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 Maternity Services Update Report 
 

 
1. Background 

 
Margaret Richardson (An Independent Maternity Services Advisor / Senior Midwifery Professional) was 
invited by the Royal Cornwall Hospitals NHS Trust to undertake a review of the culture within the 
midwifery services. The work was commissioned in 2016 by the then Director of Nursing on behalf of the 
Trust Board in response to concerns raised by the Royal College of Midwives, Care Quality Commission, 
the Local Supervisory Midwifery Officer and some midwives internally.  

 
The report provided an independent opinion of the culture of the Midwifery Service and made 
recommendations to the Trust Board on the approach to changing and maintaining a healthier culture 
and on the need to review clinical and operational services.  

 
The positive findings of the review were that the vast majority of midwives and maternity support 
workers were enthusiastic regarding their role and reported loving their job including the positive 
working relationships between the obstetric and midwifery team and among midwifery and maternity 
support workers’ peers 

 
 The main concerns raised by the staff related to the style of leadership and communication from the 
then top midwifery management team. A significant number of staff described the culture as one of ‘fear 
and blame’ with a small number of staff reporting ‘peer led bullying’. In addition inter-departmental 
relationships were described as ‘challenged’ i.e. antenatal, postnatal and delivery suite, and workload 
and staff shortages were also a concern particularly the configuration of antenatal hospital services.  
  
There were seven overarching recommendations in the report which related to the following: 
 

 Leadership  

 Culture change 

 Review of staffing levels and configuration of antenatal services within the acute setting 

 Community midwifery services 
 

 Staff involvement in change management 

 Staff deployment and specialist roles 

 Improving continuous professional development.  
 
This report provides an update on changes within the service in the last six months against the seven 
recommendations  
 
1.1 Leadership  

There have been a number of changes in the last 6 months in relation to strengthening the current 
leadership arrangements within the Midwifery service. These include: 
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 The previous Head of Midwifery retired in March 2018. There is now a new externally appointed 
interim Head of Midwifery in place for one year to provide strategic midwifery leadership. The 
role is midwifery focused only with no other divisional commitments included in the role and is 
providing visible clinical leadership in practice. This has been validated by the NHSI Maternity 
Improvement Advisor who has been supporting the Trust over recent months. The recruitment 
process for a substantive candidate will commence over the coming months. 

 There have been changes to the other triumvirate roles, within maternity services in that the 
previous Clinical Director has stepped down from post and two newly appointed speciality leads 
are now in place. In addition there is an Interim Associate Director. This new triumvirate 
arrangement has been key in setting a refreshed and visible approach to management and 
leadership across the service. 

 As part of the midwifery leadership the Chief Nurse has strongly advocated and supported the 
introduction and funding of a new Deputy Head of Midwifery role. This has been developed and 
approved in June 2018; which 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. This will go through a recruitment 
process over the coming months. 

 The new Delivery Suite Manager has started in April 2018 ensuring additional leadership capacity 
in the Delivery Suite as they are in a supernumerary role across the week. 

 There have been leadership changes in the Postnatal Ward that have come into effect in July 
2018. 

 The Chief Nurse commissioned a full Birthrate plus maternity staffing review; there are proposals 
to strengthen clinical midwifery leadership on the delivery suite 24/7 by converting band 6 posts 
to band 7 posts. These have been acknowledged and are currently being appointed into. 

1.2 Review of staffing levels and configuration of antenatal services within the acute setting 

 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. The full report is due to go to the Trust Board of Directors in August 2018.  

 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. 

 

 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 to meet the 
requirements of the National Better Births agenda and continuity of carer. 

 

 The morning Safety Huddle is embedded and attended by all the key areas in the 
department and is valued by the staff as a means of reviewing and addressing staffing 
shortfalls, concerns around safeguarding mothers and babies and any delays in care.  This 
links in daily to the multi-disciplinary clinical team review 
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 A review of care on the antenatal ward (Wheal Rose Ward) is in progress.  The review 
includes improving access to and expertise within the maternity triage to ensure women 
needing assessment for reduced fetal movements and pre term labour are seen without 
delay. 

