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1.
Introduction
1.1 The ‘Guy’s and St. Thomas’ One-to-One Caseload Project’ is a research project. Funding for the project is via a grant from the Guy’s and St Thomas’ Charity.  The New Services Innovation Fund supports projects that will enable health services across Lambeth and Southwark to enhance local services and which have the potential to benefit the NHS.

1.2 The project will implement and evaluate a community based caseload midwifery programme in Guy’s and St Thomas,’.  

1.3 The new caseload midwifery programme will be judged with reference to five questions:

· Does the intervention achieve research aims set?

· Under what circumstances does the intervention work?

· How does the intervention work?

· For whom did the intervention work?

· What are the costs and benefits of the intervention?

2.
Project Philosophy

Women and their families will receive continuity of care and carer that is safe and centred around individual needs.

The unique nature of each woman and her family situation is acknowledged.

We will promote informed choice and control in order that women will be empowered by their maternity care experience.

2.1 From this philosophy a working caseload model has been developed.  Within the model is included those features that evidence suggests are vital to achieving relational continuity.

2.2 When relational continuity is not achieved and care is fragmented higher levels of burnout have been shown.  This is partly due to low levels of job control, fragmented relationships with women and other health care professionals.  Retention of staff is poor in such circumstances.

2.3 However midwives with their own caseload do not seem to suffer in the same way.  This seems to be due to increased control over working life, higher levels of job satisfaction, greater levels of social and professional support within their group practice and being able to develop meaningful relationships with women due to the greater levels of personal continuity.

2.4 This project uses a conceptual definition (See figure 1) developed by Saultz (2003) and adapted to fit maternity services to define continuity.  
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2.5 It is anticipated and acknowledged that within the Guy’s and St Thomas’ working definition of ‘caseload’ some care episodes will require more input from core staff than others.  It is expected that caseload midwives will plan to be available to support women at elective lower segment caesarean section.  However it is not expected that they are available for whole induction episodes or all visits to the Antenatal Day Assessment Unit.  Responsibility for monitoring the interface between core and project midwives in these situations lies with Heather Berry (Clinical Project leader).
3.
The Guy’s and St Thomas’ Model for sustainable Caseload Midwifery


This caseload model has been developed to maximise relational continuity whilst supporting specific local midwifery employment issues relating to on-call availability.

Midwives having requested that they have recognised days off.  This feature has been significant in relation to the highly successful recruitment of midwives to caseload practice.  

3.1 The model is designed around the principles that midwives will:

· Know women and women will know midwives

· Develop relationships with these women

· Determine their own working patterns within a framework that ensures continuity

· Develop effective practice skills

· Balance work and home life appropriately

3.2 Features of the model will include:

· Community Based

· A named midwife for each women

· A group structure and philosophy supporting continuity of carer and care

· Caseload size of between 36-40 births

· Caseload from a geographical area as defined by postcode

· Antenatal Booking – choice of home booking

· Antenatal groups in the community

· Visit in labour at home for women who could then chose to birth at home

· Encouraging low risk women to actively consider home as a safe birth choice 

· Delay choice of place of birth for low risk women until labour visit at home

· 36 week birth talk at home for women and her care givers

· Postnatal support groups to include support for breast feeding

· Weekly group meetings for organisational matters and case reflection

· Rota to include on-call availability and days-off 

4.       The Group Practices involved in the Research and what is involved 

Three midwifery group practices are involved in this project: Kennington (Sure Start), Riverside and Deptford.  Each group has a community practice base.  Kennington (Sure Start) are located within a Sure Start Building.  Riverside have shared space within a Health Centre and Deptford are the sole users of a building designed for community midwifery.

Each group has access to a pool car containing a complete set of home birth equipment.

Each midwife has a set of home birth equipment and equipment for antenatal and postnatal work (Appendix 1).  

4.1Care will be provided according to NMC (Nursing and Midwifery Council) Rules and Code of Conduct for Midwives and existing unit Guidelines.

4.1.1Each group practice has a caseload size of 36 completed episodes per annum per midwife.  Each midwife will book 3 women a month.  Additional referrals are accepted if a pregnancy is lost or a women moves from the area.

4.1.2The number of bookings needed to achieve this level of completed episodes varies in each group practice e.g. Kennington (Sure Start) report booking numbers plus 17.5% due to population demographics but Deptford less than 1%.

4.1.3It is the role of each Midwifery Practice Leader (Band 7) to ensure that activity levels are monitored and maintained at the agreed level.  Regular review of the Terranova (Healthware) computerised statistics held for the individual group practices is necessary to ensure data is accurately attributed to each group.

