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Questions 

 
What are the key policy challenges? 
What evidence is there to improve quality and 

safety in maternity care within financial 
constraints? 

How can maternity services be organised to rise 
to this challenge? 



To improve the safety and quality of care while contributing towards the 
£15–20 billion of efficiency savings required of the NHS as a whole by 
the end of 2013/14.  

Exacerbated by: 

Demographic changes, including a rising birth rate and an increase in 
case complexity and morbidity, which place additional demands on 
care provision. 

European Working Time Directive, which makes it difficult to provide 
specialty specific 24-hour cover. 

Restructured postgraduate medical training programme, which is deemed 
to produce less experienced specialists, working for shorter hours, 
than the previous arrangements. 

Midwifery staffing shortfalls in some regions. 

NHS structural changes. 

 

Key policy challenges 



 

White Paper, Equity and excellence: Liberating the NHS, puts safety services at the heart of its 
proposals, and three dimensions of quality identified in High Quality Care For All  cover 

• Safety  

• Effectiveness (including clinical outcomes and patient reported outcomes) 

• User experience (including timeliness of provision)  

2012/13 NHS Operating Framework,  

• Continuity in all aspects of maternity care is vital, from antenatal care through to support 
at home. Mothers and their families should feel supported and experience well co-
ordinated and integrated care. 

QIPP, the Commissioning for Quality and Innovation (CQUIN) payment framework and the 
NHS Outcomes Framework  

•  Preventing people from dying prematurely   

• Treating and caring for people in a safe environment and protecting them from avoidable 
harm, conditions  

• Helping people to recover from episodes of ill health or following injury  

 

Policy Context 



   Defined as ‘avoiding 
injuries to patients 
from the care that is 
intended to help 
them’. 

 

 

 

Institute of Medicine. Crossing the 
quality chasm: A new health 
system for the 21st century. 
Washington, DC: National 
Academy Press, 2001. 

 
 Safety                     Quality 

Safety  
Effectiveness  
Patient/woman-

centeredness 
Timeliness 
Efficiency 
Equity  



Costs of unsafe care 
 
 1 in 10 hospital patients suffers an adverse event 

Common adverse 
events: 
- healthcare acquired 
infections 
- adverse drug events 
- failure to rescue 
 

Extra 
costs 

- Additional treatment 
- Extended length of stay 
- Costs of investigation 
- Possible litigation and 
damages 



Costs of poor quality care 
 
 
 
• Growing evidence from research of poor 

quality not related to adverse events: 

• duplicated tests 
• poor patient experience 
• delays in diagnosis, transfer 
• poor coordination of services 

 
• All have associated costs but there is 

only weak evidence of these being 
measured 

 



Staffing a critical component of safe, effective, patient-centred care. Staffing 
levels contributed to 3.5% of all reported safety incidents (National Patient 
Safety Agency, 2009) with workforce factors likely to contribute to a far 
higher total proportion.  

Around 70 percent of NHS provider expenditure relates to staffing (House of 
Commons Health Select Committee, 2007). 

Future workforce should be characterised by offering "the right people, with 
the right skills, in the right places, at the right time” (The Workforce 
Review Team, 2009).  

This will require fundamental changes in the way that staff are deployed and 
services are delivered to improve productivity and quality outcomes.  

In summary,  very little known on the optimal combination of labour inputs to 
achieve efficient production of safe and high quality maternity care . 

Staffing 



Is it possible to deliver a ‘safe’ maternity service by 
utilising staff resources differently? 

 
Safe staffing has been identified in numerous reports as 

being a critical component of safe maternity care.  
 
Scoping review of the published and unpublished literature 

from 1993 to the present on the relationship between 
maternity workforce, staffing, skill mix and deployment 
practices on the safety of maternity care. 

 
Collation of information from key stakeholders to learn 

about innovative practices regarding response to some 
of the workforce challenges regarding skill mix, 
deployment and safety improvement strategies.  



 
Staffing, safety and quality 

• Limited evidence about the link between staffing levels and maternity outcomes, 
although stronger evidence from non-maternity services shows a positive 
relationship between increased staffing levels and improved outcomes. 

• More important than total numbers of staff is the skill mix, experience and 
deployment of available staff particularly critical out of hours, when more babies 
are born. 

• Potential for task-shifting. Evidence shows that midwives can effectively perform 
some tasks that are usually performed by medical staff (such as routine 
examination of newborn) without compromising safety or quality of care. 

• International evidence suggests that nurses could play a greater role in 
maternity services. 

• Maternity support workers widely used. Anecdotal evidence for potential to play 
a valuable role in maternity services. Further research is required to establish 
the implications of the use of support workers on safety and quality, paying 
particular attention to the level of training and supervision needed. 

 



Midwife-led care can offer a range of better 
outcomes for women who are low or mixed 
risk when compared with medically led 
care and models where different 
professionals share responsibility for care. 

Continuity of care, both obstetric or midwife-
led, has been shown to deliver favourable 
outcomes. In particular, caseload 
midwifery is positively associated with 
quality and safety. 

Productive ward and operating theatre do 
release staff to spend time to care. 

 

 
Organisation of care, safety and quality 



 

• Evidence of the financial implications of different staffing models is 
limited.  

• Isolating the staffing component of maternity costs is complex. Much 
of the available data originates in different countries, making 
comparisons particularly difficult. 

• Midwife-led models of care appear to offer potential for cost-saving. 

