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EXECUTIVE SUMMARY 

In recent years, as with most modern hospitals, the senior staff at the Rotunda Hospital 

Dublin noted the increasing shortage, wastage, and low recruitment of qualified 

midwives. Learning from other parts of the world, they realised that a long-term solution 

was required for the staff supply and retention problems. An approach tried elsewhere, 

was to undertake a skill mix review. This is essentially an analysis of workforce and 

workload issues and the identification of tasks and duties that could be undertaken by a 

variety of staff grades, including cheaper unqualified assistants. This has helped to 

address the problem of staff shortages and heavy workloads, common currently in many 

hospitals in the UK and Ireland. Therefore, the aim of this study was to describe the skill 

mix requirements of the midwifery service at the Rotunda Hospital, Dublin. The research 

objectives are as follows 

Identify issues and strategies pertaining to midwifery skill mix; 

Identify trends in, and reasons for, midwifery wastage and shortages; 

Define the levels of responsibility of midwives and midwifery assistants; 

Recommend the development of an educational programme for midwifery assistants 

and recommend pay scales; 

Develop organisational strategies to establish more efficient and effective use of staff 

time and their skill base. 

In order to respond to each research objective a rigorous and systematic -approach was 

adopted. Considering the potential problem of validity and reliability of data, a multi

method technique was used including the use of the Delphi Survey Technique, semi

structured questionnaire, one to one interviews and analysis of secondary data. 

Main themes from the Literature 

From an analysis ofthe extant literature it was found that whilst there were many studies 

focusing on nursing, there was a dearth of information relating to skill mix in midwifery. 
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However, the following points summarise the main themes that were identified from 

relevant writings: 

Controversial debate rages over the interpretation of the concept of skill mix; 

There is much confusion over the definition of non-midwifery tasks; 

Skill mix reviews are undertaken to facilitate the introduction a generic I assistant 

worker; 

Assistants are introduced to liberate qualified staff from routine tasks; 

Freeing qualified staff from non-midwifery duties should increase motivation and 

morale, while alleviating problems with shortages-and retention; 

Little evaluation has taken place of skill mix reviews, especially in relation to patient 

care and the role of the qualified midwife; 

There are no agreed standards for job descriptions, pay, training and education 

packages for assistants; rather, decisions on these factors appear to be at the discretion 

of local employers; 

The Irish Nurses Organisation Executive Council ( 1999) issued a policy document on 

non-nursing/midwifery duties and stressed that if adopted, all INO members will 

adhere to its recommendations; 

The success of the midwifery profession will depend on the preparation of future 

midwives and the continuing development of support they require, including assistant 

support. 

Findings from the Study 

Like most hospitals in the Western world, the Rotunda Hospital is experiencing currently 

an increase in staff workloads and sickness levels. From the data collected it appears that 

from 1985-1999 the number of admissions have increased dramatically. During this same 

period, there has also been a sizeable increase in the number of complicated cases, the 

number of inductions and the number of caesarean sections. Contemporaneously, there 

has been an increase in the turnover of qualified midwives and the number of ancillary 

support staff has decreased. This reflects what McKenna (1995) referred to as the Low 

Morale Cycle. 
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THE LOW MORALE CYCLE 

6. Low Morale 
Low Recruitment 

I 

5. Cost up 
Quality down 

1. Staff Wastage 
& High Sickness 

4. More staff sickness 
More staff wastage 

2. More work 
for remaining staff 

3 Staff/clients 
dissatisfied 

More Use of Agency Staff 

Respondents within this study identify poor morale, staff shortages, the current system of 

relief rota and excessive night and weekend duty as the main contributory factors for 

midwives leaving the hospital. • Only half of those questioned, identified external reasons 

such as moving home and getting married as valid reasons for staff wastage. 

Respondents were asked to identify strategies that management could introduce to help 

reduce staffwastage. As well as the employment of midwifery assistants to support staff, 

three other themes were suggested: the introduction of a flexible working system, the 

employment of more qualified midwives, and developing a flexible off-duty rostering 

system. Other suggested strategies included team building and strategies for increasing 

staff morale, respect, and encouragement within the Rotunda. 

Respondents were not asked to list the large number of professional midwifery duties that 

they carry out day and daily: rather, they were requested to identify those non-midwifery 

tasks that they undertake - essentially clerical, portering or domestic tasks. Findings 

showed that a large number of these non-midwifery duties were undertaken and this 

reflected an ineffective use of expensive midwifery skills. Results from Round One of 

the 'Delphi' indicated that midwives were undertaking many menial tasks, inevitably 
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taking them away from the mother and baby and the professional job that they were 

trained to do. The identified non-midwifery duties were listed under the following 

categories - Clerical, Stock; Portering, Domestic and Other Basic Care duties. 

