
 

 

Appendix 1 
 

Health Committee – 2 March 2016 
 

Transcript of Item 6 – Maternity Services in London 
 

Dr Onkar Sahota AM (Chair):  That brings us to today’s main topic, the discussion regarding the provision of 

maternity services and issues concerning access to services in London.   

 

Can I please ask our guests to introduce themselves?  

 

Gerald Chan (Director of Policy and Public Affairs, Royal College of Obstetricians and 

Gynaecologists):  I am Gerald Chan.  I am Director of Policy and Public Affairs from the Royal College of 

Obstetricians and Gynaecologists (RCOG). 

 

Dr Daghni Rajasingam MRCOG (London Representative, RCOG Council):  I am Daghni Rajasingam a 

Consultant Obstetrician with Guy’s and St Thomas’s [Hospital], and here representing RCOG.   

 

Professor James Walker (National Professional Adviser, Maternity, Care Quality Commission):  I am 

Professor James Walker.  I am Professor of Obstetrics and Gynaecology at [St James University Hospital] 

Leeds.  I am here as the National Professor Adviser for Maternity to the Care Quality Commission (CQC).  I was 

also on the Morecambe Bay Investigation and the Maternity Review. 

 

Dr Alain Gregoire (Chair, Maternal Mental Health Alliance):  I am Alain Gregoire.  I am Chair of the 

Maternal Mental Health Alliance, which represents over 70 patient and professional organisations concerned 

with maternal mental health. 

 

Dr Clare Shortall (Family Clinic Lead, Doctors of the World UK):  I am Clare Shortall.  I am the Family 

Clinic Lead for Doctors of the World Family Clinic in East London.   

 

Professor Donald Peebles (Co-Clinical Director, Maternity Strategic Clinical Network):  

Donald Peebles: I am a Consultant Obstetrician at University College London (UCL), and I am here as the 

Co-Clinical Director of the London Maternity Strategic Network. 

 

Sean O’Sullivan (Head of Health and Social Policy, Royal College of Midwives):  I am Sean O’Sullivan.  

I am Head of Health and Social Policy at the Royal College of Midwives.   

 

Janet Fyle MBE (Professional Policy Adviser, Royal College of Midwives):  I am Janet Fyle.  I am a 

practising midwife and I am the Royal Colleges of Midwives’ Professional Policy Adviser.   

 

Dr Onkar Sahota AM (Chair):  Thank you all very much for coming and giving your valuable time to add to 

our inquiry and give evidence this afternoon.   

 

First of all, we want to know: what does good-quality maternity care really look like?  What are we achieving 

and what are we aiming for?  

 

Dr Daghni Rajasingam MRCOG (London Representative, RCOG Council):  That is a very broad question, 

and if I preface it by saying that if we get it right for women during their pregnancies, we get it right for a 

whole generation in the future, so I think it is a key and critical time.   

Page 1



 

 

 

Getting it right during pregnancy starts from the pre-pregnancy period, which can be as short as you want it to 

be or as long as you want it to be, and there are a whole host of things when we look at the life course of a 

woman and her pregnancy or her reproductive years being a significant part of that.  Leading up to her 

reproductive years, health and education, access to services that she and her family may or may not require in 

their childhood years, leading up to good optimal health, as good as can be before you enter pregnancy, is 

something we would want.  That is obviously not just a role for obstetricians and midwives but it is much, much 

wider in its scope. 

 

During the nine months of pregnancy there is a lot of data that shows that if we use that nine months 

correctly, not only do we achieve a good outcome or the best possible outcome and experience for the mother 

and the baby and the family, but we potentially affect the health of a generation going forth.  That, to date, 

has on occasion been underestimated.  If I use the example of cardiovascular disease: there is good evidence 

that the intrauterine environment, which is determined not just when the woman gets pregnant but prior to 

her getting pregnant, has an impact on the development of cardiovascular disease later on in that infant.  The 

lifestyle choices that a mother makes during her pregnancy often have an impact for the family.  The mental 

health of her and her partner and how they start their family, that beginning of the journey of the family, is 

another huge impact.  Again, it has been underestimated until the recent priorities around mental health 

issues, which are critically important. 

 

Then we move into the postnatal period which, again, is really important, and if you talk to most families, that 

is the experience that they remember.  How we start them off on that journey with things like breastfeeding, 

the experience of birth, how they might choose to access care next time, and the fact that the postnatal period 

of one pregnancy is the antenatal of another is something else.  Good care would be joined-up, collaborative 

care aiming to optimise the outcome for each woman, given differences in risk.  Being in London, we have a 

population that is diverse.  We have a population with a large range of social inequalities.  We have 25% of 

women who have social complexity, and we need to be dealing with all of that in its entirety.  That, to me, is a 

slightly longwinded answer, but it is a big thing and it has huge impacts.   

 

Professor James Walker (National Professional Advisor, Maternity, CQC):  To give a shorter answer 

than that, but agreeing with everything that Daghni has said, it is really about giving personalised care and the 

choice for women within a safe environment, and making sure that all the people who provide that care work 

together, because it is the mother and the baby who matter, and the family, not professionals.  It is making 

sure professionals work together to provide that care.   

 

The importance is the majority of women do not need high-intensity care.  They require facilities that they 

want to have for their choice and their personalised services, but some people need very intensive care, and it 

is the ability of them to gain access and transparency and transfer between these current siloes that is 

important to make sure their safety is maximised. 

 

Sean O’Sullivan (Head of Health and Social Policy, Royal College of Midwives):  I agree with 

everything that has been said, but perhaps just to add something.  These are not my words, but the 

National Maternity Review launched last week, and its vision talks about maternity care that is safer, more 

personalised, kinder, professional, more family-friendly, where every woman has access to information to 

enable her to make decisions about her care, where she and her baby can access support that is centred around 

their needs and circumstances, and also, importantly, from our point of view, that staff are supported to deliver 

the care that is woman-centred, that they work in high-performing teams, that they are in organisations that 

are well-led, and that there are cultures that promote innovation and continuous learning and which break 
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down organisational and cultural boundaries.  I think the Royal College of Midwives agrees with all of that and 

supports that vision.   

 

Janet Fyle MBE (Professional Policy Adviser, Royal College of Midwives):  When we are looking at 

good maternity care, we should not ignore the social outcomes related to pregnancy.  We know that the 

United Kingdom (UK) has one of the best maternity services in the world, but we also know that London is 

quite an unequal city and there are poor women who are overrepresented in the statistics for poor pregnancy 

outcomes.  When we are talking about good maternity care, we need to look at the social aspects and the 

economic aspects.  Many people live in poor homes, and women are at higher risk of poor pregnancy outcomes 

when they are poor.  We need to consider that as an issue relating to pregnancy and childbirth for some 

women.   

 

The other thing we know from the Women’s Institute and National Childbirth Trust survey in 2013 is that a 

good proportion of women in London have lower expectations of the maternity services than women anywhere 

else in the country in terms of the service’s ability to deliver the sorts of care they want - either nearer their 

home or in the way they want it.  In terms of choice, like one of my colleagues alluded to, choice is not really 

available for many women in London. 

 

Dr Onkar Sahota AM (Chair):  These are some of the themes we will pick up and explore as we go through 

the afternoon.  How has the demand for maternity services changed over the last ten years?  Has there been 

an impact on demand, and has the system kept up with provision of those services?  Do you have a feel for 

what has happened over the last ten years? 

 

Professor James Walker (National Professional Adviser, Maternity, CQC):  The problem of health 

services in general is that usually it is playing catch-up all the time.  It is difficult to know what is going to be 

around the corner.  It is not that you can say, “We will plan this for what is going to occur”.  I have been in 

obstetrics for a long time, about 35 to 40 years, and over that time we have been told that the birth rate is 

going to go down, we have been told the birth rate is going to go up, and in fact we do not know what is 

going to happen to the birth rate.  What has happened in the last ten years is that the birth rate has risen, 

although it has plateaued now.  Our staffing, our hospitals and our facilities are overstretched.  Hospitals that 

were built for 5,000 deliveries have to cope with 7,000 deliveries.  It is more about the problem of trying to 

accommodate the demand from maternity services.  

 

Alongside that, there is a difficulty in providing some of the services: of maintaining staff numbers; the 

problems of providing the higher-tech end of maternity services - particularly high-end maternity obstetric 

services but also neonatal services - which have led to closures and mergers and various other things that put 

pressure on it. It comes back to the access and choice for people because their local hospital, which used to 

provide the local environment, may not be available to them now, requiring transport to get to the hospital 

that they need to go to.  There have been various changes which nobody planned for because they did not 

know it was going to happen.  As I say, we are playing catch-up. 

 

Dr Daghni Rajasingam MRCOG (London Representative, RCOG Council):  Our Assisted Conception Unit 

team has certainly changed.  I have been a consultant at [St] Thomas’s [Hospital] for 11 years now.  In terms 

of the complexity, the ages of women and the co-morbidities that they are presenting with have significantly 

increased.  There is the very real issue that Professor Walker is talking about, us being built for a certain size 

and then constantly playing catch-up.  There is at the moment the tariff, which really does not help us provide 

high-quality care in the cases that are needed in the way that we need to do it.  You almost have to be quite 

creative about the way you do that, so that detracts from us doing the job of providing high-quality care at the 

point at which it is required.   
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Dr Onkar Sahota AM (Chair):  Is the tariff fixed, or does it vary with complexity of the case? 

 

Professor James Walker (National Professional Adviser, Maternity, CQC):  To an extent, but the more 

extensive cases are nowhere near covered by the tariff.   

 

Dr Onkar Sahota AM (Chair):  There is one other thing I just wanted to pick up.  It says in our brief here that 

between 1961 and 2012 the proportion of women giving birth at home fell from 33% to just over 2%, and yet 

research shows that 85% of women would have preferred to give birth at home.  Why has this happened? 

 

Professor James Walker (National Professional Adviser, Maternity, CQC):  You can go back further 

than that.  I am sorry to hog the conversation, but if you go back to the 1950s the Association for 

Improvement of Maternity Services actually campaigned for hospital birth because they were concerned about 

the risk of birth at home.  The problem in all medicine is that you bring in something to overcome a problem, 

but sometimes you then go too far the other way, so the attempted benefit of extending that care further and 

further along that line may be less apparent.  Then there becomes a habit or expectation of hospital birth.  A 

lot of these things were never trialled.  There was never proven research into it.  It is only more recently, 

because in fact the safety of maternity care has improved, that people now have a better feeling of the safety 

of giving birth outside hospital.  It is almost a result of improvements in maternity care that people can go back 

to looking at the possibility of delivery or birth outside hospital.   

 

Andrew Boff AM (Deputy Chair):  Sorry, can I just be clear on what you are saying?  Bearing in mind 

research that I think said that only a quarter of women want to give birth in an obstetrics unit, but 85% do, 

where is that decision-making [taking place]?  What is happening there about the decision?  We are seeing a 

similar thing happen we talk about primary care and accident and emergencies (A&Es), which we have done a 

lot of research on.  People are making decisions to choose the big, high-tech solution. 

 

Sean O’Sullivan (Head of Health and Social Policy, Royal College of Midwives):  There may be a 

variety of factors ranging from the extent to which choice is being offered once a woman is pregnant and is 

either in touch through general practitioner (GP) or maternity services.  It might be about whether there is any 

local leadership that is seeking to promote home births.  It may be to do with staffing.  Where you have 

increased pressure on services, and particularly in an area where you may have a policy that you have two 

midwives at every home birth, if you have to pull midwives in to make sure the labour ward is safely staffed, 

then home birth becomes a difficult service then to sustain.  There can be a whole range of factors, and also 

possibly something related to inequalities and deprivation.  This is slightly crude, but I would think if you 

looked at the highest home birth rates in England, they generally tend to be in areas which are relatively 

affluent, and the ones below 1% tend to be in the areas with the greatest deprivation.   

