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Executive Summary 

The Chief Nurse has commissioned a full staffing review utilising Birthrate Plus, a nationally recognised 
and recommended tool by the National Quality Board looking at midwifery staffing across the whole 
service.   

 

This full Birthrate Plus review is the first to be undertaken in the Trust for 6 years. The review has been 
undertaken noting the national backdrop to reduce brain injury; stillbirth and early neonatal death by 
50% within the next few years and the drive to provide greater choice and continuity of carer. All require 
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on-going investment and innovative models of maternity care as required by the National Maternity 
Review: Better Births. 

 

At the request of the Head of Midwifery, the Birthrate Plus team have incorporated  a staffing model that 
utilises fully the extended and valued role of the Maternity Support worker in providing postnatal care 
and continuity to women and babies. This allows full use of all resources in providing appropriate skill 
mix.  

 

In addition, the review has taken into account proposed changes in models of care and in particular 
providing continuity of carer to vulnerable groups and families in need. 

 

The review recommends an investment in staffing of 12.21 WTE midwives and 3.66 WTE maternity 
support workers.  In addition, this report recognises the already approved revised risk management and 
specialist roles structure, which includes a Deputy Head of Midwifery role with a remit to lead risk, 
governance and quality improvement within the maternity service for a minimum 60% of the role. 

 

The proposal is that this is phased in over a 2 year period to support the on-going strategic vision for the 
service and the Local Maternity Service (LMS) plan.  

 

 

Financial Risks  

Key Risks  Failure to meet Care Quality Commission (CQC) and CNST standards. 

 

Inadequate staffing to implement the recommendations of ‘Better 
Births’ and to sustain effective models of care. 

 

Risk of losing the innovative and integral community based maternity 
services in Cornwall that are prized as examples of best practice.  

 

Risk of losing high quality midwifery staff as a consequence of failing to 
implement an effective maternity model and a sustainable workforce 
into the future.  

 

Poor staffing affecting patient safety and detrimental to good patient 
experience. 

 

Disclosure Statement The information within this paper has been provided by maternity 
services. 

 

Equality and Diversity 
Statement 

Providing a maternity service with the woman and baby at the centre is 
integral to maintaining equality and diversity for all families using our 
maternity services.   

All women, partners and babies should be treated with respect, listened 
to and not judged.  They should experience responsive care that is 
planned central to their personal needs and wishes. 
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Report on Royal Cornwall NHS Trust Maternity Staffing  
 

 

1. Introduction / Background 

In March 2018 the Chief Nurse commissioned a full Birthrate Plus midwifery establishment review. The last full 
Birthrate Plus establishment review was undertaken in 2014. This report has been written to give an overview 
of maternity staffing, the current position and share the findings from the Birthrate Plus assessment 
commissioned by the maternity service to benchmark current staffing levels using a nationally accepted 
staffing tool and nationally recognised midwife to birth ratios.   

Staffing levels within the maternity service have been raised by staff as a concern to the Care Quality 
Commission (CQC) and low staffing numbers is associated with an increase in patient safety events, poor 
patient feedback and low staff morale. 

The priority for modern maternity services is to provide choice with an emphasis on safe, high quality 
maternity care for all women and babies. Central to this is a model of care for the most vulnerable who are 
more likely to have poor outcomes.  Cochrane studies have shown that these families do better if they are 
looked after by a small group of staff that they know well and can form a trusting relationship with. In order to 
do this it is essential that an appropriately skilled maternity workforce has the ‘right people in the right place 
at the right time’. 

The aim of the Trust’s maternity service is to ensure all women and their babies, their partners and their 
families receive the highest quality maternity.  Midwives must provide care that is responsive to the needs of 
the woman and her family, ensuring they feel supported, respected and reassured at all stages.   

This is underpinned by the Trust priorities to: 

 Improve Patient Safety  

 Improve Governance 

 Tackling Patient Delays   

It is recognised that the number of maternity staff required to care for women and their new-born is dynamic 
and will fluctuate in the short term depending on daily work load (both predictable and unpredictable) and in 
the medium to long term depending on birth rate trends, demographics, changing case mix and local and 
national imperatives. 

2. Context 

 

Royal Cornwall Hospital NHS Trust (RCHT) provides the maternity service for the majority of residents in 

Cornwall and the Isles of Scilly.  In 2017 there were approximately 4,270 births, and although there is a 

predicted small downturn in births in 2018, the maternity services have seen significant increases in the 

complexity of women that labour e.g. high BMI, increasing numbers of diabetic women, and increasing 

complexity of maternity care.  

 

Table 1 RCHT Choice of place of birth 2017  
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Birthing location  Number of births  

Royal Cornwall Hospital  3786 

Penrice Birth Centre  218 

Helston Birth Centre 62 

Homebirths  205 

Isles of Scilly 3 

 4274 

 

Antenatal and postnatal care is provided in a variety of settings and locations including Health Centres, GP 

Practices, Children’s’ Centres, the Birth Centres and in the woman’s home. 

 

Intrapartum care is provided at home, in birth centres in St. Austell, Helston and on the Isles of Scilly and in the 

Royal Cornwall Hospital Consultant-Led Unit and alongside the RCHT Birthing Centre. 

