in 2011 
by the National Perinatal Epidemiology Unit at 
the University of Oxford compared the safety of 
births planned in four settings: 

• Home 

• Free-standing midwifery units (such as the  
 unit at North Tyneside General hospital) 

• Midwifery-led units on the same site as  
 medical-led units (such as the  
 Newcastle Birthing Centre at RVI, and that  
 planned for Northumbria Specialist  
 Emergency Care Hospital in Cramlington) 

• Medical-led units (such as the units  
 at RVI and Wansbeck General and that  
 planned for Northumbria Specialist Emergency  
 Care Hospital in Cramlington)

The main findings relate to healthy women with 
straightforward pregnancies who meet the NICE 
criteria for a low risk birth. 

They show that giving birth is generally very safe 
and that for low risk women the incidence of 
adverse events is very low (4.3 events per 1000 
births).

They show that midwifery-led units appear to 
be safe for the baby and offer benefits for the 
mother, and that women delivering in such units 
have significantly fewer interventions, including 
substantially fewer caesarean sections, and more 
‘normal births’ than women who planned birth 
in a medical-led unit.

They also show that for women having a second 
or subsequent baby, home births and midwifery 
unit births appear to be safe for the baby and 
offer benefits for the mother. These included 
substantially reduced odds of having a caesarean 
section, instrumental delivery or episiotomy (a 
planned cut to assist a vaginal delivery).

However, for women having a first baby, a 
planned home birth increases the risk for the 
baby. There were 9.3 adverse outcome events 
per 1000 planned homebirths compared 
with 5.3 per 1000 births for births planned in 
medical-led units.

Also, the findings show that for women having 
a first baby there is a fairly high probability of 

Figures available show that during 2012, 
there were 236 deliveries at the free-
standing midwifery-led unit at North 
Tyneside. A total of 42 women (18%) who 
began labour at the unit were transferred 
by ambulance to a medical-led unit due to 
complications. Although this is not as high as 
the figures reported in The Birthplace Cohort 
Study, we recognise that any transfer in 
labour by ambulance can be uncomfortable 
and stressful for women.
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Report by National Audit Office

A report was recently published by the National 
Audit Office called Maternity Services in England 
(8 November 2013) which examined the 
performance and management of maternity 
services. 

This showed that in 2012:

• 87% of women gave birth in medical-led units 

• 9% in midwifery-led units that are on the  
 same site as medical-led units

• 2% in free-standing midwifery-led units 

• 2% at home

The report commented on the increase in recent 
years in the proportion of ‘complex’ births, such 
as multiple births (for example twins) and those 
involving women over 40 or women with obesity 
or pre-existing health conditions. It said these 
complexities increase the risks of childbirth, 
meaning care often requires greater medical 
involvement.

It continued that women’s experiences of 
continuity of care are mixed. In 2010, 92% of 
women reported having a named midwife who 
they could contact during pregnancy. However, 
22% stated that they had been left alone, 
during or shortly after birth, at a time when it 
worried them. In 2013, 78% of maternity units 
reported that they provided one-to-one care for 
at least 90% of women.

It said that efficiency in terms of lengths of 
stay has improved in recent years but local bed 
occupancy levels vary significantly and some 
small maternity units are unlikely to be viable 
in the long term unless occupancy is better 
managed.

The report also highlighted the importance of 
improving safety. It noted the costs associated 
with clinical negligence and said maternity 
care accounted for one third of the clinical 
negligence bill in 2012-13. As in other parts of 
the NHS, litigation for maternity care is rising 
– the number of claims increased by 80% in 
the five years up to 2012-13. Nearly one fifth 
of spending on maternity services is for clinical 
negligence cover. Nationally, the cost of litigation 
cover for maternity-related claims totalled 
£482m in 2012-13.

The report concluded that for most women, 
NHS maternity services provide good outcomes 
and positive experiences. Since 2007 there have 
been improvements in maternity care, with 
more midwifery-led units, greater consultant 
presence, and progress against the government’s 
commitment to increase midwife numbers.