 

Janet Fyle MBE (Professional Policy Adviser, Royal College of Midwives):  In short, the word “safety” 

has been the operating issue here. Obstetricians and midwives tend to advise women to give birth in these 

lovely hospitals that we run and we build on the grounds of safety.  I am not saying that is not the case in 

many incidents.   

 

Also, you need to look at what my colleague said about staffing.  Who is exercising the choice to give birth at 

home?  We have a population that is changing where the women who are in London, at least just nearly half of 

women in London, were born outside of the UK.  Their birth practices are different.  They might want to give 

birth at home.  Do they have the information?  Do they have the inclination?  Do we have the staffing 

numbers?  Are we giving women the information in the way it should be given?  Are we providing interpreters 

for those women?  It is a whole host of issues and the definition of safety that militates against many women 
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choosing to give birth at home.  Take the Tube line analogy: that you start at the District line in Ealing and 

work your way all the way to the East End, and you could tell who might decide to give birth at home, 

depending on the station on that green Tube line, and who might get their way giving birth at home, or whose 

choices might be respected? 

 

Andrew Boff AM (Deputy Chair):  Are you saying there that perhaps the services need to look at how we 

are giving advice to mothers?  Are we making mistakes in this? 

 

Janet Fyle MBE (Professional Policy Adviser, Royal College of Midwives):  I do not think we are 

making mistakes.  My colleague talked about individual care earlier on, because each woman who is pregnant is 

different.  She is an individual.  She wants different things from that pregnancy.  Her family want different 

outcomes from that pregnancy.  We have to look at provision of midwives in particular because they are the 

ones that do the home births.  Do we have enough midwives in those areas of deprivation where women are 

not given the opportunity to make informed choices?  When you look at community midwifery, there are very 

few midwives working in the community where the women are, where they would want the opportunity to 

speak to midwives about a whole host of options.  Their choices might be that they want to give birth in 

hospital, but their choices might also be that they want to give birth at home.  The choices are limited because 

of the other ongoing issues like staffing, like where the woman lives.  She might decide, “I do not want to talk 

to somebody in the hospital about giving birth at home.  Today is my day to go to the food bank”.   

 

Professor James Walker (National Professional Adviser, Maternity, CQC):  To go back to your quote, 

although 25% of women would want to deliver in an obstetric unit, in fact virtually half of them want to deliver 

in an Alongside Midwifery Unit, which is a maternity unit that is situated beside an obstetric unit, because it is 

the balance between having a midwife-led environment but rescue is there if required in an obstetric unit.   

 

The problem is that only 10% of women would desire a home birth at the current time.  A lot of that is due to 

expectation.  It is due to what we tell them.  There are lots of things.  In some ways, you do not really know 

what their choices would be if they had different information given to them and different facilities available.  

Those are the results that are there. 

 

The other thing that is important is if you look at all the studies that have been done, only about 30% to 35% 

of women would end up delivering in a low-risk environment because they get transferred for reasons.  Most 

of it is pain relief, in fact.  They want to be transferred to an obstetric unit because they want an epidural or 

something similar to that.  Although people will say, “I do not want to deliver in an obstetric unit”, a lot of 

them will end up delivering there because of circumstances changing during their labour. 

 

Whether we can change that by offering services which are more mixed and different, and whether we can 

change people’s desire by giving them different information, that is something which we do not know.  None 

of us are very good at giving unbiased information.  All of us have a tendency towards one or the other. 

 

Andrew Boff AM (Deputy Chair):  It is being played out on The Archers as we speak.  It is quite interesting 

to follow the debates, the pros and cons of hospital and non-hospital.   

 

Professor Donald Peebles (Co-Clinical Director, Maternity Strategic Clinical Network):  Just from a 

London perspective, the London Network last year produced a toolkit to promote the use of midwifery-led 

settings, particularly for women at low risk of complications, because we are quite aware that there is a big 

variation within London units of the use of midwifery-led units, home and alongside and freestanding units.  

The reasons for that variation are quite interesting.  Some of it is just that some hospitals do not have - almost 

all of them now do, because they have just opened - midwifery-led units, so it is lack of facility.  Even if you 
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have a big alongside midwifery-led unit, there is still a huge variation in the percentage of women who deliver 

in those units.  At the very best, about 25% to 26% of the whole population would deliver in a midwifery-led 

unit, whereas some others with the same sort of unit will only achieve, say, 15%.  It is quite interesting as to 

why there should be that variation when you have the facilities there.  Is it that women do not want to use 

them, or are they not informed enough about the benefits of having a baby in those units?   

 

Lots of units have found really strange things.  If you position the triage - where women come into when they 

come in in labour - right next-door to your midwifery-led unit, it makes the clear pathway from arriving in the 

hospital to a midwife-led setting.  If you do that, it increases the number of women who deliver in a birth 

centre, for instance.  It is quite a complex piece, but the idea that women are saying, “We really want to deliver 

in these units” and they are not being allowed to do so would not, I think, be the correct picture.  It is much 

more complex than that.  It is partly to do with the expectations that all of us give rise to. 

 

If I were to make a really big generalisation, it is that in the recent years, with screening and all the things that 

we do when women arrive in our services, the effect could be to make pregnancy quite scary.  We talk about 

Down’s syndrome and we talk about heart disease and all sorts of things right at the beginning.  It then would 

not be too surprising if people said then, “I need to have my baby where I have an intensive care unit just 

around the corner”.  I think that has changed a huge amount over the last few years because the data has 

become available to really support moving forward, but it is an evolving picture.   

 

Janet Fyle MBE (Professional Policy Adviser, Royal College of Midwives):  I thought the question was 

about home births, not birthing centres. 

 

Professor Donald Peebles (Co-Clinical Director, Maternity Strategic Clinical Network):  All right, yes, 

but I broadened it to midwifery-led birth settings. 

 

Janet Fyle MBE (Professional Policy Adviser, Royal College of Midwives):  It complicates the issue a 

little bit.   

 

Dr Daghni Rajasingam MRCOG (London Representative, RCOG Council):  Can I just refer you to Report 

4 of the Maternity Review?  One of the great things about the Review is the pulling together of a whole load 

of evidence over a period by epidemiologists and academics.  The issue around this is the systematic review of 

quantitative and qualitative literature on women’s birthplace preferences and experience, so this is the most up 

to date, taking everything into account.  In the summary, it says,  

 
“Women are not necessarily told about all the local birth options or offered a choice.  The midwife and 
potentially the GP are key people who could influence that.” 

 

It does also say, 

 
“Only a small minority of women, just under 10%, appear to consider home birth for whatever reason.” 

 

They very helpfully give us some data which is from [Dame] Tina Lavender’s [Professor of Midwifery and 

Director of the Centre for Global Women’s Health] study, which was some time ago in 2005 now but still is the 

only work we have on that, talking about,  

 
“Compared with white European women, ethnic minority women are more likely to say it was important to 
have antenatal care close to where they lived, and were significantly more likely to feel unsafe if a doctor 
was not immediately available.” 
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I think there are all these issues around culture and how people look at health services that impact on how we 

provide things in London.  It is a complex picture, but certainly this is publicly available so it might be a useful 

resource.   

 

Murad Qureshi AM:   Has the age of pregnant women changed over the decades? Are pregnancies getting 

later and later?   What impact does that have on the maternity services that you are having to deliver? 

 

Dr Daghni Rajasingam MRCOG (London Representative, RCOG Council):  [30% of our women are over 

the age of 40.  Currently, at St, Thomas’, we have three people who occupy inpatient care who are 55 or more 

in age.  These were really unusual things, certainly when I was training, and very, very unusual even before 

that.] 1  

 

Andrew Boff AM (Deputy Chair):  Three over 55? 

 

Dr Daghni Rajasingam MRCOG (London Representative, RCOG Council):  55. 

 

Andrew Boff AM (Deputy Chair):  55!  I thought I had misheard you there! 

 

Dr Daghni Rajasingam MRCOG (London Representative, RCOG Council):  The reason it is important is 

because these women have had in-vitro fertilisation, often abroad, because our regulations in this country are 

tight, as they should be.  They often have huge co-morbidities that are ignored.  They come back, and then we 

have no option but to provide maternity care.  That is a huge, huge stress on my particular service.  These are 

long-stayers.  Their babies tend to be born pre-term.  They tend to have more significant perinatal 

complications.  They have significantly more maternal complications as well.  They are a high-risk population.  I 

cannot give you the figures for that, but I know there is a piece of work looking at, within urban populations, 

the proportion of older women, which is even higher.  If you look at national data, it looks better than it 

actually is.   

 

Murad Qureshi AM:  I just say that because, if I look at my sisters, my first sister had her babies in her 20s 

and my kid sister is having them in her 30s.  I do not know what that is a reflection of.  Is that career choices or 

other factors?  They were all delivered in London.  It seems to me that pattern is getting later and later over 

the decades. 

 

Dr Daghni Rajasingam MRCOG (London Representative, RCOG Council):  Yes. 

 

Murad Qureshi AM:  That does put particular demands, obviously, on the services. 

 

Dr Daghni Rajasingam MRCOG (London Representative, RCOG Council):  It does, but I am also quick to 

add that that is a complex issue, when women choose to have their babies.   

 

Murad Qureshi AM:  Yes, I do understand that. 

 

Dr Daghni Rajasingam MRCOG (London Representative, RCOG Council):  Societal pressures or not, 

work pressure or not. 

 

Murad Qureshi AM:  Yes. 

 

                                                 
1 Subsequent correction received 22 March 2016 from Dr Daghni Rajasingam: 33% of women currently cared for at St Thomas’ 
maternity services are over the age of 35; at least three of whom are over 50 years of age. 
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Andrew Boff AM (Deputy Chair):  It could go the other way in some cultures.   

 

Sean O’Sullivan (Head of Health and Social Policy, Royal College of Midwives):  Just to add that it is a 

particular problem in London.  I think London has the highest rate for women over 40 anywhere in England, 

and, in terms of the various public health issues and risk factors, I think that is more for London than, for 

example, issues such as smoking or obesity, where London has relatively low rates compared to other parts of 

the country. 

 

Andrew Boff AM (Deputy Chair):  I find that fascinating. How far are you able to guarantee that all women 

in London are receiving safe levels of maternity care, and how is that defined?  Who shall we go for?   

 

Dr Alain Gregoire (Chair, Maternal Mental Health Alliance):  I can tell you that the majority of women in 

London are not receiving safe maternity care, and by that I mean care for their mental health during maternity.  

Mental healthcare is a part of healthcare, although it is often forgotten.  I completely agree with everything 

that has been said so far, but it focuses largely on physical healthcare, which has been a historical traditional 

with maternity care and actually with the emphasis in National Health Service (NHS) healthcare services.  The 

situation we face in relation to mental healthcare is equivalent to over 50% of women in London having no 

access to a midwife, no access to an obstetrician and no access to a maternity hospital.  In other words, no 

specialists for this area of health.   

 

Andrew Boff AM (Deputy Chair):  You are now saying that the standard of mental healthcare for women in 

London is questionable? 

 

Dr Alain Gregoire (Chair, Maternal Mental Health Alliance):  It is more than questionable: we know that 

over 50% of women do not have access to National Institute for Health and Care Excellence (NICE) compliant 

standards of care.   

 

Andrew Boff AM (Deputy Chair):  What are the risks, therefore, of not providing that mental healthcare? 

 

Dr Alain Gregoire (Chair, Maternal Mental Health Alliance):  We know that mental health is one of the 

main causes of death in women having a child in this country, and indeed across the world, but the UK leads 

the world in measuring causes of maternal death through excellent confidential inquiries, and we know that 

that has been the case for as many confidential inquiries as have measured deaths from mental health causes.  

We know what we need to do because the UK leads the world in both the research and defining models of 

good care with good outcomes for mother and baby in relation to mental health.  Across the country, and it is 

more or less mirrored across London, the majority of women do not have access to that sort of care. 

 

The issue of parity is absolutely critical in mental health services generally, and achieving parity in this area we 

know is possible, and it is done in certain parts of the country but it is not done everywhere.   

