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LONDON DEVELOPMENT CENTRE: COMMISSIONING IMPROVEMENT PROJECT


COMMISSIONING LONDON’S MATERNITY SERVICES:
CIP EVENT 26 MARCH 2009
POLICY UPDATE & GUIDANCE LAUNCH
SUMMARY REPORT, AND PRESENTATIONS

This half-day event, organised by LDC’s CIP team, was attended by 70 delegates from health economies and agencies across London, including commissioners, practitioners, service-users and policy-makers. It was chaired by Andrew Turnbull, Programme director, Children and Families LDC. 

The aims of the event were to:

· update participants on policy and practice developments led by the Department of Health (DH), NHS London (NHSL), the Maternity Service Improvement Board (MSIB) and Healthcare for London (HfL)
· launch guidance developed by CIP in collaboration with stakeholders on 1) achieving 1:1 midwife care in established labour, and 2) the ‘social’ content of the full Health and Social Needs Assessment, and
· hear from two health economies about their audits of women’s views of 1:1 care, and
· share good practice.
Andrew Turnbull welcomed delegates, and said that during the event we would be looking back over the past 18 months and what had been achieved by London in that time. We would also be looking to the future: to developments in the tariff, in maternity networks and other HfL workstreams, and to suggestions for future CIP projects.
MSIB UPDATE
Merryl Wallace (Programme Manager MSIB, NHSL) started her presentation from the point at which the (then) Healthcare Commission published the results of their review of maternity services in England
. 
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NHSL’s response to comparatively poor results for London included monitoring Action Plans by the least-well performing Trusts, reviewing demand and capacity, supporting the CIP projects and establishing the Maternity Services Improvement Board. In the immediate term, delivering Maternity Matters by December 2009 must be the top priority for PCTs, in collaboration with their health and social care communities. Finally, London’s maternity service of the future was already under development through the clinically-led, multi-agency Workstream Groups established by HfL.
CIP GUIDANCE LAUNCH
On behalf of the CIP team, Diana Robbins introduced the CIP guidance relating to 1:1 care in established labour, and the ‘social’ element in the full Health and Social Care Needs Assessment at the 12 week appointment.

Both sets of guidance have been posted on the CIP website at: http://www.londondevelopmentcentre.org/children-families-and-maternity/children-young-people-and-families-programme.aspx
She said that neither document was in any sense an ‘invention’ by the CIP team. Both reflected a sustained process of meeting with, listening to and recording the views policy-makers and practitioners and – through them – the views of women using their services.

THE VIEWS OF WOMEN

Two joint presentations followed, dealing with qualitative audits already undertaken at Newham University Hospital Trust, and Chelsea & Westminster Hospital. 
Fiona Laird (Modernisation Manager, Newham PCT) spoke on behalf of herself, and Diane Jones (Head of Midwifery & Supervisor of Midwives NUHT) who had been unable to attend.
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Fiona explained the background to and methodology for the audit they were undertaking. They wanted to hear views of women giving birth at NUHT on the care they received in established labour, and whether it actually amounted to ‘1:1’. A project manager/midwife was employed by the PCT to collect data from a random sample of health records, and from interviews with the corresponding sample of women at the bedside. Results so far were positive, with 75% of respondents experiencing their care as 1:1, while care notes recorded 1:1 care in 84% of these cases. The audit would be refined, and continued.
The audit at Chelsea and Westminster NHS Foundation Trust was presented by Vivian Bell (Head of Midwifery) and Bernhard Credé (Acute Commissioning Manager, NHS Kensington and Chelsea). 
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Vivien explained that the audit was designed to monitor developments following significant investment by the Trust and the PCT in achieving the 1:1 standard. A qualitative tool mirroring the HCC review questions had been developed, and – despite a slow start – the audit had produced very positive results – with up to 96% of women experiencing their care as ‘1:1’. Other very useful data had been collected, and the audit had the spin-off benefit of raising awareness of the standard among staff. It would be continued.
Bernhard presented the commissioning perspective. It would be wrong to imply that there was a simple equation, such as ‘more funding = achieving 1:1’. Real life was messier than that: arguing for funding and translating it into improved service provision involved overcoming a number of barriers. Monitoring of the kind undertaken at Chelsea and Westminster, which demonstrated value for money and improving outcomes, was a crucial element in securing support for change.
NB: An account of a third audit – conducted at West Middlesex University Hospital NHS Trust – was also circulated to participants. This was based on data-collection from hospital notes, by the Maternity Coordinator. The intention is to supplement this by an audit of women’s perceptions of the care they receive.
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In discussion, it was agreed that it is possible to measure progress in this area at relatively low cost; and, although no one tool might be perfect on its own, a combination of paper- and interview-based audits, could provide valuable data about satisfaction and safety which in turn were powerful levers for change.