4.1.4Referrals reach the practice from GP practices via the Antenatal Booking clerk based within St Thomas’ Hospital.  A small handful of women living local to the practices will self refer. As soon as contact has been established with a women she will be given details of the midwives mobile phone number.  When her named midwife is not on duty longitudinal continuity is achieved due to an effective ‘call-divert’ system. 

4.1.5Referrals will be discussed and allocated during the group practice meetings.  It is anticipated that these meetings take place weekly.  

4.1.6All midwives are expected to attend these meetings unless sick, on annual leave or providing labour care.  Those group practices who plan to have days off during the week must ensure that the opportunity to meet most weeks is integrated into the rota plan.  It is known that regular meetings have a positive effect on the group dynamics.

It is expected that meeting content will be a mix of organisational issues and case reflection.  

4.1.7Care is provided regardless of risk or where the women choose to give birth i.e. St Thomas’ Hospital (Birth Centre or Home from Home) or home.

4.1.8The group practices are supported by primary and secondary support services including: Mappim(Maternal and Perinatal Partnership in Mental health), Mozaic (Domestic Violence Project), Consultant Midwives and  the Thames Team of hospital based midwives who provide antenatal and intrapartum care for women with obstetric high risk pregnancies.

4.1.9The group practice profiles (as at 03.10.05) can be found in Appendix one.

4.2 Kennington (Sure Start) has been developed at the request of the pre-existing midwifery staff.  

4.2.1 The group work in pairs.  Each woman has a named midwife. The on-call availability is arranged between the pair of midwives.  One of the pair is available over night for one week then the other is available for the next.  Both can be available during week day time hours.

4.2.3 Days off are arranged between the pair.  They generally take alternate week-ends off. If one of the pair needs to take an evening or night off duty then they owe their partner that evening or night.

4.2.4 During busy periods or holiday time the group all support each other in practical ways by rearranging work.

4.2.5 Referrals are accepted from within part of the SE1 and the SE11 post code areas.

4.3.1 Riverside was created by a Midwifery Practice Leader (Agenda for Change –Afc- Band 7) who wanted to establish a group practice that achieved a high degree of relational continuity but offered each midwife designated days off in the working week.

4.3.2 The group work in pairs.  In any 5 day period each midwife will be available on-call for 3 or 4 twenty-four hour periods.  One or two days are designated as 7.5 hour working days and are usually planned to take place before days off.

4.3.3If one of the pair is not available then the group support the working partner by taking calls and providing care for women.  

4.3.4A chart is produced each month detailing which midwife is taking which diverted calls. Thus longitudinal continuity is achieved.  Care is taken to prevent overloading any one midwife. This chart is designed to help ensure that once off duty the midwife is able to ‘switch-off’. 

4.3.5Referrals are accepted from the SE16 post code area.

4.4.1Deptford midwives started working together at the beginning of 2005.  Since February 2005 significant staff changes have taken place.  

Although the group described themselves at that time as caseload midwives problems had developed as a result of no control over booking numbers.  

4.4.2Work has taken place to develop an improved understanding of what is required to made caseload midwifery work for women and midwives. 

4.4.3All women now book with a named midwife.  Control over booking numbers is maintained. Local arrangements have been made to provide care for women who can not be booked by the practice.

4.4.4It has been necessary to continue providing care to women already booked with the practice due to a lack of available traditional midwives. This will cease at the end of December 2005.

4.4.5From January 2006 the group plan to follow the same working pattern as Riverside. 

4.4.6Referrals are accepted from SE8, SE14 and SE4 post code areas. 

5. Recruiting Midwifery Staff 

In order to maintain, sustain and develop the three group practices suitable midwives needed to be recruited and now retained.  

Anecdotal evidence from experienced caseload group practice midwives would suggest that it should be anticipated that between one or two midwives will leave the practice each year.  Experience at Guy’s and St Thomas’ since February 2005 would support the accuracy of this view.  It is unclear at this stage of the project if this level of staff turn -over will be reduced.

5.1Since February 2005 Kennington and Deptford have seen significant staff changes.  Two Midwifery Practitioners (Band 6) leaving to start maternity leave and one Midwifery Practice Leader (Band 7) to return to her native country.  As staff are not obliged to give advanced notice of leaving dates other than that required in their contracts recruiting to vacant posts has in the past been delayed.  Commitment to sustaining the group practices has recently resulted in midwives offering informal but accurate information giving much longer notice of intention to leave.  This is proving invaluable in relation to forward planning.  