 

Murad Qureshi AM:  It also varies within London, does it not? 

 

Dr Alain Gregoire (Chair, Maternal Mental Health Alliance):  It certainly does. 

 

Murad Qureshi AM:  Could you give us an idea of where you think care is particularly critical in Greater 

London? 

 

Dr Alain Gregoire (Chair, Maternal Mental Health Alliance):  Yes.  There are parts of London, if we look 

at it, and I can see you have a coloured map in front of you.  That map reflects the provision of specialist 
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community-based services.  There are also specialist in-patient services, mother and baby psychiatric units.  

There are three of those in London: one in the south, one in the west and one in the north east.  In terms of 

community services, the green areas on your map are those that pretty much comply with NICE guidelines, 

which have been in existence since 2007.  The red areas represent areas where women have no access at all, 

even to expert information or advice, let alone care. 

 

Andrew Boff AM (Deputy Chair):  To help those people watching on the webcast, the green areas are 

basically the east of London and around Southwark and Lewisham, but the red boroughs where there is no 

access are Bromley, Bexley, Enfield, Haringey, Barnet and Ealing. 

 

Dr Alain Gregoire (Chair, Maternal Mental Health Alliance):  Yes. 

 

Dr Onkar Sahota AM (Chair):  What are NICE guidelines on mental healthcare? 

 

Dr Alain Gregoire (Chair, Maternal Mental Health Alliance):  The NICE guidelines are very clear.  In fact, 

they are the only NICE guidelines that make recommendations about services as well as treatments.  They 

recommend a range of effective treatments based on the evidence for the whole range of conditions across the 

levels of severity, from mild to moderate, right the way through to the most severe conditions we ever see in 

psychiatry, as part of psychoses, and they also make recommendations on how those treatments should be 

delivered, by which services, with what levels of expertise.  The reason NICE went to those lengths was that 

there is evidence, including the maps you are looking at now, that not only treatment is not being delivered 

but the services, the infrastructure needed for those treatments, simply did not exist at all.  Making 

recommendations about, say, women’s choice or which treatments should be delivered rather than others 

became irrelevant because there was nobody with the capability of delivering them, which is an extraordinary 

situation in a national health service.   

 

Professor James Walker (National Professional Adviser, Maternity, CQC): Mental health is an 

interesting one because London has some of the best services in the country and some of the worst services in 

the country.  It has to be emphasised that when we talk about whether London is safe or not, we are not 

talking about everything.  It is a very patchy thing.  From the CQC point of view, only one-third of hospitals in 

London are seen as good, safe hospitals as far as general maternity care is concerned, compared with over half 

of the hospitals outside London which are seen as good, safe maternity care facilities.  Most of the difference 

in fact is of hospitals which are totally inadequate, which need improvement, not hospitals that require some 

improvement, but some that require major improvement.  Again, you have some excellent hospitals that are as 

good as anywhere else, and you have other hospitals that come way below the standard that you would expect 

of them.   

 

That overall safety is a package of things about what sort of support they provide women through their labour 

and delivery, but also how they respond to incidents, how they learn from incidents etc.  It is not just safety 

per se of a woman giving birth, but it is how the hospital has facilities to react to situations that arise and how 

they react to errors that are made.    

 

Murad Qureshi AM:  Can I just come back to mental health? One thing I understand is that there is a 

difference between mental health services during pregnancy and after birth. Are there particular pressures in 

London? 

 

Dr Alain Gregoire (Chair, Maternal Mental Health Alliance):  The specialist services are equivalent to 

maternity services, which is physical healthcare that specialises in pregnancy and the immediate postnatal 

period.  In mental health services, we have models that are equivalent and they cover care throughout 
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pregnancy and the first postnatal year.  It goes on longer than traditionally in physical healthcare and 

maternity, but it integrates both pregnancy-based care and the first postnatal year.   

 

Professor Donald Peebles (Co-Clinical Director, Maternity Strategic Clinical Network):  It is probably 

worth saying, is it not, that that is the situation currently, but there is a lot of good stuff happening in 

response to that?  London now has the Pan-London Mental Health Network which is setting standards 

bigtime.  Last night I saw a draft specification for what a perinatal mental health service should look like and 

every woman in London should have access to.  I think that that is the situation but we are moving on quite 

quickly. 

 

Janet Fyle MBE (Professional Policy Adviser, Royal College of Midwives):  Yes, we are moving on quite 

quickly, but we need to think about what my colleague Alain [Gregoire] says about parity between the physical 

care when a woman is pregnant, right up to a year afterwards.  When you look at the Mothers and Babies: 

Reducing Risk through Audits and Confidential Enquiries (MBRRACE) report, it is shocking that women are 

dying as a result of mental illness.  We can say we are doing something about it for the future, but we need to 

address the now as well.   

 

Dr Clare Shortall (Family Clinic Lead, Doctors of the World UK):  There is a big problem with access to 

all forms of antenatal care as well.  We see in our clinic a lot of very complex social cases.  We see a lot of 

trafficking.  I do not know if you have seen, but recently the Anti-Trafficking Monitoring Group report coming 

out about the issue of victims of trafficking often presenting as pregnant and healthcare is where they present 

and where they are identified.  The issue at the moment is that the charging system means that they are often 

deterred from accessing because they get asked about their immigration status, they get asked for their 

paperwork, and this does deter them from accessing healthcare.  They have very complex needs.  They 

definitely need mental health input and an integrated approach, and it is very difficult to join that up.  We do 

use a lot of non-governmental organisations (NGOs) to try to support these complex needs, especially around 

trafficking and mental health issues, but it would be great to have that within the health system.   

 

Andrew Boff AM (Deputy Chair):  I find that fascinating.  I have done quite a bit of work on trafficking in 

London, and one of the problems is the knowledge and being able to spot the symptoms of it at an early stage 

and being suspicious enough to refer up.  Are you saying there has been good work going on within the 

maternity services for spotting those symptoms? In most other areas - teaching, policing - it has a lot to be 

desired. 

 

Dr Clare Shortall (Family Clinic Lead, Doctors of the World UK):  Yes.  We operate separate clinics so 

everyone is trained in trafficking.  We have people that are trained and we have policy and protocol around 

trafficking.  We have then trained all our volunteers to cover that because we do tend to see this population.  

We are an NGO that does have healthcare professionals, but we tend to do the training around that or get 

other people to come in.  No, I have had a couple of cases where I have had to explain the National Referral 

Mechanism to police officers, give them the number for the Salvation Army, and even then I still have not 

managed to get them to do it.  There is a big problem with people identifying victims of trafficking, and I think 

even more so when they then hit this brick wall of having to present all their documents because then they are 

going to go away before you even have a chance to see what I think are quite clear red flags.   

 

Andrew Boff AM (Deputy Chair):  Are they being asked at a very early stage about their immigration status 

and charging issues, are you saying? 

 

Dr Clare Shortall (Family Clinic Lead, Doctors of the World UK):  Yes.  Trafficking victims, almost by 

definition, tend to be undocumented. 
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Andrew Boff AM (Deputy Chair):  It is the question you ask afterwards, not before. 

 

Dr Clare Shortall (Family Clinic Lead, Doctors of the World UK):  No.  It is always asked before ,you have 

your booking appointment  I am not sure about everyone’s hospitals, but I think for a lot of midwives it is on 

the automatic -- sometimes you cannot even book someone in unless you click the immigration button.   

 

Andrew Boff AM (Deputy Chair):  That is pretty poor.   

 

Dr Daghni Rajasingam MRCOG (London Representative, RCOG Council):  Two things.  One around the 

trafficking and women who have been refused asylum status in this country.  We see a lot of them.  We have a 

matron, who is our safeguarding matron, who we are very privileged to have.  This mechanism, the tariff 

payment, unfortunately it is there, and either you are entitled to care or you are not entitled to care.  We will 

obviously provide emergency care, but that does come into that whole discussion and changes the balance of 

things.  It is difficult.   

 

Around mental health, there is perhaps a misunderstanding often with the public that we are talking about 

significant mental health issues.  In pregnancy, often it is not.  It is just that the iceberg is what we see in the 

MBRRACE report: the whole host of women who have significant morbidity from supplemental health issues, 

but they are significant, and they are often exacerbated in pregnancy.  It is the picking up of this, that there 

needs to be a level of societal education, destigmatising mental health or issues around that, and also for the 

healthcare professionals to be comfortable with approaching that at every visit and asking, checking, because 

risk does change and mental health issues change throughout pregnancy.   

 

Andrew Boff AM (Deputy Chair):  Thank you. I have to ask the big question, which is: what effect do 

workforce pressures have on the availability and quality of maternity care? 

 

Sean O’Sullivan (Head of Health and Social Policy, Royal College of Midwives):  To give one example, 

in terms of things like the public health role that the midwives have, and it is a key role, what we see is an 

increasing demand for midwives to deliver a whole range of messages and conversations around public health, 

smoking cessation, breastfeeding, diet nutrition, safeguarding, screening, female genital mutilation, and yet 

with the pressures on time, a finite amount of time to deliver those, particularly around the booking process, so 

what you are seeing is frustration on the part of midwives not really being able to have the quality 

conversations that are needed, and also a sense from women that what they are getting is a tick-box exercise 

and not meaningful.  That is one example.   

 

What you are also getting I think is an impact on the midwives themselves and, as we have seen with the NHS 

staff survey last week, 50% of midwives are saying they are experiencing stress.  We are seeing a significant 

number saying that they felt under pressure to be at work when they are clearly unwell to be so.  We are also 

seeing some issues particularly around the workforce in London and the black and minority ethnic (BME) 

workforce, and issues around their treatment and disproportionately being disciplined.  There are a whole 

range of things which are both impacting directly on the care that midwives are able to give, but also on how 

they are feeling and their morale.   

 

We have looked back.  We have done some freedom of information (FOI) requests with trusts in London.  We 

did some in 2011, and what we found was that, for example, ten midwives in London were dismissed in 2011.  

All of them were black midwives.  There was a disproportionately higher number of BME midwives suspended 

compared to their white counterparts.  We are following that up with a further FOI looking at 2015, which we 

are going to publish next week.  This is not something I have been involved with, but my colleague tells that 
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there is not much evidence of substantive progress being made since then, so we are going to be working with 

London trusts on that and with the new Workforce Race Equality Standard because clearly that is an issue of 

great concern to us.   

 

Dr Daghni Rajasingam MRCOG (London Representative, RCOG Council):  It is not uncommon in public 

organisations.   

 

Dr Onkar Sahota AM (Chair):  I assume there is a disproportionate number of complaints against BME 

doctors also in front of the General Medical Council (GMC), and this is consistent, although not a matter for 

the hearing for this afternoon.   

 

Andrew Boff AM (Deputy Chair):  Do we have the capacity to be able to resolve the issues within the 

resources allocated in London at the moment? 

 

Sean O’Sullivan (Head of Health and Social Policy, Royal College of Midwives):  No, not at the 

moment.  If you are looking at staffing, actually some progress has been made.  If you look at midwife numbers 

going back over the last ten to 15 years, half the increase in midwife numbers in England has been happening 

in London.  In terms of staffing ratios, they do tend to be better.  However, as colleagues have said, the 

growing complexities that are being dealt with mean that, although the gap between what is needed and what 

is available has closed, it may well grow again, and there are additional factors; for example, the midwifery 

workforce is ageing.  17% of midwives in London are now aged 55 and above, and quite a significant number 

of them are still on contracts where you have the option of retiring at 55, so we have concerns about an 

approaching retirement bulge.   

 

Then, in terms of who is going to replace them, I have to say we have very serious concerns about the 

proposals around changes to students funding and what impact that might have on the supply of future 

midwives.  Just in terms of staffing then, we would say at the moment, although the situation has improved in 

recent years, it is not good enough, and the danger is it now may start to get worse again.   