 

There is a considerable rural community affecting the needs and requirements of the local population and the 

ability for midwives to provide accessible care.   The maternity service in Cornwall is at the forefront of choice 

in the provision of care within the women’s local community and the offer of community based birthing 

facilities.  The recommendations of the National Maternity review ‘Better Births’ emphasises the importance 

of providing a range of birthing facilities to offer women and supports the ethos that birthing centres and 

homebirth are safe and desirable for women with uncomplicated pregnancy.   The Trust should be proud to 

maintain such a sought after model of community midwifery care. 

 

In March 2018 - 134 of babies were born in community / birth centres, (38% of all births that month) this is an 
outstanding achievement.  Obstetricians, midwives, sonographers and support staff work from local 
community ‘hubs’ and maintain collaborative working with GPs, Health Visitors, Children’s Services and 
numerous agencies aimed at supporting families.   
 
RCHT strives to be the first choice for experienced midwives to work and for newly qualified midwives and 
student midwives to flourish and gain a first class quality experience in all aspects of midwifery practice.  
 
The service is committed to supporting staff and acknowledging the need to provide flexible working 
arrangements, to support training and development and to nurturing staff to feel they are an integral part of 
the team and are able to thrive in their roles.    
 

The workforce is changing and the majority of midwives are now choosing to work part time to improve 
work/life balance.  A number of midwives are planning retirement and a significant percentage of the 
workforce is over the age of 50. 
 
Table 2 RCHT Workforce Demographics 
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3. Risk and Specialist Roles Staffing Model 
 
There a number of specialist midwifery roles that support clinical work and give expert clinical care and advice.    
The Birthrate plus review and a gap analysis carried out by the Head of Midwifery has identified a shortfall in 
key specialist roles to support vulnerable women and to reduce the risks associated with pregnancy and birth 
in these groups. In addition, the need for an increase in midwives skilled in teaching and training roles has 
been identified.  This allows support and nurturing for newly qualified midwives to learn the skills and 
knowledge they require to prevent poor outcomes and keep women and babies safe.   Italics highlight the 
proposed increase in specialist roles. This will bring RCHT in line with other maternity services regionally and 
nationally. 
 

Job Title 
To be 

Appointed 
Proposed 

Start Date 
 Labour Ward Coordinators 24/7 1.8 Aug-18 
 Clinical Skills Facilitator 1 Aug-18 
 Perinatal Mental Health 1 Apr-19 
 Teenage Pregnancy/Drugs & Alcohol 0.4 Apr-19 
 Bereavement Lead Midwife  0.3 Apr-19 
 IT/CTG/Improve Well 1.5 Apr-19 
 Total Band 7 5.97   
  

In addition the proposal includes the new Deputy Head of Midwifery role approved in June 2018 has a 
designated remit for risk management, governance and quality improvement.  This role also supports the Head 
of Midwifery in leading the strategic direction of the service.  The Head of Midwifery / Deputy Head of 
Midwifery revised model is comparable to other successful maternity units regionally and nationally and was 
identified as a significant gap at RCHT post the CQC in 2017 and 2018.  
 
4. Support staff  
 
In the planned model supported by the Birthrate plus review, Maternity Support Workers (MSWs) will provide 
30% of midwifery care in the community as the models of care change and the service strives to provide better 
continuity and more personalised care for women requiring parenting support in the postnatal period.   This is 
an ambitious and innovative plan which allows MSWs to be developed fully in their role and supports the 
national vision for this group of staff to have clear career progression. Continuity of carer will be provided by 
both midwives and MSWs with midwives enhancing the woman’s experience and fulfilling the 
recommendations of Better births national maternity review.   Safety in maternity services has been associated 
with detailed planning of care from booking based on the individual needs of the woman and in providing one 
to one care in labour.  Utilising support workers more fully will free up midwives to focus on these areas of 
clinical care.  
 
5. Current Position – June 2018 
 
The RCHT maternity recruitment and vacancy position has up to now proved challenging.   
 
Actions taken to date: 
 

1. Previously 3.5% of wte for all staffing was held back to cover sick leave by the previous Head of Midwifery 
this decision has now stopped in March 2018 and staffing can be recruited to ensure full establishment. 

 

2. Senior staff completing sickness meetings and managing with HR Business Partner Sickness is 5.2% - Short 
term 2.4% and 2.8% long term. 
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3. Bank shifts enhanced by 20% March to June 2018, now extended to the end of December 2018 to 
maintain safety  

 

4. Proactive recruitment of Band 5 and 6 midwives – excellent number of applicants at recent recruitment 
event on 22

nd
 May 2018.  22 posts offered including all RCHT student midwives who are qualifying over 

the next 6 months.  
 

5. 5 midwives interested in Return to Practise (RTP).  Liaising with the university to support this and have 
agreed to commence 2 positions from September.  This training is fully funded by HEE.   

 

6. On-going recruitment plan.   Advert for midwives again in August / September to interview again by mid-
September to ensure on-going pro-active recruitment.  

 
Table 3: On-going Recruitment Against Vacancies. 
 