5.2The Group Practice profiles (appendix 2) demonstrate that with a pro-active approach recruitment to caseload posts can be achieved.

5.3 Increasingly student midwives locally and around the country are developing practice skills within midwifery models of continuity making it possible to appoint suitable candidates to caseload practice at the start of their careers. 

5.4Those staff who have joined the trust in late September and October are now on the unit orientation programme.

5.5 It is anticipated that all new starters will be appropriately orientated to caseload practice by January 2006.

5.6 Planning has taken place so that when midwives move on, as some inevitably will, replacements are available.

5.7 In the event that the orientation period and the leaving date of staff do not coincide working arrangements will be agreed with Mitra Bakhtiari (Lead Midwife Community/Postnatal Services) and Angela Ugen (Clinical Manager Community).

6. Orientation 

All midwives joining GSTT as caseload midwives have an orientation programme organised by the Practice Development Midwives (PDM) that has been modified specifically for the community.  The modifications relate specifically to the time spent in the various areas of the unit and the activities that will be completed during the community part of that orientation period.  Midwives are expected to detail with the P

’s any specific requirements.

6.1Those midwives joining the three project group practices access this programme.

6.2 Addition verbal and written information has been given to the new starters regarding the essential elements of the project and the model for caseload practice.

This information will be replicated on laminated sheets and located in the practice base and through out the Maternity Unit (Appendix 3).  Information relating to the project will ‘live’ in a lilac coloured A4 folder.

6.3 New starters will be partnered with more experienced caseload midwives.  Where it is known or anticipated that staff will be leaving the group practice arrangements have been made to ensure that where possible relational continuity can continue.   

7. Professional Development and preparation for Caseload practice

All midwives access the Guy’s and St Thomas’ Mandatory Training Days.  The skills drills all include an appropriate session relating to emergencies in the community e.g. PPH or Neonatal Resuscitation. 
7.1 A valid ‘Practice Development Self-Assessment Tool’ has been developed from an inventory produced in Australia  (Appendix 4).  

Each midwife involved in the project will be asked to return an anonymous copy.  When collated the information will help to further inform the Professional Development programme.

7.2 Two ‘Caseload Study Days’ have been arranged at King’s College University, London.  Unfortunately none of the group practice midwives booked on the first day it was therefore cancelled.  Reasons given for not attending included: didn’t think needed to go, had other things planned and didn’t know that it had been arranged.

7.3 Whilst it is accepted that midwives involved in the project may well feel that they have sufficient knowledge relating to issues known to improve the ‘success’ of caseload group practices the next day will be mandatory.  

7.4Feedback following the day will be assessed and a judgement made regarding this decision.

7.5 A Half-Day Workshop is being arranged for early December 2005.  Facilitators will be Nicky Leap and Pat Brodie internationally recognised midwifery experts in establishing and developing caseload group practices.

7.6 A preliminary planning meeting has taken place with the Link Tutor to consider additional workshop sessions aimed at further ‘rehearsing’ drills already undertaken on the mandatory study days.  

7.7 Midwives working at Guy’s and St Thomas’ who wish to be considered for Caseload Practice will be actively encouraged to identify personal practice development areas in advance of any caseload appointment.  Following discussion with Line managers and PDM’s they will be advised to allocate Study Days in order to developing skills in advance of transfer to community working.  A waiting list will be created.

8.
Team Building 
All three group practices will attend 2 team Building days.  These days have been organised and are facilitated by Jacqui Dunkley-bent Consultant Midwife and Job Share Head of Midwifery and Gynaecological Nursing (Appendix 3).

GLOSSARY OF TERMS AND ABBREVIATIONS

ACMI




Australian College of Midwives Incorporated

AFC




Agenda for Change

Band 6

Pay scale – approximately equivalent to F Grade 


Band 7




Pay scale – approximately equivalent to G Grade

GSTT




Guy’s and St Thomas’ NHS Foundation Trust

PPH




Postpartum haemorrhage 

WTE




Whole time equivalent – 37.5 hours per week 

Appendix 1





Managed Networks – Women’s Service Delivery Unit (SDU)

Caseload Community Equipment List 

(£20 allowance for bags and A-Z)

Mobile Phone with hands free

Laminated Phone list – enter all these on to your phone

Laminated DNA (Antenatal defaulters) procedure (July 2004)

Work Diary

A-Z Map

Appropriate parking permits

Torch 

Adult Pocket Mask

Waterproof Equipment bags 

Hand cleaning gel

Antenatal Equipment

Sphygmomanometer and cuff (plus large cuff)