 

Dr Daghni Rajasingam MRCOG (London Representative, RCOG Council):  Just to talk about the medical 

workforce, again, you asked if we have enough resources.  We do not have enough obstetricians who are 

trained with that level of experience to do what we say everyone needs in terms of obstetric care.  I do not 

think we have enough important conversations between providers and society in general on how we prioritise 

what we can do and how we minimise risk to you so you have not only the best outcome but the best 

experience?  A lot of women’s views of what is safe and good is very different to what we may express as 

healthcare professionals, so I think that is important.   

 

There is a big issue around compassionate care.  That is what we have been told by the public that they do not 

get from use.  In the example of Morecambe Bay, Mid Staffordshire Trusts, it was the lack of compassion that 

led to certain things happening and led to that toxic environment, and I do worry that we are not treating our 

workforce compassionately.  We drive them with systemic targets, with systemic impossibilities on occasion, 

and then we choose to potentially victimise the individuals who stand up and say, “This is no longer 

sustainable”.  We do need to look at the workforce in its entirety.  We need to look at team resilience.  We 

need to look at organisational resilience and how we meet that, alongside the patient and the woman and her 

family taking on responsibility as well.  The onus of the responsibility - I think it is a very traditional NHS model 

- sits with the professionals and providers.  Actually, we need to move to this dialogue where it is a joint 

responsibility and we need to make some difficult decisions so that we are all happy with some of those 

decisions. 
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Professor James Walker (National Professional Adviser, Maternity, CQC):  The other thing just to add 

is that one of the problems with maternity services is that we are not in control of the workload we have, unlike 

other medical areas where they are contracted to do certain numbers of things and say, “This is what we can 

accommodate”.  In maternity services, we take what is sent to us.  Therefore, if the number of people booking 

in a maternity unit increases, it increases, so the maternity units do not stop that.  What they do, though, is if 

they feel they are unsafe with people coming in in labour, then they may close.  What that does is it makes 

sure they are safe but it puts pressure on the hospitals around it, who have to then take more women than 

they originally had planned or may be staffed for, so there is almost a domino effect of, if one unit is under 

pressure, it adds the pressure around about.   

 

The other factor we have is that we are also affected by neonatal services, and the neonatal services have huge 

problems, particularly with staffing at junior level.  There is pressure on neonatal services to close some of their 

units or downgrade some of their units, and what that does is alter the way maternity services then are 

delivered where the patient flow is.  Therefore, other hospitals then get put under pressure because of that as 

well.  In many ways, we were responding to things, whereas there is a lot more work nationally on natal services 

and natal services.  There is less though on maternity service networks, of trying to work out how to run a 

maternity service for an area.  We are trying to be more responsive to what society gives us or the rest of the 

health service gives us.   

 

Dr Alain Gregoire (Chair, Maternal Mental Health Alliance):  Just to mention the workforce issues with 

regard to mental healthcare at this time, clearly, given that only about a quarter of Londoners have access to 

the services they should have, we have huge areas with no workforce, so there is a huge amount of catching up 

to do.  We probably have something under a quarter of the workforce we need in this area of mental 

healthcare, and we have a serious problem in that there are not enough people coming through in training, in 

both nursing and psychiatry, to fill those gaps, even if the funding is available.  We have talked about 

resources or you asked about resources.  More funding has been made available directly by the Government, 

additional funding for perinatal mental healthcare.  The difficulty is that once that gets to NHS England it is 

not ring-fenced, and there is, as far as I understand, no mechanism for ring-fencing it when it gets to Clinical 

Commissioning Group (CCG) level.  Historically and traditionally, any additional money that has gone into 

mental health has been eaten up by acute care and by acute care overspends.  You can understand why; it 

makes life much easier and mental health is invisible.  The choice for women is they suffer in silence at home or 

they suffer in silence at home, and that has to change, and it has to change in a strategic way.  We have to 

make it happen, and now we have fewer excuses, given that money is being made available.   

 

Andrew Boff AM (Deputy Chair):  Is there a definition of a safe environment, or safe levels of maternity 

care?  

 

Professor James Walker (National Professional Adviser, Maternity, CQC):  There are various definitions 

of number of midwives in a unit per delivery, or a number of deliveries per midwife, shall I say.  The problem 

with that is that that figure may be around one in 30 or something around there, but a lot of the midwives that 

a hospital has will not be delivering.  They will be doing other things that we have been talking about.  One of 

the problems of ratios is what the workforce does after that.   

 

Also, if you look at maternity units, then, given shifts that are allocated, quite often there is not the full 

complement of staff there because of sickness or other factors, or staff is pulled from one place to another 

place.  In general, in the majority of situations, safety is paramount for the staff who are providing the care.  

The main problem is when something goes wrong.  It is the stress-testing of the service, when something 

happens where they need to then have an extra level of care, an extra level of input, and sometimes it is 
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stretched that if something does happen, they cannot cope with that extra level because there is not the laxity 

or the ability to bring people into support it.   

 

We have a lot of recommendations about how we want consultant cover within our delivery units, but we 

know, around the country, there is only one hospital in the whole country that actually provides the level of 

care of the consultant presence in labour ward 24 hours a day that we recommend for big units.  They just do 

not have the numbers or the trained staff to do that.  Overall - I keep emphasising - we are a very safe service 

in general.  It is just that there is a problem in that when things go wrong, there is a reasonable percentage of 

these situations where there is inadequate care given to a situation, and if they had been given better care 

there would be less incidents occurring.   

 

Andrew Boff AM (Deputy Chair):  We are a safe service, but the CQC identified cleanliness of wards as one 

of the issues affecting London. 

 

Professor James Walker (National Professional Adviser, Maternity, CQC):  Yes.  If you go around a 

ward, you can tell a ward is under stress because it will not necessarily be clean, there will be case notes out on 

shelves, the drug trolley will not be locked away, lots of things which are bad, but because staff are 

concentrating on giving the care to the people they are wanting to give care to.  The extra things which 

maintain the overall safety tend to be neglected to make sure they concentrate on the main safety tasks at 

hand.  That is about staffing.  It is about the right skill mix.  It is about making sure that we have enough 

people doing all the things that are required.  Do the midwives need to do things like check temperatures of 

drug fridges or do a lot of things that they are expected to do?  Could we have other staff that do that that 

allow midwives to actually concentrate on the main safety at hand? 

 

Dr Daghni Rajasingam MRCOG (London Representative, RCOG Council):  Yes.  Was your question 

about safety in general, as opposed to the workforce? 

 

Andrew Boff AM (Deputy Chair):  It is safe levels of maternity care.  How can we guarantee that we are 

giving it, and how is that defined? 

 

Dr Daghni Rajasingam MRCOG (London Representative, RCOG Council):  That depends on the 

definition of safety, and the CQC have safety as one of their domains, which is only one definition of safety.  

What we are far from is having a values-based assessment of safety, ie a joint assessment between the 

healthcare professionals and women and their families and what they see as safe care, and that conversation 

has not been had so we do not have that definition.   

 

To go back to what we see as safe parameters, in my unit we do not have 168-hour cover, although, as 

deemed by previous quality standards, we ought to, and we have done that deliberately, which has now been 

supported by evidence in the Maternity Review looking at the evidence around consultant cover.  The 

intrapartum period is but a bit of a woman’s pregnancy journey, and we have concentrated on it.  If we had 

unlimited resources, unlimited workforce, that is fantastic and fabulous.  If we do not, then we have to mitigate 

risk.  The mitigation of risk throughout the antenatal pathway and the postnatal pathway is where we have 

ignored the safe issues.  Safety tends to come around high-risk areas.  High risk to us is seen as high areas of 

litigation, of which the intrapartum period is undoubtedly one.  If you asked women about their perceptions - 

that might change, so I think we just need to be a little bit cautious about the definitions of safety that we are 

using.   

 

Professor Donald Peebles (Co-Clinical Director, Maternity Strategic Clinical Network):  Using a very 

narrow definition of safety - and I totally agree with Daghni - there are London standards which are set down 
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for workforce around safe covering of a labour ward or delivery area.  They were laid down about three years 

ago, and all London units meet pretty much all of the standards.  In a really rather focused way, not a holistic 

way as you have just heard about, but actually London units do meet those standards, except the one around 

24/7 consultant cover, which is a very controversial area.   

 

Dr Alain Gregoire (Chair, Maternal Mental Health Alliance):  If I can add the ones around maternal 

mental healthcare, although advances are being made in setting standards and principles -- 

 

Professor Donald Peebles (Co-Clinical Director, Maternity Strategic Clinical Network):  They are 

being set; that is the good thing. 

 

Dr Alain Gregoire (Chair, Maternal Mental Health Alliance):  -- they are not happening on the ground 

quite yet. 

 

Janet Fyle MBE (Professional Policy Adviser, Royal College of Midwives):  Yes.  I agree with what 

Daghni was saying about how we define safety.  What do the women think is safe maternity care for them?  

We tend to focus on that little period which is the intrapartum period - fair enough - but do women feel safe 

when they go home or when they have not had a midwife visit them in the postnatal period?  Are we giving 

safe care when we do not provide interpreters for women who do not speak English?  As our population is 

changing, do women feel safe who have come over here? How is healthcare delivered to them and by whom? - 

By a female doctor, by a male doctor?  These are all issues to be considered.  We focus on the area where we 

might have to pay out a lot of money for a damaged baby or a damaged woman, but there are other aspects of 

safety and we have to have those conversations with the woman herself.   

 

Dr Clare Shortall (Family Clinic Lead, Doctors of the World UK):  Just to pick up on that, as much as 

safety is also about being able to access things, we see a lot of late-bookers, and that is because of the 

deterrent effect of charging and accessing antenatal care, and that is very unsafe.   

 

Gerald Chan (Director of Policy and Public Affairs, RCOG):  Safety also has a lot to do with the 

workforce and the relationships within the workforce.  The RCOG is invited to undertake reviews of 

performance in the services, and our assessors tell us time and time again that as soon as they step into the 

maternity unit they are able to tell whether it is a functioning unit, and that is when they look at the different 

relationships between midwives, between doctors, between paediatricians, between anaesthetists, between the 

obstetricians.  We have to look at it as a whole.   

 

If you look at the yearly GMC trainee surveys, it looks at trainees’ satisfaction levels, and the satisfaction levels 

in obstetrics and gynaecology are very, very low.  The primary reason for that is because of what is termed 

‘bullying and undermining’ within the speciality.  As the Royal College, what we have done to address that - 

and we have worked very closely with our midwifery colleagues - is to develop safety and workplace behaviours 

advisers and champions within units in order to enable a better working environment.   

 

Dr Onkar Sahota AM (Chair):  This bullying, is it more or less than the other specialties?  

 

Gerald Chan (Director of Policy and Public Affairs, RCOG):  It is second only to general surgery.   

 

Andrew Boff AM (Deputy Chair):  I do not know if ranking it makes it any better!   

 

Dr Daghni Rajasingam MRCOG (London Representative, RCOG Council):  I think what Gerald is trying 

to say is that the two Colleges have worked very hard, because we have been very upfront with the data, and 
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also there is a huge consideration for younger people wanting to come into midwifery and wanting to come 

into our speciality, and that is a real risk to the speciality.  We are working on doing a lot with that.  What still 

in my mind is missing is true multidisciplinary training from much earlier on, this level of respect.  I can 

confidently say that the obstetricians sitting here learnt much of our basic obstetrics from the matrons and the 

sisters on a labour ward.  That no longer happens, partially because of working patterns, but it is partially 

because of a shift in culture.  To re-establish those relationships, that is when things become unsafe.  In the 

safest of units, you can have a dysfunctional team on for that particular period and you will no longer be a safe 

unit.  The communication, being able to escalate things, is hugely, hugely important.   

 

Professor James Walker (National Professional Adviser, Maternity, CQC):  The other thing to add to 

that, of course, in medical staffing and also delivery staffing, is the number of bank midwives that are used.  

There are a number of locum doctors.  That disrupts the team.  Because of difficulty of recruitment, they are 

used quite widely around maternity units.  If you have someone who is a locum doctor or someone who is a 

bank midwife, by definition they will not be as integrated into the team as a well-trained team within the 

hospital would be.  That is another factor. 