Round Two of the 'Delphi' asked respondents to decide from the aforementioned list, 

which duties could be passed (with confidence) to a midwifery assistant and (on further 

reflection) which should be retained as a midwife's duty. Findings suggest that perhaps 

more than one type of support worker would be required to undertake the array of non

nursing duties identified. For instance, there are many tasks currently carried out by 

midwives that reflect the job descriptions of existing Rotunda ancillary staff such as 

domestics and ward orderlies (See Appendix Nine). There are other duties undertaken by 

midwives that could sit more easily within the role of ward clerks and porters. 

Notwithstanding this, there is also the capacity to introduce a new midwifery assistant 

grade to undertake those duties relating to care-provision. 

Obviously, the introduction of a midwifery assistant has implications for the role of the 

qualified midwife. Midwives predicted that their role may be expanded by having to 

induct, train, supervise and appraise midwifery assistants. It was seen that this would 

allow midwives to take responsibility and control of the new workers. Semi structured 

interview data revealed a number of themes in relation to the training of assistants: 

• Firstly, it was felt that one midwife should be assigned the task of training assistants 

on the job within their clinical area; 

• Secondly, it was felt that appraising an assistant is a team effort. This helps to ensure 

that midwives have control over the training and are assured that the assistant is 

competent in performing those tasks under the watchful eye of a qualified colleague; 

• Thirdly, once trained, respondents perceived the role of the assistant as acting as a 

shadow for the midwife, helping the qualified member of staff to undertake quality 

care; 

VI 



• Fourthly, supervision and accountability for the work carried out by the midwifery 

assistant ultimately rests with the staff midwife who is working closely with the 

assistant and with the Midwifery Sister. 

In most countries, the development of a training package for midwifery assistants is the 

responsibility of hospital management. They have to ensure that the assistant employed is 

equipped with the skills and knowledge required to undertake the delegated duties. 

Findings from this study revealed that for an assistant to be deemed competent, ward 

based training and classroom training should last between three to six weeks. The 

responsibility for providing training was perceived to rest between the School of 

Midwifery and the ward staff. In the latter case, it was suggested that one midwife on 

each ward should be assigned to train and supervise the assistant 'on the job'. 

It was stressed that the training requirements will differ depending on clinical area. For 

example, training to undertake duties within the Neonatal Intensive Care Unit will differ 

from training required for working on a prenatal ward. As a consequence, it was 

suggested that ward placement should be on a rotation basis, thus allowing assistants to 

gain experience on each ward. 

Ultimately, the education and training package designed for midwifery assistants will be 

based upon the duties to be delegated to them. Interview data from this study indicated 

that assistants should receive training in ethical issues, communication skills, infection 

control, bed making skills and manual lifting skills. Analysis of training packages 

employed currently within hospitals in the United Kingdom identified a range of training 

modules that could be integrated into a training programme for assistants at the Rotunda 

(see Appendix Eleven). By developing an internal training programme with annual 

updates, appraisal and probation periods, the hospital could ensure consistency across all 

wards and enable assistants to practise to the full extent of their job descriptions and 

competencies. 

vii 



Little research evidence exists in relation to pay and how to identify accurately the pay 

scale for an assistant. Mostly, individual employers determine this locally and in 

Northern Ireland it ranges from £6,000 to £I 0,000 per annum. As for this report, a pay 

scale recommendation for an assistant can only be made when pay scales for a similar 

role operating in other Dublin hospitals are taking into account. This will be influenced 

by the types of duties an assistant will undertake and by the current levels of pay of other 

colleagues, midwives and ancillary staff. 

In conclusion, introducing a new assistant's role into the Rotunda was seen as a positive 

endeavour by 95% of respondents and as a means of raising staff morale. It was felt that 

this new worker would become a partner within the midwifery team. Respondents were 

aware that the introduction of an assistant would not decrease the quality of care. 

However, they predicted that it might add to midwives ' workload because of the extra 

responsibility and supervision required. Nonetheless, respondents viewed the introduction 

of an assistant as the best way to ensure the effective and efficient use of the qualified 

midwifery workforce. 

Some concern was expressed regarding the potential problems in integrating a new 

assistant into the service. One way to address this issue was to ensure a clear 

communication system. There will also be a requirement for hospital managers to 

establish well-planned in-service/orientation programs for all staff who may come in 

contact with the assistants on a daily basis. This will help to encourage staff to 

participate, accept role changes and welcome the assistant into the ward team. 
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Recommendations 

On the basis of the research findings the following recommendations are proffered: 

Workload and Staffing 

Assistants should never be used as a direct replacement for qualified midwives; 

• Management should take cognisance of the increase in workload and how this has not 

been balanced by an appropriate concomitant increase in midwifery or support staff 

(See Chapter 7); 

• The reasons provided by respondents for staff wastage requires discussion by 

Management (See Chapter 7); 

• The strategies suggested by respondents to address the issues of low recruitment, high 

turnover and wastage should be given due consideration (See Chapter 7 and 

Appendix 8). 

