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Midwifery Continuity of Carer 

A proposed plan for the default model of care by March 2023 

 

Background 

Midwifery Continuity of Carer (MCoC) has been proven through robust evidence to deliver safer 
and more personalised maternity care. Building on the recommendations of Better Births and the 
commitments of the NHS Long Term Plan, the ambition for the NHS in England is for MCoC to be 
the default model of care for maternity services, and available to all pregnant women in England. 
Where safe staffing allows, and the building blocks are in place, there is an expectation that the 
model should be achievable for all maternity providers in England by March 2023. Rollout is 
prioritised to ensure women who are most likely to experience poorer outcomes are the first to 
receive MCoC.  

In line with Better Births and the NHS Long Term Plan, all women should be offered the 
opportunity to receive the benefits of MCoC across antenatal, intrapartum, and postnatal care.  
However, not all women will be in a position to receive continuity of carer, through choosing to 
receive some of their care at another maternity service. In a small number of cases, women will be 
offered a transfer of care to a specialist service for maternal/fetal medicine reasons. 

In the first instance, Local Maternity & Neonatal Systems are to agree a local plan that includes 
putting in place the building blocks to enable an offer of MCoC as the default model of care for all 
women. This plan will include: 

• The number of women that can be expected to receive continuity of carer, when offered 
as the default model of care  

• When this will be achieved, with a redeployment plan into MCoC teams to meet this level of 
provision, that is phased alongside the fulfilment of safe staffing levels  

• How MCoC teams are established in compliance with national principles and standards, to 
ensure high levels of relational continuity  

• How rollout will be prioritised to those most likely to experience poor outcomes, including 
the development of enhanced models of continuity of carer  

• How care will be monitored locally, and providers ensure accurate and complete 
reporting on provision of continuity of carer using the Maternity Services Data Set  

• Building blocks that demonstrate readiness for implementation and sustainability 
assessment – ensuring all the key building blocks are in place.  

 
Providing MCOC by default means: 

• Offering all women MCoC as early as possible antenatally 

• Putting in place clinical capacity to provide MCoC to all those receiving antenatal, 
intrapartum and postnatal care at the provider. 

 

Current position at Kingston Maternity 

Kingston currently has 10 geographical, community based CoC teams who care for a mixed 
caseload. A total of 45 midwives (37.19 WTE) currently staff these teams. The teams were 
organised so that BAME and women from the most deprived areas were the priority for care. Over 
the course of the COVID-19 pandemic, staff in MCoC teams gradually left the Trust to relocate 
closer to family and some teams have now become depleted of midwives.   
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Staffing remained a significant challenge as the pandemic continued, through vacancy, sickness 
and maternity leave, and the MCoC teams could not be staffed appropriately, despite a drop in 
booking numbers.  

Current and audited numbers for MCoC between March 2021 - Feb 2022 at KHFT 

• 42% of all women booked at KHFT were receiving MCoC at 29 weeks pregnant 

• 45% of women from a Black, Asian or Mixed ethnicity receive MCoC 

• 70% of women from areas of high deprivation (deciles 2&3) receive MCoC.  There are no 
women in our area who are from decile 1. 

 

Activity, acuity and staffing  

A full Birthrate+ review was completed in December 2021, and the findings have supported the 
calculations for staffing the unit as a whole, including MCoC teams. 

Annual Activity is based on FY 2020/201 and total births of 4864 (Delivery Suite 3864, Birth 
Centre 837, Home Births 163).  Not all women are eligible for the full CoC pathway however, and a 
percentage of bookings do not progress to births.  The breakdown of activity is listed below. 

 

Community Exports      1790 
Community A/N &/or P/N Imports        673 
Community Cases (AN & PN care)   3584 
Total community population including homebirths  3747 
Attrition Cases        580 
Total Bookings      6117 
Women eligible for CoC     3074 

 

Kingston Maternity service aims to provide MCoC to approximately 3074 women per year who are 
in area and therefore eligible for all three aspects of midwifery care: antenatal, intrapartum and 
postnatal.  

