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Executive Summary
North Tyneside Clinical Commissioning Group (CCG) is reviewing arrangements for
maternity care. This is against the background of the development of the new
emergency care hospital near the Moor Farm roundabout at Cramlington, which will
include medical-led maternity care and which followed a formal process of public
consultation led by the former NHS North of Tyne during 2009.
The intention to conduct this review was set out in the CCG’s commissioning plan
2013/14 to 2015/16, which states: ‘The CCG will be undertaking a review of
maternity services with partner CCGs to ensure they are commissioned to meet the
needs of North Tyneside people and to offer greater choice to women for the safe
provision of maternity services in accordance with Maternity Matters and recognised
best practice.’
The context is that in October 2009, the former NHS North of Tyne board approved
an Outline Business Case proposed by Northumbria Healthcare NHS Foundation
Trust to develop an emergency care hospital, with a set of conditions. One of these
approval conditions specifically related to maternity services:


NHS North of Tyne will undertake further consultation on midwifery-led
service configuration in the near future and will then decide upon the future
midwifery service that the Trust (Northumbria Healthcare) will provide, within
current revenue resources.

For a number of reasons, including the major reorganisation within the NHS following
the White Paper, Equity and Excellence, liberating the NHS (2010) and delays
around the publication of national and regional policy guidance on service change,
this consultation is outstanding and needs to be addressed. However, the former
NHS North of Tyne carried out some work during 2012 which included analysing
local data over a decade around where babies were being delivered, workforce
implications, national guidance and best practice in relation to maternity care. A first
phase of independent research, to help understand what is important to women for
their maternity care, was also carried out and there was consideration of feedback
from previous consultations about maternity care.
This report updates some of that data and information with a particular focus on
North Tyneside. It also includes more information on public health including
maternal obesity, breast feeding, teenage conceptions and smoking in pregnancy.
Overall, the data shows a significant shift in deliveries since 2005 from North
Tyneside General Hospital (when the maternity service in North Tyneside became
midwifery-led) to the Royal Victoria Infirmary (RVI) in Newcastle. This has been more
marked since the development of the new birthing centre at the RVI, which provides
midwifery-led care.
Data also shows a change in the pattern of readmissions for North Tyneside women
who have delivered babies at the RVI. This indicates that after their delivery at the
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RVI they are returning to North Tyneside General Hospital for an inpatient postnatal
stay.
There is already a substantial amount of feedback from earlier consultations and
more recently independent research has been carried out in North Tyneside about
the services women are looking for when they become pregnant. This shows they
value as much of their care to take place locally as possible and that continuity of
care throughout the pregnancy, delivery and postnatal care is important. Safety is a
consideration and they are wary of transfers in labour (i.e. to an obstetric-led unit in
the event of complications). Although they value midwifery-led care, many say they
would choose a unit where the full team is available just in case of any
complications.
The review is also being carried out in line with the CCG’s vision, which is: ‘working
together to maximise the health and wellbeing of North Tyneside communities by
making the best use of resources’ and also with Priority 1 in the North Tyneside Joint
Health and Wellbeing Strategy - Improving the Health and Wellbeing of Families.
.
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Section 1
1.1

Introduction

Purpose

The purpose of this report is to help inform future commissioning of maternity
services for women and their families who live in North Tyneside or who are
registered with a GP in North Tyneside.

1.2

Background

NHS North Tyneside Clinical Commissioning Group (CCG) was established on 1
April 2013 with the responsibility for commissioning the majority of hospital and
community health services for its population.
Its vision is to work together to maximise the health and well-being of North Tyneside
communities by making the best use of resources. In doing so, it is committed to
working with all partner organisations and with patients and the public.
As part of its early work, the CCG is reviewing arrangements for maternity care, as
included in its commissioning plan 2013/14 to 2015/16, which states: ‘The CCG will
be undertaking a review of maternity services with partner CCGs to ensure
they are commissioned to meet the needs of North Tyneside people and to
offer greater choice to women for the safe provision of maternity services in
accordance with Maternity Matters and recognised best practice.’
This is against the background of the development of the new emergency care
hospital near the Moor Farm roundabout at Cramlington, which will include medicalled maternity care and which followed a formal process of public consultation led by
the former NHS North of Tyne during 2009. In approving an Outline Business Case
proposed by Northumbria Healthcare NHS Foundation Trust to develop an
emergency care hospital, NHS North of Tyne set a number of conditions, one of
which specifically related to maternity services:


NHS North of Tyne will undertake further consultation on midwifery-led
service configuration in the near future and will then decide upon the future
midwifery service that the Trust (Northumbria Healthcare) will provide, within
current revenue resources.

In setting this approval condition, the former NHS North of Tyne acknowledged that
while there had been some targeted work during the consultation to seek the views
of women of child bearing age about future arrangements for midwifery-led care,
some individuals and organisations felt that the consultation process had been overshadowed by discussions around the concept of developing a new emergency care
hospital. During the consultation the question had been posed over whether there a
midwifery-led unit should be retained at North Tyneside General Hospital or whether
there should be a full maternity service at the new Cramlington hospital. The
indications from comments received were that more felt that there should be a full
service at the new hospital.
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For a number of reasons, including the major reorganisation within the NHS following
the White Paper, Equity and Excellence, liberating the NHS (2010) and delays
around the publication of national and regional policy guidance on service change,
the maternity consultation is outstanding and needs to be addressed. However, the
former NHS North of Tyne carried out some work during 2012 which included
analysing local data over a decade around where babies were being delivered,
workforce implications, national guidance and best practice in relation to maternity
care.
A first phase of independent research, to help understand what is important to
women for their maternity care, was also carried out and there was consideration of
feedback from previous consultations about maternity care. This report builds on that
work with a particular focus on North Tyneside.

1.3

Scope

This report includes analysis of data from the Office of National Statistics (ONS) and
Secondary Users Service (SUS)* data base. The SUS data is for patients who are
either registered with a North Tyneside GP or/ and are resident in North Tyneside.
The report includes:


Outline description of the current configuration of maternity services for North
Tyneside residents



Trends in activity specifically related to delivery from 2000 to 2012



Analysis of trends in antenatal and postnatal services from 2000 to 2012



Outline of workforce issues relating to within maternity services



Commissioning of maternity services and how this should be informed,
including nnational maternity services policy and clinical guidance



Important public health considerations



Feedback from independent research and earlier public consultations relating
to maternity services



Conclusion

* SUS is primarily a data warehouse that provides access to anonymous patient-based data for
purposes other than direct clinical care. For the purposes of this report the following fields are
included:




PCT/CCG from PatientPostcodeDerivedPCT
Date from the AdmissionDate
Deliveries from codes Between "R17" And "R2599"
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1.4

Maternity care pathway

The “maternity care pathway” can be considered a number of different ways but the
most commonly recognised mapping of childbirth is


antenatal care – care of mother and baby during pregnancy



intrapartum care-care of mother and baby during labour and delivery



postnatal care – care of mother and baby after birth, which includes maternal
and infant nutrition

The same level of (SUS) data as mentioned above is not available to explore and
analyse all parts of the pathway. Providers of services collect data from all parts of
the pathway which is not accessible through SUS.
SUS data provides information on deliveries, admissions and discharges relating to
maternity services. The delivery episode is the key to understanding the admission
and discharge information in relation to SUS.
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Section 2
2.1

Current Maternity Services

Overview of the current configuration of maternity services

North Tyneside maternity services are provided by two NHS foundation trusts:



Newcastle upon Tyne Hospitals NHS Foundation Trust and
Northumbria Healthcare NHS Foundation Trust.

The last reconfiguration of maternity services followed the development of a vision
for maternity services in 2003 by the former Northumberland, Tyne and Wear
Strategic Health Authority, using national policy and strategies and feedback from
service users and their families.
Early work for the emerging National Service Framework for Children, Young People
and Maternity Services (Department of Health, 2004) suggested that achieving a
vision for maternity services could only be realised through improved services,
enhancing partnerships and tackling equalities.
This vision led to public consultation on maternity care and a new configuration of
services in 2005/2006 which resulted in the following:




North Tyneside General hospital became a midwifery-led unit
Wansbeck Hospital became the only obstetric-led unit for Northumbria
Healthcare
The RVI remained an obstetric-led unit - the Newcastle Birthing Centre at the
RVI which opened in 2011 was not part of the 2005/06 changes.

At that time, in relation to other maternity services provided by Northumbria
Healthcare NHS Foundation Trust, Hexham Hospital became a midwifery- led unit
and the services at both Alnwick and Berwick community hospitals remained
midwifery-led. However, more recently, the Berwick service, which has the smallest
number of deliveries of any unit in England, has been the subject of formal public
consultation and since 1 July 2013 has been operating an on-call midwifery-led
service with enhanced community midwifery support. This followed the suspension
of deliveries and postnatal inpatient care on 1 August 2012 against a background of
a very small number of deliveries and safety concerns.
The RVI has a neonatal intensive care unit and Northumbria Healthcare has a
special care baby unit at Wansbeck.
Midwifery-led units are run totally by midwives; there is no access to epidural pain
relief and the emphasis is on normality and “natural” childbirth.

11

2.2

Overview of the population and birth rates

In 2010, for North Tyneside the population was 198,478. The table below shows how
this compares with the neighbouring areas of Newcastle and Northumberland (i.e.
the areas covered by the three former North of Tyne primary care organisations,
North Tyneside Primary Care Trust, Newcastle Primary Care Trust and
Northumberland Care Trust). For those three areas the total population was 802,648.
PCO Area

Total Population

% Females in the
population

% Females aged
15-44 in the
population

North Tyneside

198,478

52%

19.6%

Newcastle

292,179

50%

23%

Northumberland

311,991

52.6%

16.9%

Table 1 Population breakdown in 2010 ~latest ONS data

2.2.1

Birth rates in 2001-2012

The chart below shows the birth rate for the populations served by the former
North Tyneside Pprimary Care Trust with those of Newcastle and
Northumberland, as well as for England and Wales.

Diagram 1 North Tyneside, Newcastle and Northumberland birth rates compared with the all
England and Wales birth rate
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2.3
2.3.1

Trends in delivery rates 2000-2013
Deliveries per unit

There were 8,624 hospital deliveries in 2012 and 6,075 deliveries January to
September in 2013 to residents living in North Tyneside, Newcastle and
Northumberland. The distribution of these births by unit is outlined in the table below.
It shows that for those residents, the number of deliveries at Wansbeck maternity
unit fell slightly over 2012 and looks to falling in 2013. At North Tyneside midwiferyled unit there was a larger reduction, from 314 to 240 with an expected continued fall
to 202 at the end of 2013.
Meanwhile, at the RVI, deliveries increased from 5,616 to 5,783 in 2012 with an
expectation that it will level out to just under 6,000 for 2013. The figures for
Northumbria Healthcare’s midwifery-led units at Berwick, Hexham and Alnwick are
included to show trends and expected activity for 2013 elsewhere.
Jan–Sept
2013*

Newcastle Hospitals (medicalled unit and midwifery-led unit)
Wansbeck (medical-led unit)
North Tyneside (standalone
midwifery-led unit)
Total

2013
Approx.
full year
trajectory

Jan–Dec
2012

Jan–Dec
2011

4,268

5,691

5,783

5,616

1,485

1,980

2,273

2,282

151

202

240

314

5,904

7,873

8,296

8,212

*Nine months only January to September 2013
Table 2 Breakdown of deliveries for North Tyneside, Newcastle and Northumberland residents
Jan-Dec 2011 and Jan-Dec 2012

2.3.2 Trends in place of delivery 2001 / 2012

Diagram 2 below shows that there have been significant changes in numbers of
deliveries at units used by women in North Tyneside, Newcastle and
Northumberland. Some change was anticipated following the reconfiguration of
services in 2005 / 2006, which resulted in the maternity unit at North Tyneside
General Hospital becoming a midwifery-led unit and, at a later date, the introduction
of the Birthing Centre at RVI but possibly not to the extent realised.
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Diagram 2 Deliveries by Hospital site 2005-2012

Diagram 3 below shows the overall numbers of deliveries for the two providers of
maternity services for women living in North Tyneside, Newcastle and
Northumberland.

Diagram 3: Deliveries by Foundation Trust for North Tyneside, Newcastle and Northumberland
residents 2001-2012

Trends in deliveries by PCT and hospital site 2001-2012
Given that the most significant changes have occurred since 2005/2006, the
following graphs outline the number of deliveries per site for the former North
Tyneside Primary Care Trust area, and also for the areas covered by the former
Newcastle Primary Care Trust and Northumberland Care Trust. This shows an
increasing number using the RVI maternity services.
2.3.3

14

North Tyneside Primary Care Trust

Diagram 4 North Tyneside PCT Residents Place of Delivery 2005-2012

Newcastle Primary Care Trust

Diagram 5 Newcastle PCT Residents Place of Delivery 2005-2012
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Northumberland Care Trust

Diagram 6 Northumberland Care Trust Residents Place of Delivery 2005-2012

The actual delivery numbers by year for the former North Tyneside Primary Care
Trust and the former Newcastle and Northumberland primary care organisations and
by hospital site for 2001-2012 is in Appendix A.
Appendix B maps all hospital deliveries by postcode. There is a map for the former
North Tyneside PCT and the former Newcastle and Northumberland primary care
organisations.
The figures show a marked change in trends, some of which will be choice but in
relation to deliveries in midwifery-led units (including North Tyneside) another factor
will be that there are now stricter national guidelines around which women are
considered low risk and therefore eligible to deliver in a midwifery-led unit.
From local feedback (and also taking into account feedback from the national study
included in Appendix J), some women say they would prefer deliver in an obstetric
led unit where the whole team is on hand, if needed, to avoid a transfer by
ambulance to an obstetric-led unit if there is a complication.
More recently, following the opening of the Birthing Centre at the RVI, which
provides midwifery-led care but is in the same building as the obstetric-led unit, there
has been a further increase in demand on the RVI in Newcastle. Delivery rates at the
RVI have risen steadily year on year for the past 10 years and the trend continues.
Initially following the (2005/2006) change in services and the introduction of
standalone midwifery-led units in North Tyneside and Hexham, there was an
increase in deliveries at the obstetric–led unit at Wansbeck General. However, since
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2008, the Wansbeck unit has steadily experienced year on year decreases in
delivery numbers.
Table 3 below illustrates deliveries for all North Tyneside, Newcastle and
Northumberland residents by hospital site from 2001 to 2012.
In 2012 the total number of deliveries at hospitals within North Tyneside, Newcastle
and Northumberland for residents living across those areas was 8,492.
Deliveries for all residents in North Tyneside, Newcastle and Northumberland
by hospital site 2001 -2012

Site

2001

2002

2003

2004

2005

2006

2007

FRH
RVI

3,670

NGH
NUTH

3,670

CH&W

3

3,779

3,815

3,905

1

1

3,800

3,816

3,905

4,052

2008

2009

2010

2011

1

1

1

1

2012

4,503

4,762

5,196

5,361

5,623

5,601

5783

4,053

4,503

4,762

5,197

5,362

5,624

5,602

5,783

1

BER

48

62

41

23

23

40

36

42

34

24

19

22

ALN

85

82

62

33

50

39

54

50

40

36

33

38

ASH

1,565

1,497

346

HEX

497

486

327

246

228

210

186

145

134

130

143

136

1

1,382

1,843

1,886

1,885

2,158

2,500

2,393

2,317

2,264

2,273

WAN
NTGH

1,606

1,608

1,685

1,708

1,690

1,537

1,065

505

424

345

310

240

NHCT

3,804

3,736

3,843

3,853

3,877

3,711

3,499

3,242

3,025

2,852

2,769

2,709

TOTALS

7,474

7,536

7,659

7,758

7,930

8,214

8,261

8,439

8,387

8,476

8,371

8,492

Table 3 All North Tyneside, Newcastle and Northumberland Residents Deliveries by Hospital
Site 2001-2012
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Diagram 7 below shows the pattern of deliveries by hospital site since 2001.