Stethoscope

Urinalysis equipment

Sterile urine containers – suitable for routine test and MSU

Tape measure

Gestation wheel

BMI Chart-laminated

Pinards

Aqua Dopplex /plus gel and tissues

Non – sterile gloves

Sterile gloves

Swab/with culture medium

Speculum

Aqua gel

Disposable thermometers

Booking notes (with a pack of information)

A4 folder containing policy documents/guidelines (aid when doing home bookings)

Venepuncture equipment 

Blood bottles (don’t over stock remember if they can get overheated in summer you get strange results)

Sterets

Spot plasters

Cotton Wool

Tape (in case of plaster allergy)

Tourniquet

Blood forms

Sharps bin (suitable for community and safe in the home)

Postnatal Equipment

Neonatal Screening cards

Stamped/addressed envelopes ( internal post must not be used as it takes too long)

Lancets

Spot plasters

Cotton Wool

Suture removal blade

Cord clamp remover

Baby weighing scales – wipes to clean ‘hard scales’ and blue or white paper to line cloth scales

Drugs – not to be left in cars, check expiry dates note in diary well in advance so 

              that change should be done ever 2 months in any event 


   Reduce the risk of errors don’t store in the same box

Vitamin K – oral preparation

Syntometrine x 1ampoule

Ergometrine 500microgrammes x 1 ampoule

Syntocinon 10 units x 4 ampoule 

2ml syringes x 5

Green needles x 5
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Group Practice Profiles (03.10.05)

Group Practice 1: Kennington – (Sure Start)

Practice Base: 121-123 Lambeth Walk SE 11 6EE

Telephone: 0207 735 2385  

Fax: 0207 735 2510 

	Midwifery Practice Leaders (Band 7)
	Telephone Number
	Additional Information

	1 wte (Sure start post)
	mobile
	Do not hold caseload

	1wte (Sure start post)
	mobile
	Do not hold caseload

	Midwifery Practitioners

(Band 6)


	
	

	1 wte
	mobile
	

	1 wte
	mobile
	

	1 wte  
	mobile
	

	1 wte
	mobile
	

	1 wte
	mobile
	​Transfer from trust Traditional Midwifery 03/10/05

	1 wte
	mobile
	03/10/05 Starts with Trust awaiting pin (starting career)


Link Obstetric Consultant: Dr S. Bewley (Guy’s and St Thomas’ NHS Foundation Trust)

Senior Midwifery Link to Supervisor of Midwives: Heather Berry (Guy’s and St Thomas’ NHS Foundation Trust)

Link Midwifery Tutor: Toni Barber (King’s College London, University of London)
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Group Practice 2: Riverside 

Practice Base: John Dixon Health Centre, 6-8 Drummond Road SE16 4BU 
Telephone: 020 7237 5006

Fax: 020 7394 7128
	Midwifery Practice Leaders (Band 7)
	Telephone Number
	Additional Information

	1 wte 


	Mobile
	Holds caseload

	Midwifery Practitioners

(Band 6)


	
	

	1 wte
	mobile
	

	1 wte
	mobile
	transfer to hospital 23/10/05 prior to leaving for travel

	1 wte


	mobile
	

	1 wte


	mobile
	

	1 wte
	mobile
	

	1 wte
	mobile
	03/10/05 starts with Trust awaiting Pin (starting career)

	 1 wte
	mobile
	19/9/05 started with Trust awaiting Pin (starting career)

	1 wte
	mobile
	10/10/05 starts with Trust awaiting Pin (starting career)




Link Obstetric Consultant: Dr K. Kunde (Guy’s and St Thomas’ NHS Foundation Trust)

Senior Midwifery Link to Supervisor of Midwives: Heather Berry (Guy’s and St Thomas’ NHS Foundation Trust)

Link Midwifery Tutor: Toni Barber (King’s College London, University of London)
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Group Practice 3: Deptford 

Practice Base: Deptford Market Women’s and Children’s Centre, 7 Giffin Street, Deptford SE8 4RW 
Telephone: 020 8694 3100 

Fax: 020 8694 3101 
	Midwifery practice leaders (Band 7)
	Telephone Number
	Additional Information

	1 wte
	mobile
	Holds caseload

	Midwifery Practitioners

(Band 6)


	
	

	1 wte
	mobile
	

	1 wte   
	mobile
	

	1 wte
	mobile
	

	1 wte
	mobile
	

	1 wte
	mobile
	13/09/05 started with Trust awaiting pin (Return to Practice)

	1 wte
	mobile
	10/10/05 starting with Trust waiting Pin (starting career)

	1 wte
	mobile
	03/10/05 started with the Trust


Link Obstetric Consultant: Dr K. Kunde (Guy’s and St Thomas’ NHS Foundation Trust)

Senior Midwifery Link to Supervisor of Midwives: Heather Berry (Guy’s and St Thomas’ NHS Foundation Trust)

Link Midwifery Tutor: Toni Barber (King’s College London, University of London)
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The Guy’s and St Thomas’ One-to-One

CASELOAD MIDWIFERY PROJECT

The ‘Guy’s and St Thomas’ One-to-One Caseload Midwifery Project’ is a research project. 