Development of assistants' roles 

• An assistant grade should be introduced to carry out non-midwifery duties under the 

supervision of qualified midwife; 

• A small number of assistants should be trained and introduced as part of a pilot 

scheme (e.g. I 0-20); 

• Practising midwives should be involved pro-actively in determining the duties and 

responsibilities of the assistant (See Job Description- Appendix 9); 

• Existing ward orderlies should be given the opportunity to apply for new assistant's 

posts; 

Assistants' pay should be calculated by taking into account the pay scales for similar 

grades received elsewhere in Ireland and the current pay structures for existing 

ancillary staff within the Rotunda (See page 8) 

Training and Education Packages 

• A coherent training package should be put in place to prepare assistants to perform 

their duties effectively and efficiently (see Appendix 11 ); 
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• 

• 

• 

This package should be offered internally and incorporate theoretical and practical 

training (see Appendix 11); 

Management in the Rotunda should link with other senior colleagues in other Irish 

maternity hospitals and lobby the National Council for Vocational Awards (NCVA) 

to develop vocational awards for midwifery assistants (see Appendix 11) 

The Department of Health and Children should Liaise with the Department of 

Education and Science to set up vocational training for midwifery and nursing 

assistants. 

• Because introducing an assistant grade will impact on the role of the qualified 

midwife, consideration should be given to an educational update for qualified staff, 

taking into account the duties assistants undertake, the skill of inducting, delegating, 

supervising and appraising an assistant's work (See Appendix 11); 

Staff and Duties 

The assistant's work should be assessed continually to ensure that they work to the 

limit of their scope of practice and competence without going beyond them; 

• The supervisory role of the midwife needs to be clarified and developed to ensure that 

assistants are not working in an inappropriate autonomous way; 

• Management should note those portering, clerical and domestic duties that midwives 

carry out (see Chapter 8) andre-delegate them to existing ancillary staffwithin whose 

remit they lie (See job descriptions Appendix 9); 

• Management should consider whether more ancillary staff should be recruited (e.g. 

clerks, porters, domestics) rather than large numbers of new assistant grades. 

Further Research 

• Staff attitudes and perceptions should be monitored regularly to identify any potential 

problems and benefits that may influence the successful introduction of the assistant 

into the ward team; 

• An investigation should be undertaken into how the assistants perceive their role as 

'support workers' to the qualified staff; 
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• Evaluation must be ongoing to investigate the links between different skill mixes and 

the quality and outcome of the care provided. 

8.4 Conclusion 

In conclusion, this study helped to provide insights into the perceptions of staff and 

student midwives as to the introduction of midwifery assistants within the Rotunda 

Hospital. Overall, the introduction of this new grade of worker was viewed as positive, 

although the success is very much dependent upon the preparation for implementation 

with regards to education and training of the assistant and to all staff who come in contact 

with this worker. Studying the different types of non-midwifery tasks being undertaken 

by midwives, it is possible that many of the duties could be taken up by increasing the 

number of existing ancillary staff (ward clerks, porters, domestics) and by introducing a 

number of midwifery assistants in a pilot phase prior to a more widespread introduction. 

Coda 

Since this study commenced, management within the Rotunda hospital has been 

proactive in addressing the issues emerging from the research. They have introduced a 

more flexible off duty system, which includes job sharing. This has been popular with 

those midwives who have young families. A new system of induction for students and 

staff has also been introduced. This has had the effect of supporting new staff and 

creating an ethos of camaraderie. In addition, a major refurbishment of the hospital is 

underway and this will improve the working environment of midwives. Educational 

programmes are also being planned to prepare qualified staff for the introduction of 

assistant grades. 
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CHAPTER ONE 

1.0 INTRODUCTION 

The effective deployment of health professionals is an ongoing concern for those charged 

with the organisation and delivery of services. Health professionals are faced with a 

continuing increase in workload and staff shortages (Buchan & O'May, 1998; Buchan, 

1996), often influenced by economic and political factors. Subsequently, this has 

contributed towards high turnover rates and increasing job dissatisfaction (Hundley et a!, 

1995; Laurent, 1992). This is highlighted further by what Dimond (1998) terms the crisis 

in midwifery staffing, where, according to the Royal College of Midwives there are now 

2,500 fewer midwives in the UK than two years ago. They attribute this trend to poor 

pay, lengthening shifts and inflexible working conditions. 