Diagram 7 North Tyneside, Newcastle and Northumberland Residents Place of Delivery 20012012

The numbers of deliveries across North Tyneside, Newcastle and Northumberland
rose steadily year on year from 2000-2012. There was a slight decrease noted in
2011 yet despite this fall the numbers at the RVI continued to rise.
There will always be residents who deliver outside the boundaries of their resident
commissioning organisation (previously primary care trusts and now clinical
commissioning groups) for a number of reasons and this is captured in the table
below.
PCT Name

2001

2002

2003

2004

Newc

2,765

2,875

2,793

2,825

NTyneside

1,885

1,984

2,045

North’l’d

2,824

2,657

2,822

2005

2006

2007

2008

2009

2010

2011

2012

2,845

3,112

3,124

3,172

3,293

3,389

3,250

3,253

2,094

2,168

2,171

2,204

2,304

2,284

2,269

2,292

2,219

2,839

2,917

2,931

2,933

2,963

2,810

2,818

2,829

3,020

N Tees

1

Darl

Gatesh’d

S Tyneside

1

1

23

31

38

1

2

2

35

30

35

1

18

25

1

1

3

29

38

35

32

32

2

4

2

1

2

Sunderland
Teaching

1

1

1

1

1

2

1

1

1

3

3

4

Middlesbro

1

County
Durham

1

Other

TOTAL
DELIVERIES
North
Tyneside,
Newcastle
and
North’l’d

4

5

1

1

6

8

2

4

11

9

9

9

34

85

147

231

111

59

8,262

8,327

8,565

8,579

8,753

8,532

8,600

13

17

9

15

7,513

7,568

7,714

7,814

7,971

Table 4 Total North Tyneside, Newcastle and Northumberland Deliveries by PCT of residence
2001- 2012

2.4

Homebirths

Homebirths remain a less popular choice for women in the North East. In the year
ending March 2011 there were 22 planned home births in Northumberland and
Newcastle and 17 actual home births. Of the planned home births one was a
Northumberland resident and 21 were Newcastle residents. The 17 actual home
births were all Newcastle residents.
However, in relation to North Tyneside women, the situation changed during
2012/13, when over 30 women planned a home birth, of which 11 actually delivered
at home.
For Northumbria Healthcare NHS Foundation Trust, the number of homebirths,
supported by North Tyneside have reduced across the years however the % of all
births has risen higher than the England average (www.ons.gov.uk)
Year

2003

2004

2005

2006

2007

2008

2009

2010

2011

2012

2013*
(9mths)

Number
Home
births
supported
by NTGH

14

21

28

28

27

28

19

16

12

8

6

Home
births as
% of all
(England)

2.2

2.3

2.6

2.7

2.9

2.9

2.7

2.5

2.4

n/a

Home
births as
% of all
(NTGH)

1.1

1.3

1.8

2.0

2.7

6.1

4.8

4.9

4.2

3.9

*2013 ~ January to Sept data only
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4.6

There is a growing interest in the services provided by Doulas (Doulas North East):
These are women who are paid to provide one to one support in pregnancy, labour
and delivery and after birth to women. Their emphasis is on emotional and
psychological support, and continuity of relationship – their services are
commissioned privately. Commissioning a doula is more common in other parts of
the country.

2.5 Trends in antenatal care 2000 / 2012
There is no SUS data available which illustrates activity or trends in the antenatal
care pathway. Numbers of “checks” and routine tests in pregnancy could be
assumed from numbers of deliveries and generally estimated to some degree of
accuracy.
Information about hospital admissions is available though it has to be associated
with a delivery episode for the same patient to track the whole maternity pathway.
Community midwives provide much of the antenatal care for most women.
Community midwives did not generally work outside the former primary care
organisation boundaries therefore, in relation to North Tyneside women; there will be
a caseload of antenatal and postnatal care only for Northumbria Healthcare
midwives associated with deliveries at the RVI. The midwives themselves maintain
details of their caseload and in the absence of any other methodology this could be
quantified and analysed.
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 several
decades. There will also be specific needs of women due to particular population
needs, for example, teenage pregnancy rates.

2.6 Trends in postnatal care 2000 / 2012
Like antenatal care there is very little data beyond admissions and discharges on
SUS to support detailed analysis of trends and workload for healthcare professionals
in the postnatal period. Assumptions could be made with reasonable certainty, based
on numbers and types of delivery.
There will be a postnatal caseload for Northumbria Healthcare’s midwives and health
visitors associated with Newcastle deliveries for North Tyneside women.
Relatively high re-admission rates following deliveries at the RVI prompted further
analysis. (See tables below). The main hospital sites where women were re-
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admitted, after delivery in the RVI, were Hexham and North Tyneside. There was a
smaller number of re-admissions following delivery at Wansbeck. This suggests
women returning to their local area for normal postnatal care and possibly a longer
time to remain in hospital. Lengths of stay have not been analysed in this report.
Findings show that three codes account for 79% of all re-admissions on the day of
discharge to provide care closer to where they live i.e. “care and examination
immediately after delivery”, “care and examination of lactating mother” and “routine
post-partum follow up”
Table 6 shows the hospital of re-admission for the 2,699 women (over a period of 12
years) who were re-admitted on the day of discharge from the RVI.

2.6.1

Readmission within 1 day of delivery / on the day of discharge

Highlighted numbers are RVI (3,069) and Wansbeck (373)
2001

2002

2003

2004

2005

2006

2007

2008

2009

2010

2011

2012

Grand
Total

RVI

47

38

135

210

203

252

332

404

357

378

342

371

3,069

NUTH

47

39

135

210

203

252

332

404

357

378

342

371

3,070

Site

BER

1

3

2
2

1

ASH

27

25

4

HEX

3

7

7

9

8

4

10

12

9

5

12

12

98

16

33

42

44

61

55

30

29

26

37

373

WAN

1

5

ALN

1

56

NTGH

18

18

13

17

21

6

21

25

29

14

16

9

207

NHCT

49

51

42

59

71

56

93

92

68

48

55

58

742

3

3

4

5

4

5

5

7

2

5

43

180

272

278

313

429

501

430

433

399

434

3,855

Other

Total

96

90

Table 5 Readmission within 1 day of delivery by hospital site (day of discharge)

Table 6 shows that most of the women re-admitted to Hexham on the day of
discharge from the RVI were Northumberland residents.
With trends in postnatal care generally being towards shorter lengths of stay, it
should be considered whether postnatal care can be standardised so that there is
equal access to inpatient stays after delivery if this is what women want.
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2001

2002

2003

2004

2005

2006

2007

2008

2009

2010

2011

2012

Grand
Total

RVI

27

13

25

22

18

38

32

35

27

32

39

42

350

NUTH

27

13

26

22

18

38

32

35

27

32

39

42

351

BER

3

3

5

1

6

7

3

2

3

9

2

44

ALN

12

14

11

10

17

17

25

27

23

33

39

240

ASH

1

3

Site

HEX

1

12

4
92

152

WAN

158

173

3

4

240

233

215

205

164

3

2

3

1

183

1,816
16

NTGH

1

3

1

2

1

6

31

87

80

101

86

94

493

NHCT

17

24

105

170

173

206

295

351

326

335

293

318

2,613

Other

3

1

4

18

12

8

5

18

4

11

10

11

105

Total

47

38

135

210

203

252

332

404

357

378

342

371

3,069

Table 6 Hospitals where RVI readmissions were admitted (on day of discharge from RVI)

Readmissions to Hexham by primary care organisation area of residence.

2004

2005

2006

2007

2008

2009

2010

2011

2012

Grand
Total

Newcastle

4

1

3

7

4

4

7

2

6

38

North Tyneside

1

1

2

PCT

2002

2003

1

5

86

141

152

165

221

220

202

190

157

170

1,705

Gateshead

5

5

3

5

8

6

9

5

3

3

52

County Durham

1

1

1

3

1

1

2

Northumberland

1

Other

Total

1

1

92

152

158

1

173

240

233

215

205

164

10
4

6

183

1,816

Table 7 Area of residence of women readmitted to Hexham on the day of discharge from the
RVI.
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Diagram 8 Total re-admissions on day of discharge after delivery from RVI with
Hexham Hospital identified as the destination of the highest proportion of
readmissions

Diagram 9 Total readmissions on day of discharge after delivery at Wansbeck and
North Tyneside General.
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2.7

Neonatal transfers

Maternity services and neonatal services work together to provide an integrated
service for mothers and babies after birth.
The Northern Neonatal Network is a managed clinical network set up in 2009-10
which is committed to collaborative working across the region.
Neonatal intensive care cots are available at a small number of maternity units
across the North East. These are the RVI at Newcastle, Sunderland Royal Infirmary,
the University Hospital of North Tees and the James Cook University Hospital in
Middlesbrough.
All hospitals that provide neonatal intensive care also provide special care baby
facilities. Special care baby unit facilities are also provided at a number of other
maternity units across the region, including at Wansbeck General Hospital.
Special care for newborn babies and neonatal care for newborn babies are
commissioned separately and this is one of the challenges for the network and
others as both services are provided by the same professional staff and within the
same services and infrastructure in some hospitals.
A recent change relating to neonatal services is that retrieval teams from the
neonatal units now only travel to obstetric units to retrieve sick babies. In the
interests of ensuring that the baby receives specialist care as soon as possible, sick
babies delivered in midwifery-led units are now taken by midwives in an ambulance
to the neonatal unit.
Neonatal activity has not been analysed in any great detail here but the figures
below show transfers from maternity units and midwifery-led units to neonatal
intensive care units. It shows that very small numbers of babies are transferred from
the midwifery-led unit at North Tyneside to the RVI (1 during 2012/13 and 2 during
2011/12)

Table 8 - Transfers of babies April 2012 to March 2013
Receiving Hospital
Referring
Hospital
Carlisle
Darlington
Freeman
Friarage
Gateshead
Hexham
James Cook
North Durham

RVI
7
4
7
2
23
0
28
25

Sunderland
4
0
2
0
0
0
1
1

24

JCUH
1
15
1
11
2
0
3

North
Tees
0
4
0
0
1
0
7
1

North Tees
North
Tyneside
Out of Area
RVI
South
Tyneside
Sunderland
Wansbeck
West
Cumberland
Grand Total

26

3

6

1
3
1

1
25

3
23

1
23

7
31
32

6
1

2
0
1

0
1
0

22
219

2
46

4
72

1
39

Table 9 - Transfers of babies from April 2011 to March 2012
Receiving Hospital
Referring
Hospital
Carlisle
Darlington
Freeman
Friarage
Gateshead
Hexham
James Cook
North Durham
North Tees
North
Tyneside
Out of Area
RVI
South
Tyneside
Sunderland
Wansbeck
West
Cumberland
Grand Total

North
Tees
0
3
1
0
0
0
6
1

RVI
15
8
8
1
18
2
43
16
29

Sunderland
4
2
1
0
3
0
4
7
0

JCUH
1
17
0
12
1
0

2
3

0
1
45

0
4
27

0
0
22

8
41
22

2
7

2
3
1

3
0
0

13
229

3
79

6
90

2
38

7
9

An outline of the work of the Northern Neonatal network is attached in Appendix C.
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Section 3

Workforce and risk management

3.1

Maternity services workforce

3.1.1

Midwifery

Over the past decade, the Royal College of Midwives (RCM) states, the birthrate has
increased by 19 per cent, while midwife numbers have increased by 12 per cent. On
this basis the RCM estimate that there are 3,500 fewer midwives than the number
needed to deliver a safe, high-quality service (Royal College of Midwives 2010b).
The publication in 2011 Our Vision of Midwifery 2020 outlines the key expectations
and aspirations for the profession (Appendix D). 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.
3.1.2 Midwife to birth ratio
Towards Safer Childbirth suggests that the number of midwives required to provide care in
the clinical area was dependent on workload activity.

The ratio recommended by Safer Childbirth, based on the expected national birth
rate, is 28 births to one WTE midwife for hospital births and 35:1 for home births.
Further specific recommendations are as follows:


Birth centres/midwifery-led units: the normal recommended ratio is 35:1 to
reflect the generally low dependency of women accessing these services.
However, separate assessment is needed when providing intrapartum care
for women requiring transfer to hospital care, or providing ante- or postnatal
care on an inpatient basis.



Caseload midwifery practice: where midwives are giving total antenatal,
intrapartum and postnatal care to low-risk women, a ratio of 35:1 is
recommended, although this should be reviewed in cases of high social and
support need.



Labour wards: The number of midwives allocated to each shift must enable a
minimum of 1.0–1.4 midwives for each woman in established labour,
depending on case mix.

Northumbria Healthcare Trust utilises the Birth Rate Staff Modelling Tool to calculate
staffing levels across the different sites and different maternity services. Additional
midwives are also provided for pregnancy assessment services and also to facilitate
24 hours opening within the units.
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3.1.3 Obstetrics- the Future Role of the Consultant
The Royal College of Obstetricians and Gynaecologists, in their document The future
role of the consultant, recommended that there should be a resident obstetric
consultant present in the labour ward for 24 hours in large UK hospitals
Safer Childbirth supports these aspirations for senior clinical presence on delivery
units. It states that it is essential for all units with more than 2500 births a year to move to
40 hour consultant (or equivalent) presence and for those with 6000 or more births a year to
have at least a 60 hour presence. It outlines that the level of activity varies very little over a
24 hour period in labour wards supporting large numbers of births (over 5000 a year) and/or
a complex case load highlighting the need to move towards a 168 hour consultant-based
service.