Funding for the project is via a grant from the Guy’s and St Thomas’ Charity.  The New Services Innovation Fund supports projects that will enable health services across Lambeth and Southwark to enhance local services and which have the potential to benefit the NHS.

The project will implement and evaluate a community based caseload midwifery programme in Guy’s and St Thomas’ NHS Foundation Trust.  

The new caseload midwifery programme will be judged with reference to five questions:

· Does the intervention achieve research aims set?

· Under what circumstances does the intervention work?

· How does the intervention work?

· For whom did the intervention work?

· What are the costs and benefits of the intervention?

A project Philosophy has been developed.

· Women and their families will receive continuity of care and carer that is safe and centred around individual needs.

· The unique nature of each woman and her family situation is acknowledged.

· We will promote informed choice and control in order that women will be empowered by their maternity care experience.

From this philosophy a working caseload model has been developed.  Within the model is included those feature that evidence suggests are vital to achieving relational continuity.

For more information: Heather Berry (Clinical Project leader)

heather.berry@gstt.nhs.uk or 07950424813
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The Guy’s and St Thomas’ One-to-One CASELOAD MIDWIFERY PROJECT

The Guy’s and St Thomas’ Caseload Midwifery Model is designed around the principles that midwives will

· Know women and women will know midwives

· Develop relationships with these women

· Determine their own working patterns within a framework that ensures continuity

· Develop effective practice skills

· Balance work and home life appropriately

Features of the model will include

· Community Based

· A named midwife for each women

· A group structure and philosophy supporting continuity of carer and care

· Caseload size of between 36-40 births

· Caseload from a geographical area as defined by postcode

· Antenatal Booking – choice of home booking

· 36 week birth talk at home for women and her care givers

· Antenatal groups in the community

· Visit in labour at home for women who could then chose to birth at home

· Encouraging low risk women to actively consider home as a safe birth choice 

· Delay choice of place of birth for low risk women until labour visit at home

· Postnatal support groups to include support for breast feeding

· Weekly group meetings for organisational matters and case reflection

· Rota to include on-call availability and days-off 
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Guidelines for Caseload Midwifery

These guidelines have been written to provide a framework of reference for caseload project and core hospital staff. Midwives within Guys’ & St. Thomas’ NHS Foundation Trust are expected to be familiar with our model of care for caseload practice. Please see lilac folder or laminated sheets in ward area if necessary. Caseload midwifery within this trust is an integral part of the seamless service we provide. 

Antenatal Day Unit (ADU) - Caseload women are not expected in all cases to be accompanied to ADU by their case midwife. The women will follow the routine care pathway for ADU referrals (i.e. mw to inform ADU of referral). It is anticipated that a reduced number of referrals will occur as some issues will be resolved over the phone or with a home visit.

Home from Home and Hospital Birth Centre- All women are advised to call their midwife in the first instance-in the unlikely event the woman phones/presents please contact the case midwife as identified on the front of the yellow notes and give the woman’s name, address (including post code) and contact telephone number plus clinical information. All handovers of care must be clearly documented and include the name of the midwife taking over care.

Postnatal Discharge from Home from Home (HfH) and Hospital Birth Centre – The caseload midwife will detail in the notes and on the ward notice board in HfH arrangements for discharge plan. Caseload midwives may in appropriate cases be able to facilitate discharge from the hospital birth centre. 

Induction of Labour (IOL) - the 1st prostin to be given by the woman’s case midwife. It is anticipated that the first prostin will be the evening dose. The 2nd prostin will be administered by the core midwives in the hospital. The case midwife is to be called when the woman is in ‘established labour’ as per new hospital guidelines, or when the woman requires one to one midwife support.

Breaks- Caseload midwives are expected to negotiate break relief with the midwife in charge (MWIC) on the birth centers. Equity of break allocation is anticipated.