NETWORKING SESSION
During the break, participants had the opportunity to view and discuss: 
· poster displays of the ‘12-week’ process-mapping work undertaken by three health economies in 2008
· information about the Maternity Helpline developed and used in Hackney

· documents developed by the Perinatal Institute, relating in particular to the full assessment at 12 weeks, and

· other documentation relating to 1:1 audits, and CIP’s work in 2008/9.

PAYMENT BY RESULTS
Paul Griffiths (PbR Development Team, DH) began by outlining the basic principles of PbR, before moving on to talk about the impact and limitations of the recently launched HRG4 in relation to maternity services.
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Paul concluded by asking for participants’ views on two specific issues:

1. Does HRG4 deal adequately with hospital antenatal activity not relating to a delivery event (formerly N12 activity)?
2. Is the tariff for normal delivery without complications too low?
Finally, he asked whether any colleagues present would be interested in working with DH to improve the ‘fit’ of PbR with the reality of maternity service provision.
In discussion, participants raised the following points:

· HRG4 should take account of additional costs in areas of high deprivation

· the current Tariff provided no incentives to promote home-births, or provide much-needed services in the community

· PbR and Government policy towards maternity services were not yet correctly aligned.
Paul welcomed the comments from the floor, and said that a first step would be to establish development sites where systems could be trialled on real local data. It was agreed that:

· a pan-London approach would be useful

· CIP might be able to coordinate work on this in the first half of 2009/10

· participants willing to continue to work on these issues in their locality should contact Debbie Graham after the meeting.

MATERNITY NETWORKS
The session on the potential functions of networks in improving maternity services in London was opened by Zoe Penn (Consultant Obstetrician, Chelsea & Westminster; Clinical Lead HfL Networks Group). She said that discussion of networks was at an early stage, and asked participants to consider whether London’s problems would be best solved by them: would they be able to ‘float strategically’ above existing, rigid structures, and keep the momentum of service improvement going?
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David Law (Project Manager HfL) defined a typology of networks, based on an extensive review of literature
. His view was that different kinds of network could serve different, useful purposes in supporting service improvement. The crucial factors were:

· clarity about the overall purpose of the network
· clear accountability structures and governance arrangements
· an inclusive approach to membership

· common targets and/or joint financing 

· well-funded coordination by someone with the right skills and training.
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Following the presentation, participants discussed a series of questions about networks. These, together with a brief summary of the discussion, are attached as Annex A.

CONCLUSION

Andrew Turnbull thanked participants, and said that feedback from the floor had sounded a note of caution about the development of networks London-wide. In general, people had felt that more work was needed to demonstrate the benefits which networks might bring to the quality agenda in London. Collaboration and joint work were clearly needed, but formal networks were felt to be more problematical.

Meanwhile, clear priorities had been suggested for CIP’s future work. Firstly, there was a demand for a pan-London audit of 1:1 midwife care in established labour, which CIP might usefully coordinate. Secondly, work on PbR might be taken forward with stakeholders and DH, using the kind of methodology developed by CIP over the past 18 months. Both proposals would be discussed further with CIP’s sponsors – NHSL, and PCTs represented by Melanie Walker.
ANNEX A: MATERNITY NETWORKS
1. Delegates spent the final, brief session of the event working in groups on the questions on networks supplied by NHSL and HfL (see above). Groups appointed rapporteurs, and the remainder of this section is based on their notes, and some feedback at the end of the session.

2. It was agreed that there was a continuing need for pan-London networking, and that the MSIB had begun to take this role. Key current functions for networking at this level included:

· ensuring equitable provision across the capital

· developing an effective IT framework, and

· managing ‘mergers’ from the strategic overview.

3. Several groups looked at what managerial/hierarchical networks at sector level might offer London’s maternity services. Analogous experience from the US was described, which demonstrated the  network’s power to negotiate, and get things done locally and nationally. Possible functions and benefits of such networks were suggested:

· explore and manage care pathways. This might include improving the clarity of pathways; developing shared guidelines; focusing on developing pathways for specific at-risk groups or groups with particular cultural needs; and ensuring continuity of care - for women and midwives
· coordinate funding, so that it follows the pathway
· ‘raise the voice of women’ – by developing sectoral means of involving, consulting and representing local women’s views; and by setting their perinatal health in a wider public health and social care context
· develop social marketing capacity at sector level, to promote healthy lifestyles for families
· provide good-quality, sector-wide data for developing PbR, including the lifecycle cost of patchy provision; and 
· get the attention of funders
· develop links with existing sector-wide groups – such as acute commissioning, and build on their experience
· raise the skills of commissioners, through peer learning, and access to sector –wide data for commissioning
· sector-wide commissioning – for high-risk groups requiring specialist care; to ‘even out’ unequal bed capacity across the region; to support home birth, and choice, and equality and diversity
· standardise communication – with and between commissioners and providers
· keep maternity services high on the local agenda.
4. Networks like these required shared guidelines, protocols and governance. They should be adequately resourced.
5. Few delegates took the view that the functions outlined above could only performed by sector-wide networks: the key issue is collaboration. Some believed that MSLCs could and should be developed to the point where they took on more of them. Development issues included how far MSLCs are or could be truly representative, and their capacity to reach every part of the community. A wider role for them would require much clearer definition of their aims.
� Towards Better Births, HCC Jan. 2008: � HYPERLINK "http://www.cqc.org.uk/publications.cfm?fde_id=625" ��http://www.cqc.org.uk/publications.cfm?fde_id=625�





� The bibliography developed in the course of this review will be posted on the HfL website.
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One to One Care in Labour

Fiona Laird NPCT

Diane Jones NUHT

26th March 2009







Our Audit of 121

		In it’s 4th Week

		3 month duration

		Data collected and entered onto database from 64 women so far

		Women represent 24 different countries so far



















            Our Audit of 121 Care

        How we carry it out

		 NPCT Maternity Project Manager visits NUHT weekly



		 NUHT has two postnatal wards, one for high risk and one for low risk women.



 

		Ten sets of health records of current women are randomly chosen from each ward 



		 The selected women are then interviewed at the bedside after verbal consent is gained



		 Information is then gathered from the corresponding health records



 

		 Advocacy services are used for those women that do not speak English

		









                          Data collected          				from clinical notes

		Hospital Number

		Date of Birth

		Country of Origin

		Read, write or speak English?

		Religion

		Marital Status

		Support person(s) in labour?

		Parity

		Gestation

		Any medical condition? i.e diabetes

		Previous Obstetric History

		Time established labour (from 3-4cm) commenced

		Type of labour High/Low Risk

		Length of Labour



		Type of pain relief?

		Number of named midwives involved in care

		Number of midwives involved in providing care other than named midwife

		Number of doctors involved in care

		Reason for involvement

		Date of delivery

		Time of delivery

		Type of delivery

		Apgar scores

		Neonatal problem                                          

		Any relevant documentation in notes regarding staffing:











Data collected from women

1. Did you feel supported by the midwives during your labour and delivery?

2. Did you feel that you had a specific named midwife that was looking after you?       

3.  Did the midwife/ midwives introduce themselves to you?

4, Did the doctor/doctors introduce themselves to you?

5.  Did you feel the midwife communicated effectively with you?

6.Did you feel the doctors communicated effectively with you?

7.  Did the midwife leave you alone for long periods of time in your labour when you did not want to be?

8. Were you given an explanation if the midwife had to leave your room during your labour ? 

9. Did the midwife explain how to summon assistance, if you were left alone? Yes/No

10. What is your overall view of the care you received while on the labour ward?

Excellent/ Good/ Fair/ Poor

11. If you were to have another baby would you have it at Newham hospital? Yes/No

12. Would you recommend Newham to a relative or friend? Yes/No











Mistakes

		Only had 3 options for answer – now changed to four

		Forgot to include apgar score of babies, and baby complications!

		Probably more we haven't discovered yet! 













Our definition of 121 care in labour for audit

		121 from case notes



		121 from woman's perspective 



		Labour defined as 3-4 cm clinically dependent



		Commencement of syntocinon
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More to come….









		For more information contact fiona.laird@newhampct.nhs.uk diane.jones@newhamhealth.nhs.uk



Thank you
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		Audit on one to one care in labour for the month of January 2009
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Definition of 1:1 care in labour

		Midwife caring for just one women in labour in established labour

		Established labour defined from 4 cm’s contracting regularly









Data collection

		Midwifery Coordinator completed the audit data sheet at the end of every shift, so their perception achievement of 1:1 care in labour.

		Data also checked with CMIS data on 1:1 care in labour









National targets on 1:1 care in labour

		Research found 1:1 midwifery care in labour increased normal delivery rate, reduced C/s rate and need for an epidural and increased maternal satisfaction.



		SHA now using this as a quality care indicator and will as of April 2009 be asking for these figures to be submitted to the SHA..