There is anticipation that the Clinical Negligence Scheme for Trusts (CNST)
requirements will copy this blueprint for consultant staffing as recommended by the
Royal College of Obstetricians & Gynaecologists.
The current situation with obstetric consultant cover for the Newcastle and
Northumbria Healthcare trusts is as follows:
Newcastle Hospitals (ie RVI) – 98 hours cover (14 hours, 7 days a week) plus
resident on call.
Northumbria Healthcare (i.e. Wansbeck) – 60 hours cover (12 hours Monday to
Friday). The consultant contract also allows for 3 hours on site Saturday and Sunday
(plus on call).

3.2

NHS North East – accelerated solutions event 2010

In 2010 the former NHS North East facilitated an accelerated solutions event on
maternity care which took place over two days. It was attended by more than 110
delegates from around 35 healthcare organisations and all provider units within the
North East were represented. The focus was on increasing consultant presence in
the delivery suite and on providing 1:1 midwifery care for women in established
labour.
Those present considered data which looked at the increase chance of adverse
outcomes outside of day time hours and the absence of on-site consultant presence
during hours when there were instances of babies dying or suffering significant
morbidity.
They also considered how 1:1 midwifery care for women in established labour was
associated with significant benefits including:
-

shorter labours

-

greater chance of spontaneous vaginal birth

-

lesser need for intrapartum analgesia

-

greater satisfaction with birth process.

27

There were discussions about the challenges to ongoing provision of maternity care
including the reduction in the number of junior trainees, paediatric neonatal services,
funding implications and the number of consultant rotas.
At the event there was considerable support that there should be 168 hour
consultant cover and for the vision of 1:1 care for women in established labour.

3.3 Risk management in maternity services
The management and mitigation of risk in large maternity units requires significant
professional and supporting infrastructure to ensure it is appropriately managed and
that safety is assured.
Any future commissioning of maternity care will need to consider the complete
picture including workforce, risk management and outcomes of care.
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Section 4
4.1

Commissioning maternity services

Informed commissioning of maternity services

Commissioning maternity services, like many other services, is done by considering
all the intelligence both formal and informal available and feeding this into the system
and process available to commissioners to contract for services with the most
appropriate provider. In addition, this system should be used collaboratively to
assure that the specifications of the services within a contract are delivered within
the agreed arrangements which include financial resource.
For maternity services the providers are the acute hospital foundation trusts.
Maternity services and neonatal services work together to provide the best care to
mothers and babies and therefore are always considered together when planning
and commissioning services.
Planners and commissioners of maternity services have a wealth of detailed
information available to them to inform maternity services specifications. In this
chapter some of the more significant policy and guidance available is noted,
including:


national policy statements and service frameworks from Department of
Health;



working party recommendations from the main Royal Colleges involved in
maternity care i.e. the Royal College of Midwives, the Royal College of
Obstetricians and Gynaecologists, the Royal College of Anaesthetists and the
Royal College of Paediatrics and Child Health;



Clinical guidance from the National Institute for Health and Clinical Excellence
(NICE);



Findings and recommendations of the most recent study and research into
maternity care: the Birthplace in England Research Programme (Nov 2011).

Information about local and national populations and birth rates are an important
factor in identifying need and the behaviours and responses of the local population is
an integral part of developing the most appropriate specification to best serve local
people.
Commissioners also engage with local clinical staff and local people to develop a
better understanding of how and what services should be delivered.
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4.1.1 The Birthplace Cohort Study (NPEU, November 2011) key
findings
The Birthplace Cohort Study compared the safety of births planned in four settings:


home,



freestanding midwifery units (FMUs),



alongside midwifery units (AMUs) and



obstetric units (OUs).

The main findings relate to healthy women with straightforward pregnancies who
meet the NICE intrapartum care guideline criteria for a ‘low risk’ birth and are listed
below:
Giving birth is generally very safe


For ‘low risk’ women the incidence of adverse perinatal outcomes (intrapartum
stillbirth, early neonatal death, neonatal encephalopathy, meconium aspiration
syndrome, and specified birth related injuries including brachial plexus injury)
was low (4.3 events per 1000 births).

Midwifery-led units appear to be safe for the baby and offer benefits for the
mother


For planned births in freestanding midwifery units and alongside midwifery
there were no significant differences in adverse perinatal outcomes compared
with planned birth in an obstetric unit.



Women who planned birth in a midwifery unit (either alongside units or
freestanding midwifery-led units) had significantly fewer interventions,
including substantially fewer intrapartum caesarean sections, and more
‘normal births’ than women who planned birth in an obstetric unit.

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


For multiparous women (ie women who have had at least one previous birth),
there were no significant differences in adverse perinatal outcomes between
planned home births or midwifery unit births and planned births in obstetric
units.



For multiparous women, birth in a non-obstetric unit setting significantly and
substantially reduced the odds of having an intrapartum caesarean section,
instrumental delivery or episiotomy.

For women having a first baby, a planned home birth increases the risk for the
baby


For nulliparous women (ie women who have had no previous births), there
were 9.3 adverse perinatal outcome events per 1000 planned homebirths
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compared with 5.3 per 1000 births for births planned in obstetric units, and
this finding was statistically significant.
For women having a first baby there is a fairly high probability of transferring
to an obstetric unit during labour or immediately after birth


For nulliparous women, the peri-partum transfer rate was 45% for planned
home births, 36% for planned free-standing midwifery-led unit births and 40%
for planned alongside midwifery-led unit births.

For women having a second or subsequent baby, the transfer rate is around
10%


4.2

For women having a second or subsequent baby, the proportion of women
transferred to an obstetric unit during labour or immediately after the birth was
12% for planned home births, 9% for planned free-standing midwifery-led unit
births and 13% for planned alongside midwifery-led unit births.

Care in pregnancy, care in labour and care after birth

An outline of all relevant policies informing maternity care planning, commissioning,
providing and practice is summarised in Appendix E.
The National Institute for Health and Clinical Excellence (NICE) has issued
guidelines for recommendations in Antenatal Care (2008), Intrapartum Care ( 2007) ,
and Postnatal Care ( 2006-Reviewed 2012: no update needed) . NICE guidance is
developed after careful consideration of all the evidence available relating to a
specific aspect of care and healthcare professionals involved in that aspect of care
are expected to take this guidance fully into account when exercising their clinical
judgment in the appropriate circumstances.
This guidance has been used to inform step by step pathways for antenatal care,
intrapartum care and postnatal care. All pathways are on the NICE website and were
developed during 2011. There are subsidiary pathways which lead off for various
situations that may arise at different time in pregnancy, labour and after birth
In 2007 the Department of Health published Maternity Matters which made a national
commitment to women using maternity services. This commitment guaranteed that
by the end of 2009 four choices would be available to all women and their partners:
1. 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 will speed up and enable earlier access to maternity services.
2. 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.
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3. 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 choice of place of birth will
affect the choice of pain relief available to them. For example, epidural
anaesthesia will only be available in hospitals where there is a 24 hour obstetric
anaesthetic service.
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 unit or birth centre
o 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.

4. 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 Sure Start
children’s centre.

4.4 How are maternity services commissioned?
Maternity services are commissioned using the NHS standard contract with each
foundation trust and through a system of tariffs for specifically (and nationally)
defined and costed elements of care called “payment by results” (PbR).
The NHS issues annual guidance to support the implementation of PbR. The 2013 14 guidance mandated the implementation of the Maternity Pathway system. This
includes both the currencies and the tariffs for three maternity pathways: antenatal,
delivery and postnatal, each of which is paid for separately.
The following extract from the guidance provides an overview on what is included
within each pathway:
4.4.1 Antenatal pathway
The antenatal pathway begins when the pregnant woman has her first antenatal
appointment or attendance with her maternity provider. The pathway payment is
based on information collected at the antenatal assessment appointment (usually
undertaken around 10 week’s gestation) when the health and social care risk
assessment is carried out. The organisation that first submits this information will be
deemed as the lead provider, and therefore that organisation will receive the
payment.
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For the antenatal pathway, there are three casemix levels – standard, intermediate
and intensive – with higher payments for intermediate and intensive. The
characteristics which determine the level of payment to be made are set out in the
Ante and postnatal pathways: Data requirements and definitions spreadsheet,
published alongside the PbR guidance.
Commissioners should make one payment per pregnancy for all antenatal care
included in the scope (although payments for the delivery or postnatal modules of
the pathway may be paid to different providers).
The standard pathway price has been developed taking into account the proportion
of women likely to develop complications during pregnancy that will require higher
levels of care, or that some of the characteristics may develop or be disclosed later
in pregnancy.
It must be noted that where a woman chooses to change provider, this could lead to
a transfer of funding between organisations. The proportion of the pathway
payment remaining unspent at the time of transfer depends on the stage of
pregnancy the woman has reached.
4.4.2 Delivery pathway
There are two delivery pathway prices, split by whether there were complications
and co-morbidities or not. The price includes all postpartum care of mother and
well/healthy baby/babies until transfer to community postnatal care.
Commissioners will only pay once per intrapartum episode, to the organisation that
delivers the baby/babies. This is the lead organisation financially responsibility for
the whole post-partum care period.
Where more than one provider share the care (e.g. the woman delivers at one
provider while another provides postpartum in-hospital care), it is the responsibility of
the providers to agree a fair split of the income.
4.4.3 Postnatal pathway
The postnatal pathway usually begins after the woman and baby/babies have been
transferred to community postnatal care and concludes once the woman has been
transferred to primary care.
Commissioners should be aware that they should pay for all three modules of the
pathway for each pregnancy that leads to a birth. If the care normally delivered under
the postnatal pathway happens to be provided while the woman remains in the
hospital, the postnatal care provider would still remain entitled to payment for that
element of the pathway.
There are three casemix levels – standard resource, intermediate resource and
intensive resource – with higher payments for higher resource usage. The
characteristics which determine that levels are set out in Ante and postnatal
pathways: Data requirements and definitions published alongside the PbR guidance.
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The postnatal pathway follows similar principles as the antenatal pathway and is
derived by using data items from the new Maternity Minimum Data Set as well as
some other local information.
A commissioner will make one payment for all postnatal pathway care included in the
scope. In general this is after transfer from the intrapartum episode, but in some
cases the specific care may be provided to a woman who remains in hospital
because of other circumstances.
Where a woman chooses to use a different provider for an element of her postnatal
care (an investigation, spell or appointment, etc.), or where the woman is referred to
a different provider for any reason, it is the responsibility of the lead pathway
provider to pay the other organisation.
There is no defined time period during which community postnatal care is provided
by the maternity team.
The pathway continues until responsibility for ongoing maternity health care is
transferred to primary care / the health visitor.
The service level activity that can be specifically attributed to maternity service
indicates that the cost of commissioning maternity services in 2012/13 for North
Tyneside CCG residents, from the two NHS provider foundation trusts for was:



Newcastle Hospitals c£5.1m
Northumbria Healthcare c£2.9m

It is important to note that the impact of the mandated maternity pathways system is
still to be fully understood due to the complexities of inter provider charging, and the
time delay associated with the move of patients between each pathway.
Informed commissioning of maternity services takes account of all of the above and
uses the commissioning system and process to weave in the best possible
specifications to deliver safe care to all local women, within the available public
resource.
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Section 5

Public health

When developing future arrangements for maternity care in North Tyneside,
consideration must be given to a range of public health factors which can impact on
pregnancy and on the health of women and children generally. These include
maternal obesity, breast feeding, smoking in pregnancy and teenage conceptions.
It should also be noted that Priority 1 in the North Tyneside Joint Health and
Wellbeing Strategy- Improving the Health and Wellbeing of Families.

5.1

Maternal obesity

Pre-pregnancy body mass index (BMI) is a greater determinant of healthy outcomes
for mothers and babies than any weight they may gain during pregnancy. Women
with a high BMI may also find it more difficult to conceive.
National statistics for the prevalence of maternal obesity are not collected routinely in
the UK. It is estimated that half of women of childbearing age are either overweight
(BMI 25–29.9 kg/m²) or obese (BMI greater than or equal to 30 kg/m²) (The NHS
Information Centre 2008). In North Tyneside this equates to around 20,000 women.
Trend data from the Health Survey for England (HSE) for the period 1993 to 2010
below shows an increase in the prevalence of obesity (BMI at least 30 kg/m2)
amongst women of childbearing age (16 to 44 years).
Diagram 10 Prevalence of obesity (with 95% confidence intervals) in females
aged 16-44 years during the period 1993-2010 (Health Survey for England 19932010)

http://www.noo.org.uk/NOO_about_obesity/maternal_obesity/uk_trends
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At the start of pregnancy, 15.6% of women in England are obese (Heslehurst et al.
2010). In North Tyneside this equates to around 6,100 women.
Three studies conducted in the UK and published within the last five years have
shown an increase in the prevalence of obesity amongst pregnant women presenting
to hospital for booking. In these studies, the prevalence of obesity increased as
follows:
Table 10

http://www.noo.org.uk/NOO_about_obesity/maternal_obesity/uk_trends

Maternal obesity and weight retention after birth are related to socioeconomic
deprivation (Heslehurst et al. 2010).
5.1.1 Complications of obesity in pregnancy
Women who are obese when they become pregnant face an increased risk of
complications during pregnancy and childbirth. These include the risk of impaired
glucose tolerance and gestational diabetes, miscarriage, pre-eclampsia,
thromboembolism and maternal death (Centre for Maternal and Child Enquiries and
the Royal College of Obstetricians and Gynaecologists 2010).
Even a relatively small gain of 1–2 BMI units (kg/m2) between pregnancies may
increase the risk of gestational hypertension and gestational diabetes, even in
women who are not overweight or obese. It also increases the likelihood of giving
birth to a large baby (Villamor and Cnattingius 2006).
An obese woman is more likely to have an induced or longer labour, instrumental
delivery, caesarean section or postpartum haemorrhage (Yu et al. 2006). Reduced
mobility during labour can result in the need for more pain relief, which can be
difficult to administer in obese women, resulting in increased need for general
anaesthesia with its associated risks. After birth, wound healing can be slower with
an increased risk of infection, and obese women are more likely to require extra
support in establishing breastfeeding, due to, for example, difficulties in latching the
baby on to the breast (Heslehurst et al. 2007).
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 relief that can be given.
Obese women who are pregnant are likely to spend longer in hospital than those
with a healthy weight because of morbidity during pregnancy and labour related to
their weight (Chu et al. 2008). In the longer term, weight control after pregnancy may
reduce the woman's risk of obesity, coronary heart disease, some cancers and type
2 diabetes.
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Babies born to obese women also face several health risks. These include a higher
risk of foetal death, stillbirth, congenital abnormality, shoulder dystocia, macrosomia
and subsequent obesity (Ramachenderan et al. 2008).
5.1.2 Evidence of good practice
National Institute for Health and Clinical Excellence (NICE) public health
guidance on dietary and physical activity interventions for weight management
before, during and after pregnancy PH27 (2010) aims to help health professionals
support women who are pregnant or who are planning a pregnancy, and mothers
who have had a baby in the last two years. Health professionals can help women to
understand the health risks of being overweight or obese during pregnancy and the
importance of achieving a healthy weight prior to pregnancy, but also advise them
not to try to lose weight while they are pregnant. NHS and other commissioners and
managers, directors of public health and planners and organisers of public health
campaigns should ensure health professionals understand the importance of
achieving a healthy weight before pregnancy. Local education initiatives should also
stress the health risks of being obese, including during pregnancy.
5.1.3 What is happening in North Tyneside?
There is an adult weight management programme ‘Lighten UP’ provided by
Northumbria Healthcare NHS Foundation Trust which can be accessed by women
who are obese who want support to lose weight prior to becoming pregnant. This
service is currently commissioned by the local authority’s public health department.
As part of the block contract between Northumbria Healthcare and Newcastle upon
Tyne Hospitals NHS Foundation Trust and the CCG for maternity services, midwives
and consultants provide advice and support as per NICE guidance regarding healthy
weight to women in pregnancy.
There is no specific pathway or commissioned service for pregnant women who are
overweight or obese.