Antenatal Ward Visits- The case midwife may visit a woman from her caseload whilst she is on the antenatal ward, this will be in a social support capacity and shall not replace any care provided by core staff.

Postnatal Ward Visits- The caseload midwife shall provide social support visits to her caseload and liaise with core staff from the postnatal wards. Where possible daily checks may be completed. The case midwife shall aim to facilitate discharge of the woman and her baby where possible. Good communication between core postnatal staff and the caseload midwife is essential to achieve this service in an efficient and timely manner. It is not anticipated that any care will be delayed awaiting the arrival of the case midwife. When a caseload woman is discharged from the postnatal wards please identified on the discharge papers that go to the community office that the woman is part of a caseload team. This will reduce the number of duplicate visits by traditional teams.

03/2006 Review June 2006











Appendix 4

The GSTT One-to-One CASELOAD MIDWIFERY PROJECT

 PRACTICE DEVELOPMENT SELF-ASSESSMENT INVENTORY

This inventory has been developed as a self-assessment tool to guide individual caseload midwives in identifying their professional development needs.  It is NOT to be used as an assessment tool or as a tool to measure competency.

(Modified from ‘The ACMI Midwifery Practice Development Self Assessment Inventory’ by kind permission  of  Nicky Leap Director of Midwifery Practice, South Eastern Sydney and Illawarra Area Health Authority, Associate Professor of Midwifery, University of Technology, Sydney and visiting Senior Research Fellow Florence Nightingale School of Nursing and Midwifery, King’s College London  and Pat Brodie Professor of Midwifery Research and Practice Development University of Technology, Sydney.)
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General skills, knowledge and experience

	Midwifery skills/knowledge/experience
	I am confident in this area
	I will need to work on this
	Comments/strategies

	Understand the principles and challenges regarding women centred care and informed choice
	
	
	

	Understand the guidelines for medical consultation and referral in this trust
	
	
	

	Recognise and understand the indications for consultation and referral using trust guidelines and NMC(Nursing and Midwifery Council) documents that support midwifery practice
	
	
	

	Have knowledge of adult education, counselling and group work principles
	
	
	

	
	
	
	

	Skills in group facilitation
	
	
	

	Facilitate and assess the education needs of midwifery students
	
	
	

	Engage with evaluation and safety and quality processes within the trust
	
	
	

	Engage in reflective practice with peers and others i.e. Supervisor of Midwives
	
	
	

	Identify own needs for ongoing continuing professional development
	
	
	

	Access evidence- based databases
	
	
	

	Practice according to the ‘Five steps to evidence based practice’
	
	
	(Page.LA.2000 The New Midwifery: Science and Sensitivity in Practice. Edinburgh: Churchill Livingston, Chapters 1&2)

	Document and record practice in contemporaneous, comprehensive, logical, legible, clear, concise and accurate notes
	
	
	


Plan of action:

In order to be confident in these areas I will:

1. Skills, knowledge and experience for antenatal care

	Midwifery skills/knowledge/experience
	I am confident in this area
	I will need to work on this
	Comments/strategies

	Engage women in a comprehensive history taking
	
	
	

	Calculate an estimated date of birth and be able to explain this to the woman
	
	
	

	Offer, explain and interpret all routine antenatal booking blood tests, investigations and ultrasound scans
	
	
	

	Understand indications for genetic screening and able to discuss decision-making and disability issues
	
	
	

	Undertake screening for domestic violence as determined by local policy(Mozaic): have knowledge of advice/referral/ contact numbers
	
	
	

	Offer and explain CVS, nuchal translucency and amniocentesis test when appropriate
	
	
	

	Undertake pregnancy testing, referral and discussion re: decision-making, including termination of pregnancy
	
	
	

	Midwifery skills/knowledge/experience
	I am confident in this area
	I will need to work on this
	Comments/strategies

	Provided advice re: early pregnancy bleeding, miscarriage
	
	
	

	Be able to discuss nutrition and lifestyle issues with women
	
	
	

	Understand the pharmacological agencies used during pregnancy
	
	
	

	Have knowledge of environmental and biological hazards to pregnant women
	
	
	

	Undertake referral to and consultation with Specialist services within the trust i.e.
	