		Also helps with midwifery recruitment and retention, as well as reducing complaints and increasing maternal satisfaction in labour so impacts on HCC report.



















































1:1 care in labour in birth centre









Total % of women receiving 1:1 care in labour
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1:1 care in labour birth centre









Findings

		98% received 1:1 care in labour

		100% of women in the birth centre received 1:1 care in labour

		There was a correlation between the times when 1:1 care was not achieved and there not been a full establishment of support staff.

		There was also a correlation of when 1:1 was not achieved to there been a high number of women on D/s not in labour but requiring 1:1 care i.e. HDU, ELC/s, pregnancy loss ect. 









Recommendations

		To audit the women's perception of whether they feel they received 1:1 care in labour, ? Use users of the service to collect this information.

		Increase maternity support staff to support midwives to provide 1:1 care in labour.

		Develop a OHDU team to care for the HDU women.

		Consider women who laboured on A/n ward and Triage did they truly receive 1:1 care in labour
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Healthcare for London – maternity project - networks

Zoe Penn
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Our goal

To design high quality, sustainable, flexible maternity services to account of London’s needs and diversity, based on national and international best practice, providing choice, quality outcomes, and a high quality experience for women and their families
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The Maternity Project’s progress



	Workstream groups 

		Needs Assessment

		User Involvement

		Care Pathways

		Models of Care (commence April)

		Networks

		Workforce







Care Pathway



Models of Care



Managed Networks



Workforce
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Background to maternity network development

		Both the NSF for Children, Young People, and Maternity Services and Maternity Matters: Choice, access and continuity of care in a safe service make explicit references to the role of maternity networks in shaping future services

		On 12th June 2008, London’s JCPCT made a specific recommendation that further work be undertaken by Healthcare for London in respect of maternity services on managed networks of care, their size and configuration, and their possible impact on safety and safe transfers. 

		Networks work stream set up as part of Healthcare for London’s maternity project to take forward the JCPCT’s recommendation.
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Work stream objective and focus of work

Objective:

	Explore the benefits and scope models of managed networks of care, and their role in supporting improved quality outcomes. 



Focus of work:

Understand current development of networks

Utilise existing literature on successful networks 

Outline a vision for networks

Develop proposal for network development across London

Develop and test proposal

Outline work plan for networks and process for ongoing development
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Deliverables & milestones

Deliverables:

	Enable the development of maternity network(s) to provide long term strategic planning and commissioning of services, within a clinically led and co-ordinated structure, aligned to neo-natal and paediatric services, including:

guidance on governance arrangements for managed networks 

ongoing development and evolution of networks 



Key milestones:

Develop guidance for setting up networks and establish network management structure by June 2009

Shadow networks established by September 2009

Evaluate success – initial assessment March 2010, full assessment Sept 2010
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Key challenges to implementation of networks

		Capability and capacity to manage networks

		Funding to develop and maintain networks

		Competitive versus collaborative working

		Ensuring benefits are achieved

		Gaining buy-in across London and across all professional groups
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Work to date

		Networks working group set up with midwife, obstetrician and commissioner representation from each London sector

		Links with other managed networks established to learn from their experiences

		Linked in with Healthcare for London’s work on developing a framework for networks

		Discussion document developed outlining different options for purpose & benefits, partners and configuration of networks







*









Networks working group (1)

		First meeting held 25th March 2009





Main discussion:

		Need to agree first which issues maternity networks could address

		Then consider whether these issues could be addressed through different routes

		If yes  no benefits in setting up networks
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Networks working group (2)

Main issues considered during discussions:

		Share learning and best practice



		- Standardisation of care

		- Delivery of central policy

		- Inequalities in outcomes and access

		- Capacity planning

		- User involvement and information

		Performance management
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Networks working group (2)

Key outcomes:

		Need to explore further which issues maternity network(s) in London could and should address 

		No decision made as yet on whether maternity networks are needed

		Option to consider: commissioner-provider collaboration vehicle to drive service improvement and provision, possibly connected to the new acute commissioning sector groups
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Questions for discussion (1)

		Which issues that cannot be addressed through another route, should be addressed by maternity networks?

		Would these issues be better addressed through (smaller) taskforces, focus groups or peer-to-peer work?

		What type of network would be best to achieve this?







*









Questions for discussion (2)

Option to consider: commissioner-provider collaboration vehicle to drive service improvement and provision, possibly connected to the new acute commissioning sector groups



		What specific outcomes would this network aim to achieve?

		Is there another way to drive service improvement and provision?

		How would the commissioner-provider collaboration connect to the new acute commissioning sector groups?
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Clinical Networks  

Lessons from the Literature
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Why the interest?