 Band Vacancies 31.3.18 Offers 
01.07.18 

3 1.8 1.2 

5 +9.73 19 

6 19.9 3 

7 0 0 

Return to Practice 
Midwife 

 2 

Totals 21.7 wte 25.2 wte 

 
 
The table above reflects that there has been an agreed plan to over recruit to try and get the service to safer 
staffing levels. Most of the midwives recruited are newly qualified and it is common practice that they will also 
apply for vacancies in Devon so there will be some midwives declining their offer with RCHT over the summer.  
It is therefore a prudent plan to over recruit and to offer places at RCHT before other Trust in the hope we can 
retain as many offers as possible 
 
6. Commissioning a Birthrate Plus (BR+) review of midwifery staffing.  
 
Birthrate Plus has been used in maternity units ranging from stand-alone community/midwife units 
through to regional referral centres, and from units that undertake 10 births a year through to those that 
have in excess of 8,000 births.  In addition, BR+ caters for the various models of providing care, such as 
traditional, community based teams and caseload working.  It is sensitive to local factors such as 
demographics of the population; socio-economic needs; rurality issues; complexity of associated neo-natal 
services, etc.   
 

 The review recommends a significant but realistic uplift in staffing to include 12.21 WTE midwives 
and 3.66 WTE support workers.   

 

 The report identifies the increase in complex pregnancies and births and how this impacts on 
safety. 

 

 Staffing recommendations address areas of shortfall and potential risks including specialist roles 
that focus on caring for hard to reach and vulnerable groups.   

 

 The Deputy Head of Midwifery will strengthen the senior midwifery leadership team and with the 
Head of Midwifery, drive forward the improvements to the maternity service and the safety 
agenda and future proofing the service.   
 

 The report demonstrates the new model of working that significantly increases the role of the 
Maternity Support Worker in caring for mothers and babies in postnatal care.  
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The full Birth rate plus report is attached below on page 8.  
 
7. Recommendations  

 
The Trust Board is asked to accept the recommendations of the Birthrate Plus report and the review of 
the maternity service undertaken by the Chief Nurse and the Head of Midwifery.  The financial 
planning and recruitment timeframes are described in detail and represent a plan moving forward that 
will guarantee a safe, effective and sustainable service for the future.  

 
8. Financial Planning for investment  

 

 
 
 
The recruitment plan is phased over a 2 year period. 
 
 
The paper also identified the additional management role of the Deputy Head of Midwifery.  This post was 
part of the Divisional Governance paper approved in June.  The post will be uplifted to a band 8B.  

 
 

 
 
  

Maternity WTE - May 2018

Rollforward 

Funding 

WTE
BR+ WTE 

Band 3 to 7

BR+Non 

Clinical 

WTE

BR + 

Calculated 

WTE

BR+ WTE 

Bands 3 to 7 

Clinical & 

Non Clinical 

Total

Cinical 

Variance 

WTE

Cinical 

Variance £

BR+ WTE 

Bands 3 to 7 

Clinical & 

Non Clinical 

Total

Cinical 

Variance 

WTE

Cinical 

Variance £

Band 7 20.81 6.81 20.8 27.61 6.80 £369,655 26.78 5.97 £324,535

Band 6 123.39 140.81 -5.8 135.01 11.62 £538,378 129.63 6.24 £289,112

Band 3 39.34 19.00 29 48.00 8.66 £247,269 43.00 3.66 £104,504

Total 183.54 166.62 15 29 210.62 27.08 £1,155,302 199.41 15.87 £718,151

Uplift Band 8a to 8B Deputy HOM £11,104

Total Additional Funding Required £729,255

Reduction against Birth Rate Plus Proposal £426,047

Profile Of Recruitment & Spend

WTE £ WTE £ WTE £ WTE £

Band 8a to 8B Deputy HOM (Oct 2018) £5,552 £5,552 £11,104

Band 7 (Aug 2018) 2.8 £100,387 £50,193 2.77 £150,580

Band 7 (April 2019) 3.20 £173,955 3.20 £173,955

Band 6 (April 2019) 6.24 £289,112 6.24 £289,112

Band 3 (April 2019 & April 2020) 2 £57,106 1.66 £47,398 3.66 £104,504

Total 2.8 £105,939 11.4 £575,918 1.7 £47,398 15.87 £729,255

Birth Rate Plus Proposal WC&SH Proposal

2018/19 2019/2020 2020/2021 Total
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MIDWIFERY SERVICES WORKFORCE PLANNING & DECISION MAKING 

 
Royal Cornwall Hospitals Trust 

 BIRTHRATE PLUS REPORT – June 2018 
 

Birthrate Plus ®: THE SYSTEM 
 

Birthrate Plus (BR+) is a framework for workforce planning and strategic decision-making and has been in 
variable use in UK maternity units for a significant number of years.  
 
It is based upon an understanding of the total midwifery time required to care for women and on a minimum 
standard of providing one-to-one midwifery care throughout established labour. The principles underpinning the 
BR+ methodology are consistent with the recommendations in the NICE safe staffing guideline for midwives in 
maternity settings and have been endorsed by the RCM and RCOG. 
 
The RCM strongly recommends using Birthrate Plus® (BR+) to undertake a systematic assessment of workforce 
requirements, since BR+ is the only recognised national tool for calculating midwifery staffing levels. Birth 
outcomes are not influenced by staff numbers alone. Nevertheless, a recognised and well-used tool like BR+ is 
crucial for determining the number of midwives and support staff required to ensure each woman receives one-
to-one care in labour (as per recommendation 1.1.3). 
 