5.2 Breastfeeding
Breast milk is the best form of nutrition for infants, and exclusive breastfeeding is
recommended for the first six months (26 weeks) of an infant’s life.
The benefits of breastfeeding are well established through global and national
evidence. Evidence suggests that breast milk provides all the energy and nutrients
that a child needs in its first few months of life, as well as promoting sensory and
cognitive development. 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.
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In recent years, research has demonstrated that not breastfeeding can pose a range
of significant health risks for both child and mother. These include short-term
outcomes such as gastroenteritis and respiratory disease, requiring hospitalisation.
In the longer term evidence suggests that infants who are not breastfed tend to have
higher levels of blood pressure and blood cholesterol in adulthood and may also be
at a greater risk of type 2 diabetes.
Despite evidence of overwhelming health benefits, breastfeeding rates in the UK
remain among the lowest worldwide. More women are starting to breastfeed but
many do not continue beyond a few days, and many children lose out on health
benefits early in life.
In England, initiation rate in 2012/13 was 74%, but by 6 weeks it dropped to 47.2%.
Diagram 11

Percentage of maternities where breastfeeding was initiated

Trend in maternities where breastfeeding was initiated by year in North Tyneside, compared to England and North
East Region
(Source: Department of Health, Integrated Performance Measure Return)
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In North Tyneside the breast feeding initiation rate in 2012/13 was 64% which is
significantly lower than the rate for England; however, the rate is significantly better
than that for the North East (59%) as a whole. Of the 12 local authority areas in the
North East North Tyneside ranks as the third highest rate of breast feeding initiation
after Newcastle and Gateshead.
At the primary visit by the health visitor local breast feeding data for 2012/13
identified that the rate dropped to 48% and by six weeks the rate for 2012/13 is 43%
this is the second highest rate in the North East after Newcastle and compares to a
rate of 38% for the North East overall.
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5.2.1 The economic case for breastfeeding
A commissioned report by UNICEF in 2012 details scientific and rigorous economic
analyses of how increasing breast feeding rates in the UK can prevent disease and
save considerable resources. The report is supported by NICE and provides strong
and compelling evidence for investment in supporting women to breastfeed and
securing improvements in the quality of life for women and for children through
reducing acute and chronic diseases. Investment in effective services to increase
and sustain breastfeeding rates is likely to provide a return within a few years,
possibly as little as one year.
A 10% increase in breastfeeding prevalence at six months means that 60,000 extra
infants are breastfed every year, avoiding 1,700 cases of otitis media, 3,900 cases of
gastroenteritis, 1,500 cases of asthma, and 145 cases of breast cancer every year,
and providing estimated annual savings to the NHS in treatment costs as follows:
Otitis media

£0.5 million

Gastroenteritis

£2.3 million

Asthma

£2.6 million

Lower respiratory tract infection

£0.8 million

Breast cancer

£0.9 million

TOTAL SAVING

£7.1 million every year

5.2.2 Evidence of good practice for breastfeeding initiation and support
UNICEF Baby Friendly Initiative (BFI)
Government policy, underpinned by NICE guidance, promotes the adoption and
implementation of the UNICEF BFI as the best evidence-based vehicle to raise
levels of breastfeeding prevalence. Evidence suggests that mothers delivering in
Baby Friendly accredited hospitals are more likely to initiate breastfeeding. BFI
provides a comprehensive framework based on ten steps to successful
breastfeeding for maternity services and a seven-point plan for sustaining
breastfeeding in the community. BFI involves a three staged approach to full
accreditation. By Stage 2 providers are expected to routinely deliver a
comprehensive package of training to all staff providing breastfeeding support for
women.
National Institute for Health and Clinical Evidence (NICE) Guidance
NICE provides evidence-based guidance to support delivery of national priorities.
NICE guidance in relation to breastfeeding includes maternal and child nutrition,
antenatal care, postnatal care, and commissioning a peer support programme. Key
points from the guidance is summarised below.
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PH11: Maternal and Child Nutrition (2008)
 NHS commissioners and managers are advised to develop a breastfeeding
policy and implement a structured programme to encourage and support
breastfeeding. It should include training and continuing professional
development for health professionals, peer support programmes and
education for pregnant women.


Health professionals working with women and young children are advised to
encourage breastfeeding by providing information, practical advice and
ongoing support – including advice on healthy eating and supplements,
breastfeeding education, local support services, and advice on how to
express and store breast milk safely.



Partnership work is recommended with community, voluntary, and private
organisations to ensure mothers can feed their babies in public areas without
fear of interruption or criticism.

CG62: Antenatal care: Routine care for the healthy pregnant woman (2008)
 Information provided during antenatal appointments should cover participantled antenatal classes and breastfeeding workshops.


Advise women of the importance of vitamin D intake during pregnancy and
breastfeeding (10 micrograms per day).



Give specific information (at or before 36 weeks) on breastfeeding: technique
and good management practices, such as detailed in the UNICEF Baby
Friendly Initiative (www.babyfriendly.org.uk).

CG37: Routine postnatal care of women and their babies (2006)
All healthcare providers should:
 Implement an externally evaluated, structured programme that encourages
breastfeeding, using the Baby Friendly Initiative (www.babyfriendly.org.uk) as
a minimum standard.


Have a written breastfeeding policy that is communicated and implemented.



Ensure breastfeeding support is available in all care locations.

IPG149: Division of ankylglossia (tongue-tie) for breastfeeding (2005)
Ankyloglossia, also known as tongue-tie, is a congenital anomaly characterised by
an abnormally short lingual frenulum; the tip of the tongue cannot be protruded
beyond the lower incisor teeth. It varies in degree, from a mild form in which the
tongue is bound only by a thin mucous membrane to a severe form in which the
tongue is completely fused to the floor of the mouth. Breastfeeding difficulties may
arise as a result of the inability to suck effectively, causing sore nipples and poor
infant weight gain.
Many tongue-ties are asymptomatic and do not require treatment; some may resolve
spontaneously over time. If the condition is causing problems with feeding,
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conservative treatment includes breastfeeding advice and counselling, massaging
the frenulum, and exercising the tongue. Some practitioners, however, believe that if
a baby with tongue-tie has difficulty breastfeeding, surgical division of the lingual
frenulum should be carried out as early as possible. This may enable the mother to
continue breastfeeding rather than having to switch to artificial feeding.
NICE Quality Standard 37 Postnatal Cares July 2013
NICE quality standards describe high-priority areas for quality improvement in a
defined care or service area. Each standard consists of a prioritised set of specific,
concise and measurable statements. Quality statement 5: Breastfeeding draws on
existing guidance above PH11 and CG37 and is designed to support the
measurement of improvement. The statement is clear that commissioners must
ensure that they commission a service that delivers breastfeeding support through
an evaluated, structured programme.
5.2.3 What is happening in North Tyneside?
Northumbria Healthcare has achieved stage 1 BFI accreditation and Newcastle
Hospitals a stage 2 BFI accreditation.
Breastfeeding support for women in North Tyneside is currently commissioned by:


The CCG within the block contract for maternity services (there is little specific
detail about what should be provided)



The Cumbria, Northumberland, Tyne & Wear Area Team, NHS England within
the contract for health visiting



The local authority’s public health department the service specification is
underpinned by NICE guidance. The contract provides 1WTE midwife,
0.6WTE health visitor and 1 WTE support worker to support and pursue BFI
accreditation and provide support to breastfeeding women.

Staff in children’s centres and GPs also offer support for breastfeeding women.

5.3 Smoking in pregnancy
Stopping smoking in pregnancy is the single most important change a woman can
make to ensure her pregnancy avoids unnecessary complications.
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
(Royal College of Physicians 1992). Smoking during pregnancy also increases the
risk of infant mortality by an estimated 40% (Department of Health 2007).
The total annual cost to the NHS of smoking during pregnancy is estimated to range
between £8.1 and £64 million for treating the resulting problems for mothers and
between £12 million and £23.5 million for treating infants (aged 0–12 months)
(Godfrey et al. 2010).
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Children exposed to tobacco smoke in the womb are more likely to experience
wheezy illnesses in childhood. In addition, infants of parents who smoke are more
likely to suffer from serious respiratory infections (such as bronchitis and
pneumonia), symptoms of asthma and problems of the ear, nose and throat
(including glue ear). Exposure to smoke in the womb is also associated with
psychological problems in childhood such as attention and hyperactivity problems
and disruptive and negative behaviour (Button et al. 2007). In addition, it has been
suggested that smoking during pregnancy may have a detrimental effect on the
child's educational performance (Batstra et al. 2003).
Mothers aged 20 or under are five times more likely than those aged 35 and over to
have smoked throughout pregnancy (45% and 9% respectively) (British Market
Research Bureau 2007). Mothers in routine and manual occupations are more than
four times as likely to smoke throughout pregnancy – compared to those in
managerial and professional occupations (29% and 7% respectively) (British Market
Research Bureau 2007).
Pregnant women are also more likely to smoke if they are less educated, live in
rented accommodation and are single or have a partner who smokes.
In North Tyneside in 2012/12 15.3% of pregnant women were smoking at time of
delivery this figure is significantly higher than the rate for England (12.7%) but is the
lowest rate in the North East. The rate has reduced steadily since 2008/09 when it
was as high as 21.3% in North Tyneside.
5.3.1 Evidence of good practice
National Institute for Health and Clinical Evidence (NICE) PH26 Quitting
smoking in pregnancy and following childbirth (2010)
This provides detailed guidance on identification of pregnant women who smoke and
referral to stop smoking services, initial and ongoing support for pregnant women to
stop smoking, use of nicotine replacement therapy (NRT) and other pharmacological
support, meeting the needs of disadvantaged pregnant women who smoke, partners
and others in the household who smoke and training to deliver interventions.
5.3.2 What is happening in North Tyneside?
Across the North East a new Smoking in Pregnancy Protocol for midwives and
referral pathway is being implemented, the approach is known as Baby Clear and is
based on NICE guidance and early work undertaken in the West Midlands. The
approach has not been commissioned but maternity units have agreed to implement
the programme and also take part in a regional evaluation which is being led by
Newcastle University and Fresh.
Stop smoking services in North Tyneside, including those for pregnant women are
currently commissioned by the local authority’s public health department.
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5.4 Teenage conceptions
Young parents have additional support needs in order to improve the health and
social outcomes for them and their children.
Rates of under 18 conceptions have continued to fall in North Tyneside.
Progress has been greater than either England or the North East region. 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. The 2011 rate equates to a 44.5% reduction
from the North Tyneside baseline rate of 58.2 per 1,000 in 1998. Within North
Tyneside, there are a number of identified “hot spots” based on teenage pregnancy
rates within the electoral wards of the borough. This identifies the following five
wards as “hot spots”: Wallsend, Howdon, Chirton, Riverside and Battle Hill.
5.4.1 What is happening in North Tyneside?
Teenage Pregnancy Support Service
Teenage pregnancy support in North Tyneside provides an enhanced clinical
midwifery service specifically for teenage clients. This is an additional resource to the
universal community midwifery service with the majority of referrals coming from
community midwives. Young women will have the majority of their antenatal care
from her allocated community midwife but the Teenage Pregnancy Support Service
will ensure that the young women and their partners are enabled to access
appropriate services and offers specific preparation for parenthood either in groups
or at a one to one level.
The Teenage Pregnancy Support Service is located within the Integrated Sexual
Health Service, offering an opportunity for links between pregnancy decision making,
support for those going on with their pregnancy and arrangements for postnatal
contraception. The service is currently commissioned by the local authority’s public
health department.
The Family Nurse Partnership (FNP) Programme
This programme is being rolled out in North Tyneside it is a voluntary, preventive
programme for vulnerable young first time mothers. It offers intensive and structured
home visiting, delivered by specially trained nurses, from early pregnancy until age
two. This programme is commissioned by the Area Team NHS England.
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Section 6
Insight from independent research and from
previous public consultations
A significant amount of insight is already available about what is important to local
women and their families when they need to use maternity services. NHS North
Tyneside CCG has recently commissioned some independent research which builds
on research commissioned by the former NHS North of Tyne during 2012 (see 6.1).
Feedback relating to maternity care is available from the public consultation in 2009
on proposals to develop the new emergency care hospital at Cramlington. There is
also feedback from the maternity services consultation in 2004/5 which resulted in
the establishment of a midwifery-led unit at North Tyneside General Hospital.
Such insight could also be considered alongside feedback that emerged during a
public consultation during late 2012 to spring 2013 on midwifery-led services in
Berwick. Although this related to a rural service, themes that emerged resonate with
some of those from other consultations.
Finally there was a major national survey of women’s experience of maternity care
carried out in 2006 by the National Perinatal Epidemiology Unit at the University of
Oxford which provides some useful information.