The search for improved value for money has placed greater emphasis on unit labor costs 

(Buchan, 1997). Kirby and Garfink ( 1991) argue that if money was not an issue and if 

there were plenty of health professionals, most managers would prefer an all-qualified 

workforce delivering direct patient care. However, during periods of shortage, managers 

have sought short-term solutions (such as Bank and Agency nurses), resulting in cyclical 

ups and downs in the nursing supply and demand equation (Kirby & Garfmk, 1991). 

There is an increasing realisation that long term solutions to the nursing and midwifery 

supply problem must be put in place. One approach has been to undertake a skill mix 

analysis, linked to the idea of a health care assistant role. Through taking on non

professional duties, this person can free up expensive professional time, ameliorating the 

problem of staff shortages and workloads. 

1.2 Republic of Ireland 

The issue of nurse staffing levels has been an increasing concern in the Republic of 

Ireland. Devine (1998) claims that a chronic shortage of nursing staff is forcing hospitals 

in the Republic of Ireland to close wards. In 1998 throughout the Republic of Ireland, up 

to 2,000 hospital nursing posts are vacant with some 1,200 of these in Dublin hospitals. 

This is causing major problems for hospital administrators (Devine, 1998). 
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The maternity services, like other health care services, are constantly under pressure to 

use their manpower resources effectively and efficiently. Increasingly they are having to 

deal with demographic changes such as a young population, an expanding number of 

non national immigrants and financially better off couples due to the 'Celtic Tiger'. 

There has also been great strides in successful In Vitro Fertilisation initiatives. These 

factors have implications for workloads in maternity care in general and midwifery 

practice in particular. In an attempt to alleviate the problem, the National Maternity 

Hospital in Dublin, which was short of thirty-five midwives, advertised abroad for staff 

throughout 1998. 

Bielenberg, ( 1998) reported that Irish maternity hospitals and maternity serv1ces are 

suffering from crippling staff shortages along with continual soaring birth rates. She 

quotes figures from the Central Statistics Office (CSO, 1997) which demonstrates a fall 

in birth rate up to 1994; however this has been reversed, with figures from 1995 and 

1996 showing the start of an upward trend that is continuing into the third millennium. 

The consequence of lack of qualified midwives staff to meet the increased demand was 

demonstrated this year when the Irish Nurses Organisation (INO) at the Coombe 

Women's Hospital voted in favor of industrial action in support of a claim for better 

staffing levels (Anonymous, 1999). All of these factors have brought into question the 

level of service being provided (Bielenberg, 1998). 

The concept of non-nursing duties within Irish hospitals has been addressed by the INO. 

On 24th May 1999 it published an official notice to all members instructing them that 

they had to refrain from engaging in non-nursing duties (INO, 1999). Moreover, a series 

of actions have been introduced in response to qualified professionals undertaking such 

duties. These were listed in the July I August 1999 edition of the World of Irish Nursing 

Journal. For example, one long standing dispute was in regard to qualified staff signing 

and collecting patient menus in Ennis General Hospital in County Clare. Following 

conciliation by the Labour Relations Commission in August, all staff agreed to return to 

work and an independent chairperson is due to convene a meeting to help resolve the 

matter. Another dispute took place this year between INO members and management at 
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James Connolly Memorial Hospital, Blanchardstown Co Dublin. This was resolved after 

nurses refused to undertake catering duties. Talks between management and the union 

have produced a satisfactory outcome and nurses at the hospital are no longer involved in 

the plating and serving of food (Anonymous, 1999). These current disputes give an 

indication as to the level of dissatisfaction among staff with regards to undertaking non

nursing duties. 

1.3 Rotunda Maternity Hospital 

Like other hospitals, the Rotunda Maternity Hospital, Dublin is also facing recruitment 

problems. The 'Rotunda' was founded in 1745 as one of the first lying-in infirmaries in 

Ireland and was first known as "the Dublin Hospital for lying-in purposes". Today the 

Maternity Unit consists of one prenatal ward, one labour ward, two postnatal wards, a 

children's ward, a neonatal Intensive Care Unit, Gynecological wards and a number of 

outpatients' clinics. The Rotunda serves not only as a Maternity Hospital, but also as a 

training school for both doctors and midwives. 

The shortage of midwives in a relatively new phenomenon in the three Dublin maternity 

hospitals and may be due to number of reasons. These include, in no order of priority, the 

high cost of housing in the Dublin area and the desire among many newly qualified 

midwives to return to their home in the country - often to take up a public health nursing 

role. Other reasons include, the lower number of females attracted to a career in nursing 

and midwifery and the heavy workloads indicative of the high birth rate in the Dublin 

area. One means of addressing the issues of shortage and wastage was to undertake a 

skill mix project. This present project builds upon an unpublished study by McCrea et al 

(1992) who investigated the midwife's role and its development within the Rotunda 

Hospital. They recommended that a skill mix assessment of midwives be undertaken 

based on the desire by qualified midwives to carry out the work for which they were 

trained; thus facilitating more time with mothers, babies and students. 