• There is limited evidence around the cost-effectiveness of task-
shifting, although some models, such as use of nurses in maternity 
services, appear to offer cost savings. 

• Mode and place of birth, as well as length of stay, have implications for 
staffing requirements.  

• However, few studies have isolated and costed the staffing 
component. 

Resource use, safety and quality 



Range of definitions of ‘skill mix’, and substitution, 
descriptive accounts of single sites using small 
sample sizes. Most studies that focus on skill mix 
changes on outcomes are systematic reviews of the 
evidence base on substitution. 

 

Few considered potential trade-offs between staff 
groups to optimise quality and efficiency, nor have 
they attempted to explore differential effects on 
different outcomes simultaneously.  

Evidence limitations  



Limited and inconclusive evidence that changing workforce skill mix or 
substitution of roles in maternity care is associated with improved health 
outcomes or a reduction in costs.  

Potential changes in the deployment and composition of the maternity workforce 
(including the emergence of enhanced assistant practitioner roles), raise 
significant questions regarding the most efficient use of scarce workforce 
resources and the extent to which clinical work can be safely and efficiently 
supported or delivered by other (currently unregistered) practitioners and/or 
support workers.  

Impact of numbers of midwives/consultants on quality and safety. 

Impact of shift patterns, and how these might contribute to service user or staff 
outcomes and cost of care. 

Impact of midwives/support workers skillmix on quality and safety of care. 

Economic impact of workforce changes on productivity and efficiency. 

Impact of size of unit. 

 

 

What do we need to find out? 



The aim of this project is to understand the relationships between maternity 
workforce size and skill mix and quality outcomes including patient safety, 
effectiveness and unit level efficiency.  

Objectives 

Using secondary data sources we aim to answer the following questions. 

 

1. Staffing Levels - What is the relationship between maternity staffing and key 
quality and safety outcomes? To what extent is there an optimal staffing level?  

 

2. Staffing Mix-To what extent are staff roles substitutes or complements in maternity 
services? To what extent therefore is there an optimal staffing mix?  

 

3. Efficiency & Patient Safety-What is the relationship between staffing levels, quality 
and safety outcomes and healthcare output? What is the implication of efficiency 
savings for key quality and safety indicators?  

The efficient use of the maternity workforce and the implications for 
safety & quality in maternity care: An economic perspective – HSDR 
2012-2014 



Service delivery changes 

High Impact Actions for Nursing 
and Midwifery Action 
 
Increase the normal birth rate and 
eliminate unnecessary caesarean 
sections through midwives taking the 
lead role in the care of normal 
pregnancy and labour, focusing on 
informing, educating and providing 
skilled support to first-time mothers 
and women who have had one 
previous Caesarean section. 
 
Reduction of 2% CSR in one Trust in 
2009 saved £101,030. 
 



The evidence supports the policy of offering ‘low risk’ women a choice of birth 
setting. 

FMUs and AMUs appear to be safe for babies and offer benefits to both the 
mother and baby. 

For multiparous women, home births appear to be safe for babies and offer 
benefits to both the mother and baby. 

The substantially lower incidence of major interventions, including 
intrapartum caesarean section, in all three non-OU settings has potential 
future benefits to both the woman and the NHS in terms of avoiding 
surgical complications and reducing the need for repeat caesarean 
sections in future births. 

For ‘low risk women’, the cost to the NHS of intrapartum and related 
postnatal care, including costs associated with clinical complications, is 
lower for birth planned at home, in a FMU and in an AMU compared with 
planned birth in an OU. 

Perinatal and maternal outcomes by planned place of birth for healthy women with low risk 
pregnancies: the Birthplace in England national prospective cohort study., Birthplace in England 
Collaborative Group, BMJ. 2011 Nov 23;343: 

 

Birthplace 



Can you improve quality and save money? 

There is strong evidence that changing 
providers’ behaviour to use clinical-level 
patient safety practices or proven 
effective treatments will improve 
outcomes for patients.  

There is evidence that some of these 
behaviour changes save money or 
increase income for some providers. 

BUT 
Improvement interventions often lack clear 

evidence about their effectiveness.  

And there is even less evidence of what it 
costs to implement quality improvements 
and whether these costs are higher than 
any savings that have been achieved. 

 

 

 



Where are the savings? 

 
• Savings usually 

expressed as: 
• saving staff time 
• reducing length of stay 
• reducing use of high 

cost care; ICU   

 
 

 
• A few reports of 

cash savings  
• reduced medication 
• reduced tests 
• reduced consumables 

 
 
 
  
 

= Light green dollars = Dark green dollars 

Light green dollars:  Improvements in the care system that have the 
potential to lower cost 

Dark green dollars:  Realised cost savings 



Treat improvement reports with caution 
 

Savings depend 
on whether the 
improvement is 
implemented 
effectively 

Where in the 
system will 
the change 
save money? 

Publication bias  
suggests 
improvement and 
savings are more 
certain than they are 

Some improvement 
projects show results not 
worth the time and effort 
 



Which interventions to apply? 
 
 • Simple approaches to specific steps in a care 

pathway or common process are the easiest to 
replicate – limited saving potential 

• Complex change programmes have greater 
potential for reducing waste and poor quality, 
therefore making savings 

• They also have the highest risks of failure: 

• Incomplete implementation because too difficult 
• Expensive to implement because high effort 
• May not be successful in releasing sufficient savings to 

offset costs 
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