6.1 Independent research commissioned by NHS North Tyneside
CCG
During summer 2013 NHS North Tyneside CCG commissioned some independent
research to help understand what is important to women in terms of their care when
they become pregnant.
This involved an independent company, Explain Research, who were asked to carry
out 1,100 interviews with women of child bearing age.
Interviews took place on-street in busy locations across North Tyneside and
arrangements were also made for researchers to attend relevant sessions at
children’s centres across the borough where they had direct access to the required
profile of local women.
This activity was a continuation of a first phase of research commissioned by the
former NHS North of Tyne, again from Explain Research, during 2012, as part of a
broader review of maternity services, to inform future commissioning intentions (and
hopefully to resolve the outstanding issues around the configuration of midwifery-led
care following the public consultation in 2009 on the new emergency care hospital at
Cramlington).
The plan at that time was to have two phases of research. The first was qualitative
research involving in depth discussions and focus groups with women of child
bearing age. This involved mothers and future mothers in the following age
categories – 16 to 19, 20 to 30 and 31+. There were also in depth discussions with
women from black and minority ethnic communities.
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Results from this first phase were received in April 2012. Due to the major
organisational change following the NHS White Paper, the second phase, which
would have been quantitative research, involving a much larger sample of women,
was postponed indefinitely. For information about the findings from the first phase,
see Appendix F.
6.1.1 Findings from independent research commissioned by NHS North
Tyneside CCG
As indicated above, NHS North Tyneside CCG commissioned Explain Research to
carry out 1,100 interviews with women of child bearing age living within the borough.
In fact, 1,145 interviews were completed involving 595 mothers and 553 future
mothers. (See diagram below – base sizes vary depending on information provided.)
These included mothers (including women whose youngest child was five years or
younger) and future mothers (including pregnant women and those without children
but who plan to have a family of their own in the future). Of the mothers who were
interviewed, 46% had only one child, meaning that 54% had more than one child and
75% of mothers had a youngest child under the age of 24 months.
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The majority of mothers had experienced their most recent labour and delivery care
in Newcastle:

Detailed information on this research is available in Appendix G, including
comparisons depending on which part of the borough women live, age and on socioeconomic groups.
However, the findings show high levels of agreement were found across the
maternity care journey in regards to what local women want from services (top five
overall are displayed in the graph below – 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
strongly disagree and 10 is strongly agree):
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Following a description of what it would mean to give birth at home, in a midwifery
led unit, a maternity care unit and a birthing centre, mothers and future mothers were
asked to indicate which option they would choose if giving birth in the future

47

While many mothers indicated ‘nothing’ could be improved about their experience,
when looking across the whole of the maternity care journey, the most common
theme in the literal comments collected calls for consistency in seeing the same
health professional.
When asked to indicate what was MOST important, consistency in seeing the same
health professional for antenatal and postnatal care stood out overall (the top three
are shown below):

Revealed as the LEAST important overall was ‘Partners being given advice and
information to help them prepare’ with regard to antenatal care (50%), followed by
postnatal care (36%).
Some key points from the research are as follows:
•

61% overall would opt for a maternity care unit in the future, with high ratings
given to statements regarding ‘doctors and specialists’ as well as ‘pain relief’.

•

Most mothers (63%) had experienced labour and delivery care in Newcastle,
a trend that is anticipated to continue with 64% overall saying they would opt
for the RVI if giving birth in the future.

•

The RVI was found to have a strong and positive reputation, notably very
popular with residents from the North West and South West of the borough as
well as future mothers.

•

Variations found by demographic profiles as well as by location, confirm that a
‘truly ideal’ maternity care service would require a high level of flexibility and
tailoring to the individual.

48

6.2

Public consultation about new emergency care hospital

As indicated above, the former NHS North of Tyne led formal public consultation
between May and July 2009 on a package of proposals by Northumbria Healthcare
NHS Foundation Trust to develop hospital services in Northumberland and North
Tyneside. These included a proposal to develop a new specialist emergency care
hospital near Cramlington.
It was proposed that the services provided in this new development would include a
medical-led obstetric unit. During the consultation people were asked for their views
about whether midwifery led units should exist at North Tyneside and Wansbeck
hospitals or should a full maternity service be provided at the proposed new
emergency care hospital.
Feedback from the consultation showed that more people said there should be a full
maternity service provided at the new emergency care hospital (ie rather than retain
a midwifery-led unit at North Tyneside General Hospital and develop a midwifery-led
unit at Wansbeck General Hospital).
However, during discussions with key groups, the former NHS North of Tyne
recognised that it may be necessary to give further consideration to the implications
for maternity services following the completion of the consultation. The formal
response from the Northumberland, North Tyneside and Newcastle joint overview
and scrutiny committee said that members would not wish to see any reduction in
maternity services at North Tyneside. In its formal response North Tyneside local
involvement network (LINk) said it would like to see a more thorough consultation on
proposals for maternity services.
In giving the go-ahead to the development of the emergency care hospital in October
2009, the former NHS North of Tyne said that there would be further consultation on
the configuration of midwifery-led care for North Tyneside and Wansbeck.
For more detailed information about the findings see Appendix H.

6.3

Maternity services consultation in 2004/5

The former Northumberland, Tyne and Wear Strategic Health Authority led a review
of maternity services in 2003 which resulted in the publication of a vision for
maternity services and recommendations for how maternity services were planned,
commissioned and delivered. This led to a public consultation and engagement
exercise throughout 2004/2005 led by commissioners in the former primary care
trusts (PCTs) across Newcastle, North Tyneside and Northumberland.
One of the main themes of the feedback from the meetings with women and their
families was the need to improve the quality and level of care in some areas. There
were also comments which suggested a need for standardisation, indicative of a
feeling of inequity of access to some services for some people.
The options for change were appraised and the preferred option led to the
reconfiguration of North of Tyne maternity services between 2005 and 2007. This is
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now the configuration of the current maternity services (with the exception of the
Newcastle Birthing Centre at the Royal Victoria Infirmary (RVI) which was opened in
June 2011).
The reconfiguration included the establishment of a midwifery-led unit at North
Tyneside General Hospital, with all medical-led services for Northumbria Healthcare
NHS Foundation Trust based at Wansbeck General Hospital.
This meant that low risk women in North Tyneside could choose to deliver locally at
the new midwifery-led unit or to have their babies at the medical-led units at the RVI
or Wansbeck General Hospital. Women who chose to give birth at the midwifery-led
unit and who developed complications during labour were transferred by ambulance
to the RVI.
During the public consultation there were concerns raised about women being
transferred in labour to Newcastle. These concerns continued to be raised by the
North Tyneside Council health overview and scrutiny committee and members
sought assurances from the former North Tyneside PCT and from Northumbria
Healthcare NHS Foundation Trust about the safety of the new service. As such,
regular updates were provided to the committee for around 18 months after the
opening of the new midwifery-led unit.

6.4

Public consultation about midwifery-led care at Berwick

In August 2012 Northumbria Healthcare suspended deliveries at Berwick Maternity
Unit, a standalone midwifery-led unit, following two serious incidents that gave cause
for concern. This was against a background of a falling number of deliveries at the
unit which has the smallest number of deliveries of any unit in England.
Following the suspension Northumbria Healthcare began a safety review and the
former NHS North of Tyne commissioned some independent research to understand
what is important to women when making choices about maternity care.
The safety review published in November 2012 included two options for future
arrangements of midwifery-led care in Berwick – services to resume as they were
prior to the suspension or a 24-hour on call service with enhanced community
midwifery support. For both options all antenatal and postnatal clinics would remain
at Berwick and for both, the midwives would also have to undergo mandatory
rotational training to Wansbeck General Hospital to maintain their skills.
The former NHS North of Tyne then carried out formal public consultation on the two
options. Although discussions in Berwick were dominated by the distance women
have to travel to the nearest medical-led unit and the challenges this presents for the
women and their families, there were some common themes with other consultations
about maternity care.
For more detailed information on the findings see Appendix I.
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6.5

A national survey of women’s experience of maternity care
2006 (National Perinatal Epidemiology Unit, University of
Oxford)

In 2006 the National Perinatal Epidemiology Unit (NPEU) at University of Oxford
conducted a study on women’s experiences in maternity care. This was the biggest
national study since 1995 and many of the results were compared. The 2006 survey
used a random sample of 4,800 women selected by the Office for National
Statistics, using birth registration for births in one week in March 2006. The usable
response rate for the postal survey was 63% and 13% of respondents came from
Black and Minority Ethnic groups.
For more detailed information on the findings see Appendix J.

6.6 Summary findings from local and national consultations and
independent research to date
While the consultation and independent research mentioned above were at different
times and with different populations, there were some common themes:
6.6.1 Locally


Many women expressed a desire for local services.



Safety was the most important issue to most people.



Access to and availability of epidural pain relief is frequently mentioned



Continuity of care was identified as important.



Many women expressed confidence in large medical led maternity units with
24-hour facilities to manage any event for the mother or baby.



Women were concerned about being transferred between units during labour.



Many women expressed concerns about postnatal care in hospitals and
particularly in large busy hospitals.




Women value choice regardless of their (clinical) “risk category”.
Women who had previous experience of midwifery-led units valued the
atmosphere and non-clinical environment. Women who did not have this
experience previously were “more wary” of delivery in this environment.



If services change local people need to have a clear understanding of the
reason for this.

6.6.2 Nationally


Half of the women in the study were satisfied with the environment of labour
and delivery and thought that no improvements were needed, whereas only
about a quarter were satisfied with the postnatal environment.
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The proportion of women who had previously met all or some of the midwives
who saw them after the birth of their baby was quite high (78%). However, first
time mothers were less likely to have previously met all the midwives they
saw.



Some changes in continuity are evident when comparisons are made
between 2006 and 1995 with slightly more women having three or more
midwives visit them at home in 2006 (45% compared with 41%), and fewer
having met all those who visited before (26% compared with 32%).



Similar proportions of women respondents in 2006 and 1995 agreed with a
statement about midwives talking to them in a way they could understand
(96% and 93%), though the view of doctors had changed, with 93% now
being seen as talking in a way women could understand compared with 66%
in 1995.



Options for where antenatal checks took place and about which health
professional would carry these out were limited, with only 27% and 19%
feeling they had a choice.



Although maternity services are striving to provide one-to-one care in labour,
it is clear that the majority of women were left alone for periods of time during
the labour (56%) and shortly after the birth (64%). For the majority of women
left alone, this was not worrisome. However, approximately 18% of those who
were left alone during labour were worried by this. The proportion of women
worried by being left alone shortly after the birth (7%) was substantially lower.
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Section 7

Conclusion

The review has shown that there are a number of key issues that need to be taken
into consideration when commissioning maternity services in the future.
One of the most significant findings is the change in place of delivery for North
Tyneside women. Following the establishment of the midwifery-led unit at North
Tyneside in 2005 there has been a decline in the number of deliveries taking place
there and this trend continues.
Low risk women in North Tyneside have the choice of giving birth at the midwiferyled unit at North Tyneside General Hospital, at the obstetric unit at Wansbeck
General Hospital in Ashington or at the RVI in Newcastle (which now has a
midwifery-led birthing centre as well as a medical-led service). Figures show that an
increasing number of North Tyneside women are giving birth at the RVI, rather than
at the maternity unit at Wansbeck General Hospital or the midwifery-led unit at North
Tyneside General Hospital. Research shows that RVI is seen as a more popular
choice particularly by women living in the North West and South West of the
borough.
Some of the increase in numbers may be due to more women being classified as
high risk due to changes in national guidance around eligibility over place of birth but
feedback from independent research and previous public consultations indicate that
although women value highly the involvement of midwives, safety is important to
them with many saying that they prefer to have consultants on hand in case of
complications. In the case of women experiencing complications at the midwifery-led
unit at North Tyneside, there would need to be a transfer by ambulance to the RVI.
There has also been a trend of women giving birth in maternity units at the RVI and
Wansbeck and then returning to the midwifery-led unit at North Tyneside for
postnatal care closer to home. The top three codings for such re-admissions within
one day of delivery show “care and examination immediately after delivery”, care and
examination of lactating mother” and “routine post-partum follow-up”. For these readmissions to happen, new mothers are discharged from the maternity unit and then
re-admitted to the midwifery-led unit. It could be argued that if they are well enough
for discharge from the maternity unit they should return home (with appropriate
postnatal care in the community), as is the case in maternity services in other parts
of the country.
Insight from independent research and feedback from previous public consultations
also indicate that women value local services and continuity of care throughout their
pregnancy.
From a safety perspective, The Birthplace Cohort Study compared the safety of
births planned in four settings - home, freestanding midwifery units, alongside
midwifery units and obstetric units. The main findings relate to healthy women with
straightforward pregnancies who meet the NICE intrapartum care guideline criteria
for a ‘low risk’ birth. They show that giving birth is generally very safe and that
midwifery-led units appear to be safe for the baby and offer benefits for the mother.
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However, for women having a first baby there is a fairly high probability of
transferring to an obstetric unit during labour or immediately after birth. For such
women, the study showed the transfer rate was 45% for planned home births, 36%
for planned free-standing midwifery-led unit births and 40% for planned alongside
midwifery-led unit births.
The Royal College of Obstetricians and Gynaecologists, in their document The future
role of the consultant, recommended that there should be a resident obstetric
consultant present in the labour ward for 24 hours in large UK hospitals. This
presents a challenge for maternity units. Up to date figures show that the RVI has 98
hours cover (14 hours, 7 days a week) plus resident on call and that Northumbria
Healthcare (i.e. Wansbeck) has 60 hours cover (12 hours Monday to Friday) plus on
call. The consultant contract also allows for 3 hours on site Saturday and Sunday
(plus on call) at Wansbeck.
Another important point when considering information contained in this report is that
Priority 1 in the North Tyneside Joint Health and Wellbeing Strategy is ‘Improving the
Health and Wellbeing of Families’. The public health data included in the report
shows that when commissioning future maternity care there are a range of issues to
consider if this priority is to be achieved and possibly a need for even closer working
between partner organisations. For example, national data shows that half of the
women of childbearing age are classed as obese which has implications for the
health of the mother and baby. In North Tyneside, while breastfeeding rates are
better than other areas across the North East, they are significantly lower than the
rate for England. Similarly, the number of women smoking at the time of delivery is
significantly higher than the rate for England, although is the lowest rate in the North
East. Also, while progress has been made in reducing the number of unplanned
teenage pregnancies in recent years, the figure for North Tyneside is still higher than
the rate for England as a whole.
There have also been recent national changes in the way that maternity services are
commissioned using the NHS standard contract. The NHS issues annual guidance
to support the implementation of Payment by Results. The 2013 -14 guidance
mandated the implementation of the Maternity Pathway system. This includes both
the currencies and the tariffs for three maternity pathways: antenatal, delivery and
postnatal, each of which is paid for separately.
This new guidance means that there is now a lead provider to whom the payment
would go (under “payment by results). However, should a woman be transferred to a
different provider at any of the three stages above, the providers involved will now
need to agree a fair split of the income. So, for example, where more than one
provider share the care (e.g. the woman delivers at one provider while another
provides postpartum in-hospital care), it will be up to the providers to agree how the
income is shared. This is particularly relevant in terms of women being re-admitted to
a midwifery-led unit after being discharged from a maternity (obstetric) unit.
Finally when considering the way forward NHS North Tyneside CCG needs to be
mindful of its vision which is ‘working together to maximise the health and wellbeing
of North Tyneside communities by making the best use of resources’.
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APPENDIX A
Mapping all deliveries by postcode, hospital and PCT 2001– 2012
A) North Tyneside PCT Residents 2001-2012
Site