Birthrate Plus® has been used in maternity units ranging from stand-alone community/midwife units through to 
regional referral centres, and from units that undertake 10 births p.a. through to those that have in excess of 
8000 births.  In addition, BR+ caters for the various models of providing care, such as traditional, community 
based teams and caseload working.  It is sensitive to local factors such as demographics of the population; socio-
economic needs; rurality issues; complexity of associated neo-natal services, etc.  The methodology remains 
responsive to changes in government policies on maternity services and clinical practices. Any maternity unit 
and service must be able to assess its staffing needs using a tried and tested system of workforce planning.  
Birthrate Plus® is the most widely used system for classifying women and babies according to their needs and 
utilises clinical outcome data to calculate the numbers of midwives required to provide intrapartum and 
postpartum care. 
 
An individual service will produce a casemix based on clinical indicators of the wellbeing of the mother and 
infant throughout labour and delivery.  Each of the indicators has a weighted score designed to reflect the 
different processes of labour and delivery and the degree to which these deviate from obstetric normality.  Five 
different categories are created - the lower the score the more normal are the processes of labour and delivery. 
Other categories classify women admitted to the delivery suite for other reasons than for labour and delivery.  
  
Together with the casemix, the number of midwife hours per patient/client category based upon the well-
established standard of one midwife to one woman throughout labour, plus extra midwife time needed for 
complicated Categories III, IV & V, calculates the clinical staffing for the annual number of women delivered. 
 
In addition, BR+ determines the staffing required for antenatal inpatient and outpatient services, postnatal care 
of women and babies in hospital and community care of the local population birthing in either the local hospital 
or neighbouring ones. 
 
The method works out the clinical establishment based on agreed standards of care and specialist needs and 
then includes the non-clinical midwifery roles to manage maternity services.  Skill mix adjustments between 
midwives and competent and qualified support staff have been applied. 

 

Factors affecting Maternity Services for inclusion within the Birthrate Plus Study 
 

BIRTHRATE PLUS
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The Governance agenda, which includes evidence-based guidelines, on-going monitoring and audit of clinical 
practices and clinical training programmes, will have an impact upon the required midwifery input; and other 

key health policies. Birthrate Plus allows for inclusion of the requisite resources to undertake such activities. 
 
Wards provide care to ‘normal’ uncomplicated postnatal women needing basic midwifery care, which is often 
over-shadowed by other women who are more complex cases.  This results in insufficient time being spent with 
such women who may require considerable assistance with breast feeding and general care of their baby.  
 
The encouragement of early transfer home does mean that the level of midwifery input during their hospital 
stay is considerable, in order to ensure that the mothers are prepared for coping at home. It is a known fact that 
if adequate skilled resources are provided during this postnatal period, then such problems as postnatal 
depression or inability to breast-feed can be reduced or avoided. 
 
Community based care is expanding with the emphasis being placed on ‘normal/low risk/need care being 
provided in community by midwives, midwifery support roles and GPs. Women and babies are often being seen 
more in a clinic environment with less contacts at home. However, reduced antenatal admissions and shorter 
postnatal stays result in an increase in community care. Midwives are undertaking the New-born Physical 
Examination (NIPE) instead of paediatricians, either in hospital or at home.  
 
Cross border activity can have significant impact on community resources in two ways. Some women receive 
ante and postnatal care from their "home" maternity service but give birth in another. Because these count as 
extra to the workload related to that recorded in relation to the annual births of a unit they have been termed 
as "imported" cross border" cases.  Adjustments to midwifery establishments have been made to accommodate 
the community flows. 

 
NICE guidelines on Antenatal Care recommend that all women be ‘booked’ by 10 weeks’ gestation; consequently 
more women are meeting their midwife earlier than previously happened.  This early visit requires midwifery 
assessment/advice, but the pregnancy may end as a fetal loss, so the total number of postnatal women is less 
than antenatal.  

 
 

SUMMARY: RESULTS/FINDINGS 
 

Royal Cornwall Hospital & Birth Centres/ Local Community  
 

The recommendation is to provide total care to women and their babies throughout the 24 hours 7 days a week 
inclusive of 21.5% for annual, sick and study leave allowance and 17.5% for travel in community due to the 
extensive geography.  Non-clinical midwifery roles are included. 

 
The overall clinical establishment for total of births at Royal Cornwall Hospitals Trust is summarised as follows: 

 
(a) Royal Cornwall Hospital                                           107.18wte   

            
(b)  Birth Centres/Community                     59.44wte             

 
  

(c) Total Clinical WTE Hospital & Community                    166.62wte    
 
                                                 

Plus, Additional Non-clinical roles @ 9%                                   15.00wte 
 

  
Discussion of Findings 
 

1. The main factor in the results is the casemix using the BR+ scoring system based on 3 months’ data from 
October to December 2017 collected from the Maternity Information System and checked against the birth 
records. The data was validated by the BR+ Team to ensure the data quality was 100%. 