1.4 Research Aim and Objectives 

The aim of this research is to describe the work and skill mix requirements of the 
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midwifery service at the Rotunda Hospital, Dublin. 

1.4.1 Research Objectives 

• Identify issues and strategies pertaining to midwifery skill mix; 

• Identify trends in and reasons for midwifery wastage and shortages; 

• Define the levels of responsibility of midwives and midwifery assistants; 

• Recommend the development of an educational programme for midwifery 

assistants and recommend pay scales; 

• Develop organisational strategies to establish more efficient and effective use 

of staff and their skill base. 

1.5 Plan of the Report 

The report comprises eight chapters. From an extensive review of the literature chapter 

two outlines the main themes relating to skill mix, midwifery and the use of assistants. 

Chapter three describes the methodology employed and details how the study was 

devised. It also provides a brief profile of the instruments used. Chapter four to seven 

presents the findings of Round One and Two of the Delphi survey technique, 

questionnaire results and secondary data analysis. The final section of this report outlines 

the discussion and conclusions of the study and proposes recommendations for service 

and further research. Ten appendices are attached containing detailed information that 

illuminates further the findings of the study. 
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CHAPTER TWO 

2.0 INTRODUCTION 

This chapter outlines the results of an extensive review of the midwifery and skill mix 

literature. It was found that whilst there were many studies focusing on skill mix 

initiatives ongoing in nursing, there appeared to be a dearth relating to skill mix within 

midwifery. This chapter will draw upon skill mix studies, undertaken in a variety of 

health care fields. 

2.1 Skill Mix 

The provision of care through different combinations of skills is an important, if 

contentious, issue confronting all aspects of the delivery of care. In its guide for 

members, the RCN ( 1992) identified a number of factors which have contributed towards 

the increased awareness of skill mix in the UK, namely the introduction of market forces 

in health care, changes in demography and nurse education. The subject of financial 

expenditure with regard to pay is a universal concern which has lead to a closer 

examination of what nurses do and whether in fact, much of their work could be allocated 

to health care assistants (HCA) at a reduced financial cost. 

Ireland is no exception to any of these trends; as schools of nursing and midwifery link 

with third level institutions, it faces changes in the orientation of nurse education 

(Savage, 1997). The replacement of student nurses may be one reason for the 

introduction of an assistant grade, but also the wider political context cannot be ignored. 

In the Department of Health's strategy for healthcare in the 1990s it is stated that: In a 

service which costs two and a quarter billion pounds to run each year, now more than 

ever there is a need to demonstrate effectiveness and value for money for the taxpayer 

(Department of Health, 1994). These aspirations are threatened with nurse and 

midwifery recruitment difficulties and worrying projected workforce numbers (Nelson 

1995). 
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2.1.1 Definition of Skill Mix 

The term skill mix originated from what became known as the 'Mix and Match Report' 
(DHSS, 1986). This report highlighted the different viewpoints of the nursing profession 
(that nursing care should be provided by qualified nurses) and employing authorities (the 
need to provide cost effective care). This debate is ongoing and several definitions of 
skill mix have been presented in the literature. The traditional view of skill mix is: 

"Skill mix is the balance between trained and untrained, qualified and unqualified 
and supervisory and operative staff within a service area as well as between 
different staff groups. The optimum skill mix is achieved when a desired standard 
of service is provided at the minimum cost, which is consistent with the efficient 
deployment of trained, qualified and supervisory personnel and the maximisation 
of contributions from all staff'. 

(RCN, 1992a, pi). 

Most studies adopt this definition of skill mix. Nevertheless, the basic premise behind 
skill mix is to achieve equilibrium between supply and demand factors by identifying 
what appropriate skills are available to meet needs in the most cost-effective way. This is 
achieved by freeing expensive professional time from carrying out predictable and 
straightforward duties, and helping to promote the flexibility necessary for a cost
effective and responsive service. Invariably, the duties identified are transferred to an 
unqualified worker. Therefore, the primary aim of a skill mix review is to determine 
what duties can be safely and effectively transferred from the health professional to a 
health care assistant. It is envisaged that this will increase the flexibility in use of labour; 
increase staff motivation by freeing professions from routine tasks and improve 
recruitment and retention of staff, while at the same time being clinically and cost 
effective (Crawford, 1998; Anderson, 1997a; Gibbings, 1995: Oakley & Coulstock, 1990; 
Robinson. 1990). 