2001

2002

2003

2004

2005

2006

2007

2008

2009

2010

2011

2012

RVI

506

557

538

545

660

773

992

1,328

1,433

1,527

1,636

1,720

NUTH

506

557

538

545

660

773

992

1,328

1,433

1,527

1,636

1,720

ASH

3

6

2

HEX

2

3

1

1

1

WAN

1

1

19

14

22

27

244

513

458

422

376

283

NTGH

1,374

1,418

1,485

1,535

1,485

1,371

967

462

393

320

280

215

NHCT

1,379

1,427

1,507

1,549

1,508

1,398

1,212

976

851

742

656

499

Other

6

8

10

9

17

14

9

22

10

21

18

28

Total

1,891

1,992

2,055

2,103

2,185

2,185

2,213

2,326

2,294

2,290

2,310

2,247

Table 11 Place of delivery for North Tyneside PCT residents

B) Newcastle PCT Residents 2001-2012
Site

2001

2002

2003

2004

2005

2006

2007

FRH
RVI

2,732

2,835

NGH
NUTH
HEX

2,755

2,792

1

2,813

2008

2009

1

1

2010

2011

2012

1

3,093

3,098

3,156

3,271

3,372

3,230

3,246

1

2,732

2,835

2,756

2,792

2,814

3,093

3,098

3,157

3,272

3,372

3,231

3,246

12

13

9

6

5

7

6

2

7

5

4

4

3

2

4

2

5

7

7

7

8

3

WAN
NTGH

21

27

25

25

22

10

15

6

7

5

7

NHCT

33

40

37

33

31

19

26

15

21

17

19

7

Other

11

15

14

17

20

20

19

28

22

31

45

54

Total

2,776

2,890

2,807

2,842

2,865

3,132

3,143

3,200

3,315

3,420

3,295

3,307

Table 12 Place of delivery for Newcastle PCT residents
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C) Northumberland Care Trust Residents 2001-2012
Site

2001

2002

2003

2004

2005

2006

2007

2008

2009

2010

FRH
RVI

2011

2012

1
432

NGH

387

522

568

579

637

672

712

657

724

735

817

388

522

568

579

637

672

712

657

725

735

817

1

NUTH

432

CH&W

3

BER

48

62

41

23

23

40

36

42

34

24

19

22

ALN

85

82

62

33

50

39

54

50

40

36

33

38

ASH

1,562

1,491

344

HEX

483

470

318

240

222

203

179

142

127

125

139

131

1

1,360

1,827

1,860

1,856

1,909

1,980

1,928

1,888

1,880

1,987

WAN
NTGH

211

163

175

148

183

156

83

37

24

20

23

25

NHCT

2,392

2,269

2,300

2,271

2,338

2,294

2,261

2,251

2,153

2,093

2,094

2,203

Other

9

8

21

22

23

17

23

35

25

32

42

50

Total

2,833

2,665

2,843

2,861

2,940

2,948

2,956

2,998

2,835

2,850

2,871

3,070

Table 13 Place of delivery for Northumberland Care Trust PCO residents

**Key: NUTH: Newcastle Hospitals, FRH: Freeman, RVI: Royal Victoria Infirmary, NGH: Newcastle
General Hospital, Hex: Hexham Hospital, Wan: Wansbeck Hospital, NTGH: North Tyneside General
Hospital, NHCT: Northumbria Healthcare Trust, ASH: Ashington Hospital, CH& W: Cheviot &
Wansbeck
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APPENDIX B
Maps showing North Tyneside, Newcastle and Northumberland deliveries by
hospital and PCT
North Tyneside
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Newcastle

58

Northumberland
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APPENDIX C
The Northern Neonatal Network
While this report is specifically to inform the planning commissioning of maternity
services, it has already been noted that maternity services and neonatal services
work together to provide an integrated service for mothers and babies directly after
birth.
The Northern Neonatal Network is a managed clinical network of neonatal intensive
care which was set up in 2009-2010.The network is committed to collaborative
working across the North East to ensure the highest standards of care for babies and
the standardisation of best practice. The network includes all the neonatal and
special care baby units across the North East of England namely:
Neonatal Intensive Care Units (NICU)


Royal Victoria Infirmary, Newcastle



Sunderland Royal Infirmary



University Hospital of North Tees, Stockton-on-Tees



James Cook University Hospital, Middlesbrough

Special Care Baby Units (SCBU)


Wansbeck General Hospital, Ashington



South Tyneside Hospital, South Shields



Queen Elizabeth Hospital, Gateshead



University of Durham Hospital



Darlington Memorial Hospital



Friarage Hospital, Northallerton



Cumberland Infirmary , Carlisle



West Cumberland Hospital, Whitehaven

The network has a board which meets regularly and has medical, nursing and
managerial representation from every unit in the network. The board also includes
the specialist commissioner from the North East Specialist Commissioning Team
and Group and two parent representatives. There are a number of subgroups which
include the parent sub group, the finance sub group and the transport sub group.
The network produces an annual report outlining the roles of various personnel and
the achievements of the network through the previous year. The network provides
excellent detailed information about the (network) services provided to inform
planning, commissioning and service development and improvement.
Special care for newborn babies and neonatal care for newborn babies are
commissioned separately and this is one of the challenges for the network and
others as both services are provided by the same professional staff and within the
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same services and infrastructure in some hospitals. All hospitals that provide
neonatal intensive care also provide special care baby facilities. Special care baby
unit facilities can be provided as standalone services.
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APPENDIX D
Our Vision of Midwifery in 2020 (Midwifery 2020 DH, 2011)


















Midwives will continue to be members of a highly skilled workforce with the
scope to provide world-class maternity care from the provision of direct care
through to Board level contributions.
Midwives will be the lead professional for all healthy women with
straightforward pregnancies. For women with complex pregnancies they will
work as the key coordinator of care within the multidisciplinary team, liaising
closely with obstetricians, general practitioners, health visitors/public health
practitioners and maternity support workers/maternity care assistants.
Midwives will deliver innovative, evidence based, cost effective, quality care
across integrated health and social care contexts. They will have the capacity
to initiate and to respond to change.
Midwives will embrace a greater public health role. Individual midwives and
the midwifery workforce will expect support from those who plan and
commission maternity services to enable them to meet the challenges of
reducing inequalities and improving maternal and family health.
Holistic models of care will be delivered by a graduate professional who
makes autonomous decisions when appropriate, consults where necessary
and manages a woman’s health and social needs. A woman will have a
trusting relationship with a midwife, or small team of midwives, who
coordinate her care and provide continuity of care throughout pregnancy and
the postnatal period.
Midwives will continue to provide the majority of care to pregnant women and
therefore will maintain and develop their competence and will be champions
of care in the hospital and community.
Responding to women’s experience of care will drive quality improvement and
this will result in an increased focus on social models of care with women and
families' needs at the very heart of midwifery and maternity care.
There will be an increased focus on measuring the quality of healthcare
across the whole maternity pathway. The best indicators of quality will reflect:
person centeredness, safety, effectiveness, efficiency, equity and timeliness.
Midwifery education will be rooted in normality whilst preparing midwives to
care for all women including those with complex medical, obstetric and social
needs. It will prepare and develop midwives to be skilled and safe, empathic
and trustworthy with increased emphasis on the principles of autonomy and
accountability within multidisciplinary and multi-agency teams.
All midwives will recognise that their learning continues after graduation. They
will have access to relevant, timely continuing professional education and will
have sufficient time to take part in this education.
Midwives will be part of a culture in which they are respected, aspire to, and
are prepared for , strategic roles in service delivery at Board level, for
example Director of Nursing and Midwifery, Director of Maternity Services, or
Director of Public Health.
Midwifery will be seen as a positive career choice with a range of rewarding
career pathways. Careers advisors will promote midwifery and be aware of
the full range of career opportunities available to midwives, including those in
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research. Clinical academic careers for midwives will be promoted to enable
the midwifery profession to better engage in the collaborative research
agenda.
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APPENDIX E
Key policy and guidance for maternity care: 2000 to date
Maternity Services
1990-2012: Policy
/Guidance
The Birthplace Cohort
Study: Key Findings
NPEU, University of
Oxford
The birthplace cohort
study compared the
safety of births
planned in four
settings:
 Home
 Freestanding
midwifery units
(FMUs)
 Alongside
Midwifery Units
(AMUs)
 Obstetric units
 (OUs)
Pathways of care for
antenatal care,
intrapartum care and
postnatal care with
subsidiary pathways for
situational events and
risks that might occur
(National Institute for
Health and Clinical
Excellence)
Midwifery 2020
Delivering Expectations
(DH)

Antenatal care
Routine Care for the
Healthy Pregnant
Woman
(NICE)

Date

November
2011

Oct & Nov
2011

September
2010

March 2008

Main Recommendations

Key Findings: (More details in the text of report)
The main findings relate to healthy women with
straightforward pregnancies who meet the NICE
intrapartum care guideline criteria for “low risk“
women
 Giving birth is generally very safe.
 Midwifery Units appear to be safe and offer
benefits for the mother.
 For women having a second or subsequent
baby, home births and midwifery units appear
to be safe and offer benefits to the mother.
 For women having a first baby, a planned
home birth increases the risk for the baby.
 For women having a first baby, there is a fairly
high probability of transferring to an obstetric
unit during labour or immediately after birth.
 For women having a second or subsequent
baby the transfer rate is around 10%.
Accessible on the NICE website; easy to follow
step by step guide to care in pathway format
derived from the clinical guidance of previous
years.

The four chief nursing officers (England,
Scotland, Wales and Northern Ireland) worked
with senior midwives from across the UK to
outline the expectations of the midwifery
profession by 2020 (Appendix I)
National Institute for Health and Clinical
Excellence
Clinical Guideline 62
The ethos of this guideline is that pregnancy is a
normal physiological process and that, as
such, any interventions offered should have
known benefits and be acceptable to pregnant
women.
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Standards for Maternity
Care
Report of a Working
Party
(RCG,RCM, RCoA,
RCoP&CH)

June 2008

Women Centred Care
RCM

2008

Maternity Matters:
Choice, Access and
Continuity of care in a
safe service (DH)
And the related
commissioning toolkit,
namely
Improving the quality
and outcomes for
maternity service users
through effective
commissioning
A self-assessment tool
for commissioners
(DH)

April 2007

32 Standards of Care from planning pregnancy
through to Child Protection and safeguarding of
children
 All with auditable indicators of success and
 Auditable Standards for Outcomes
Includes
 Recommendation to book (2 visits) with a
midwife by 12th week of pregnancy and to
develop a pregnancy plan tailored to meet
individual need.
 All women should be offered the support of
(and 24 hour access to) a named midwife
throughout pregnancy
 All midwifery units must have 1.0WTE
consultant midwife
 Women in established labour receive one to
one care from a midwife (1.0-1.4WTE to
each woman quoted reflecting risk
stratification)
 60 hours/week of consultant presence on
labour ward for 6,000+ deliveries pa and
possibly going to 168 hours
 40 hours / week of consultant cover for 2,5006,000 deliveries pa
 40 hours / week consultant cover or locally
determined (by risk assessment) and
evidenced requirements for up to 2,500
deliveries pa
(Previously 40hours consultant cover
recommended in 1999 Safer Childbirth)
Position statement updated form 1996
To support the commitments to women & babies
in Maternity Matters
Emphasises the role of the midwife as the expert
in caring for normal childbirth, at all stages in the
maternity pathway; and also the need to support
mothers as their advocate in making informed
choices.
By 2009 4 national choices will be available to all
women and their partners:
1. Choice of how to access maternity
services
2. Choice of type of antenatal care
3. Choice of place of birth:
at home supported by a midwife
In a local midwifery facility supported by a
midwife (MLU / birth centre)
In a hospital supported by a maternity
team
4. Choice of post natal care
Also full engagement of all stakeholders & a
commissioning toolkit
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Modernising Maternity
care
A Commissioning
Toolkit
NCT / RCM & RCOG
Funded by DH

April 2007
As part of the
above

Safer Childbirth
Minimum Standards for
the Organisation &
Delivery of Care in
Labour
(RCoG, RCM, RCoA,
RCoP&CH)

October 2007

Intrapartum Care of
Healthy women and
their babies during
childbirth
(National institute for
Health and Clinical
Excellence)
Covers the care of
healthy women in
labour at term (37-42
weeks).

September
2007

National Service
Framework for
Children, Young
People and Maternity
Services
Standard 11: Maternity
Services
Primary Care Trusts

March 2007

Includes a six step action plan:
1. Bring together stakeholders
2. Agree local needs
3. Identify national drivers and standards
4. Agree Strategy
5. Use commissioning to support delivery of
the strategy
6. Monitor review set further actions
Review & update of Towards Safer Childbirth
(1999)
 Noted the central role of midwives as
autonomous practitioners of normal labour
and birth, together with their role as
partners with obstetricians,
 The roles of anaesthetists and
paediatricians, in the care of women with
complex and complicated labours
 The importance of team working,
This document considers workforce issues like:
 greater focus on woman-centred care
 an extension to the midwife’s teaching
role with multidisciplinary staff
 recruitment and retention crises in
midwifery staffing
 changes in the experience of medical
staffing at junior level
 demand for increasing consultant
involvement in the labour ward.
NICE Clinical Guideline 55
The majority of women giving birth in the UK are
expected to fall under the scope of this guideline
which includes
 Planning place of birth-this includes
giving women the choice of home, an
MLU or OU
 Intrapartum transfer
 Care during labour with guidelines for
each stage –this includes the
recommendation of one to one care in
established labour
 Pain relief in labour
 Care after birth
 Monitoring of babies in labour
 Clinical governance in all settings
Emphasis on:
 Pre-birth care
 Information
 Women Focused Care
 Birth including:
1. One to one midwifery care in
labour form someone they know
2. Access to medical help if
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and maternity service
providers design,
review and improve
maternity services
through a programme
of consultation with
women who use the
services, their link
workers and
advocates, and their
families, building on
the work of existing
local groups
including MLSCs
Routine Postnatal Care
of Women and their
Babies.

National Guidelines for
Maternity Services
Liaison Committees
(DH)







July 2006

NICE Clinical Guideline 37
Considered for review in 2012 – no review
deemed necessary

February
2006

Sets out recommendations for inclusive networks
for (local) maternity services planning
with
 Model terms of reference
 Interrelationships recommendations
 Roles of various agencies and
organisations

The Future Role of the December
2005
Consultant
A
Working
Party
Report
(RCOG)

CNST Maternity
Clinical Risk
Management
Standards

complications arise
Post – Birth care for mothers-structured
and systematic with re-consideration of
traditional timelines for discharge and
including post natal mental health needs.
Care pathways and managed maternity
care networks
Inclusive Services
Planning & commissioning maternity
services

1st April 2003

This comprehensive report considers “current “
and future demands on obstetricians and
gynaecologists , making recommendations for
workforce planning , education and training
commissioning and development of the role of
the obstetrician in different settings to include:
 The need for a change in clinical practice
 The gynaecologist of the future
 The obstetrician of the future
 The future clinical academic consultant
Implications for other health professionals
 Implications for training Workforce
considerations and calculations
The introduction of specific CNST standards for
Maternity Services

April 2003
Confidential Enquiry
into Maternal and Child
Health (CEMACH)

CEMD and CESDI merged to form the
Confidential Enquiry into Maternal and Child
Health
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Why Mothers Die
(Confidential Enquiry
into Maternal Deaths)

2000-2002

Triennium Report
Highlighted aspects of substandard care in 50%
of women who died.