The planning guidance sets out that building blocks need to be in place prior to and during rollout 
of MCoC.  The template was updated and reviewed by the Executive Team and Board in March 
2022. 

The Birthrate+ findings indicated that a total of 78.99 WTE midwives are required to roll out MCoC 
for 3074 women, based on 2020/21 activity, acuity, and a 21% uplift.   

 

Midwifery workforce 

Adequate midwifery staffing levels are vital to the provision of safe maternity services. The 
previous Birthrate+ review, undertaken in June 2016 recommended a midwifery ratio of 1:26.    

The total clinical care establishment includes midwives at bands 5-7 and band 3-4 maternity 
support workers who provide elements of postnatal care. The recommended skill mix of MSWs to 
midwives should be approximately 10% MSWs to 90% Midwives. 

A ratio of 1:24.2 has now been recommended following the most recent full BR+ review, conducted 
from an analysis of three months of data from September to November 2021, and reported in 
January 2022.  The ratio ensures the maternity service has the capacity to deliver the following: 
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• All antenatal, intrapartum and postnatal care needed by women and babies 

• Provide midwifery staff to cover all the midwifery roles needed for the maternity service, 
including specialist roles, management, and a supernumerary co-ordinator on of the labour 
ward at all times 

• Allow for locally agreed midwifery skill mixes: specialist, consultant and practice 
development midwives 

• Provide a woman in established labour with supportive one-to-one care 

• 24 hour triage  

• Fully operational birth centre and home birth team 

• Transitional care on the postnatal ward 

• Roll out of continuity models in order to meet national drivers and KPIs 
 

Birthrate+ Key Findings 

The report was based on 4864 births in the 2020/21 financial year and confirmed the following: 

• There was an increase in the acuity of 14.1% from the previous assessment  

• The community annual total includes 673 women who birth in neighbouring units and 
receive community care from KHT midwives  

• There were 1790 women who had given birth at KHT, but receive their community care 
from another Trust where they live 

• The annual total of women receiving community care is 3747 including home births  

• A total of 3074 women are eligible to be allocated to a continuity pathway, this figure 
excludes community exports and imports 

The report made recommendations as follows: 

Based on 2020/21 activity, and a 21% uplift, the clinical total WTE recommended for KHT is 200.63 
WTE, of which 180.57 WTE are midwives at bands 5-7, and 20.06 WTE are maternity support 
workers at bands 3 and 4.  This represents a recommended 90:10 split.  MSWs provide postnatal 
and community care.  The figures represented an under-establishment variance of 8.99 WTE (7.5 
WTE at bands 5-7, and 1.49 band 3). 

In addition to direct clinical care, 10% of the clinical total is applied for specialist midwives and 
senior management roles.  This amounts to a further 20.06 WTE midwives, giving a total 
recommended funded establishment of 220.69 WTE (band 3-8).    

 

Funding & Recurring Budgets for Midwifery 2022/23 

The shortfall in WTE has agreed and budgeted to meet the recommended ratio for the service, and 
there is no identified funding gap for 2022/23.   

Based on the number of known bookings YTD, the number of deliveries is expected to be in line 
with trend and not exceed the 4,864 deliveries for the 22/23 financial year.  

As of the end of March 2022, there are circa 27 WTE vacancies across midwifery bands 5-7, of 
which around 14 WTE are maternity leave, and will be recruited to on a fixed term basis. These 
posts are out to recruitment, with an optimistic uptake in the pipeline.   
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Staffing Challenges 

Maternity services are always challenged with maternity leave and sickness, in addition to 
increasing requirements for statutory and mandatory training, which does result in high levels of 
bank and agency usage. The maternity service at Kingston has not used agency midwives for 
many years, and there has been Executive agreement to over-recruit midwives, where possible, to 
maintain the correct ratio and assurance of safety.    

As temporary staffing is often unreliable, shift by shift reconfiguration is necessary to ensure the 
right staff are delivering the right care at the right time, and this will impact on the ability to deliver a 
full continuity package of care.  