The term grade mix is used interchangeably with skill mix, however grade mix is one 
aspect of a wider skill mix exercise. Grade mix reviews consider the appropriate grades 
for certain tasks and their costs and activities; whereas skill mix looks at the skills within 
those grades (Wynne, 1995; Gibbs et al, 1991). Workers can have different qualifications 
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~- 'afi( i' experience yet still have the necessary skills to perform the job: hence the rationale 
" 
"for the introduction of an assistant grade, The key is to firstly, identify and understand 

the nature of the task to be undertaken and secondly, the skill level required to perform 

However, controversial debate rages over the interpretation of the concept skill mix. 

There is concern that it can be viewed as a means of deskilling the workforce, while 

decreasing costs for management with little regard to providing quality of patient care. 

This concern is further emphasised as the assumption that assistants will improve patient 

care by helping to free the health professional from non-nursing duties has not been 

proven completely in the literature. A review of the UK literature by Gardner ( 1991) and 

the USA literature by Zimmerman (1995) reported that no evidence existed to 

demonstrate improvement in the quality of patient care or savings in time for the health 

professional. Rather, suggests Manuel and Alster (1994), the time is spent in delegating 

and supervising the support worker. 

It is acknowledged that the control and management of staffing resources is essential for 

any country's health system. In the UK, the nursing and midwifery wage bill within the 

NHS is acknowledged as the largest single cost element (McKeown, 1994 ), so it is not 

surprising that the employment of assistants is reported to be on the increase 

(RCN/Nursing Standard, 1993). Sheehan (1993) view's skill mix as a cost-cutting tool 

being achieved through the use of lower grades to deliver a cost-effective service, which 

he believes, does not work. Eric Caines, a former Personnel Director of the NHS, 

illustrated this by viewing skill mix exercises as "Redressing the balance between 

professionally qualified and support staff in favour of the latter" (Caines, 1993). 

However, to be cost effective there is the presumption that assistants can be paid lower 

salaries than qualified professionals. This does not take account of the cost of introducing 

the new worker into the clinical setting, nor of educating them to undertake the role. 

Capuano and Kinneman ( 1989) suggest that in the long run, the use of such a worker 

merely increases the overtime hours for qualified staff due to increased responsibilities 

for the latter. 
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In addition, mounting evidence demonstrates that in many situations professional nurses 

are more cost-effective than the cheaper assistants (Wilson-Barnett, 1995) and is more 

beneficial to patients (Prescott, 1993). Benner, a nurse theorist, developed a scale for 

rating levels of expertise in nursing: these are novice, advanced beginner, competent, 

proficient and expert (Benner, 1984). She argues that unlike untrained novices the expert 

qualified nurse can detect small changes in a patient's condition which could be life 

threatening. To ensure quality patient care she argues that sufficient numbers of qualified 

nurses should be employed. However, Benner's gives no indication of what is meant by 

sufficient. 

Evidence supporting the employment of qualified nurses can be seen from a recent 

American study by Blegen et al ( 1998). They investigated the relationship between the 

total hours of nursing care given by registered nurses and adverse patient outcomes in one 

US hospital. Analysing secondary sources such as, medication errors, patient falls, 

family complaints and deaths, they concluded that the higher the RN skill mix, the lower 

the incidence of adverse occurrences on inpatient care units. However, the results of this 

project are not generalisable and the reliance on secondary data can be problematic since 

the reporting of medication errors may vary from ward to ward. Yet this study's findings 

do suggest that the quality of patient care will decline if the numbers of registered nurses 

decrease. 

Qualified nurses often view the incorporation of an assistant role with scepticism and 

resistance. Fears exist that it may lead to a blurring and redefinition of boundaries 

between registered health professionals and unqualified workers (Needham, 1996; 

Chang, 1995). This was confirmed by Workman's (1996) investigation in the UK into 

how assistants perceive their role in relation to qualified staff. The sample consisted of 

eight volunteer assistants who had completed training. Using semi-structured interviews 

Workman found that those assistants who had some training experienced role ambiguity 

as they were no longer viewed as untrained carers but nor were they qualified 

professionals. This resulted in qualified nurses perceiving the assistants as a threat to their 

nursing role. While this study has several limitations such as the small sample, it does 
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help to highlight the potential problems that could exist when introducing a midwifery 

assistant. 

2.1.2 Dutch Model of Care Delivery 

A balance between a skilled professional and a trained non-professional can however be 

obtained. This can be seen from work in Holland where a unique formal support system 

for the midwife is in place. The Dutch system is often cited as an example of high

quality maternity service, where maternity assistants exist to aid the community midwife. 

van Teijlingen and McCaffery (1987) have reported on how midwives are assisted in 

home deliveries by maternity home helps that undertake household tasks for mothers. 