		Proposal to develop networks following Local Hospital report



		Wider use of networks across the country



		Development of networks in paediatrics and maternity
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Types of Network

		The literature identifies three main types of network:



		Enclave networks have flat internal structure with no central authority

		 Hierarchical networks have an organisational core and authority to regulate the work of members via joint provision, inspection and/or accreditation

		 Individualistic networks are those in which an individual or organisation develops a loose association of affiliates





Enclave networks are based on shared commitment and focus on enabling information and ideas to be shared among professionals with a common interest.

Hierarchical networks are most successful in coordinating and controlling a pre-defined task that involves complex division of labour.

Individualistic networks are often based on the procurement of a network of service providers through the negotiation of contracts.  Individualistic networks are highly responsive to change and are most successful for exploring innovations and flexible working practices.

The maternity networks may be most like the enclave networks initially, based on sharing good practice and learning.  They may develop into other forms of network, depending on how both commissioners and Trusts believe they can  best develop maternity services
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Characteristics of Enclave Networks

		A close-knit group with a high level of social cohesion

		High level of internal equality between members, less with outsiders

		Little aptitude to accept central or mandated  authority.

		Shared commitment, trust, egalitarianism

		Creates bottom-up legitimacy and trust between individuals, organisations

		Promotes sharing of information, ideas, strategies and new ways of working

		May fail when motivation of members is exhausted or schisms occur

		Can be unstable due to lack of resources

		Need to be professionally led in a facilitative manner







Largely based around professional practice with low levels of authority

Loose organisationally and people may opt out of them if they disagree – no ability to bind members to decisions

Can be very energetic and focus people on quality of care

Tend not be to properly resourced

*









Characteristics of Hierarchical Networks

		Often controlled by steering groups and via direct authorities that may undertake inspection and accreditation.

		Sustained by clear rules and roles, commonly shared values; members accept joint working agreements/ protocols

		Successful in controlling and co-ordinating a pre-defined task such as quality improvements.

		Co-ordinating function has the potential to clarify complex divisions of labour.

		Over-regulation and over-bureaucratic procedures may limit scope for innovation and demotivate members.

		Members may lack trust in the regulating authority Network may not appear to provide proportional benefits to all members.







Maternity could move towards hierarchical type of network if want to have more structure – commissioners may seek this as a way of ensuring effective links between services where appropriate.

Characteristics of hierarchical networks described here.

Are more structured and focused and do have authority but can disengage members if over- bureaucratic
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Characteristics of Individualistic Networks

		Based more on bi-lateral relationships 

		Central control of access to, and distribution of, information and resources.

		Tend to be innovative, flexible and responsive to change.

		High level of transaction costs, conflict and competition between agencies can restrict joint working.





Other form of relationship that maternity services might consider is a smaller network – these are usually focused on a specific purpose and based on an association between two and sometimes more organisations.

These offer greater flexibility, but will have higher transaction costs because of the smaller number of players

Interests of one organisation may predominate and cause conflict
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What might work in maternity?

		Depends on purpose



		If to share learning and good practice an ‘enclave’ network would suit



		If to manage pathways with different functions in different units ‘hierarchical’ networks would suit



		Advocated by NSF – commissioners encouraged to commission from managed clinical networks
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Greater Toronto Area Child Health Network 

		“a unique collaboration of hospital and community providers committed to establishing a more coordinated system of health care delivery for mothers, newborns, children and youth.”



		“Members of the Network work collaboratively to share knowledge and coordinate services throughout the region with a focus on strengthening access to quality care and enhancing continuity and consistency of care across the region.”



		 ”Collectively, Network members have the critical mass required to bring about significant change that would be difficult for any single organization to achieve”



		Have developed common standards and practice across 18 organisations
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Issues for Networks

		Literature identifies the following needs:

		Clear mission statements and rules of engagement 



		Inclusive of individuals and agencies who will gain benefit from and contribute to the network



		Common targets and/or joint financing 



		An individual who will ensure partners engage with each other and have good relationships



		Coordination needs to be financed and well-organised



		Managers given time to develop the skills of network management





List is a long one – lot of focus on the relationships between parties to the network, and the effort that needs to go in to maintaining the relationships.

The skills of the network leaders/managers to the network are emphasised and need to be strongly positioned at the heart of its working arrangements.  Time and resource needs to be given to managing the network. SHA is proposing to run a programme to support network leadership across London

The focus on patients is also emphasised as this can drive clinical practice.  The importance of evidence-based practice also comes across strongly in the literature.  
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Payment by Results - Intro



Paul Griffiths 

PbR Senior Policy Development Manager

Department of Health 













Payment by Results (PbR) and maternity services - An overview



		What is PbR?