A sizeable proportion of the midwifery workforce is employed on a part-time basis, which 
will also impact on rota management and training requirements.  

The sickness rate is currently 6.31%. 

It is hoped that all vacant midwifery posts will be filled in the interviews commencing April 2022, 
however, as these are likely to be predominantly newly qualified Band 5 midwives, they will not 
start work until September/October at the earliest.  Accepting this position, and the need to fully 
engage with the existing staff, we propose that phase two of our MCoC rollout plan will not 
commence until October 2022.  

The findings from the final Ockenden paper, released in March 2022, has recommended that newly 
qualified band 5 midwives remain on the maternity unit for at least one year, post qualification to 
consolidate their learning and complete competencies to gain a band 6. Kingston maternity service 
does have a robust and exceptional preceptorship programme embedded, whereby band 5 
midwives who are keen to join MCoC teams will be well supported to work both in the unit, and in 
the community setting within a small team and supported by an experienced band 7 midwife.  

 

Our MCoC Teams 

Based on best evidence, our MCoC teams will comprise of mostly mixed risk geographical teams, 
where the named midwife will follow the woman, with referral as necessary to specialist input as 
required. We have designed our teams in this way so that midwives are experts in caring for 
women with various needs, including VBAC and homebirth. As women report that it is the 
continuity of midwife that they most favour, we feel that instead of teams which specialise in one 
specific area of birth, all teams should be able to offer homebirths and VBAC within each team 

A robust pathway has been designed so that women can been seen as required by a specialist but 
return to care by the CoC team midwife as soon as possible, with the lead midwife from the CoC 
team attending any specialist appointments where possible. We will not have specialist vulnerable 
women’s groups as the evidence suggest that this does not improve outcomes and the women 
themselves prefer to receive place based (geographical) care. 

There is an expectation that every member of the team will work both community and inpatient 
shifts, to conduct bookings and carry a caseload with their named buddy midwife. Allocation to the 
birthing areas will be the responsibility of the team leaders and matrons. Whilst this will not be 
prescriptive in the first instance, there is an expectation that all members of the team undertake all 
aspects of care. 
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Women should meet all members of the team as some point in their pregnancy, and this can be 
facilitated via parent education classes, for example. Most teams have a team mobile phone for 
non-emergency queries, and the midwife who is on for clinic and visits, holds the team mobile 
phone for that shift. All teams conduct their own antenatal classes online and team members take 
turns to provide this service. Prior to the Covid pandemic, Ruby, Emerald, Homebirth and the 
Multiple Birth Teams were running ‘meet the team’ sessions in person. The hope is that this can 
return as face to face in the near future as women and their partners found these sessions 
invaluable. 

All care outcomes will be audited, completion of the KPI data bases has been in place since 2020 
and is the responsibility of all midwives to help in the completion of this data. 

Model of care 

Midwives will provide a continuum of care via integrated teams, who will cover all aspects of 
booking, antenatal, intrapartum and postnatal care, by geographical area. Every woman will have a 
named midwife.  

This is not an on-call model and is appropriate for all bands of midwives including newly qualified. 
Band 5’s who are currently allocated to MCoC teams after six months preceptorship, are exposed 
to all types of care and within 3-4 months are able to provide the full range of midwifery skills. 

As the traditional community model will no longer exist, the second midwife for home birth cover 
will be provided from a team member or core midwife on shift, to be decided on a case-by-case 
basis depending on clinical priority. 

This team model is suitable for those requiring a set shift pattern. 

Each team will comprise approximately 8 midwives and one Band 3 or 4 maternity assistant. A 
Band 7 Team Leader currently manages between 1 – 3 teams.  A review of these arrangements 
will be undertaken in line with the roll out of teams by geographical area.  Currently, two team 
leaders are on secondment, with one pregnant and leaving in July. Current NHS guidance has 
changed recently in that a team leader could have managerial responsibility for up to four MCoC 
teams, but this will be fully assessed.   

It is proposed that each team book around 330 women per year, which equates to a caseload per 
midwife of 3-4 per month.   