These maternity home helps are not trained as nurses, but are engaged to look after the 

mother and baby for approximately eight days following the birth. Their remit is to carry 

out general household tasks, while monitoring the health of mother and child and giving 

parents' practical advice in childcare. Training consists of four months of formal training 

and a year working under the gradually declining supervision of an experienced maternity 

home help. This is of course designed uniquely for the Dutch system, but it does 

illustrate how two levels of skills can combine to offer the mother and baby the highest 

quality of care. 

2.1.3 Skill Mix Reviews 

Skill mix reviews are sometimes referred to as reprofiling exercises. Despite controversy 

they have become commonplace within most health services, particularly within the 

community mental health teams, nursing, and health-visiting professions (Rolfe et al, 

1999; Meek, 1998; Wright, 1998; Anderson, 1997b; Chang, 1997; Gibbings, 1995). Yet 

Cahill (1995) argues that no universally accepted methodology exists for undertaking 

such an exercise. One consequence of this, according to Ahmed and Kitson ( 1993) is that 

through using a variety of approaches and different ideological frameworks, a plethora of 

assistant roles have been introduced. 

9 



Ball et al ( 1989) assessed the nurse staffing and support worker requirements for acute 

general hospitals in the Mersey Regional Health Authority. The design of this study was 

based upon the extended methodology of Criteria for Care (CFC) and secondary evidence 

from health authorities. The final report produced information about the patterns of work 

in different types of wards and the grade mix of staff that was appropriate for each. It 

demonstrated that a large amount of trained and student nurse's time was spent on tasks, 

which could be undertaken by cheaper and less qualified assistants. Yet McKenna et al 

( 1998) urges that these findings should be read with caution. They note that CFC was 

developed in the 1980's and does not take into account modem changes in nurse's roles 

and skills, the higher in-patients' dependency and the increased patient turnover rate. 

Another methodological approach was used by Robinson et al (1989) who undertook an 

exploratory study on the role of the HCA in the ward team in the UK. Stage one used 

data from a series of interviews to examine different ways of thinking about the division 

of nursing labour. Stage two, employed ward based non-participant observation to 

compare HCA roles and traditional nursing roles. Stage three involved a structured 

activity analysis. The findings were contextualised to provide information on how 

improvements in efficiency could be obtained. Although this study is dated it does 

demonstrate the array of approaches undertaken in a skill mix review. 

Other skill mix studies have used a variety of measures. These include the professional 

standards adopted, workload variation, the staff available, the budget available, annual 

leave and professional development (Redshaw & Harris 1994; 1995). Additional 

measurement factors have included delegation of work by health professionals, 

teamwork, and patient satisfaction outcomes in nursing care units (Blegen, et al 1998). 

Unison, one of the largest health unions for health professionals operating in the UK, 

published guidelines regarding skill mix in the health service (Unison, 1994). It 

suggested that reviews should examine the skill balance within departments and 

relationships between skills and cost, health outcomes and quality of care. However, this 

holistic approach is difficult to undertake due to the unclear interpretation of the term 
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'skill mix'. Since no standard methodology is employed this leads to a variety of actions 

being undertaken. The underlying problem, according to Buchan and O'May (1998), is 

that most studies are small scale so that the research is far from conclusive. As Cahill 

( 1995) states "the achievement of an optimum skill mix has proved elusive to many" 

(p356). 

At best the RCN (1993) has outlined what most skill mix methodologies seek to do: 

Identify existing workload; 

Identify existing staffing levels and skills; 

Minimise staffing costs; 

Review work undertaken in the area; 

Adjust skill mix or staffing to reflect work actually undertaken. 

2.2 The Growth in Health Care Assistants 

Even though concerns exist regarding skill m1x reviews, the introduction of an 

unqualified assistant has been widely adopted in the USA and UK. Invariably the 

rationale for doing so was to assist nurses to carry out their work and to help overcome 

the shortage of qualified staff (Kirby & Garfink, 1991; Powers et al, 1990; UKCC, 1988). 

The prevalence of these posts is reflected in the variety of job descriptions and levels of 

remuneration. 

2.2.1 Growth in Numbers 

It has recently been reported that up to eighty percent of NHS health care facilities in the 

UK employ HCAs and they average eight percent of the total workforce (Snell 1998). 

Crawford (1998) claims that the number of assistants is increasing, paralleled by a 

decrease in the number of qualified staff. Similarly, Francis (1998) reported that the 

number of assistants have increased in the UK by one percent of the total workforce in 

one year and suggests that they have been used to replace nurses. Nonetheless, no figures 

are presented to substantiate these claims, due to the lack of reliable data with regards to 

exact number of assistants. This is because a large number of HCAs are on local 
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contracts and they have a variety of job titles and descriptions. The following is merely a 

small sample of the titles used: ward auxiliary, sister's assistant, care assistant (Robinson 

et al, 1989); nursing technical assistants (Capuano & Kinnermen 1989) nurse extenders 

and patient care technicians (Kirby & Garfink, 1991 ). In this study the term Health Care 

Assistant (HCA) or midwifery assistant will be used. 