		Why have PbR?

		How does PbR work?

		Where are we now?

		What will we do in the future?

		My views on emerging issues for maternity services and PbR 09/10















What is PbR?

		Way of funding NHS activity introduced in 2003/04

		At its simplest, PbR is just a list of prices:

		Price x Activity = Providers’ (e.g. hospitals) income

		Replaces block contracts based on historic costs







		















Why have PbR?

		Increase efficiency e.g. reduce length of stay in hospital

		Focus on quality by removing price competition

		Create an open and transparent system

		Improves productivity, helping to reduce waiting lists

		Support Patient Choice

		Following international best practice





Peter to present



Having a set price encourages efficiency as trust that can do procedures cheaper than the set price can keep the difference. 

No competition on price means that competition should occur in terms of quality.

Much more open and transparent than previous block contracts – clearer what you are being paid for.

Initial impetus for PbR was to tackle waiting lists – if you do a procedure you could get paid so stimulus to increase productivity and supply.

Same price facilitates patients choosing between different providers.

America introduced a PbR type system in 1980s and now many countries using one e.g. Japan and Singapore.  Malaysia developing one.









How Does PbR Work? (1) – Building Blocks 



	PbR is dependent on data, specifically the data for the “three Cs”:



		Classification: A system of codes is used to record clinical diagnoses and procedures in a standardised way.



		Currency: Codes are grouped together on the basis of clinical and financial similarity to provide standard units for payment, known as Healthcare Resource Groups (HRGs)



		Costing: A standard national price is allocated to the HRGs on the basis of the reported cost of provision across the acute sector.















How Does PbR Work? (2) - Costing

		We collect annual reference costs from the NHS for each HRG, creating an average cost;



		These are then used to calculate the tariff (national price) paid for each HRG;



		There is a three year time lag – 2009/10 tariff based on 2006/07 reference costs;



		So tariff inflated to take account of 3 years of pay and price increases;



		It is important that accurate “fully absorbed” costs are returned during the reference cost exercise, to ensure tariff reflects the true sustainable price.















How does PBR work? (3)

What makes up the reference costs for each HRG?





Reported Costs

Drugs

Cost of building

Consumables e.g. hospital food

Medical Equipment

Diagnostics

Staff

CNST



Reference cost returns cover £39 billion of expenditure.









Where are we now? 

HRG4

Roll out of HRG4 for 09/10, with increased granularity to start reflecting the true cost of health care

		In terms of maternity services, the differences between HRGv3.5 and 4 are:

		Neonates removed from Chapter N and now transferred into chapter P – Diseases of Childhood;

		Paediatric Age Splits have been applied to 14 of the HRGs based upon age less than 19 years – this is consistent across PbR to identify activity relating to children and adults;
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Where are we now?

Increased number of non-delivery HRGs to accommodate the number of contacts of observation, investigation not directly related to the delivery – also  to replace the old N12;

Outpatient clinics where midwives are responsible now have a tariff (TFC 501 & 560)

Home births continue to be costed the same as a normal delivery, with or without complications;

Introduction of a non-mandatory tariff for non-face-to-face consultations e.g. telephone follow-ups (£26)

More work needs to be done!







Where are we now?

Tariff increases 09/10

		To reflect changes to pay rates, quality and reform requirements and efficiency requirements the tariff has been increased across the board by 1.7%





		An extra 7% or £20m has been added to the obstetrics outpatient tariff to support the Maternity Matters aim of reducing late bookings in antenatal care



		The 1.7% uplift includes an amount (£100m) in respect of increased CNST payments.  A further £216m (7.9%) has been added to the prices of individual tariffs. 









HRG 3.6 v HRG 4 – Implications for maternity services

N12 –Delivery HRGs

Revised Maternity Delivery  HRGs [09/10](HRG4)

		HRGs		HRG Label		2008/09 Tariff		2007/08
Tariff		Percentage increase		Real-terms percentage Increase+