	
	

	- Sexual health midwife
	
	
	

	- Female genital mutilation midwife (FGM)
	
	
	

	- Child Protection Midwife
	
	
	

	- Thames team
	
	
	

	- Alcohol and Substance Misuse Team
	
	
	

	- Consultant midwife
	
	
	

	Midwifery skills/knowledge/experience
	I am confident in this area
	I will need to work on this
	Comments/strategies

	- MAPPIM (Mental Health)
	
	
	

	Undertake referral to, and consultation with: 
	
	
	

	- General practitioners
	
	
	

	- Health visitor
	
	
	

	- Sure Start midwives ( if appropriate) 
	
	
	

	- Social workers
	
	
	

	- Local support groups in community
	
	
	

	- Housing
	
	
	

	Undertake antenatal assessment well-being (for the woman and her baby) and evaluate progress
	
	
	

	Identified breech presentation later in pregnancy and be able to articulate the principles of external cephalic version where appropriate
	
	
	

	Discuss evidence with women to enable decision-making regarding the management of breech presentation in late pregnancy and 
	
	
	

	Midwifery skills/knowledge/experience
	I am confident in this area
	I will need to work on this
	Comments/strategies

	birthing options
	
	
	

	Assist the woman and her family in planning and preparing for birth and early parenting
	
	
	

	Facilitate antenatal groups
	
	
	

	Understand physical and emotional changes in pregnancy and the potential effect on women's lives and well-being
	
	
	

	Explain to women the implications and actions re: early rupture of membranes
	
	
	

	Explain to women the implications and actions re: pregnancies that are ‘postdates’
	
	
	

	Explain to women the implications and actions re: hypertension in pregnancy
	
	
	

	Explain to women the implications and actions re: gestational diabetes
	
	
	

	Explain to women the implications and actions re: the women with an Rh negative blood profile
	
	
	

	Discuss coping in labour and the potential role 
	
	
	

	Midwifery skills/knowledge/experience
	I am confident in this area
	I will need to work on this
	Comments/strategies

	of the woman's endogenous opiates
	
	
	

	Articulate the management of emergencies during pregnancy including haemorrhage, eclampsia, and cord prolapse
	
	
	

	Discuss strategies to avoid premature admission to hospital in normal labour at term
	
	
	

	Promote, facilitate and attend homebirths
	
	
	


Plan of Action:

In order to be confident in these areas I will:

3.  Skills, Knowledge and Experience for Midwifery during Labour and Birth

	Midwifery skills/knowledge/experience
	I am confident in this area
	I will need to work on this
	Comments/strategies

	Identify strategies for keeping birth normal
	
	
	

	Support women and their supporters
	
	
	

	Understand behavioural indicators of progress in labour
	
	
	

	Monitor and record labour progress and link the findings from a partogram to evidence based decision-making
	
	
	

	Articulate strategies that prevent and address labour dystocia
	
	
	

	Understand the principles of fetal monitoring in labour
	
	
	

	Understand the implications for and interpretations of CTG traces
	
	
	

	Understand the advantages, the limitations and potential consequences of Entonox inhalation analgesia
	
	
	

	Understand the advantages, limitations and potential consequences of epidural anaesthesia  
	
	
	

	Midwifery skills/knowledge/experience
	I am confident in this area
	I will need to work on this
	Comments/strategies

	Understand the advantages, limitations and potential consequences of the vaginal examinations including the use of amniotomy
	
	
	

	Performed vaginal examinations accurately
	
	
	

	Used IV equipment and administered drugs
	
	
	

	Perform venepuncture
	
	
	

	Perform cannulation
	
	
	

	Understand evidence regarding episiotomy
	
	
	

	Perform a Shoulder dystocia drill – home and hospital
	
	
	

	Understand the advantages, limitations and consequences of physiological third stage
	
	
	

	Understand the advantages, limitations and consequences of active management of the third stage
	
	
	

	Understand the need for, limitations and consequences of Syntocinon use
	
	
	

	
	
	
	

	Midwifery skills/knowledge/experience
	I am confident in this area
	I will need to work on this
	Comments/strategies

	Perform a PPH drill – in home and hospital
	
	
	

	Understand the need for, limitations and consequences of perineal repair
	
	
	

	Understand indications for the collection of cord blood
	
	
	

	Understand the importance of skin to skin contact and early breast-feeding
	
	
	

	Perform immediate newborn assessment and care
	
	
	

	Perform neonatal resuscitation
	
	
	

	Perform initial ‘examination of the newborn’
	
	
	

	Understand the advantages, limitations and consequences of use of water in labour and birth
	
	
	

	Understand the advantages and limitations and consequences of instrumental birth
	
	
	


Plan of Action:

In order to be confident in these areas I will:

4. Skills, knowledge and Experience for Midwifery during the Postnatal Period

	Midwifery skills/knowledge/experience
	I am confident in this area
	I will need to work on this
	Comments/strategies