Royal Cornwall Hospitals Trust Maternity staffing and Birthrate Plus Report June 201810 
 

 

2. Within the methodology are national standards which include the minimum standard of 1 midwife to 1 
woman for care in the labour, delivery and an additional % m/w increase is applied to Categories III (20%); IV 
(30% & V (40%).  Community antenatal care is based on NICE guidance, as is postnatal care with allocation of 
average midwife hours for the women to cover antenatal assessments, postnatal care, parent education, 
socio-economic issues and all clinical needs. 
 

3. The annual births are based on 4274 as below: 
o 3786 in Royal Cornwall Hospital 
o    62 in Helston Birth Centre 
o  218 in Penrice Birth Centre 
o  205 at Home or BBAs in community 
o  3 on the Isles of Scilly 

 

4. The casemix is unique to each individual unit and reflects the health and social needs of the local population, 
as well as clinical practices and decision-making (see appendix 1 for Birthrate scoresheet).  

 
 

ROYAL CORNWALL 
HOSPITALS TRUST 

 
CAT I 

 
CAT II 

 
CAT III 

 
CAT IV 

 
CAT V 

 

 
Delivery Suite Casemix 

 

 
  8.0% 

 
18.9% 

 
19.0% 

 
29.2% 

 
24.9% 

 
The casemix is analysed for all births taking place in the Delivery Unit. This is to provide a comparative casemix 
with similar maternity services and also to enable calculation of midwifery staffing based on the models of care 
for respective place of birth. 
 

5. The casemix shows that 27% of women are in categories I & II with 73% of women in categories III to V thus 
impacting on the workload for this service and also for postnatal care in the ward. The Birth Centre models 
of care are based on a casemix of category I and II and any higher category activity is included as transfers 
and included in DS casemix. Of the 48 maternity units in England who have undertaken a BR+ assessment 
from 2015 to 2017, the average % of women in Categories IV & V is 55% ranging from 41 to 69%. The Royal 
Cornwall Hospitals Trust at 54% is around the national average. 

 

6. Category III (19%) women have moderate risk/need such as Induction of Labour with syntocinon, instrumental 
deliveries as well as normal births with continuous fetal monitoring fall into this group. 

 

7. The women in Category IV (29.2%) are those having an elective CS or epidural for pain relief with a normal birth. 
Women with low birth weight/preterm babies; high-risk inductions of labour and PPH fall into this group. 

 

8. Category V (24.9%) includes emergency CS, and women with obstetric/medical problems, such as increased 
diabetes, obesity related problems, mental health and high incidence of complex safeguarding issues 

 

9. The assessment of midwives for the 2 Birth Centres and at home is based on a ‘package of care’ that includes 
ante and postnatal care provided in the community setting, intra-partum care with 2 midwives at the birth, and 
examination of the new-born. There are a number of women (104), who commence labour in the Birth Centres 
but are transferred to the Royal Cornwall Hospital prior to or at delivery due to maternal or fetal complications. 
The reasons will be both maternal and baby related. There are also a number of attendances (1484) at the birth 
centres for ‘unscheduled’ care. 

 

10. The casemix is an indicator of the needs of women and their babies for the postnatal stay in hospital so used to 
calculate the staffing. It is often where the significant safeguarding/social issues have an impact on midwifery 
staffing to ensure systems are in place to deal with such matters. 
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11. Often the antenatal activity taking place in hospital is reflective of the higher % in Categories IV & V, as women 
with medical/obstetric problems, low birth weight &/or preterm infants require more frequent hospital based 
care. Category A2 women (n=96) are high risk-antenatal cases that would usually be ‘admitted’ to a ward for on-
going care following a stay on delivery suite having one to one midwifery care.  

 

12. The annual total of 1200 for Inductions of labour will be fewer women as some may receive more than one dose 
of propess/prostin.   

 
All maternity units have significant antenatal activity that is both planned and unplanned cases and often the 
latter equates to the actual number of women delivering in the service. The maternity unit deal with this 
activity in a variety of ways, such as via DAU, the antenatal ward and through a dedicated Triage/Assessment 
area. Some additional non-birth activity is caring for women who have a fetal loss prior to 24 weeks gestation. 
The staffing for this activity is based on having a 24/7 Triage that sees women with labour queries and many 
more 
 
 

13. Presenting reasons as well as planned antenatal cases, so acts like a day unit.  There is high activity through this 
service as 8540 women were seen in the DAU/Triage unit. 

 

14. The Inpatient antenatal annual episodes of 1194 exclude elective cases, namely Inductions and Elective 
Caesarean Sections. It is not feasible to produce comparative data for antenatal admissions in similar sized units 
as practices depend on bed capacity, geography, clinical decision-making, clinical risk factors and availability of 
outpatient services.  
 

15. The postnatal ward provides care to women who birth in the Delivery Suite. Midwives carry out the NIPE/BCG 
vaccinations on the postnatal ward. 

 

16. As with all maternity units, there are babies requiring additional observation and monitoring in postnatal wards. 
Of the total babies, 360 babies had a longer than average stay so became the ‘inpatient’. There were 175 PN re-
admissions which creates additional workload, and this is factored into the staffing requirements. 

 

17. Outpatient Clinic services are based on session times and numbers of staff to cover these, rather than on a 
dependency classification and average hours. Professional judgement is used to assess the numbers of midwives 
and support staff required to ‘staff’ the clinics/sessions. The outpatients’ profile is unique to each maternity 
service and will heavily depend on the obstetric specialities provided, complexity of women, etc. 