		N06		Normal Delivery w cc		996*		900*		10.7%		8.4%

		N07		Normal Delivery w/o cc		996*		900*		10.7%		8.4%

		N08		Assisted Delivery w cc		2,029		1746		16.2%		13.9%

		N09		Assisted Delivery w/o cc		1,422		1205		18%		15.7%

		N10		Caesarean Section w cc		3,077		2746		12.1%		9.8%

		N11		Caesarean Section w/o cc		2,198		1986		10.7%		8.4%



		HRG Code		HRG Label		2009/10 Tariff (Including CNST)		Percentage increases+

		NZ01A		Normal delivery 19 years and over with CC		1,881 		89%

		NZ01B		Normal delivery 19 years and over without CC		1,174 		18%

		NZ01C		Normal delivery 18 years and under with CC		1,921 		92%

		NZ01D		Normal delivery 18 years and under without CC		1,177 		18%

		NZ02A		Assisted delivery with CC		2,288 		13%

		NZ02B		Assisted delivery without CC		1,728 		21%

		NZ03A		Caesarean Section 19 years and over		2,579 		17%

		NZ03B		Caesarean Section 18 years and under		2,654 		21%

		NZ03C		Caesarean Section with complications		3,626 		18%







































































HRG 3.6 v HRG 4 – Implications for maternity services –Development of Non-Delivery HRGs

N12 –non Delivery HRGs

HRG4 –non Delivery HRGs

		HRG Code		HRG Label		2009/10 Tariff (Including CNST)

		NZ04B		Clinical contact for observation (ante- or post-natal) 18 years and under		499 

		NZ05A		Clinical contact with investigation (ante- or post-natal) 19 years and over		708 

		NZ05B		Clinical contact with investigation (ante- or post-natal) 18 years and under		708 

		NZ06Z		Clinical contact with full investigation (ante- or post-natal)		731 

		NZ07A		Admission for observation only 19 years and over		798 

		NZ07B		Admission for observation only 18 years and under		798 

		NZ08A		Admission with investigation 19 years and over		1,040 

		NZ08B		Admission with investigation 18 years or under		1,040 

		NZ09Z		Admission with full investigation		1,450 



		HRGs		HRG Label		2008/09 Tariff		2007/08
Tariff		Percentage increase		Real-terms percentage Increase+

		N12		Antenatal Admissions not Related to Delivery Event		
541		
473		14.4%		


12.1%



























































What will we do in the Future?

		Undertake an impact assessment of the application of HRG4 to maternity to ascertain if it addresses the N12 issue and identify a way forward;



		Work with colleagues to identify a sustainable solution for antenatal screening;



		Scope potential work for bringing increasing elements of post-natal care within the scope of PbR;



		Commissioning for Quality and Innovation (CQUIN) Scheme to introduce outcomes element to payment as part of contracts;



		Update the Maternity Services and Simple Guide in conjunction with the RCM for publication in line with the new financial year.















My views on the emerging issues for maternity services and PbR 09/10



		Anecdotal evidence to suggest that HRG4 does not address N12 i.e. short outpatient appointments – we want your views and any modelling on this?



		Tariff for normal delivery without complications is too low – what is your view?



		Any colleagues interested in working with us to take forward the ante-natal or post natal work?









Any Questions
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1-1 Midwifery Care in Labour

Vivien Bell

Head of Midwifery

Chelsea & Westminster Hospital
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1-1 Care in Labour





		Significant investment from Trust & PCT

		Increased staffing levels

		Qualitative tool mirroring HCC questions
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Women’s 1:1Care in Labour Survey



		Started on 19th October 2008

		Survey comprised of 6 questions 

		Questions were to be asked by senior midwife prior to transfer of the woman and baby to the ward area

		 Elective caesarean sections taken out of survey
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		Women’s 1:1 Care in labour Survey

		Questions to be asked by labour ward senior midwife following the delivery prior to transfer to the postnatal ward

		Hospital number                                     Date of Delivery



1. Did you receive 1:1 care by a midwife while in established labour 

		Yes / No

		Comments if No



2. Did your midwife leave you alone for long periods of time while in labour

		Yes / No

		If yes – was the reason explained 

		Yes / No



3. Did the midwife explain to you how to summon assistance

		Yes / No



4. Do you feel you could have had more private time to yourself while in labour

		Yes / No



5. Do you feel you midwife communicated effectively with you?

		Yes / No



6. What is your overall view of the care you received while on the labour ward

		Excellent / Very Good / Fair / Poor



Please state if the midwife was caring for more than 1 woman while caring for this client
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1:1 care response to date





		Slow response initially

		Senior midwives not keen initially

		Questions ambiguous
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1:1 care received

		96% of women have said YES

		4% have stated no and gave the following reason

		‘On JB on my own’

		‘On JB in early labour then transferred fully’

		‘Cared for by lots of midwives’

		‘Midwife out of room frequently to care for another woman’
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Left alone for long periods





		3% said they were left alone for long periods

		Told they were in early labour while on JB or

		Midwife looking after another woman
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How to Summon assistance





		100% of women were informed how to summon assistance in the midwives absence
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More Private Time needed?