However, it said that the Department of Health’s 
implementation of maternity services ‘has not 
matched its ambition’. It made a number of 
recommendations including the development 
of a framework to gain assurance about the 
performance of maternity services and the 
assessment of the affordability of implementing 
the various commitments in the Department of 
Health’s strategy for maternity services.

Another recommendation was that clinical 
commissioning groups and trusts should agree 
long-term, sustainable plans for the distribution 
and capacity of maternity services in their 
locality. The plans should include agreements on 
how neighbouring trusts and maternity units will 
cooperate, for example, through networks, and 
arrangements for ensuring that resources are 
used efficiently if expected occupancy levels are 
not met. 

transferring to a medical-led unit during labour 
or immediately after birth. The transfer rate 
was 45% for planned home births, 36% for 
planned free-standing midwifery-led unit births 
and 40% for planned co-located midwifery-led 
unit births i.e. on the same site as medical-
led units. For women having a second or 
subsequent baby, the transfer rate was around 
10% (12% for planned home births, 9% for 
planned free-standing midwifery-led unit births 
and 13% for planned births in midwifery-led 
units on the same site as medical-led units).
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We believe we have a real opportunity to make 
sure that in the future women in North Tyneside 
receive the best possible care at all stages of 
their pregnancy and following the birth of their 
baby. We want to explore if there is anything 
else we can do, working with local partner 
organisations, to help women to be healthier 
before, during and after their pregnancy. And 
we want to make sure that services available 
to them are high quality, safe and effective 
and meet their needs within the resources we 
have available, with as much choice as possible 
depending on their clinical condition.  

We feel that the time is right for change. 
We are already seeing a change in place of 
delivery, with over three-quarters of women 
in North Tyneside now delivering at RVI 
where there is both a medical-led unit and 
the midwifery-led Newcastle Birthing Centre. 
The number of women delivering at the free-
standing midwifery-led unit at North Tyneside 
is decreasing year on year. Further change is 
inevitable. This is line with national trends: the 
recent report by the National Audit Office also 
showed that nationally only 2% of women give 
birth in free-standing midwifery-led units such 
as that at North Tyneside. With the opening 
of Northumbria Specialist Emergency Care 
Hospital in 2015, that hospital will be able to 
provide both medical-led and midwifery-led 
services.

The change in pattern in place of delivery is in 
line with extensive feedback from local women 
over several years, including from independent 
research during summer 2013 involving 
more than 1,100 women of childbearing 
age.  A consistent message has been that 
while they value midwifery-led care, their 
preference would be to go to a unit where 
the full maternity team is present in case of 
complications i.e. as is provided now at RVI and 
as will be provided at Northumbria Specialist 
Emergency Care Hospital from 2015. 

Summary
However, while some of the changes we 
have seen in place of delivery will be women 
choosing to deliver in a unit where the full 
medical team is present (or available on one 
site) we recognise that changes in national 
guidance also mean that, for clinical reasons, 
fewer women are eligible to give birth in a 
free-standing midwifery-led unit because of the 
care they may need during delivery. National 
guidance means that more women are now 
classed as high risk, for example, due to their 
weight, or health conditions such as high blood 
pressure or diabetes and are therefore not 
able to choose to deliver in a midwifery-led 
unit. This was also noted by the National Audit 
Office in its recent report.

We also believe that the trend of women 
delivering at Wansbeck General Hospital and 
RVI, being discharged within hours of the birth 
and then being admitted to North Tyneside 
General Hospital for postnatal care and support 
does not provide optimum care and does not 
represent the most effective use of resources. In 
other parts of the country the trend has been 
for shorter hospital stays with postnatal support 
provided at home and in the community. Again, 
the National Audit Office alluded to lengths of 
stay and efficient use of resources.

The Birthplace Cohort Study tells us that 
midwifery-led units appear to be safe for the 
baby and have benefits for the mother with 
significantly fewer interventions including 
caesareans and more normal births than in a 
medical-led unit. However, it also tells us that 
for first time mothers there is a fairly high 
probability of transferring to a medical-led 
unit during labour or immediately after birth. 
Women who choose to deliver their baby at the 
midwifery-led unit at North Tyneside General 
Hospital are transferred by ambulance to RVI 
if their labour does not progress as it should. 
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Although the number of transfers from North 
Tyneside is not as high as those included in The 
Birthplace Cohort Study, we recognise that 
any transfer in labour by ambulance can be 
uncomfortable and stressful for women.