 

18. GTT Clinics are held in Penrice and Helston. 
 

19. The Isles of Scilly provide midwifery care to 3 home births and 12 women who birth in Royal Cornwall Hospital 
along with some advice and assessment to women with a query. 

 

20. The community cases are based on those women birthing in Royal Cornwall Hospitals Trust and having all 
antenatal and postnatal community care locally plus any women, who may birth in neighbouring units, but 
belong to the local CCG area. The total number of community cases is 4037 including home births, more than 
birth at Royal Cornwall Hospital, 66 women are transferred to neighbouring Trusts for their community care, 
whilst there are 317 additional women who receive postnatal care having birthed in neighbouring hospitals. 

 

21. As with most maternity services, a % of women (400 p.a.) will see a midwife in early pregnancy as per NICE 
Antenatal Guidelines and the ‘Early Contact’ recommendation, but do not progress further with their pregnancy. 
A total of 2 hours of midwifery time is allocated to these women as an average. 

 

22. A skill mix adjustment can be applied to the clinical total of 166.62wte and local community where an average of 
10% of the total clinical wte can be competent and qualified support staff usually being Bands 3 & 4 [See 
Appendix 2].  
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23. For RCHT, the decision is that 19.00wte (11.4%) of the total clinical wte are Band 3 MSWs working in postnatal 
services with147.62wte as RMs. 
 

24. The skill mix % is not a recommendation of Birthrate Plus®, but a rationale for having a sensible skill mix that 
does not reduce the midwifery establishment to an unsafe level and prevents flexibility of deployment to areas 
of high risk and needs.  

 

25. The total clinical establishment does not include the following roles: 
  

 

 Head of Midwifery & Matrons with additional hours for team leaders to participate in strategic 
planning & wider Trust business. 

 Practice Development role 

 Clinical Governance role 

 Time for Baby Friendly Initiative, which is not to assist women with breast feeding, but to produce 
& monitor guidelines and undertake audits 

 Additional hours for antenatal screening over & above the time provided in actual clinics 

 Coordination for such work as Safeguarding Children  

 PMAs (A-Equip) 
 

26. The above additional roles can be included based on adding in % of the total clinical establishment, as suggested 
by Birthrate Plus® and cited in the RCM Staffing Guidance 2016. It is a local decision as to the % increase, for e.g. 
addition of 9% equates to 15.00wte.  Applying an agreed % avoids duplication of roles irrespective of which 
midwives undertake the non-clinical duties.  

 
 
 
 
 
Comparison chart to show variance against staff groups 
 
 

 
 
 
 
 
 
 

RCHT (11.06.18) BR+ wte

RMs Bands 5 - 7 Band 3 Total BANDS 3 TO 7 Clinical Variance

Hospital 82.00 11.00 99.81 107.18 -7.37

Specialist 6.81

Community 52.57 8.00 60.57 59.44 1.13

Total Clinical wte 141.38 19.00 160.38 166.62 -6.24

Notes: The shortfall of 6.24wte are RMs as there is already a reasonable MSW wte in postnatal services. The 

current 11.00wte Band 3s on the maternity ward & 8.00wte in the community have been included in the skill mix 

adjustment.  The remaining Band 2 & 3 are additional support staff (refer to separate section in report).  

CURRENT FUNDED
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Additional Support Staff 

 
The total clinical establishment of 166.62wte does not include the Maternity Care Assistants in the Delivery 
Suite, Outpatient Services and Wards required to provide support to women and their babies but are in 
addition, as do not form part of the adjusted clinical skill mix as stated in points 22 – 24.  
 
To assess the requirement of Band 2 support staff is on the numbers per shift in the various areas based on 
professional judgment and management decisions.  
 
The table below summarises the required staffing and compares to the current funded wte. 
 

 BR+ calculated WTE 

Alongside Birth Centre  5.44 

Delivery Suite  10.88 

Day Assessment Unit  1.78 

A/N & P/N Wards 10.88 

Total 29.00 

 
The current funded support staff is 20.34wte so this indicates a shortfall of 8.66wte. 
 
Note:  The actual funded establishment is 39.34wte, but 19.00wte are included in the clinical ‘midwifery’ 
establishment. 
 
Summary 

 
The shortfall of current funded wte to Birthrate Plus clinical wte is 6.24wte which are midwives as the inclusion 
of 19.00wte Band 3s working in postnatal services provides a contribution of 11.4%, so is 
adequate to ensure that there are sufficient midwives to be used flexibly and provide one to one care in 
labour. 
 
The non-clinical midwifery wte of 15.00 is based on 9% of the clinical total wte and compared to the current 
funded wte of 8.20wte indicates a shortfall of 6.80wte. It is a local decision to accept the additional 9% but this 
is widely used in midwifery services and avoids duplication of staffing figures but ensures there are adequate 
midwives to deliver maternity service.  

 
 

RCHT 30.04.18

BR+ NON-CLINICAL WTE 15.00

CURRENT FUNDED WTE 8.20

VARIANCE WTE -6.80
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SUMMARY of DATA & REQUIRED WTE for

4274

Cat I Cat II Cat III Cat IV Cat V

2017 DS Casemix 8.0 18.9 19.0 29.2 24.9
 

Delivery Suite Annual No.