 

Dr Onkar Sahota AM (Chair):  These are the symptoms of a stressed system, are they not? 

 

Professor James Walker (National Professional Adviser, Maternity, CQC):  Yes. 

 

Dr Onkar Sahota AM (Chair):  Yet the question we are asking is: is it a safe environment?  You have 

probably answered that it is as safe as possible, but the system as a whole is stressed.  What are we doing 

about it?  It is all right producing all these targets and all these guidelines, but what is happening at the 

bottom?  How are we resolving this? 

 

Sean O’Sullivan (Head of Health and Social Policy, Royal College of Midwives):  Could I just add to the 

last point, which is around agency costs?  That is a huge problem in London in the south east, and we have 

done an FOI of all maternity providers in England, and the cost of agency midwives has gone up 76% in two 

years, three-quarters of London trusts employ agency midwives, and it is hugely wasteful because what trusts 

are paying agency midwives is, on average, £49 an hour.  What our agency midwives are telling us they are 

being paid is £22.85 an hour, so the agencies are making a huge mark-up here.  It is an incredibly expensive 

and wasteful use of resources, and again masking some of the staffing issues.   

 

Dr Daghni Rajasingam MRCOG (London Representative, RCOG Council):  Can I respond to your 

question about what we do with the stressed system? Rather than stressing it further with a huge number of 

other political things that are going on at the moment which are stressing the system, and putting the money 

aside, within my service we have got to a stage of thinking we want to continue what we are doing and 

improve even more, but we want to change the way we provide care for women across not just our unit but the 

sector, the community.  We are looking at doing a whole transformative piece of work, but you need space and 

you need time and you need some sort of flexibility to see what works for that particular economy to allow the 

relationships to be built, and at the moment we do not have time.  We do not have time to stop and think.  We 

do not have time to have the conversations.  Until we do - and perhaps that is something that could be 

facilitated London-wide - I think we will continue stressing ourselves until the system breaks.  It is despite 

everything that we provide levels of care that are as safe as they are.   

 

Professor Donald Peebles (Co-Clinical Director, Maternity Strategic Clinical Network):  I think it is a 

really interesting question, what can we do, and you are absolutely right; you have to park the money bit of it 

just for now, because to go and ask for huge amounts of money is not going to be the way forward.  One of 

the approaches that the Network has taken is, as James [Walker] said, if you look at London, there are some 
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really good examples and there are some less-good examples, and in fact even the less good examples are 

really good at some things, and all within the same financial bracket.  Why can some people do it much better 

than others for the same amount of money?  Shared learning.  That is part of what I think Daghni is talking 

about, about this much wider look at maternity services, then moving away from having 23 units that provide 

maternity care around London, and none of them really talk to each other and there are these big, powerful 

hospitals and stuff.  You have to move right away from that.  A lot of the future lies in a much better 

integration of primary care and community care with hospitals.  The idea that women need to receive all of 

their care - we have already touched on it - in a hospital: it is a very costly place.  It is much better that they 

should be receiving all of their care in the community, delivering in the community.   

 

There are some huge things that you can do by looking at the maternity pathway and really challenging every 

single step of the way and looking for other ways of doing it.  There are big efficiencies in looking at network 

systems.  We talked about home birth.  Why would you choose to have three maternity units within three or 

four miles of each other, all providing their own home birth service, where the community midwives who 

provide that service cannot cross some magical geographic boundary because you cannot look after a mum 

outside this area?  That, to me, is complete nonsense. Why cannot you say, “Well, those three units or whoever 

it is, the CCG, we could provide a joint home birth service”?  Great.  Suddenly you get these efficiencies of 

scale.  It makes much more sense.  The mums would not understand about the barrier.  I think there are a lot of 

things that we can do to rationalise.   

 

Valerie Shawcross CBE AM:  My opening area was to ask you, perhaps the two Colleges, to explain a bit 

more about why antenatal care is so important for mothers and babies, and then we will go on and talk a bit 

more about access to it.  I do not know who is going first.   

 

Janet Fyle MBE (Professional Policy Adviser, Royal College of Midwives):  I think antenatal care is 

important for mothers and babies in that, if you look at many policy documents, it talks about the antenatal 

period as being a golden time and a golden opportunity to improve the health and wellbeing of women and 

their children and their families.  That is one importance, but do we do that?  I am not quite sure.   

 

Secondly, antenatal care is important in terms of the screening to identify any problems, but from the woman’s 

perspective - I have had three children - it is also trying to say, “I am well.  I do not necessarily have to go to 

hospital.  Maybe I want you to screen me.  Maybe I do not”.  We need to consider that this is a time of self-

actualisation for the woman when she is pregnant, and antenatal care should be based on what we have to 

offer, not what we think they should be getting.  Many women are well when they are pregnant, and not all 

women need to have what we are offering, but primarily it is about improving outcomes for women.   

 

Dr Daghni Rajasingam MRCOG (London Representative, RCOG Council):  From a slightly more 

obstetric, medicalised perspective, there is the issue of accessing.  There is risk analysis that happens, and that 

is quite critical.  A woman may enter pregnancy as low-risk or she may enter pregnancy as high-risk.  It is 

obviously a simplification because it is a spectrum.  Then how she is looked after throughout the pregnancy to 

mitigate whatever that risk is so that we get the best possible outcome for her is the core of antenatal care.  I 

am a “high-risk” obstetrician but the added value my role brings is to downgrade high-risk women to being 

slightly less high-risk.  There are women who in many units would be told they need a caesarean section or 

need to birth in the hospital side of the birthing unit.  Along with my obstetric physician colleagues, of which 

there are only six in the country now, we downgrade that risk and we support those women delivering in less 

medicalised environments.  That value is not realised.  It is both increasing the risk, reanalysing the risk, but 

also downgrading the risk is really important.   
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The other key bit about antenatal health is, while a lot of women will enter fit and well and healthy, a lot of 

women do not.  Things like gestational diabetes: that is a natural screening test, and we can offer the women 

who get gestational diabetes a lot of advice.  We can support their glucose tolerance tests and long-term 

screening for long-term diabetes, development of type 2 for example.  Hypertension is the other thing.  There 

are a lot of markets in pregnancy that give you a really good picture of a woman’s longer-term health and 

wellbeing.  Again, we are only at the start of that journey, but if we did it well we could really maximise that.   

 

Janet Fyle MBE (Professional Policy Adviser, Royal College of Midwives):  I just want to come back to 

that.  Earlier on, one of the questions around home births was around safety.  There is a proportion of women 

who would enter pregnancy unwell and need to be looked after medically, but the vast majority of women are 

well and they want us to treat them as well women and not consider them as women at risk.  There is a skill to 

doing that, and I am pleased my colleague has explained that to us, but we need to go back and ask the 

women, “What sort of care do you want?  Do you want to go to a big, shiny hospital, or do you want to have 

care closer to your home?”  I think I said earlier many women would not turn up at our big hospitals because 

maybe they cannot afford to get to the hospitals.  We talk to them in language that they do not understand.  If 

they are migrant, we demonise them.  We do not provide the type of service they want, which is sometimes 

very basic, although some of them may have existing conditions.  We have to look at women who are pregnant 

as women who are healthy and, as my colleague said, along the spectrum we will discover if they need medical 

interventions.  We also have to look at their mental and social wellbeing.  If we just focus on the fact that every 

woman who is pregnant is at risk, we are probably not serving women appropriately.   

 

Valerie Shawcross CBE AM:  What damage or impact is there of delayed access to these services? 

 

Janet Fyle MBE (Professional Policy Adviser, Royal College of Midwives):  Delayed access definitely 

[results in] poor pregnancy outcomes.  Some women do not get screened so we do not pick up certain 

conditions for them and their babies, but particularly women who do not access services because of the 

reasons you gave: they are asylum-seekers, they get picked up by the builders, bleeding, and they go into 

hospital and it costs the NHS an awful lot of money.  For those women who do not access antenatal care early, 

most of them have poor pregnancy outcomes.   

 

We need to think about providing antenatal care in a variety of ways, in hospital and in the community near 

where the women live.  I am sure successive Governments’ policy has been about providing care to whoever 

you are, using the NHS, close to where you live, but we have changed that over a period by having these big, 

shiny hospitals that some women want to go to.  Others do not want to go to them. 

 

Valerie Shawcross CBE AM:  Is the system flexible? Is the system flexible enough to allow a woman who has 

a set of ideas about what she would like at the beginning, and what she thinks is appropriate, then to change 

and book something different?  At the beginning she may be very anxious or have had a different experience 

elsewhere and go for the high tech but then if things are going well, is the system responsive?  Can you 

change your plan? 

 

Janet Fyle MBE (Professional Policy Adviser, Royal College of Midwives):  The system is [responsive].  

My colleague did a piece of work a few years back where she was suggesting that perhaps when women are 

pregnant and they turn up to see their GPs or the midwife, they do not have to decide where they want to 

deliver their babies.  As time goes on, they will think, “I want to deliver my baby in hospital” or, “I want to 

deliver my baby at home”.  It is shifting that power back to the woman who is pregnant rather than us, the 

professionals, who think we know better than the woman.  In many cases we do know a lot to support the 

woman -- 
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Valerie Shawcross CBE AM:  You have more information. 

 

Janet Fyle MBE (Professional Policy Adviser, Royal College of Midwives):  -- but we need to shift the 

power back to the woman and work with the woman in partnership.  In many places, that happens. 

 

Dr Clare Shortall (Family Clinic Lead, Doctors of the World UK):  My background is paediatrics so I am a 

bit of an interloper on this panel, but the reason that I have been involved in the Family Clinic is because it has 

of the impact it has on child health.  That is something that you really have to take into account.  As you were 

saying, good antenatal care has massive impacts on child health.  If you look at Professor [Sir Michael] 

Marmot’s [Professor of Epidemiology and Public Health, University College London] work in the early 

interventions, you can see how much is going on for that child and what that is going to mean, both for the 

child’s personal health and also the financial implications of that and so on to things later on.   

 

Specific things that from my experience have been issues are, as you say, late booking and then not being able 

to do appropriate screening and then picking up things late.  Most of the time we have managed to push 

people in quick enough to do screening for hepatitis B and HIV, but obviously that is something we would 

worry about because you can do something to prevent vertical transmission.  It is a massive point of impact. 

 

Professor James Walker (National Professional Adviser, Maternity, CQC):  Your point, though, about 

flexibility is a very good one.  There is a tendency for maternity services over the years to be unidirectional.  

You go from low risk and then you increase your risk rather than decrease it.  That is changing.  One of the 

things the Maternity Review emphasised was the importance that risk can change during a pregnancy both 

ways.  It is important that that is constantly being reassessed and discussed with the woman, and, therefore, 

the choices she has will change depending on that over the period of time.  I would say at the current time it 

may well be that there is less ability for someone to downgrade their risk category than there should be.   

 

Dr Alain Gregoire (Chair, Maternal Mental Health Alliance):  I just wanted to add, in relation to late 

booking and poor engagement in antenatal services, that women with mental health problems not only have a 

higher risk of poor physical health outcomes as well as mental health outcomes - and so do their children - but 

they also have much more difficulty engaging with the sorts of services that are provided.  The solution to that 

is similar to the solution that has already been discussed to the whole of maternity care, which is one that I can 

speak to from the heart as someone who has been a consultant psychiatrist for 25 years over the time when we 

have closed hospitals.   

 

You might say it is very difficult to close hospitals.  In mental health, nobody protested that much when we 

closed them and we did not have the services in place to deal with the consequences.  Please learn from that 

lesson.  However, you can close hospitals and that is the way to get to the money to deliver really good care 

where women want it and where the most hard-to-reach women, who most need it, can access it.   