	Demonstrate the ability to monitor progress for the woman and her baby
	
	
	

	Discuss with the woman normal events and the signs and symptoms of common disorders
	
	
	

	Understand and be able to recognise postpartum infections.  Make appropriate referrals when necessary
	
	
	

	Understand emotional and psychological aspects of early parenting
	
	
	

	Understand the statutory requirements child protection
	
	
	

	Be able to communicate effectively with other caregivers facilitating referral consultation and collaboration when appropriate
	
	
	

	Have knowledge of the principles of breast-feeding and management of common breast-feeding problems
	
	
	

	
	
	
	

	Midwifery skills/knowledge/experience
	I am confident in this area
	I will need to work on this
	Comments/strategies

	Facilitate breast-feeding using hands off techniques to promote successful attachment and foster women's self-reliance
	
	
	

	Demonstrate knowledge of nutritional needs of the newborn properties of breast milk and formula milk and methods of infant feeding
	
	
	

	Have knowledge of the stimulation and suppression of lactation
	
	
	

	Understand the advantages consequences and limitations of newborn screening and diagnostic testing
	
	
	

	Understand the advantages, consequences and limitations of prophylactic medication is commonly used the newborn
	
	
	

	Have knowledge of the implications of hyperthermia and hypoglycaemia
	
	
	

	Understand and explain to women and the newborns caregivers the principles relating to prevention of SIDS 
	
	
	

	
	
	
	

	Midwifery skills/knowledge/experience


	I am confident in this area
	I will need to work on this
	Comments/strategies

	Undertake consultation with and potentially referral to:    General practitioners, Health Visitors, Community support workers, Sure Start health care professionals


	
	
	

	
	
	
	


Plan of action:

In order to be confident in these areas I will:

5.  Sexuality

	Midwifery skills/knowledge/experience
	I am confident in this area
	I will need to work on this
	Comments/strategies

	Have knowledge regarding the range of physiological and psychosocial components of human sexuality, particularly in relation to pregnancy and parenting
	
	
	

	Understand methods of contraception and their risks and benefits
	
	
	

	Undertake consultation with and referral to community family planning clinics
	
	
	


Plan of action:

       In order to be confident in these areas I will:
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Group Practice Team Building Day 1 and 2

Facilitator: Jacqui Dunkley-Bent Consultant Midwife &Job Share Head of Midwifery and Gynaecology Nursing

Aim

To strengthen positive working relationships enabling the group practice to work to its full potential

Objectives

· Clarify group practice goals

· Identify issues that inhibit group practice performance

· Discuss different ways of working that enhance work performance

· Understand the principles that enhance group performance

· Value the differences expressed by each group practice member

· Implement the process that will enable the group practice to work to its full potential

Programme

	Subject

	Teaching Method



	Aims and objectives
	Discussion

	Why team build?
	Brain storm

	Characteristics of effective teamwork
	Small group work

	What do you expect from your team?
	Small group work

	Characteristics of team role type (Belbin)
	Small group work

	Team SWOT analysis
	Small group work

	Personal SWOT analysis
	Small group work

	The stages of group development forming, storming, norming, performing
	Mini Lecture

	A good practice guide – how do you all differ?
	Small Group work

	Acknowledging differences
	Discussion

	Experts within the group practice

	Discussion

	Monopolising on strengths and harnessing weaknesses
	Small group work




Team Building Day 3

This day will be midwife led. The agenda will evolve as a result of the feedback provided by midwives with regard to their thoughts, reflections and actions from day 1 and 2. The emphasis of day 3 will be focussed toward the group practice performing to its full potential. Various subjects discussed on day 1 and 2 may therefore be re-visited.




Figure 1: Hierarchical Definition of Continuity of Care (adapted from Saultz 2003)





Level of Continuity		Description





Informational


An organized collection of medical and social information about each women is readily available


to any health care professional caring for her.  A systematic process also allows accessing and communicating about information among those involved in her care.








Longitudinal	In addition to informational continuity, each woman has ‘a place’ where she receives most of her midwifery care which allows the care to occur in an accessible and familiar environment from an organised team of midwives.  The team assumes responsibility for coordinating the quality of care, and liaising with other professionals e.g. obstetricians GP’s etc





Relational	In addition to longitudinal continuity, and ongoing relationship exists between each woman and a midwife.  The woman knows the midwife by name and has come to trust the midwife on a personal basis.  The woman receives her midwifery care from this midwife and depends on the midwife to assume personal responsibility for her overall care.  When her midwife is not available coverage arrangement assures that longitudinal continuity occurs.	
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