3786 41.30 41.30

Other DS Activity No. Episodes of care

Category A2 96 1.03 2.05

Category R 50 0.21

Escorted Transfers OUT 24 0.18

Non-viables 50 0.62

1194 7.35 7.35

DAU/Triage 8540 10.04 10.04

Inductions 1200 2.15 2.15

Postnatal Ward No.

3834 34.13 38.84

150 0.10

175 0.91

BCGs/NIPE 1.82

Extra Care Babies 360 1.88

RCH Antenatal Clinics

 3.61 5.45

1.83

107.18

COMMUNITY SERVICES No.

Home Births 205 5.95 49.10

Community Cases 4037 42.14

Community Bookings ONLY 400 0.52

GTT Clinics 0.49

PENRICE 

Births 218 5.70 7.09

Escorted Transfers 60 0.45

Unplanned Cases 730 0.45

GTT Clinics 0.49

HELSTON

Births 62 1.62 2.72

Escorted Transfers 44 0.33

Unplanned Cases 450 0.28

GTT Clinics 0.49

ISLES OF SCILLY

Births 3

Unplanned Cases 200 0.53

AN & PN Care to RCHT Births 12 59.44

59.44

TOTAL CLINICAL WTE 166.62

                 COMMUNITY & BIRTH CENTRES - CLINICAL WTE REQUIRED

0.53

Postnatal Re-admissions

Postnatal women

Required WTE

CASEMIX

RCHT Fetal Medicine

RCHT Specialist Clinics

RCH - CLINICAL WTE REQUIRED

Total births in service

Postnatal Ward Attenders

Antenatal Admissions

Delivery Suite Births

Data collected

30/04/2018

Oct to Dec 2017

First draft
ROYAL CORNWALL HOSPITALS 

BIRTHRATE PLUS
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Using ratios of births/cases to midwife whole time equivalent for projecting staffing establishments. 
 
To calculate for staffing based on increase in activity, it is advisable to apply ratios of births/cases to midwife wte, as 
this will take into account an increase or decrease in all areas and not just the intrapartum care of women.  There will 
be changes in community, hospital outpatient and inpatient services if the annual number of women giving birth 
alters.  

Once the clinical ‘midwifery’ establishment has been calculated using the ratios, a skill mix % can be applied to the 
total clinical wte to work out what of the total clinical ‘midwifery’ wte can be suitably qualified support staff, namely 
MSWs Band 3. Nursery Nurses and RGNs working in postnatal services only.  

In addition, a % is added (usually 9%) to include the non-clinical roles as these are outside of the skill mix adjustment 
as above. However, the addition of other support staff (usually Band 2s MCAs) that do not contribute to the clinical 
establishment will be necessary. 

Calculating staffing changes using a ratio to meet increase in births assumes that there will be an increase in activity 
across ALL models of care and areas including homebirths.  

If there is an increase or decrease in activity, then the appropriate ratio can be applied depending on the level of care 
provided to the women. For example, if the women just have community care as birth in a neighbouring unit, it is only 
necessary to estimate the increase in community staffing so the ratio of 106 cases to 1 wte is the correct ratio to 
apply. To use the 1:26 ratio will overestimate the staffing as this covers all ante, intra and postnatal care. 
 
Example; A woman who births in the Delivery Suite but is ‘exported’ to another community, then the ratio of 35 births 
to 1 wte should be applied. The main factor in using ratios is to know if having total care for the ‘Trust’ midwives or 
only hospital or community. 

 
Midwife Ratios based on above data and results 

The ratios below are based on the BR+® dataset, national standards with the BR+ methodology and local factors, such 
as % uplift for annual, sick & study leave, case mix of women birthing in hospital, provision of outpatient/day unit 
services and total number of women having community care irrespective of place of birth.  
 

Ratios: 
 

 Home & Birth Centre births    34 births to 1 wte midwife 
 

 Delivery Suite births (all hospital care)   35 births to 1 wte midwife  
 

 Ante & Postnatal Community care only  96 cases to 1 wte midwife  
 

 Overall ratio for all births    26 births to 1 wte midwife  
      

Note: The overall ratio for Royal Cornwall Hospitals Trust of 26 births to 1wte equates to the often-cited ratio of 28 or 
29.5 births to 1 wte, but they are not directly comparable for the above local factors. The latter ratios are based on 
extensive data from Birthrate Plus studies and whilst published so seen as ‘up to date’, more recent studies in the past 
3 years are indicating that these ratios may not be appropriate to use for comparison, mainly due to increase in acuity 
of mothers and babies and subsequent care required. These factors have changed the overall and, indeed, individual 
ratios. Therefore, it is advisable to use own ratios calculated from a detailed assessment for workforce planning 
purposes. 
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Appendix 1 
 
Method for Classifying Birthrate Plus® Categories by Scoring Clinical Factors in the Process and Outcome of Labour 

and Delivery 
There are five [5] categories for mothers who have given birth during their time in the delivery suite [Categories I – V) 
 
CATEGORY I    Score = 6  
 
This is the most normal and healthy outcome possible.  A woman is defined as Category I [lowest level of dependency] 
if: 
The woman’s pregnancy is of 37 weeks’ gestation or more, she is in labour for 8 hours or less; she achieves a 
normal delivery with an intact perineum; her baby has an Apgar score of 8+; and weighs more than 2.5kg; and she 
does not require or receive any further treatment and/or monitoring 
 
CATEGORY II Score = 7 – 9 
 
This is also a normal outcome, very similar to Category I, but usually with the perineal tear [score 2], or a length of 
labour of more than 8 hours [score 2]. IV Infusion [score 2] may also fall into this category if no other intervention. 
However, if more than one of these events happens, then the mother and baby outcome would be in Category III. 