 

Valerie Shawcross CBE AM:  Can we talk a bit about who these hard-to-reach women are, and what barriers 

you feel -- 

 

Janet Fyle MBE (Professional Policy Adviser, Royal College of Midwives):  Sorry.  I was going to say we 

have to look at the women who are late bookers.  They are not your average articulate woman along that green 

Tube line.  They are the women who are poor.  Their housing conditions are terrible.  Probably their husbands 

are unemployed.  They visit the food bank.  They themselves are probably on a zero-hours contract.  They are 

stressed; they have other children and money is very difficult to come by.  Most of those women, most of the 

time, do not book early.  You have your other group who turn up and are demonised because they are 

migrants.  You have other women who turn up with no recourse to public funds.  Primarily, those are the 
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women who might book late, as well as new migrants who do not understand the way the NHS works even if 

they are entitled to care.  Those are the women.  When you look in the statistics, they are over-represented in 

the statistics for poor outcomes.   

 

What are we going to do about those women?  It is not going to be our type of woman who is going to book 

late.  We know everything.  We have all the information.  It is about how we engage with those women who are 

likely to book late in terms of ensuring that they access early antenatal care.  They might not turn up in 

hospital.  They might turn up in a local clinic or in a health centre with a GP or somebody else. 

 

Valerie Shawcross CBE AM:  How good is the system at going out and finding, helping and seeking out the 

people who have the biggest barriers? 

 

Dr Daghni Rajasingam MRCOG (London Representative, RCOG Council):  I was on the NICE Guideline 

Development Group for socially complex pregnancy and we concentrated on four groups of women, of which 

migrant women were one.  Vulnerability is a really interesting thing.  We have a definition of it around urban 

populations covering the things that Janet has just covered.  It is interesting that we say they are ‘hard to 

reach’.  I do not think they are hard to reach.  They are seldom heard.  That is our problem as healthcare 

services.  Our NHS system is difficult for most of us to navigate, ie there is a problem with the way we are 

providing it.  We need to have the will and the way to do things quite radically, differently, to enable these 

women to access care appropriately, flexibly and when they want.   

 

On early booking, I just wanted to make the point there is a cultural issue around early booking.  Twelve weeks 

is the official target and the cut-off.  My understanding, having looked back through the literature, is that is 

because of our Down’s screening, so when we do the ultrasound scan.  If you look at the clinical data, 20 

weeks is a significant marker of care that might have been provided because there is very little we do before 12 

weeks apart from certain screening tests.   

 

There are certain groups of women who will not declare a pregnancy before 12 weeks because, culturally, that 

is not what they do.  That is women from all sorts of social classes.  That is a cultural sensitivity.  We get 

penalised for that, rather than enabling those women then to engage appropriately.  We are not very flexible 

with trying to accommodate certain groups for very specific reasons. 

 

Language is the other one.  We have had translation services cut, reduced, decimated, and that does not 

enable any of us to have the conversations we need to have with groups of women. 

 

Valerie Shawcross CBE AM:  It is getting harder, is what you are saying.  It is getting harder. 

 

Dr Daghni Rajasingam MRCOG (London Representative, RCOG Council):  It is getting harder and 

harder. 

 

Professor James Walker (National Professional Adviser, Maternity, CQC):  The other thing is that we 

have to be careful that we do not label all the people who have difficulty accessing the same, because they are 

not.  They all have different problems.  I do not have experience of London obstetrics apart from the job I am 

doing at the moment but over the years I have worked in areas in Glasgow where we set up the Easterhouse 

services, outreach services, and when I moved to Leeds we did the same thing, running services for substance 

abuse, for working women, etc.  Their problems are all different.  They may end up with the same access 

problems but the reasons they do not engage are quite different.   
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In some circumstances, if you actually involve the community and are in the community, then the community 

itself brings the people to you.  Quite often they will bring their friends to the antenatal services.  They then 

trust you so they bring them.  In other situations, like with working women or asylum-seekers, they are 

frightened of authority so it is far more difficult and it is, therefore, far more important to provide those 

services in the community with people they can trust, which may not be traditional maternity services.  It is 

trying to solve these problems in different ways rather than looking at one blanket method of solving. 

 

Valerie Shawcross CBE AM:  The blanket access point, the front door to the NHS for most of us, is still the 

GP.  We have heard evidence on this Committee about how that is getting harder and harder.  Is that 

something that is making the barriers for women worse? 

 

Professor Donald Peebles (Co-Clinical Director, Maternity Strategic Clinical Network):  What is 

different is that most units now have and encourage self-referral. 

 

Valerie Shawcross CBE AM:  Do you think women know that? 

 

Professor Donald Peebles (Co-Clinical Director, Maternity Strategic Clinical Network):  When they 

are surveyed, some do.  Some do not, no.  It certainly is not universal.  A lot of people think you have to go via 

the GP.  That is a good message to go out with, that you can refer yourself to any of these units, although I 

tried to refer myself to a number of London maternity and it is quite difficult because their websites are not 

easy.   

 

Dr Clare Shortall (Family Clinic Lead, Doctors of the World UK):  We do self-referrals.  We have a lot of 

self-referrals because we are not their GPs.  We see them in a drop-in clinic.  It is very difficult to register with 

a GP if you do not have any documents still, even though there are NHS England guidelines.  The other thing 

is that if there is an issue with their immigration, obviously they are getting these bills of 150% of the NHS 

tariff and then they may be told that if they do not provide their documents they will call the Home Office.  

There are lots of things that are happening.  Then if the bill is greater than £1,000 after three months, they tell 

the Home Office. 

 

Valerie Shawcross CBE AM:  Sorry to be ignorant, but how long has that been the case? 

 

Professor James Walker (National Professional Adviser, Maternity, CQC):  I think it has always been 

the case.  What has happened is that it has been implemented far more in recent times, partly because of 

finances and partly because of hospitals trying to maximise the money coming in.  They are encouraged to. 

 

Valerie Shawcross CBE AM:  Is anybody researching the impact that implementation is having on women 

and the outcomes for them? 

 

Dr Clare Shortall (Family Clinic Lead, Doctors of the World UK):  We obviously have a skewed 

population.  We are seeing people who are having difficulty accessing healthcare.  We have seen it getting 

more and more difficult.  It is more and more of a challenge to get people to go to antenatal care and then also 

to remain in it.  What happens is someone might go to antenatal care and then they get the bill.  Sometimes 

they are economising.  They think, “OK, I will just have the birth at the end then because that will be cheaper”, 

but that is not the way it works.  Then different hospitals charge different things, so it is quite -- 

 

Janet Fyle MBE (Professional Policy Adviser, Royal College of Midwives):  They may not be able to pay 

that bill. 
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Dr Clare Shortall (Family Clinic Lead, Doctors of the World UK):  No. 

 

Janet Fyle MBE (Professional Policy Adviser, Royal College of Midwives):  The NHS in most cases 

cannot retrieve that money. 

 

Valerie Shawcross CBE AM:  Why do we not just have an amnesty?  If you are pregnant, you are pregnant.  

You cannot delay it until you can afford to pay. 

 

What methods do you find successful, Dr Shortall, for reaching out to vulnerable women and pulling them in? 

 

Dr Clare Shortall (Family Clinic Lead, Doctors of the World UK):  We talk to them about what is going to 

happen.  We spend about an hour to an hour and a half with people.  We do a joint social/medical 

consultation.  We do not have any obstetricians.  We have volunteer midwives, volunteer doctors in training 

and then volunteer support workers.  We do a complex social assessment.  We look at mental health and try to 

refer to the NGOs that are available because that is vital.   

 

On average people have not been in healthcare for about five years when they come to see us and they come 

in because they are pregnant.  By this point, the fear of accessing services - especially for victims of trafficking, 

who do not like accessing services at all - is so great that the mental health impact of then trying to access 

them is quite difficult.  It is very complex.  We do full assessments.  We try to support them through the 

community.  A lot of it is based in community support and mental health and psychosocial support, and trying 

to get through to clinical services, which is difficult in different areas.  Then obviously helping them to register 

with a GP, which normally we are successful with.  That is relatively easy.   

 

Then self-referrals directly into antenatal care.  Occasionally it will bounce back saying, “They do not have a 

GP and I do not know which midwife to assign them”, but to be honest we can also call the midwife supervisor 

and say, “We have someone who is 36 weeks”.  If that happens we call the midwifery supervisor, who will then 

sort it out. 

 

Valerie Shawcross CBE AM:  Nobody has mentioned women in prison or in the criminal justice service.  

Evidence we have heard on other issues has led us to the view that the prison service is in a disastrous state 

when it comes to healthcare for prisoners.  Is there are issue at all for women in prison? 

 

Dr Daghni Rajasingam MRCOG (London Representative, RCOG Council):  A huge issue.  There are 

certain hospitals that have more experience.  We see a few for a variety of reasons.  The prison system is 

stressed and within that, priority women and pregnant women are seen more as a problem than anything else, 

really.  It is very difficult.   

 

There is an issue around knowing [that there is] information that you can access.  You do not need this 

amount of detail.  Certain hospitals will have a reputation.  We tend to get Chinese women who have been 

trafficked into our unit because they have found us.  As James [Walker] has said, one or two people will be 

there and go, “They are all right to go to because they will not ask difficult”. 

 

Valerie Shawcross CBE AM:  Safe, yes. 

 

Dr Daghni Rajasingam MRCOG (London Representative, RCOG Council):  “They are safe.”  That is 

something we need to pull on, the good practice, and disseminate that.  It comes down to time.  It takes time 

to see these women, to have that conversation and to establish that relationship.  Time comes at a big 

premium. 
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Valerie Shawcross CBE AM:  What could the Mayor do to help with all of this?  What can the Greater 

London Authority (GLA) and the Mayor do? 

 

Janet Fyle MBE (Professional Policy Adviser, Royal College of Midwives):  We have just issued, in 

collaboration with another organisation, a birth charter for women in the prison system.  We have just updated 

it based on a policy announcement last month.  The key issue for the Prison Service is that there must be a 

lobby to ensure that they implement the Prison Service orders as far as pregnant women are concerned.  It 

varies from prison to prison where women are.  It is about education of people in the Prison Service and it is 

about enabling them to understand that they have this guidance and documents, because in many cases they 

just treat pregnant women like they treat the women. 

 

Professor James Walker (National Professional Adviser, Maternity, CQC):  One of the big problems 

when someone goes into prison is access to their medication.  They often have the medication taken off them.  

If they are on something that they require for various reasons they are often some days without it, which can 

be extremely dangerous for them and their baby. 

 

Valerie Shawcross CBE AM:  Generally, with regard to this issue of access and barriers to services, what do 

you think the Mayor could do? 

 

Dr Daghni Rajasingam MRCOG (London Representative, RCOG Council):  Appoint a lead for women’s 

health.  Have someone who has dedicated priorities around pan-London education programmes, support 

programmes and public health campaigns.  Keep women at the fore.  That just is not happening, even in a city 

like London, and that is sad. 

 

Professor James Walker (National Professional Adviser, Maternity, CQC):  The other important thing is 

to bring services to the women, so that you have outreach services not just for maternity but for all services 

relating to women within that group.  That is mental health, as well as paediatric support and family support.  

There have been a lot of development in family services.  Where in the past the Sure Start facilities were 

available and maternity services were around, that is getting more and more difficult.  Also, access to these 

community facilities is now costing a lot more money because people are charging for them and maternity 

services cannot afford to utilise the services.   

 

Something that can help to bring all the relevant players together to run a co-ordinated, integrated service to 

benefit the woman and the family at the centre of it would be a major benefit.  It would be access to antenatal 

care, access to immediate postpartum care, access to mental health services and children’s services, all the 

things which you probably talk about at varying times but which could be brought together under one 

umbrella. 

 

Professor Donald Peebles (Co-Clinical Director, Maternity Strategic Clinical Network):  In Merseyside 

they have one of these vanguards.  It is a chunk of money to support new ways of working.  It is the only 

maternity vanguard in the country.  I think it is ten CCGs, four providers of maternity services, a group of 

midwives, local authorities - which I think is the really important thing here - and primary care.   

