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The seven-day NHS 







What about maternity services? 

 



Current situation on UK labour wards 

• All maternity units have a consultant on call  

• Analysis of workforce data shows there is a year-on-year 
increase in consultant presence on the labour ward, 
especially in the evenings, overnight and at weekends 

• In 2014/15, 67% of hospitals had consultants present on 
the labour ward for 60 hours per week, or more (2015 
RCOG Census) 



What does the literature say? 
Ref: BJOG Vol:123 (July 2016 issue) 



What does the literature say? 

Pasupathy et al (2010) BMJ; 341 
• Scottish data on 1 million liveborn, term, cephalic, singleton births 

between 1985 and 2004  
• Reported a neonatal mortality rate (excluding deaths due to 

congenital abnormalities) of 0.42 per 1,000 between 09:00 and 17:00 
on Monday to Friday and a rate of 0.56 per 1,000 outside of this time 

• Limitation – “limited capacity to identify the causal pathways leading 
to observed associations” 
 



What does the literature say? 

Palmer et al. (2015) BMJ; 351 
• England hospital data: 

1,349,599 deliveries from 
2010-2012 

• Compared to babies born on 
a Tuesday, babies delivered at 
weekends had a higher 
mortality rate (7.3 per 1,000 
babies compared to 6.4 per 
1,000) 



What does the literature say? 

• Palmer et al. did look at workforce census data on hours of consultant 
presence - no consistent association between outcomes and staffing 
was identified 

• Limitations:  
• antepartum stillbirths included in mortality indicator 
• choice of reference day 
• no information on time of day 

 



What does the literature say? 

Gijsen et al (2012) BMC Pregnancy and Childbirth 

• 449,714 infants born in the Netherlands  

• Addressed the issue of ‘bias by indication’ (different treatment for women 
with different needs) by looking at subgroups based on intervention 

• For infants whose mothers required obstetric interventions during labour 
and delivery, birth in the evening or at night was associated with an 
increased risk of an adverse perinatal outcomes (but no ‘weekend effect’)  

• Exposure variable = time of delivery 



What about consultant presence? 

Very few studies have explicitly examined the extent to which variation in 
consultant presence on the labour ward contributes to maternal and 
neonatal outcomes – most simply look at weekdays vs. weekends, or day vs. 
night  

2 single-site UK studies: 

• Woods et al. (2013) found no association between consultant presence and 
low Apgar score at 1 and 5 minutes  

• Ahmed et al. (2015) found no evidence of the benefits of introducing 
resident 24/7 consultant cover on patient care in a tertiary maternity unit 

 



Methods 
• Multicentre cohort study (n = 87,501)  

 

• 19 UK obstetric units provided their clinical datasets for deliveries during 2012-13. 
 

• Participating units included small, medium and large hospitals.  
 

• Data from units’ consultant rotas used to define ‘routine on-site consultant presence at 
time of birth’  

 

• Exclusions: prelabour caesarean, stillbirths, <28 weeks 
 

• Multilevel multivariable logistic regression used to estimate the crude and adjusted 
effects of consultant presence on maternal and neonatal outcomes 

 

• Potential confounding variables controlled for in all models were: maternal age, 
ethnicity, BMI, smoking status, parity, previous CS, gestational age, fetal presentation, 
baby’s sex and birthweight.   
 



Findings 
• 87,501 singleton live births during the year; 55.8% occurred ‘out-of-hours’ (the birth 

rate peaked between 22:00 and 05:00) 
• Obstetric rotas ranged from 51 to 106 hours of on-site labour ward cover per week.   

 
 



Findings 
Crude and adjusted odds ratios for adverse perinatal outcomes, comparing  
‘in-hours’ and ‘out-of-hours’  

Outcome measures ’In-hours’ ’Out-of-hours’ Crude 
OR 

Adjusted OR  
(95% CI) P value 

  N Rate 
(%) 

N Rate 
(%) 

        

 Onset of labour / Mode of delivery               

  Intrapartum CS 38,674 13.43 48,827 12.72 0.92 0.93 (0.89 to 0.98) 0.003 

  Instrumental delivery 38,674 16.97 48,827 15.61 0.91 0.92 (0.89 to 0.96) <0.001 

Maternal outcomes                 

  Severe perineal tear  
   (among vaginal deliveries)  30,788 3.58 39,967 3.27 0.90 0.92 (0.85 to 1.00) 0.054 

  Severe PPH (>1500ml) 30,858 2.38 36,094 2.31 1.01 1.03 (0.93 to 1.14) 0.589 

Neonatal outcomes                  

  Apgar score <7 at 5 minutes 38,384 1.25 47,206 1.33 1.06 1.06 (0.93 to 1.20) 0.374 
  Cord pH <7.1 33,887 0.82 42,615 0.94 1.13 1.12 (0.96 to 1.31) 0.158 
  Admission to neonatal care 33,004 6.73 41,415 5.93 1.00 0.99 (0.93 to 1.06) 0.854 
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difference 



Limitations 

• Organisational-level measure of consultant presence, as opposed to 
individual patient level 

• No information on other groups of staff 
• Information on timing of birth, not timing of ‘critical event’ 
• Non-random sample of maternity units 



Conclusions 

• Whilst it is generally agreed that on-site consultant presence is 
beneficial in terms of improved organisation and training, there is less 
agreement on the direct benefit to women in labour, and a lack of 
evidence to support the superiority of the 24/7 on-site vs the on-call 
system in the interest of patient outcomes.  

• There is however, a huge disparity in the cost of these different 
models 

• There is a need for more robust evidence on the quality of care 
afforded by different models of labour ward staffing 

 
 



Conclusions 

Bray et al. (2016). Lancet 
“Because solutions are likely to come at substantial financial and opportunity 
cost, policy makers, health-care managers, and funders need to ensure that 
the reasons for temporal variation in quality are properly understood and 
that resources are targeted appropriately.” 
 
Black (2016). Lancet: 
“Jumping to policy conclusions without a clear diagnosis of the problem 
should be avoided because the wrong decision might be detrimental to 
patient confidence, staff morale, and outcomes.” 



Questions? 
 

@HannahEllin 
hknight@rcog.org.uk 

mailto:hknight@rcog.org.uk
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