 
CATEGORY III Score = 10 – 13 
 
Moderate risk/need such as Induction of Labour with syntocinon, instrumental deliveries will fall into this category, as 
may continuous fetal monitoring. Women having an instrumental delivery with an epidural, and/or syntocinon may 
become a Category IV. 

 
CATEGORY IV Score = 14 –18 
 
More complicated cases affecting mother and/or baby will be in this category, such as elective caesarean section; pre-
term births; low Apgar and birth weight.  Women having epidural for pain relief and a normal delivery will also be 
Category IV, as will those having a straightforward instrumental delivery. 

 
CATEGORY V Score = 19 or more 
 
This score is reached when the mother and/or baby require a very high degree of support or intervention, such as, 
emergency section, associated medical problem such as diabetes, stillbirth or multiple pregnancy, as well as 
unexpected intensive care needs post-delivery.  Some women who require emergency anaesthetic for retained 
placenta or suture of third degree tear may be in this category. 

 
Category X women are those who are admitted to the delivery suite, but after assessment/monitoring are found not 
to be in labour or to need any intervention.  These women are either sent home or transferred to the antenatal ward 
for observation. 
 
Categories A1 & A2 women are those who require some intervention such as intravenous infusion and/or 
monitoring, e.g. antepartum haemorrhage, pre-eclampsia or premature labour.  Such women often spend 
considerable time on delivery suite before being transferred to the antenatal ward or to another maternity unit with 
neonatal facilities. However, some women with moderate risk/needs will go home following assessment and 
treatment. 

 
Category R women are re-admitted after delivery as postnatal cases, often requiring medical care. Inductions of 
labour with prostin are recorded, as are escorted transfers to another maternity unit and the non-viable pregnancies. 
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Appendix 2 
 

Maternity Support Workers / Maternity Assistants  

 

Due to changes in skill mix with the increasing use of support staff with a formal qualification in maternity services, 
there is a need to distinguish between those that can replace midwife hours, and other staff that support the midwife 
in care of women and their babies. Maternity Support Workers (MSW) refers to those support workers with a formal 
qualification such as Level 3 NVQ or Nursery Nurse, and who can replace midwife hours.  The Maternity Care 
Assistant (MCA) is used to denote the more basic grade of support worker who supports the midwife. In all clinical 
areas the use of Care Assistants greatly aids the provision of maternity care, by releasing midwifery staff to be client, 
rather than ward centred. 
 
Skill Mix Rationale 
It is important to distinguish between the situations where support staff assist the midwife and where he/she 
replaces the midwife.   

Birthrate Plus (1996) makes it clear the ward and clinic staffing levels for midwives are based upon the premise that 
they are supported by MCA and clerical staff and these staff needs are assessed on a shift by shift basis. 
The decision about the percentage of midwife time, which might be replaced, by MSW time must be that of the local 
service managers. 
 
Antenatal care: As this calls for midwife skills so it is not recommended to replace the midwives with an MSW, but 
units should ensure that midwives are well supported by clerical and MCA staff. 
 

Intrapartum care: Birthrate Plus does not recommend any replacement of midwife time by MSW time. To do so 
would undermine the basic quality standard of one to one care throughout labour plus the increased % of midwife 
time required for high needs categories.  
 
Postnatal care in Hospital: Many services now suggest 20 - 25% of midwife time can be replaced by MSW input. Once 
a local decision has been made, the calculations of wte staff for each ward can readily be adjusted. 
 
Postnatal Care in Community:  
Many services now suggest that 25% of midwife time can be replaced by MSW time. This would allow for full 
assessment and planning of care by the midwife, with a minimum of three visits and additional visits being 
undertaken by the MSW working under the direction of the midwife in charge of each woman's care. 
Based on adjustments made by other maternity units, an average of 10% of the clinical total wte can be competent 
and qualified support staff usually being Bands 3 & 4.  
 
The skill mix % is not a recommendation of Birthrate Plus®, but a rationale for having a sensible skill mix that does not 
reduce the midwifery establishment to an unsafe level and prevents flexibility of deployment to areas of high risk and 
needs. Some services are moving towards an 85/15% split with more MSWs working in community and increasing 
support staff on the p/n ward to work with transitional care babies. 
 
Note: In addition, there is a need for Maternity Care Assistants in the Delivery Suite, Outpatient Services and Wards 
to provide support to women and their babies but are in addition to the calculated clinical establishments. To assess 
the requirement of Band 2 support staff is on the numbers per shift in the various areas based on professional 
judgment and management decision. For example, 2 per shift on delivery suite at all times inclusive of the leave 
allowance. 
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