 

What they are starting to do is to get the chief executives of all of those organisations sitting together around 

a table to try to break down some of these barriers we have been referring to.  One is the idea that the 

maternity pathway starts at 12 weeks, which is how the payment is allocated, and then stops when you have a 

baby, which clearly it does not.  It is how to extend that pathway so that people are working together, despite 

the funding coming from all sorts of different sources.  That is being piloted up there.  London should be 
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thinking about at least piloting in an area of London that sort of approach to providing this really complex 

pathway, which is much more cohesive and has the perinatal mental health and the provision that you are 

talking about built into it.   

 

You can also do the public heath stuff.  One of the more frustrating things for us is knowing that the physical 

condition or mental condition that a mum is in when she becomes pregnant sets the trajectory, but at the 

moment as an obstetrician I can do nothing about nutrition, weight loss or other things in the pre-pregnancy 

period - which probably, of all the things one could do, would have the biggest impact - because we do not 

talk together. 

 

That would be something I would like the Mayor to support in an area in London.  It is a big piece of work 

because it is so complicated, breaking down these boundaries between local authorities, primary care, CCGs 

and all the providers of maternity services, but it could be done. 

 

Murad Qureshi AM:  Institutional barriers. 

 

Valerie Shawcross CBE AM:  Institutional barriers, yes. 

 

Professor Donald Peebles (Co-Clinical Director, Maternity Strategic Clinical Network):  It is, yes. 

 

Dr Daghni Rajasingam MRCOG (London Representative, RCOG Council):  Can I just come in on the 

back of Donald [Peebles]?  We have not talked about that, but that is the transformation I talked about earlier 

on.  Hopefully our Guy’s and St Thomas’s Trust charity we will part-fund is exactly what Donald is talking 

about.  If you want to support us, you have us willing to work with you. 

 

Dr Alain Gregoire (Chair, Maternal Mental Health Alliance):  For mental health, I am going to say exactly 

the same thing: making sure that mental health is not an add-on, an extra, considered as one of the questions, 

so to speak, but is an integral part of every policy, every report and every discussion around the health of 

women at this time.   

 

It is also ensuring that it is not just a choice issue and that there are the services on the ground to deliver that 

choice.  It is a unique situation that we simply do not have any parity there.  We need specialist services for 

women at that time for their physical and their mental health working together across the pathway.  Mental 

health is completely up for that and ready to deliver it.  We have some of the best models of care in the world, 

it is just Londoners are not getting them.   

 

Valerie Shawcross CBE AM:  Interesting. 

 

Dr Clare Shortall (Family Clinic Lead, Doctors of the World UK):  I agree with the integration.  It is very 

important.  I do think that the charging is having a detrimental effect on women’s health.  I do not think you 

can get any money out of it and it is costing a lot more than it has any chance of delivering.  I would heavily 

stress that, especially in maternity and child health. 

 

Valerie Shawcross CBE AM:  It is so inhumane.  It is just unbelievably inhumane. 

 

Dr Daghni Rajasingam MRCOG (London Representative, RCOG Council):  I just wanted to mention 

informatics in its wider sense.  There is a role for some system leadership on not complex informatics but 

making that available to the professionals and the population, and tying that up across that whole life course.  
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That is something we have to work really hard to show and that is quite a powerful mechanism for education 

and for change.   

 

Valerie Shawcross CBE AM:  Thank you. 

 

Janet Fyle MBE (Professional Policy Adviser, Royal College of Midwives):  Your question was, “What 

can the Mayor do?” 

 

Valerie Shawcross CBE AM:  What can the Mayor do?  The GLA? 

 

Janet Fyle MBE (Professional Policy Adviser, Royal College of Midwives):  The Mayor has a few deputy 

mayors and advisers. 

 

Valerie Shawcross CBE AM:  He can have as many Deputy Mayors as he likes - or she likes. 

 

Janet Fyle MBE (Professional Policy Adviser, Royal College of Midwives):  Yes, exactly. 

 

Valerie Shawcross CBE AM:  There is one statutory one and then he has lots and lots of --  

 

Janet Fyle MBE (Professional Policy Adviser, Royal College of Midwives):  We look at the maternity 

services.  Women give birth in maternity services but they live in communities within local authorities.  It is 

about making this link between the maternity services and the local authority and public health.  When I came 

into midwifery the local authorities had an involvement in the maternity services.  I do not know quite how - I 

would have to go look it up - but there was not this artificial barrier between the woman leaving hospital and 

going home.  There was something else that supported the women and her family.   

 

It is about having a deputy mayor or an adviser to look at the issues we have been discussing here this 

afternoon and making the links between local authorities, public health and maternity services.  One more 

about looking at taking services to where the women are, which is the community.   

 

Gerald Chan (Director of Policy and Public Affairs, RCOG):  Alongside that, there is already a lot of good 

work done by Public Health England on their ‘start for life’ campaign.  It might be an idea for the Mayor and 

the deputy mayors to work together with Public Health England to do something similar but for marginalised 

and vulnerable women, given that the percentage of them is quite high in London. 

 

Janet Fyle MBE (Professional Policy Adviser, Royal College of Midwives):  Can I just ask a question 

about the London Health Commission?   

 

Dr Onkar Sahota AM (Chair):  This theme you are talking about, integrating healthcare, is a recurring 

theme.  The London Health Commission was appointed by the Mayor to look at health issues.  One of the 

recommendations of that Health Commission was to have a Health Commissioner for London.  We hope that 

the next Mayor will take this on board because there is a recurring theme of lack of leadership right across this.  

There are differences of view about that. 

 

Andrew Boff AM (Deputy Chair):  Yes.  I was about to say “we” is not necessarily “we”.   

 

Dr Onkar Sahota AM (Chair):  There are differences of opinion about that.  That would take us into a 

political debate.  I want to say that that was a recommendation of the Health Commission. 
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Janet Fyle MBE (Professional Policy Adviser, Royal College of Midwives):  If you look at when London 

got its own government initially, there was the London Health Commission and a Commissioner.  If you look at 

the improvements in the east of London, it was as a direct result of the work that happened within the London 

Health Commission.  You had the public health adviser, who did an awful lot of work.  You had other issues 

around data collection and the observatories and what they are going to say.   

 

Dr Onkar Sahota AM (Chair):  We are going to have an election on 5 May.  I do not want that to be played 

out here.   

 

Janet Fyle MBE (Professional Policy Adviser, Royal College of Midwives):  I am just putting in a vote. 

 

Dr Onkar Sahota AM (Chair):  I can see that debate going on there.  That is one of the things we will be 

discussing on the doorsteps of London in the coming weeks. 

 

Valerie Shawcross CBE AM:  There is an issue about the lack of powers for the GLA and the London Health 

Commission, but all the time what we observe are a lot of very frustrated professionals in the health service.  

There seems to be such fragmentation, bureaucracy and lack of overarching management.  It is very clear.  

There are lots of people who know what they want to do -- 

 

Andrew Boff AM (Deputy Chair):  A lot of people like top-down because it is easier to get political targets.  

I think we have just talked about targets. 

 

Valerie Shawcross CBE AM:  -- and a lack of ways to mobilise them. 

 

Dr Onkar Sahota AM (Chair):  OK.  Can we keep focused? 

 

Valerie Shawcross CBE AM:  Yes.  Sorry. 

 

Dr Onkar Sahota AM (Chair):  As I was saying, we are going to have an election and these things will play 

out.  I just want to come back to some of the issues right now. You have already answered the question, “What 

should the Mayor do?” but let us unpick it.  Even before now, there have been service reconfigurations in 

maternity services in London.  The question is: what has driven those reconfigurations of services and have 

they delivered what you wanted?  I come from northwest London, the London Borough of Ealing.  Ealing 

Hospital’s maternity services were shut down.  My constituents are concerned about it.  One of the things we 

were told was that there would be 24/7 consultant cover on the ward.  Are we achieving that or are we just 

inconveniencing our constituents?  This is an apolitical comment. 

 

Sean O’Sullivan (Head of Health and Social Policy, Royal College of Midwives):  From our point of 

view, we have seen major reconfigurations in three parts of London.  Southwest London has never quite got 

there.  The 168 hours, from our point of view, has been used as a fairly crude driver for reconfiguring.  As 

people have said, there is only one unit in England that is achieving it.   

 

We have seen, for example, in southeast London, the proposed closure of Lewisham.  Our concern there was 

that again 168 hours was used as the basis.  Had Lewisham closed, the impact on the neighbouring units and 

the increase in activity would have been hugely costly because if they were able to provide 168 hours, a lot of 

them would have had to have used double rotas.  It also did not take into account things like the local 

demographic profile or future profile of the population.  In Lewisham, an area of very high deprivation, there 

would be an impact on the local population.   
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We would say there has to be a more holistic view about how you change services.  It cannot just be about 

staffing without taking into account things like the distances you would need to travel, the impact on 

neighbouring units, what the knock-on effect might be on other services within the hospital and whether that 

might have a chain reaction, and also things like the recruitment and retention of staff.  Would it be an 

attractive place to work?  Would it drive staff away?   

 

In the case of Ealing, from our point of view, whilst we thought there was some basis for supporting a 

reduction of obstetric units from seven to six, our support was not unconditional.  Where you were closing 

obstetric units, why were you not having a midwife-led unit there?  Particularly in Ealing, where the 

midwife-led unit had only been open a couple of years. 

 

Dr Daghni Rajasingam MRCOG (London Representative, RCOG Council):  The short answer is “no”.  

This issue about systemic leadership and organisational memory is something that you could provide or the 

Mayor could provide.  In Ealing when it was shut down, the women were directed to UCL.  Donald [Peebles] 

will remember this.  They voted with their feet.  They did not go down the Westway to get to UCL. 

 

Professor Donald Peebles (Co-Clinical Director, Maternity Strategic Clinical Network):  Sorry, where 

are we talking about? 

 

Dr Daghni Rajasingam MRCOG (London Representative, RCOG Council):  Ealing. 

 

Professor Donald Peebles (Co-Clinical Director, Maternity Strategic Clinical Network):  No, UCL was 

never, ever in the mix. 

 

Dr Daghni Rajasingam MRCOG (London Representative, RCOG Council):  Originally, in 2007 -- 

 

Dr Onkar Sahota AM (Chair):  There was a time when we did not have enough beds.  I can say this as a GP.  

When we were asked to refer patients to --  

 

Professor Donald Peebles (Co-Clinical Director, Maternity Strategic Clinical Network):  Shaping a 

Healthier Future was all around your local economy, was it not? 

 

Dr Daghni Rajasingam MRCOG (London Representative, RCOG Council):  This was pre-that. 

 

Dr Onkar Sahota AM (Chair):  Pre-Healthier Futures, yes. 

 

Dr Daghni Rajasingam MRCOG (London Representative, RCOG Council):  Healthcare for London time, 

2007.  We never learnt the lessons about how we went about that.  We have to be very careful about our 

reasons for reconfiguration.  That comes back to the thing I said originally, having those honest conversations 

about what we can afford, what we need and what we want, and how we can do that across a whole health 

economy.  In my mind, we are still quite far from having those discussions.  There are areas.  

Donald’s [Peebles] areas, certainly, in northeast London, have done that.  North central London have also 

done that relatively well.  How do we learn the lessons from that?  That is the important bit. 

 

Sean O’Sullivan (Head of Health and Social Policy, Royal College of Midwives):  One of the lessons is 

engagement with organisations representing staff and professional bodies.  In northeast London, there was a 

high level of engagement.  With the initial proposals to close King George’s and then move a lot of activity to 

Queen’s, our concern was that it would lead to a unit that was doing 10,000 or 11,000 births a year, which we 

thought was unsustainable.  I cannot remember the organisation behind the reconfiguration but there was a lot 

Page 27



 

 

of dialogue with ourselves and the RCOG and they modified the proposals in a way that made it possible to 

support that.  There was certainly very little staff engagement in northwest London, and certainly initially in 

southeast London with the special administration process.   