We also need to be mindful of the requirements 
to ensure the right levels of cover on labour 
wards to achieve the highest possible levels of 
safety.

A choice for us would have been to do nothing 
but to wait for numbers to reduce further 
at the free-standing midwifery-led unit at 
North Tyneside which means it would become 

unviable. The current deliveries at the unit now 
equate to around four a week. We need to ask 
ourselves if this is a good use of resources.

We would rather make any changes now in a 
planned way and use the opportunity to look 
at care not just around labour and delivery, 
but the antenatal and postnatal care a woman 
receives.

We hope that people in North Tyneside will 
respond to this consultation and help us to 
shape the best and safest possible services for 
local women and their babies.

After the public consultation we will compile all 
of the feedback received and prepare a report 
for our governing body. This will also need to 
include our response to four tests, which are 
set out nationally, that we must meet before 
any major services changes can be made:

• Strong support from GP commissioners for  
 any proposed change

• Evidence of strengthened public involvement

• Clarity over the clinical evidence base for  
 change

Next steps
• Consideration over the availability of choice  
 for people using the services.

As commissioners we are also required to 
demonstrate that we are using the resources 
available to us efficiently, effectively and 
economically.  

We will ensure that once a decision is made, it 
will be communicated as widely as possible.
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How you can make your views known
During the consultation process, from 9 December 2013 to 14 March 2014, there will be 
many opportunities for you to make your views known. 

We will be holding meetings in public to give people the opportunity to find out more and 
to give comments. Details of these meetings are on the back cover. We will also be 
writing to local groups and organisations, including North Tyneside Council, Healthwatch 
and community and voluntary sector groups to ask if they would like us to attend their 
meetings to talk about the consultation. This will include targeting groups attended 
by mothers and young families. We will also be making sure that we contact particular 
communities of interest within North Tyneside to seek their views.

Information is being shared widely and is available at: www.northtynesideccg.nhs.uk

All views are welcome. We particularly want to hear any thoughts or concerns you may 
have on the proposal that the free-standing midwifery-led unit at North Tyneside General 
Hospital should no longer provide a service for deliveries and inpatient postnatal care. This 
change would happen when the new Northumbria Specialist Emergency Care Hospital 
in Cramlington opens in 2015. Any views you may have on the antenatal and postnatal 
services we describe would also be welcome, along with any thoughts on what we might 
do, working with our partner organisations to help improve the health of women before 
they become pregnant, during their pregnancy and after the baby is born.

People can email us at: ContactNorthTynesideCCG@northoftyne.nhs.uk 

Write to us at:
FREEPOST RLSH-KHYU-YREH
NHS (NECSU) Maternity Consultation
Riverside House
Newburn
Newcastle
NE15	8NY

Or ring us on: 0191 217 2670.

As indicated earlier in this document we have already spent a lot of time gathering the 
views of women of childbearing age, who either have experience of maternity services or 
who may use them in future. We would now like to seek their views on these proposals 
and are encouraging them to complete an online survey at www.northtynesideccg.nhs.uk

Hard copies of this survey are also available by contacting us as above. The survey will be 
independently evaluated.
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12 Hedley Court, Orion Business Park, North Shields, NE29 7ST

Public events to discuss the proposals:

Linskill	Centre,	Linskill	Terrace,	North	Shields,	NE30	2AY
Thursday 23 January, 1pm

Howdon Community Centre, Denbigh Avenue
Howdon, Wallsend, NE28 0PP
Thursday 30 January, 1pm

Shiremoor Centre, Earsdon Road, Shiremoor, NE27 0HJ 
Thursday 6 February, 6.30pm

John Willie Sams Centre, Market Street, Dudley, NE23 7HS
Wednesday 12 February, 6.30pm

Everyone is welcome to attend – if you have any special requirements 
please let us know using the contact details on page 19 of this document.

This document is available in large print and other 
languages on request:  
Telephone: 0191 217 2670  
Email: ContactNorthTynesideCCG@northoftyne.nhs.uk