 

Consultation and engagement with our workforce 

It is critical that our midwifery staff have input into the roll out of the plan, and that their voices are 
heard.  Whilst the MCoC recommendation is by no means new, we accept that changes to working 
lives will often cause discomfort, and it is essential to gain as much buy-in from our teams as 
possible.  We therefore propose a period of consultation which promotes an organisational culture 
supportive of developing ideas for improvement which meet the expectations of women and 
strategic recommendations. 

Beginning in May 2022, Midwifery Matrons Katie Hodder & Sam Frewin will meet all Band 5 and 6 
midwives currently working in the community and on the wards individually. During these meetings 
any midwives who have restrictions regarding their area of work will be risk assessed, and any 
training needs identified.  
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Awareness and knowledge of what needs to change and why, are vital in enabling change, and 
this document outlines the key drivers to providing the best care for patients in line with national 
and local recommendations. It is essential that our midwives understand the rationale for change 
and are actively involved in the process. They can be reassured that there will be a collaborative 
approach which takes account of their ideas and views and does not undermine their autonomy. 

We recognise that any process of change may raise concerns about individual working patterns 
and staff morale. Staff will be assured of support throughout from their line managers, Professional 
Midwifery Advocates, HR and occupational health where needed. 

The consultation will explore: 

• Current staffing arrangements and working patterns 

• The workforce training requirements to progress an integrated midwifery model 

• Skill mix 

• Recruitment position 

• Joining up of existing community, antenatal and birth centre allocated midwives and 
reconfiguring into integrated teams. 

• Working patterns to be explored to provide a full spectrum of care, ensure investment in the 
community model, and improve working lives and retention of staff. 

Proposed structures   

It is important to note that the maternity workforce is not being restructured.  No staff are at risk of 
losing their post or banding, nor is any midwife going to be asked to deliver anything outside of 
their existing job description.  The existing way of working will be reconfigured to provide a team 
approach which spans booking, antenatal, intrapartum and postnatal care. 

 

Integrated Teams  

The majority of care will be delivered via integrated teams, who will cover all aspects of booking, 
antenatal, intrapartum and postnatal care, by geographical area. The definitive areas and likely re-
naming will be determined in due course.  

Each team will comprise of a maximum of 8.57 WTE midwives and one Band 3 or 4 maternity 
assistant.  Each team will cover the inpatient area and community as follows: 

1 Inpatient Long day   11.5 hour shift 

1 Inpatient Night   11.5 hour shift 

2 Community      7.5 hour shifts 

Total hours    38.00 per day, seven days a week = 266 hours 

266 hours per week / 37.5 =  7.09 WTE  

Plus 21%uplift   1.48 WTE 

Total per team   8.57 WTE  

 

Ten geographical teams are proposed.  These team midwives will provide 10 of the current 
inpatient establishment, 24 hours per day, seven days a week.   
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There will be 20 community midwives working daily across the 10 teams, although there is 
flexibility to work hours and shift patterns to suit existing clinic schedules etc.  These staff will 
conduct bookings, antenatal and postnatal care by geographical area. 

There is an expectation that every member of the team will work a mix of community days to 
conduct bookings and carry a caseload with their named buddy midwife, and inpatient shifts.  
Whilst this will not be prescriptive in the first instance, there is an expectation that all members of 
the team undertake all aspects of care.  

The team midwife will take responsibility for the intrapartum care of their team women, whether 
birth centre or labour ward, in the first instance.  Assuming there are no women in labour from the 
team, the midwife will support the maternity ward, either antenatal or postnatal depending on 
workload and distribution of team women, as appropriate.   

Based on the BR+ eligible women, each team will care for around 330 women per year.  Birth 
outcomes will be audited, specifically women delivered by their named midwife or buddy.  

As the traditional community model will no longer exist, the second midwife for home birth cover 
will be provided from a team member or core midwife on shift, to be decided on a case-by-case 
basis depending on clinical priority.  