 

 The guidelines for Induction of Labour are being reviewed to include a pathway for 
outpatient induction and to avoid delays in transfer of women in labour to the delivery suite.  
This is being led by the speciality lead and the ward managers for Wheal Rose.  

 
1.3 Staff deployment and Specialist Roles 

 There are 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   
  

1.4 Staff involvement in Change Management 

 There has been a significant change in how staff are engaged in change management within the 
service, whilst there is still work to do, progress has been made. 

 The approach to the work required in progressing the CQC section 29a requirements and Fresh 
Eyes Review has been different in terms of what the service has experienced previously. 
Leadership support and a critical friend approach working with and alongside the team has 
engaged the team in a more positive way to develop robust and sustainable actions for delivery 
as well as learning. The CQC in their recent visit felt the unit was different as staff were able to 
describe the issues in detail and what they had done to resolve the issues raised in a way they 
had not observed before. 

 As part of the staff engagement approach maternity was put forward to be one of the lead areas 
to test the Improvewell staff engagement / quality improvement application. This has been 
hugely successful in terms of giving some key staff a leadership opportunity to drive this and also 
engaging the wider maternity team in putting forward ideas for improvement and supporting 



5 
 

them to deliver this. To date Maternity is the biggest area in the Trust to use the application with 
135 staff creating accounts and 166 improvement ideas put forward with 61 ideas marked as 
complete and the rest are in progress.  

 

1.5 Improving continuous professional development 

 The unit whilst focused on the internal working requirements of the CQC section 29a 

requirements have also become more externally focused in terms of establishing maternity 

relationships both locally in the Southwest region but also at national events to prevent an 

insular approach to midwifery care. This has given exposure not only for the Clinical Matrons but 

also other members of the band 7 team in terms of their professional development. 

1.6 Community Midwifery Services 

 The community midwifery service is sustaining the requirements of the CQC section 29A 

requirements around emergency transfer, equipment and documentation in relation to 

homebirth risk assessment. 

 Progress for the delivery of the ‘Better Births’ agenda is underway and a number of pilot 

schemes are being drawn up to improve choice and continuity of care for local women.  This 

includes the provision of caseloading teams for vulnerable groups to improve outcomes.  

 Maternity ‘Hubs’ are being developed to provide a ‘one stop shop’ for women to access advice 

and clinical expertise.  

 With the Interim Head of Midwifery now in post and utilisation of the Local Maternity System 

money, there will be more clinical leadership visibility of the clinical matron in the service moving 

forward.  

1.7  Culture 
 

 The leadership changes have signalled a new beginning for the service in terms of culture 
 

 Visits from national visits from NHSI, NHSE have all commented that they feel a palpable 
difference when spending time with the staff out in practice  

 

 The service has undergone a cultural safety climate survey called SCORE through the South West 
Academic Science Network. The team is currently undergoing their debriefing phase which will 
lead to a bottom-up action planning approach. The service will repeat the SCORE survey 
approach again next year to seek whether improvements have been made to the core domains. 
 

 ‘Breakfast with the Chief Nurse’ has been introduced and the midwifery event has already taken 
place to ensure ‘face to face time/discussion’ at all levels and specialities. 
 

 A ‘bottom up’ approach to communication and staff engagement may be more time consuming 
but is absolutely the transparent and engaging approach the Board continues to support and 
actively promote. 
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2. Conclusion 
 

Work continues to address the cultural issues identified in the 2016 review. Key leadership changes in the 
last 6 months and a different approach to engaging staff in relation to the Care Quality Commission 
requirements have accelerated progress in terms of staff engagement and delivery which is noticeable to 
external visitors both internal to the trust and external to the Trust.  

 
Repeating the SCORE safety climate survey and staff survey at the later part of the year should also 
provide hard qualitative evidence that staff experience has improved. The committee is asked to note the 
progress made.   