		6% of women felt they could have benefited from more private time alone
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Communication 





		100% of women said their midwives communicated with them effectively
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Overall view of care received

		96% rated their care as Excellent

		2% rated their care as fair

		2% rated their care as poor

		In the mothers comments these relate to 

		Care in early labour on JB and LW

		Unit staff shortage 

		Leading to midwives caring for more than 1 woman
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Recommendations

		Continue with survey

		Continue as this has raised staff awareness

		Qualitative data gained

		Quantitative data also required to review together 

		Quantitative tool devised

		Feedback to JB Matron

		Review all data together in 4 weeks
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1:1 Midwifery care in Labour

Commissioning Perspective



		Bernhard Credé

		Acute Commissioning manager

		NHS Kensington and Chelsea
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1:1 Midwifery care in labour

		Investment package agreed with ChelWest Oct 2008

		National Tariff

		Need for pump priming

		Process for Prioritisation

		Needs assessment

		Local and national priorities

		Health Care Commission

		Trust priorities including clinical input 
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Additional funding £1.2M

		Infant Feeding Midwife x1

		Lead Midwife for Mental Health x1

		Active Birth Teacher x1

		Discharge Coordinators x2

		Practice development midwives labour

		Additional 17.5 wte Band 6 midwives to support capacity and 1:1 care
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Messiness of life

Simple Model

		Funding  = 1:1 Care provided





Reality

		Ability to recruit staff varies

		Providing 1:1 care may impact on capacity to deliver antenatal and postnatal care

		Patient views vary and may change 

		Model of care within unit

		Multiple providers and PCTs within  health economy.
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1:1 Midwifery Care

		Value for money

		Need to link to improved outcomes

		Funding dependant on recruitment

		Monitoring of progress

		Recruitment Staff in post

		Patient views

		Impact on Other Targets

		Random vs Special Variation
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Maternity Services Improvement Programme Update





LDC Maternity Commissioning Event

Merryl Wallace Programme Manager  MSIP

26th March 2009

















Trust survey of activity during 2006/7 and survey of women who gave birth during February 2007



   significant variations in quality 





   London performed particularly poorly, especially on the survey of women 





   19 of the 27 providers rated as ‘least well’ performing were in London



THEN (2006/7) – HCC Review

















  Action Plans from least well performing trusts   monitored centrally

   Reviews of demand & capacity -  estate, births and workforce (including leadership development)

  CSIP/LDC work on Core Offer/service spec; 1:1 care and 12 week check

  Maternity Services Improvement Board

  Many trusts have introduced realtime patient experience tracking in maternity services

HCC Review – London Response













Maternity Services Improvement Board

Shortlife Board set up to oversee/advise on the Maternity Services Improvement programme. Membership includes



   Commissioners & Providers, 

   Obstetricians & Midwives, 

   Public Health & GPs, 

   Higher Education & workforce planners, 

   CSIP/LDC & HfL 





Several MSIB members (eg Chair and Deputy Chair) also sit on HfL Maternity groups







NOW (2009/10) – Maternity Matters





Maternity Matters must be delivered by December 2009. 



The Choice Guarantee is underpinned by quality standards



1:1 care 

12 week health & social care assessments





The women to whom this must apply will be accessing services shortly







Remaining HCC action plans to be completed during 2009/10







Maternity Matters – Choice Guarantee





Only 73% of London women remembered a choice in 2007 (compared to average of 81% & UQ of 88%)



NOTES



Contained in “Maternity matters: Choice, Access and Continuity of Care in a safe service”

Not in the operating framework for 08/09 ( refers to 09/10)



Again London has 6 out of worst 10 trusts on this indicator( mayday, BHRT, Newham, Barts & London, Imperial (St Marys) and Epsom & St Helier – only 43% of women at Mayday remembered having a choice)



We didn’t do well on the other 3 choice guarantee areas either









Maternity Matters & HCC review

    HCC review assessed maternity units against the standards of  0607 not those of  December 2009. 

    What ‘choice’ entails is specified in greater detail in   Maternity Matters

    The Choice guarantee is a PCT responsibility (HCC review was trust based)







NOW (2009/10) – Maternity Matters





Current estimates suggest minimum staffing levels of 1 midwife to 30 births will be needed





Only 5 London maternity units have a funded establishment of 1:30 or better 

11 Maternity units are at 1:35 or worse





Many units have midwives near retirement and/or rising birth numbers







The Future – Healthcare for London



	Workstream groups 

		Needs Assessment

		User Involvement

		Care Pathways

		Models of Care

		Networks

		Workforce
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