Pre 2000

The development of Midwifery Teams, caseload
midwifery & other models of Maternity Care

Towards Safer
Childbirth
Minimum Standards for
the organisation of
Labour wards
(RCOG & RCM)

February
1999

Changing Childbirth
Report of the Expert
Maternity Group
(DH)
Seen as a manifesto
for change relating to
 Choice
 Control and
 Continuity

1993

Mapping Team
Midwifery
(Institute of
Employment Studies)

1993




The organisation of labour wards
The recommended minimal staffing
including midwives, obstetricians and
anaesthetists (included level of training &
experience)
 40 hour consultant cover / week (CNST II)
 1.15 midwives / woman in labour
 Communication between professionals:
labour ward forums
 Evidence based and regularly updated
labour ward guidelines / protocol
10 Indicators of success within 5 years –including
targeted % of women to have
 promoting choice about place of birth
 midwife as a lead professional with direct
access to maternity beds
 women carrying their own notes
 continuity of care
 1:1 care through pregnancy, labour and
postnatal by someone known to the
women (75%)
 review of antenatal care
 access to information
Also promoted partnership working across
agencies and providers and “purchasers”
Examined and reported on the organisation of
midwifery care and in particular in relation to team
and caseload midwifery which tended to be
community based
Examples from around the country sited which
included the QE at Gateshead –teams were
organised around ante and post natal care only.
“Domino Scheme” in operation in some places.
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APPENDIX F
NHS North of Tyne commissioned some independent research during 2011/2012 to
inform future commissioning intentions (and hopefully to resolve the outstanding
issues around service configuration).
The idea was to have two phases of research. Results from the first phase were
received in April 2012. Due to the major organisational change following the NHS
White Paper, the second phase (which was to be quantitative, involving a much
larger sample of women i.e. 1,100 for each of the three primary care trust areas),
was postponed indefinitely.
The first phase involved in depth interviews and focus groups with mothers and
future mothers living in North Tyneside, Northumberland and Newcastle. For both
mothers and future mothers, there were three age bandings – 16 to 19, 20 to 30 and
31+. There were also in-depth discussions with women from black and minority
ethnic communities. Of the total, 42 of the women lived in North Tyneside.
Feedback from phase one
Similar comments were made by women no matter where they lived.
Key insights
•
•
•
•

Having a child is a true equaliser – regardless of age, location, number of
children, ethnicity, there were strong parallels in needs and wants
Key thread across maternity journey is for reassurance i.e. one to one
relationships, continuity
Degree of flexibility and choice wanted for antenatal and postnatal care will
require a truly tailored service
Contact with peers was identified as important as a means of social support
and further reassurance

Antenatal care
•
•
•

•
•
•

Once confirmed pregnant, meet the midwife and build relationship throughout
the pregnancy
Stay in regular contact with that one midwife
Service and care tailored to the individual’s needs
o Flexibility in how often to see midwife more
o Flexibility in where you meet midwife e.g. at home, local GPs,
maternity service nearby
o Scans as needed for reassurance
– Flexibility where to have scans e.g. local GP or hospital
Free scan picture/lowered cost
Be given reassurances as and when needed through telephone support/dropins, appointments i.e. listen to heartbeat
Be given information to prepare for labour and caring for baby
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•

To be recommended groups/sessions to meet with other pregnant women for
support/reassurance

Labour and delivery
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•

Accommodate women in early labour / don’t send home
Full team and every safety measure possibly needed
Midwifery led care but doctors and all others on hand if needed
Range of birthing facilities to choose from / flexibility on the day
Full range of pain relief in case needed
Give information and advice on pain relief on the day
Private rooms with communal areas
Partners to stay over / not be restricted for visiting
Homely / comfortable surroundings
Chose when to go home and not feel pressured to leave ‘too early’
Support with care for the baby tailored to mother’s needs...offer everything
and she can decide
What is normal / abnormal ... how to spot illness and problems
Support with life change and postnatal depression
Location...travel further for better, if not sending women home indications
distance from home becomes less of a concern
Current expectations overall of no more than 30 minutes to travel

Postnatal care
•
•
•

Visiting the local GP for weigh-in is preferential as it is nearby
Telephone support above all else is preferred, next to home visits, followed by
group sessions for contact with other mothers
Those not keen on group indicated benefit in having DVD and internet support
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APPENDIX G
Outcome of independent research commissioned by NHS North
Tyneside CCG

ID 746 Matetnity
Care Research - Holistic Results Report V2.pptx
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APPENDIX H
Emergency Care Hospital Public Consultation 2009: Summary Findings
Relating to Maternity Care
Given that the overall package of proposals subject to consultation was complex, it
was anticipated that discussions about the concept of a new emergency care
hospital could overshadow any debate over the implications for maternity services.
For that reason, specific questions were included in a questionnaire (online and
paper version) and in in-depth telephone interviews and arrangements were made
for an independent person with a background in public involvement to seek views of
parents at children’s centres. In all she met with 16 groups in 14 centres across
North Tyneside and Northumberland.
A

Comments made in meetings, questionnaires and in depth interviews

As expected, there weren’t in depth discussions at consultation meetings about
maternity services due to the breadth of the proposals presented and the focus on
the proposed emergency care hospital. However, the questionnaires and in depth
telephone interviews (carried out by Explain, an independent market research
company, following the 24 public meetings) provided feedback, as did discussions
that took place at 14 children’s centres, involving 16 different groups, to seek views
of around 200 women who had recently had babies.
First, at 11 of the public meetings and a number of the other consultation meetings
there were questions to clarify the impact of the proposals on maternity care and
about the level of service that would be available at the new hospital, for example,
where would people go to have a caesarean section and where would the special
care baby unit be based.
There were also comments that a medical-led unit at the new hospital may ease
pressure on the RVI maternity services and provide women with more choice.
Second, Explain’s report (Appendix 2, page 32) shows the responses from the 501
online and paper questionnaires and 81 in depth interviews to the questions about
whether or not there should midwifery led units at North Tyneside General Hospital
and Wansbeck General Hospital or whether a full maternity service should be
provided at the new hospital. A full list of all of the comments received about
maternity services in the questionnaires and in depth interviews is available in
Appendix 2 from page 410 to 427.
Comments made in the 24 public meetings, the questionnaires and in depth
interviews were analysed by Explain to give an element of independence to the
process.
Overall, from these results, more people seemed to be in favour of the full service
being available at the new hospital.
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Do you think that a midwifery led unit should remain at NTGH or
a full maternity service be provided at the new hospital?
57%

60%
50%

43%

44%

42%

56%

58%

54%

46%

40%
30%
20%
10%
0%
NTGH
Overall (389)

New Hospital
Online (178)

Paper (170)

Telephone (41)

Third, the meetings with 16 groups at children’s centres in North Tyneside and
Northumberland provided a lot of feedback from women (and sometimes fathers and
grandparents).
These showed that the closer women lived to Cramlington, the more they supported
the implications of the proposals for maternity and children’s services and particularly
locating them together on the one site. As with the more general discussions about
the proposal to develop an emergency care hospital (as outlined in the report
presented to the NHS North of Tyne commissioning board on 20 August 2009),
location and transport were key issues for people in other areas, with comments
about how difficult it would be to get to Cramlington by public transport for relatives
and other visitors, the cost of travelling, although there were mixed views, for
example, with some women in Whitley Bay saying they would be happy for maternity
and children’s services to be at Cramlington and would travel there if needed. One
woman said: “It makes no difference to where it is – what matters is whether they
have the facilities and staff to provide excellent care.”
The majority of the women involved in the discussions that lived in North Shields and
Whitley Bay had delivered their babies at the RVI and many said they chose
Newcastle because of the existence of a medical-led service. There was a lot of
concern about the perceived risk of transfer from a midwife- led unit, either during
labour or post-delivery. Women were generally happy with the care they received at
the RVI, especially during delivery, although some commented on how busy it was
and on the aftercare they received which they felt could have been better (similar
comments were received from some women who had delivered at Wansbeck
General Hospital). Generally, some women felt that staff at the larger medical-led
units were very busy. There were comments about lack of breast feeding support in
the busier units.
On the other hand many said they would like to see a midwifery-led unit retained at
North Tyneside and were concerned about loss of local services. They felt that the
retention of the midwife-led unit provided more choice for local people, with positive
comments including: “North Tyneside midwife-led unit is a fantastic resource and
provides unrivalled care for new mothers. It would be a massive shame if a new
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hospital forced it to close…….” Others described the midwifery-led unit at North
Tyneside as ‘fantastic’, ‘fabulous’, ‘a North Tyneside Nuffield’.
A number said they would like to see the medical-led service returned to North
Tyneside.
At centres in Wallsend and Longbenton it was clear from the comments received that
there was a strong affiliation with the RVI and the general view was that these
women would continue to access both maternity and children’s services in
Newcastle.
Women attending a centre in Fordley felt that Cramlington would be better for them
as it was within walking distance.
B

Comments made in formal responses received (letters and emails)

A response from the North Tyneside, Northumberland and Newcastle joint
health scrutiny committee included the following comment on maternity services:
“It is suggested that a midwifery unit should be retained at Wansbeck Hospital as the
majority of births were routine and families would benefit from giving birth near to
home with the reassurance that if any problems were identified, they would be
transferred to the new emergency hospital or alternatively the RVI, if that was
nearer”. Members also considered that there should be no further reduction in the
provision of maternity services at North Tyneside General Hospital.
In its response, the North Tyneside LINk said it would like to see more thorough
consultation on changes to maternity services.
The main criticism to the proposal to include a medical led maternity unit in the new
hospital came from the medical directorate of Newcastle upon Tyne Hospitals
NHS Foundation Trust who criticised the quality of the consultation in relation to
maternity care and said there needed to be ‘substantive evidence that a fully
informed consultation exercise’ had been carried out.
They queried the safety of standalone midwife-led units and said studies were
expected to be published by the National Perinatal Epidemiology Unit (funded by the
Department of Health and National Institute for Health Research) ‘about how the
current provision of maternity services affects women’s experiences and about the
safety and quality of care around the birth of their baby’.
Against this background they felt it was reasonable to defer any consultation or
decision about future provision of midwife-led units, and particularly the creation of
additional freestanding midwife-led units, until these studies were available.
They said there needed to be ‘formal confirmation’ as to how neonatal services
would be provided at the new hospital.
Finally they said that it was anticipated that maternity service provision in the future
would move to a 168-hour consultant presence on the delivery suite. A potential
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move from Wansbeck was an opportunity, to examine overall provision of maternity
services North of the Tyne and to ‘consider whether consultant-based services
should be merged into one cohesive unit’ –‘otherwise there is the potential danger of
making substantial and expensive alterations to service provision – only to be
followed by further reorganisation in the very near future, making new facilities
redundant’.
The pro vice chancellor of Newcastle University medical science faculty said that
the proposal for a new emergency care hospital had major implications for
paediatrics, maternity and stroke services and that the faculty had not been
consulted by Northumbria Healthcare during the planning phase. The concerns he
expressed were on what he thought was the potential impact of such changes on
teaching and training. He felt there could be an adverse impact on the overall
student experience.
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APPENDIX I
Feedback from consultation at Berwick
In August 2012 Northumbria Healthcare suspended deliveries at Berwick Maternity
Unit, a standalone midwifery-led unit, following two serious incidents that gave cause
for concern. This was against a background of a falling number of deliveries at the
unit which has the smallest number of deliveries of any unit in England.
Following the suspension Northumbria Healthcare began a safety review and the
former NHS North of Tyne commissioned some independent research to understand
what is important to women when making choices about maternity care.
The safety review published in November 2012 included two options for future
arrangements of midwifery-led care in Berwick – services to resume as they were
prior to the suspension or a 24-hour on call service with enhanced community
midwifery support, with women being discharged six hours after delivery. For both
options all antenatal and postnatal clinics would remain at Berwick and for both, the
midwives would also have to undergo mandatory rotational training to Wansbeck
General Hospital to maintain their skills.
The former NHS North of Tyne then carried out formal public consultation on the two
options. Although discussions in Berwick were dominated by the distance women
have to travel to the nearest medical-led unit and the challenges this presents for the
women and their families, there were some common themes with other consultations
about maternity care.
During independent research that took place late summer/early autumn 2012,
around 200 women (mothers and future mothers) women were asked what was the
single most important thing when choosing their maternity care and the response as
to have doctors and specialist nurses present in case of problems. There were also
strong messages around having as much of their care locally as possible.
During the consultation, which involved 29 meetings (including 12 targeting women
of childbearing age), the following were the key themes:
Inpatient postnatal care
There were strong views expressed that six hours was not long enough following
delivery, for both first time mothers and also for women who have other children at
home.
It was clear from much of the feedback that the care women had received in Berwick
following the delivery of their baby had been very much valued. The majority of
women of childbearing age who took part in the consultation had delivered at
Wansbeck or Borders but many had experience of returning to Berwick for a period
of postnatal care which varied from a couple to several days. There were positive
comments about the value of this care for breastfeeding support and for support in
looking after and caring for the baby. Some said that the midwives looked after the
baby overnight to enable the new mothers to have some sleep.
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Others commented that having a midwife available down the corridor was preferable
to having to telephone for advice from home. It was also clear that women wanted to
be close to home.
Availability of advice/support around the clock
From comments received it was clear that some women had valued being able to
call by the unit for advice throughout their pregnancy and following delivery. Feelings
were expressed that there was no one to ask for advice if the unit was not open
around the clock.
Availability of on-call midwives (ie under Option 2)
There were a lot of comments and questions about how the on call arrangements
would work, in particular where the midwives would be travelling in from and how
they would manage in the winter when roads were bad. People asked for clarification
about how women would contact the on call midwives and asked if they would have
to ring Wansbeck General Hospital first – and if so, how would midwives be able to
advise a woman about whether she was in labour over the telephone.
Travelling/transport
Travelling was a constant theme with comments about the distance from Berwick to
both Wansbeck and Borders General Hospital, the difficulties experienced when
travelling in bad weather, the lack of public transport and the inconvenience for
family and friends when visiting someone in hospital so far away from home.
There were many comments about the inconvenience for women who were not sure
whether or not they were in labour and who made the journey to Wansbeck or
Borders where they were told to go home, only to find that once home labour had
started and within a couple of hours they were back on their way to hospital. There
were questions about whether it would not be possible for a woman to go first to the
Berwick unit for a check to avoid an unnecessary journey.
Ambulance availability
There were comments at a number of the meetings about ambulance availability and
the perception of lengthy waits when ambulance transport was needed which people
felt would increase the risk of babies being born en-route. It was clear that some
believed that when a pregnant woman goes into labour, a 999 response is always
necessary.
Provision of most of antenatal and postnatal care locally
It was clear from the discussions with women of childbearing age that they already
receive most of their antenatal and postnatal appointments locally which was much
valued.
Involvement of consultants/on-call obstetrician/GP with special interest
At a few meetings there were questions about whether it would be possible to have
an obstetrician on hand at Berwick or a GP with a special interest to enable more
women to give birth there.
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Criteria/guidelines for low risk pregnancy
There were views expressed by a number of people that the criteria about which
women were eligible for delivery in a midwifery-led unit were applied too rigidly and
that they were generally too strict.
There was often a feeling expressed that women were actually discouraged from
giving birth at Berwick.
Safety
It was clear in some of the discussions with women of childbearing age that they
understood the importance of safety with some of them explaining why they had
delivered in a consultant-led unit ie that they had chosen to or that they needed to so
that all available support was on hand should this be required. There were also
strong references to this from clinicians who responded.
Equity
Some people commented on equity of provision – on the one hand that women in
Berwick should expect the same service as those in other parts of Northumberland
and on the other that women in Berwick received a level of postnatal care that was
not available to women in many other areas.
While there were positive comments about the value of the groups and organisations
which provided support in Berwick and the surrounding area for mothers and their
babies, there were questions about whether this was accessed by all who might
need support.
Financial implications
A small number of people expressed strong views that the whole issue surrounding
maternity care in Berwick was down to money and they did not accept that there had
been safety considerations.
Broader issues about availability of healthcare services in Berwick
It was clear in a number of meetings and in comments received that feelings about
any changes to maternity care in Berwick were reinforced by how people felt about
healthcare provision generally. Many people feel that they live such long distances
from general hospitals that more care should be provided in Berwick.
Feedback from independent research during consultation
Independent research was carried out during the consultation. This involved 223 on
street surveys targeting mothers and future mothers and 17 in-depth interviews
(again with mothers and future mothers). Around 330 surveys were completed and
these were analysed independently.
This showed that more preferred Option 1 (ie return to the midwifery-led services as
they were before the suspension in August 2012, there was still a significant number
who supported Option 2 (on-call midwifery-led service with enhanced postnatal care)
or who were unsure.
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APPENDIX J
Recorded Delivery: A national survey of women’s experience of maternity care
2006 (NPEU. University of Oxford)
Executive Summary
As maternity services change over time it is important to document the views of
women with recent experience of maternity care, at national and local level. The last
national survey of recent mothers was carried out in 1995 and the publication in
2004 of the National Service Framework for Children, Young People and Maternity
Services (NSF) made it timely to undertake another national survey. Maternity
services are evolving, with a range of innovations planned and being introduced. The
information from this study will provide a benchmark of current practice and a
baseline for measuring change over the period that the NSF is implemented. The
study will inform policy in maternity care, support the implementation of the NSF and
provide a point of comparison for the local audits of user views and experiences in
individual trusts.
The main survey on which this report was based used similar methods to those
employed in 1995: a random sample of 4800 women were selected by the Office
for National Statistics, using birth registration for births in one week in March 2006.
Women whose babies had died and mothers less than sixteen years of age were
excluded. The usable response rate for the postal survey was 63% and 13% of
respondents came from Black and Minority Ethnic groups.
Key findings:
The care provided during pregnancy
 A high proportion of women (86%) accessed healthcare at less than twelve
weeks’ gestation, and this proportion is greater than in 1995 (82%). Earlier
access to the health services allows women to receive information and make
earlier decisions about antenatal screening, e.g. Down’s syndrome screening.
 A minority of women (13%) directly accessed midwives for their first contact
with the maternity services, which is similar to the 12% reported in 1995.
Recommendations in the ‘NSF’ suggest that women should be able to directly
access their midwife for their first contact with the maternity services.
 The number of antenatal appointments women had was lower (median 10
compared with 12 in 1995), in line with recommendations in the NICE
Antenatal Care Guideline, although there is little apparent difference between
women having their first baby and women having their subsequent babies.
 About half of all women (49%) are cared for in the antenatal period by
midwives exclusively.
 A proportion of women (14%) were not nor do not recall being offered
screening test for Down’s syndrome, even though the National Screening
Committee recommendations are that all women should be offered screening
tests.
 Almost all women (99%) had one or more ultrasound scans during pregnancy
in 1995 and 2006, however, the use of ultrasound in pregnancy has increased
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(median number of scans in the antenatal period was 3 per woman, compared
with 2 in 1995).
A substantial proportion of women (21%) were admitted to hospital for one or
more overnight stays during the antenatal period (excluding inductions).
Most first-time mothers reported being offered NHS antenatal classes (89%),
though only two-thirds actually attended these classes. Offer (59%) and
uptake (20%) were lower for women having their second or subsequent
babies.