 

Professor James Walker (National Professional Adviser, Maternity, CQC):  You ask a very good 

question because you could take several steps back and think through whether reconfiguration in the way we 

are going about it in this country is the correct way.  Very few other countries have hospitals of the size that 

we now produce.  They tend to deliver the facilities and services in smaller units.  That requires a certain 

degree of integration of care and networking of care, so that you can have a unit that provides a certain level 

of service linked to a unit that provides a higher level of service.  That requires people to talk to each other.  It 

requires people to not have fear.   

 

A lot of the problem comes from the way hospitals are financed.  People are frightened of working with 

another unit because they think resources will be taken from them.  If you had a system of networking where 

the resources came to the network and then people sat down and worked out how to provide the care, you 

would get around a lot of the things you are talking about. 

 

Again, it comes back to what people talked about before.  Within the speciality - and I use that in its broadest 

sense of everyone around this table - there is a frustration.  You ask, “Where do we go from here?”  We would 

not have started from here if we had had the choice.  Similarly, we would not go where people are driving us.  

We would like to get around a table and have a better way of designing the facilities ourselves, the way we 

want it.  The drivers are related to finances, they are related to politics, they are related to a whole range of 

things that are outwith our control.   

 

Dr Alain Gregoire (Chair, Maternal Mental Health Alliance):  I would just add that there are perverse 

incentives and kneejerk reactions that are really unhelpful.  In mental health, an illustration is that at the 

moment in my mother and baby inpatient unit in Winchester, I have two women from London.  This is a regular 

occurrence for us in Winchester.  You would think and it is sometimes suggested that therefore there are not 

enough mother and baby units in London.  The reality is that there are not enough community services in 

London, so the mother and baby units are always full.   

 

What we do not need are more mother and baby beds to compensate for these poor women and their families, 

who at enormous cost - £700 a night, about £35,000 per admission - are being admitted to our mother and 

baby units.  Their families are having to travel every day at their own expense to come and keep contact 

between the woman and the rest of their family, when actually they could have cheaper care.  For one 

admission, I can buy a full-time mental health nurse to work in the area where that woman should be receiving 

care.  We get more admissions from the red areas of the map that are unnecessary admissions, avoidable 

admissions, than we do from the green areas, where we get almost none.  It is criminal and inhumane.   

 

Dr Onkar Sahota AM (Chair):  When the commissioning of services is being done, say for perinatal care, who 

is leading all this commissioning work? 

 

Dr Alain Gregoire (Chair, Maternal Mental Health Alliance):  The CCGs are leading. 

 

Dr Onkar Sahota AM (Chair):  But they are all fragmented now. 

 

Dr Alain Gregoire (Chair, Maternal Mental Health Alliance):  It is not commissioning, it is contracting.   

 

Dr Onkar Sahota AM (Chair):  Basically the CCGs?  Does no one take leadership across London? 
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Dr Alain Gregoire (Chair, Maternal Mental Health Alliance):  It is not commissioning.  It is called 

commissioning but they are contracting.  Commissioning is when you decide on priorities for healthcare and 

invest accordingly. 

 

Andrew Boff AM (Deputy Chair):  Obviously we are going to make recommendations in this report and we 

are going to probably send them to the CCGs.  Are they going to be totally unaware of this? 

 

Dr Alain Gregoire (Chair, Maternal Mental Health Alliance):  I think they choose to ignore it because 

their job is incredibly difficult, but that is the whole point of commissioning.  You do a difficult job. 

 

Professor Donald Peebles (Co-Clinical Director, Maternity Strategic Clinical Network):  There are 

various reasons to reconfigure and I would put an alternative view.  Clearly there are reconfigurations that one 

might regret, but the idea that you could never change a maternity service or the way it is shaped in London is 

clearly wrong.  You would not want to stick with something because it is too difficult not to stick with it, if 

there is a good reason.  In the various reconfigurations, there have been very different reasons.  Some have 

been purely political and some have been much more driven by the community.   

 

I would commend your area of London for the long and really complex process that it went through in 

reconfiguring the maternity services around your patch.  It took a long time.  They did some serious modelling.  

By and large, the data would suggest that modelling was correct.  There are some hospitals round and about 

that now have better facilities, better consultant cover and more midwives.  They have opened midwifery-led 

units at Hillingdon, for instance.  They have just opened one as a result of the increased birth rate that came 

with that reconfiguration.  That was a clinically driven reconfiguration that went through an exhaustive process 

with midwifes leading it and obstetricians and CCGs working together.   

 

Yes, clearly if you live near Ealing - and they have some fantastic midwives in Ealing - it is going to look like a 

disaster, but as a process, from the outside, because I was asked to say whether it was safe or not -- 

 

Dr Onkar Sahota AM (Chair):  Were you advising on Shaping a Healthier Future? 

 

Professor Donald Peebles (Co-Clinical Director, Maternity Strategic Clinical Network):  No, I was not 

but right at the end when they said, “Is this a safe process?” we looked at it going back and we thought, 

“Wow”.   

 

Dr Onkar Sahota AM (Chair):  That was the question.  Have they delivered that?  I have a different view 

from yours, Professor Peebles, on the reconfiguration process, but the question is: if we promise something, 

are we delivering on it?  That was the 24-hour consultant care.  The answer is there was only one hospital in 

Merseyside, I think you said, that was delivering it. 

 

Professor Donald Peebles (Co-Clinical Director, Maternity Strategic Clinical Network):  Yes in 

Manchester, and I accept that, yes. 

 

Dr Onkar Sahota AM (Chair):  That has not been delivered.  When you reconfigure services, there is a need 

to have an honest debate with you. 

 

Professor Donald Peebles (Co-Clinical Director, Maternity Strategic Clinical Network):  I completely 

agree with that.   
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Dr Onkar Sahota AM (Chair):  That is where my question was from.  Have we achieved what we wanted to 

achieve through this reconfiguration?  

 

Dr Daghni Rajasingam MRCOG (London Representative, RCOG Council):  On the comment about CCGs, 

because of the transformation work that we are embarking on locally there have been conversations with 

Lambeth and Southwark and they are really open to having intelligent conversations about services, intelligent 

conversations about caesarean section rates, and I hope eventually intelligent conversations about how we 

transform our services together.   

 

Just on the back of that, I am mindful that from the RCOG side, safer women’s healthcare is a refreshment of 

the maternity and gynaecology standards.  In addition to that, there are three large working parties looking at 

the where of how we provide services, ie the regionality, the who, ie the workforce, and then the when of the 

timings of what sort of services we provide across the seven days of the week.  That report we anticipate will 

be out in a month or two, and I think will be refreshingly different because it will offer a whole set of potential 

options.  I hope that that gets incorporated, depending on when this report is provided.   

 

Professor James Walker (National Professional Adviser, Maternity, CQC):  That is quite important.  

One of the things in the past has been that responses have been binary - you either have a unit or you do not 

have a unit - rather than saying, “How can we provide the services to the best advantage of everyone in this 

area?”  Coming up with alternative approaches is very important, working with all the different care providers 

and the women themselves to work out which is the best way of doing it.  That is the future.   

 

Sean O’Sullivan (Head of Health and Social Policy, Royal College of Midwives):  From our point of 

view, where we think the process has been good was often where you had things like strategic health 

authorities (SHAs).  Whilst they were far from perfect, they did enable a regionwide overview and an 

opportunity to bring together a lot of people.  In the discussions that there were around the outer northeast 

London, there were discussions about things like whether you could provide shared home birth services and 

not have the artificial barriers within there.  Something may have been lost with the successive reorganisations 

that SHAs used to provide, in a good way, in somewhere like northeast London. 

 

Andrew Boff AM (Deputy Chair):  What you seem to be calling for there, in the words that you use, is a 

London Health Convenor rather than a London Health Commissioner.  A commissioner is someone who 

commissions the work and a convenor is someone who calls people together to identify common issues. 

 

Professor Donald Peebles (Co-Clinical Director, Maternity Strategic Clinical Network):  Pulling 

people together is really important.  In my bit of London, there are five CCGs that all club together to fund a 

maternity commissioner and some professional time, some midwifery and obstetric time, to provide a network 

view on what that whole area should have as a maternity service.  That is five CCGs clubbing together.  One of 

them takes a lead and the other ones are happy to support.  It is much less than the whole of an SHA but it is a 

move in the right direction.  Then you can really start to change things.  Convening is key. 

 

Sean O’Sullivan (Head of Health and Social Policy, Royal College of Midwives):  The Maternity Review 

provides some impetus because a lot of the direction around that is around greater collaboration, both at a 

local and a larger area level between commissioners and providers.  That is something that we would really like 

to do.  That would improve the quality of the discussions you would have around reconfiguration. 

 

Dr Onkar Sahota AM (Chair):  That leads to my question.  In light of the national review, what changes 

should London maternity services expect?  What is the impact of the review on London maternity services?  

How are we going to respond to the findings of the review?   
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Professor Donald Peebles (Co-Clinical Director, Maternity Strategic Clinical Network):  There are 

some things in the review that we know London does not provide as much as it should.  Continuity of care is 

something that is a very strong theme, the idea that you have some continuity.  London’s services, by and 

large, find it difficult to provide that.  There are some good examples, such as St Thomas’s and Imperial.  There 

are different examples of different groups who have benefited from it.  It is doable, and that is what women 

want.  It is what they all ask for.  That would be something we should be really working towards.   

 

Networking would be my other big thing, this idea that I have talked about a lot, about it being much more 

than just providers of maternity care.  There are other providers, alternative providers of maternity care, around 

the country, which does not happen very much in London.  They might thrive.  Networks are another thing. 

 

Dr Daghni Rajasingam MRCOG (London Representative, RCOG Council):  Collaboration, collaboration, 

collaboration.  A convenor is the key, is it not?  ‘Commissioner’ did not sit quite as well as ‘Convenor’.  That is 

what this is all about.  If we just do a little bit of that collaboration, the impact across London will be huge. 

 

Dr Alain Gregoire (Chair, Maternal Mental Health Alliance):  At the risk of sounding like a broken 

record, one of the recommendations was about access to perinatal mental healthcare.  That means 

commissioners not just from maternity but commissioners from mental health - who extraordinarily enough are 

sometimes the most reluctant to engage in conversations around perinatal mental health - and children’s 

commissioners, because the outcomes for children pay ten times over for the costs of intervening early.   

 

Murad Qureshi AM:  Sure Start was our attempt at that. 

 

Dr Onkar Sahota AM (Chair):  OK.  We have had a wide-ranging discussion this afternoon.   

 

Andrew Boff AM (Deputy Chair):  Really good. 

 

Janet Fyle MBE (Professional Policy Adviser, Royal College of Midwives):  I just want to make a point 

about Donald’s [Peebles] comment on continuity of care.  It depends on how we define ‘continuity of care’ 

and how women themselves define ‘continuity of care’ because you have lots of definitions.  It is not our 

definition but what the recipient of the care thinks ‘continuity of care’ is.  I am sure we are doing some work 

around that, Sean [O’Sullivan].   

 

Dr Onkar Sahota AM (Chair):  We always need to remember the patient at the end, or possibly two patients 

in this case: the baby and the mother.  Thank you very much.  Sorry? 

 

Dr Clare Shortall (Family Clinic Lead, Doctors of the World UK):  It is a really tiny thing.  Just picking on 

what you were talking about with public health, I just want to make you aware Healthy Start vitamins and that 

package is actually quite restrictive.  A very small thing that could be done is in allowing GPs the ability to 

prescribe Healthy Start vitamins, instead of having it restricted to only those that are on benefits.  That has 

been something that has been raised a lot.  Hackney, for instance, does not restrict and lets everyone have 

access.  It is a very simple, preventive thing, it costs a really small amount of money and it makes a lot of 

difference.   

 

Dr Onkar Sahota AM (Chair):  If you remember and you want to add something else, you can always write in 

to us.  You can make contributions through writing.  I take this opportunity to thank you all for your 

contributions. 
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