 

Full Case Loading Team (Home Birth): No change 

The home birth team should have six midwives who provide a complete package of care, including 
birth at home.  Fully case loading midwives care for around 35-38 women per year, per midwife, 
and are on-call several times per week.  They manage their own workload and diaries.  The home 
birth rate at Kingston is around 6%, which is admirable. Should the home birth demand increase, 
the team will be scaled up as necessary to ensure the right midwifery ratio is in place.  

There is no change to this model, other than the provision of the second midwife which will no 
longer be covered by an on-call community midwife.  The second midwife for a home birth will 
come out from the midwives covering the inpatient shifts, either team or core, depending on 
activity. The impatient established numbers will increase to reflect this.  

 

Core Inpatient Teams  

In addition to the 10 integrated midwives, there will be a further 10 midwives per shift on the 
inpatient core to provide:   

1 Supernumerary B7 Coordinator 

1 Bleep holder  

1 for Triage  

1 Scrub and recovery  

6 for all other inpatient activity (labour, transitional care, antenatal and postnatal wards, and home 
birth second midwife) 

Total needed per site to cover 24/7  44,80 WTE 

Plus 21% uplift       9.40 WTE 

Total       54.20 WTE 
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Direct Clinical Care Midwifery Staffing Summary  

Integrated teams      85.70  

Core Inpatient team     54.20 

Telephone triage & NIPE        2.95    

ANC, OOA A/N & P/N  & B7 Team Leaders   27.02 

DAU                4.70 

Homebirth Team           6.00 

Total               180.57    

 

The allocation to clinical areas has been aligned with the recommendations of the Birthrate+ 
review and assumes a fully established midwifery workforce.  There is a greater degree of flexibility 
for temporary staff at bands 5 and 6 to work within the core inpatient areas, therefore the 
integrated teams will be prioritised in terms of substantive staffing.   

The calculations above relate to midwifery staffing only, and do not take band 3 and 4 Maternity 
Support Workers into account.  These staff will be allocated alongside the midwifery staffing as per 
current arrangements.  Similarly, the HDU/Recovery area on the labour ward is staffed by band 5 
and 6 registered nurses, who are additional to the numbers above.  

 

Next steps 

May 2022: Consultation Rollout  

We will ensure that all band 7 team leaders and labour ward co-ordinators are involved in the 
rollout as they are an integral part of the strategy.  Communication is key to making sure they are 
fully informed and involved in the changes, the reassurance around safe staffing and mechanisms 
for feedback and escalation. 

The two existing MCoC Teams (Ruby and Emerald) will be fully established to meet the full 
spectrum of continuity.  

November 2022: Phase Two  

Roll out of a further three teams, to achieve 50%.  The consultation process would have been 
completed and staff will know exactly where they will be working.   

Continued recruitment to all vacant posts and on-boarding of new starters.  

April 2023: Phase Three 

We will work to establish the remaining five teams to go live by April 2023.  

Existing lead midwives will remain operationally responsible for their clinical areas as per the 
current structure; however, line management of teams in terms of appraisal, sickness and absence 
management etc will be divided up equally and advised in due course. 
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Training 

As part of the yearly maternity staff training updates, MCoC has been added to the Focus Day 
agenda for second year in a row. Regular ad-hoc on line MCoC training events are set up for all 
staff to attend as extra to the formal training. 

The Practice Development Midwives and Professional Midwifery Advocates will support personal 
training needs analysis and tailored support plans for midwives. Some training may be able to take 
place in current work time, however some funding will be required to backfill staff time for training 
prior to launch of the teams. It is anticipated that this will come from the MTP funding. Clinical skills 
workshops have been implemented for both inpatient and community competencies and are 
ongoing. 

All staff will be sent a template to complete their training requirements.  

 

Standard Operating policy (SOP) 

KHFT Maternity service SOP for MCoC is in place, and was passed through maternity guidelines 
governance committee in 2020, with an update due in April 2023 

 

Evaluation 

SWL maternity Continuity of Carer working group have devised a survey which is sent to all 
women who have received CoC to evaluate and improve care. In house evaluations are provided 
via the KPI spreadsheet that all COC teams use to detail care and outcomes. 

 

 

 

 

 

  

 

 

 

 