The care provided during labour and birth
 Almost all women (97%) gave birth in a hospital or a birth centre.
 Very small numbers of women were transferred between birth settings while
in labour (3.5%).
 Just over 3% of women gave birth to their baby at home. Three-quarters of
these women did so having planned to give birth at home, the remainder
being accidental home births.
 Most women who planned to give birth at home and did so, put forward the
view that home was more relaxing and comfortable (78%) and they wanted
freedom to do things as they wished (61%) and some also expressed a desire
to avoid unnecessary technology (46%).
 For two-thirds of women labour started naturally (68%), compared with 65% in
1995.
 The majority of women used some form of pain relief in labour. The overall
rate for epidural anaesthesia in 2006 (28%) differs little from that in 1995
(27%). The proportion of women having pethidine was lower (33%, compared
with 42% in 1995)
 The use of continuous electronic foetal monitoring in labour was lower (41%)
than in 1995 (53%), with greater use of different types of intermittent
monitoring.
 Fewer women had a non-instrumental vaginal birth in 2006 (65%) compared
with 71% in 1995.
 The episiotomy rate (24%) for women having vaginal births was lower than in
1995 (28%). The rates were lower for women having their first and
subsequent babies.
 More babies were born by caesarean section in 2006 (23%), compared with
17% in 1995.
 For the majority of women (62%) a midwife was responsible for delivering
their baby. Doctors were more likely to be involved for first-time mothers
(49%) compared with women who had previously given birth (25%).
 Although maternity services are striving to provide one-to-one care in labour,
it is clear that the majority of women were left alone for periods of time during
the labour (56%) and shortly after the birth (64%). For the majority of women
left alone, this was not worrisome. However, approximately 18% of those who
were left alone during labour were worried by this. The proportion of women
worried by being left alone shortly after the birth (7%) was substantially lower.
The care provided during the postnatal period
 The length of postnatal stay in hospital was shorter than in 1995. A total of
63% of women had stays of less than three days in 2006 compared with 52%
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in 1995. Following a non-instrumental vaginal birth, the median length of stay
for first time mothers was two days and for second or subsequent time
mothers, it was one day. For women who had a caesarean section, the
median duration of stay was four days.
Approximately 10% of babies born to women in this sample were admitted to
a neonatal unit, more than a third of which were preterm (39%) and low birth
weight (less than 2500 g) (35%).
Almost all women (98%) were visited at home by a midwife after birth.
In the postnatal period nearly a quarter of all women (23%) had their final
contact with their midwife 16-28 days after the birth and 7% had their final
contact with the midwife after this time. This has changed substantially since
1995.
The majority of women (76%) recalled discussing infant feeding during their
pregnancy with their midwives and two-thirds stated that during pregnancy
they had intended to exclusively breastfeed their baby. However, although
most women put the baby to the breast in the first few days after birth (80%),
by three months of age only 26% were exclusively breastfeeding, with an
additional 17% using breast and formula feeding.

Options for care
 Options for where antenatal checks took place and about which health
professional would carry these out were limited, with only 27% and 19% of
women feeling they had a choice.
 Most women felt they had a choice about screening tests in pregnancy: blood
tests (82%); screening for Down’s syndrome (87%); a dating scan (75%) and
an anomaly scan (76%).
 Choice in relation to place of birth was limited for some women. More than a
third (39%) indicated that at the start of pregnancy they only had the option of
going to one hospital. However, a similar proportion (38%) indicated that at
this stage home birth had been a possible option, which is greater than that
reported for 1995 (18%).
 Nearly one in five women (19%) felt that they were not able to move around
and choose the position which made them most comfortable during labour.
Women who had previously given birth were more likely to feel they had
choice in this respect.
 Almost all women had a companion or partner with them as much as they
wished during labour and birth (94%).
 Most women thought their postnatal stay was of the right length (69%), some
would have liked a longer stay in hospital (13%) and others a shorter stay
(15%). Women who had previously had a baby were more likely to say their
length of stay was about right.
 More than three-quarters of women were satisfied with the frequency with
which midwives visited them at home for postnatal care.
Communication and interaction
 During their booking appointment almost all the women felt that staff
communicated well with them and that they were treated with respect and
kindness (95-98%).
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Perceptions of the interpersonal aspect of care from health professionals
during pregnancy and birth were generally positive. However, some women
reported that one or more midwives and doctors did not talk to them in a way
that they could understand during their pregnancy (13% and 14%
respectively).
Similar proportions of women felt that they were not treated with respect by
one or more midwives (14%) or doctors (11%) providing antenatal care.
A similar pattern of response about care during labour and birth was found,
though fewer women felt they were not spoken to in a way that they could
understand by one or more midwives (9%) or doctors (9%) or treated with
respect by one or more midwives (11%) or doctors (7%).
Differences between the perceptions of medical and midwifery staff during
labour and birth was minimal, with approximately 80% of women responding
positively about both groups.
Similar proportions of women respondents in 2006 and 1995 agreed with a
statement about midwives talking to them in a way they could understand
(96% and 93%), though the view of doctors had changed, with 93% now
being seen as talking in a way women could understand compared with 66%
in 1995.
More than four out of five women (83%) selected the term ‘supportive’ to
describe the staff that looked after them during labour and birth. A similarly
high proportion selected the term ‘kind’ (79%). The terms ‘sensitive’ and
‘warm’ were selected less often (56% and 60%), but by over half the women
in the study.
The more negative descriptors of care were chosen less often by women to
describe care during labour and birth, with ‘rushed’ being the most common
(16%), followed by ‘bossy’ (12%). Much smaller numbers perceived staff as
‘off-hand’ (6%), ‘inconsiderate’ (5%) or ‘unhelpful’ (6%).
Two-thirds of women were wholly positive about the interpersonal aspect of
postnatal care in hospital. However, 16% indicated that one or more members
of staff did not communicate with them effectively and 22% that they were not
treated with respect by one or more members of staff.
Women generally felt that the hospital staff treated them as an individual
during their postnatal stay (53% always and 36% sometimes), though one in
ten indicated that this was not their experience.

Care from midwives
 Approximately one in five women had one midwife caring for them during
labour and while giving birth (19%).Women who were having their first baby
were more likely to be cared for by more midwives during their labour and
birth, with over half having three or more midwives.
 The proportion of women who had previously met all or some of the midwives
who saw them after the birth of their baby was quite high (78%). However, first
time mothers were less likely to have previously met all the midwives they saw
in the postnatal period.
 More than two-thirds of women always felt confident in the midwives they
saw. However, first time mothers were less likely to say they always felt
confident about their midwifery care. There was little change in this perception
between 1995 and 2006.
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Some changes in continuity are evident when comparisons are made
between 2006 and 1995 with slightly more women having three or more
midwives visit them at home in 2006 (45% compared with 41%), and fewer
having met all those who visited before (26% compared with 32%).

Information
 Almost all the study women felt they were given the information they needed
at the booking (91%), but only three-quarters (74%) of the women having their
first baby received ‘The Pregnancy Book’.
 A total of 9% of women did not have the name and contact details of a
midwife that they could get in touch with if they were worried during pregnancy
and 4% did not have these details after their baby was born.
 Not all women reported being given explanations about the reasons for all
blood tests (82%), or for the other screening procedures (90-93%). This
means that between 1 in 5 and 1 in 10 did not feel they had received
information about these procedures.
 For a total of 38% of respondents a health professional talked over with them
what happened during the labour and birth. A further proportion of women
(36%) did not have this discussion, but would have liked to have been able to
do so.
The care environment
 Half of the women in the study were satisfied with the environment of labour
and delivery and thought that no improvements were needed, whereas only
about a quarter were satisfied with the postnatal environment.
 In relation to labour and delivery approximately one in ten women were critical
of the cleanliness and hygiene (9%), temperature (12%), furnishings (10%)
and decoration (11%).
 In relation to the postnatal ward environment women were critical about the
lack of privacy (28%), space (22%), temperature (27%), cleanliness (19%)
and background noise (23%).
Women’s health and wellbeing
 During pregnancy 90% of women experienced ‘minor’ health problems. The
most common were nausea, indigestion and back-ache, with more than 50%
of women reporting each of these three problems. Less commonly, symptoms
which also impact on daily life such as stress incontinence, haemorrhoids,
constipation, were each reported by more than 20% of women.
 While many women reported suffering from one or more of these problems,
nearly half (44%) did not seek help from a health professional.
 Depression during their pregnancy was reported by 10% of women and by 9%
at one month after the birth.
 While pregnant many women had worries about labour and birth. More than
half worried about the possibility of caesarean section or instrumental vaginal
birth and about the length, pain and discomfort of labour itself.
 Approximately half focused on the uncertainty associated with the onset and
duration of labour and the possible need for induction.
 After birth women also suffered from a range of health problems most of
which improved in the following months.
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Some women continue to have poor health in the months that follow birth, so
that even several months later a proportion reported both physical and
psychological problems that are likely to affect their emotional wellbeing:
11% severe tiredness, 6% stress incontinence, 11% difficulties with
intercourse, and 5% sleep problems not associated with the baby.

Specific groups of women
Separate analyses were carried out focusing on the care and experience of different
groups: all the self-identified Black and Minority Ethnic women (BME); the Black and
Minority Ethnic women born outside the United Kingdom, women living in the most
deprived areas (based on the Index of Multiple Deprivation ) and women who were
single parents.
 Women in the four groups examined were more likely to recognise their
pregnancy later, to first see a health professional later and to book later for
antenatal care.
 Care in labour and delivery differed less from the experience of women in
other groups, though the women in these groups were more likely to have
longer postnatal stays and to be visited for longer at home.
 With regard to relationships with staff and communication there were
differences in the way that care was perceived.
 Women from these groups were less likely to have felt that they were treated
with respect and talked to in a way that they could understand by one or more
members of staff during pregnancy, labour and birth and postnatal care.
 The analyses of the different groups also show some differences in care and
perceptions of care, but many of the findings demonstrate the overlap
between the groups and the way in which multiple disadvantages may affect
access to care and how it is experienced.
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