2.2.2 Characteristics & Pay of HCA 's 

Whilst, most of the current literature focuses on the debate regarding the skill mix ratios 

between qualified and unqualified staff, there is little· mention specifically about HCAs 

pay and conditions. One study by Thomley ( 1997) represents the only research to date to 

focus solely upon an assistants ' pay and employment in the NHS. Employing three 

national questionnaire surveys, case studies and interviews she reported that most HCAs 

are women aged over 30 with nearly half are aged over 40. A great number had 

substantial caring experience with two thirds having prior NHS work experience. 

However, these findings are purely descriptive and as such cannot be generalised widely. 

Thomely ( 1997) found that pay is particularly low. She indicates that the starting rates 

for almost two thirds of health care assistants ranged from less than £6,000 to £7,820, 

with the average starting rate reported by managers as only £7,695. However, the basic 

salaries earned were £8,929, with 96% have basic salaries well below the Council of 

Europe decency threshold for low pay. As illustrated by a recent survey by Incomes Data 

Services in England, rates of pay vary considerably. They found annual salaries for 

trainee HCA's, as high as £11,440 and as low as £6,737 (Snell, 1998). In 1997 senior 

management staff within the Rotunda Hospital calculated the annual cost of an assistant 

as 11 ,100 to 11,700 Irish punts per year (Ruddy et al, 1997). However, there was no 

explanation of how these figures were obtained. 

Not surprisingly, over half of the HCAs questioned by Thomely (1997) had considered 

leaving the service within the previous twelve months due to poor pay and conditions, 

with one in five managers reporting that recruitment and retention was more difficult for 

this grade. At present in the UK, calls are being made for a national pay framework for 
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HCAs so as to avoid an epidemic of assistants leaving the service. 

2.3. Role Boundary Definitions 

In order to decide which tasks should be passed with confidence to an assistant, midwives 

need to consider and define their role in relation to the non-midwifery tasks they 

undertake 

2.3.1 Nurses Time & Duties 

Essentially, skill mix reviews raise the debate concerning 'who should do what' and this 

centres upon the philosophy that registered nurses and midwives should spent most of 

their time involved in direct patient care and as little as possible in basic routine 

procedures and administrative duties (Williams, 1997; Malby, 1990). Skilled nurses and 

midwives are expensive to educate and employ and it makes no sense for them to spend 

their time on activities that takes them away from their skilled work. 

The necessity for freeing nurses to provide professional care can be seen from the study 

by Hendrickson et al (1990) They reported that nurses spend only thirty-one percent of 

their time per shift on patient care. This study took place in one American hospital with 

six speciality units practising modified primary care nursing. A stratified random 

sampling procedure was used within the six major services - medicine, surgery, 

orthopaedics, neurology, obstetrics and gynaecology and paediatrics and observations 

were made over a seven-day period to record work-sampling techniques. Results 

indicated that 69% of nursing time was spent on activities that could be · performed by 

support personal such as secretaries, housekeepers, and porters. It has been calculated 

that if the assistants carried out activities normally performed by nurses, this would give 

them up to ten percent more time for essential nursing tasks (Hendrickson et al, 1990). 

As the findings originate from an American hospital they may not be easily transferable 

to Europe, but it does give an insight into the level of time nurses spend undertaking non

nlJising functions. 

Other studies indicate that nurses can spend as little as one third of their time per shift on 
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direct patient care (Stillwell & Hawley, 1993; Harnm-Vide, 1990). Results from a 

number of studies indicate that nurses ' time is often used inappropriately on tasks that 

could be performed by HCAs (Blee, 1993; Crouch 1992; Audit Commission, 1991; 

DHSS, 1986). For example, Jones (1986) investigated nurses' time wastage in A&E 

departments in the UK. The results were compiled from three questionnaires, personal 

visits to nine A&E units and an in depth study of waiting times in four A&E departments. 

He found that each department varied considerably in the non-nursing duties performed 

by nurses and that active intervention by nurses could reduce patients' waiting time. He 

also found that because of a lack of domestic/ orderly support, five times more nurses had 

to undertake reception work and ten times more nurses undertook activities such as 

making drinks. The findings however are based upon personal observation and no 

explanation was given as to how the sample of nurses was selected. 

A report undertaken by senior management staff within the Rotunda Hospital illustrated 

further the ineffective use of professional time. As part of the I.P.A. Management 

Development Course, Ruddy et ·al ( 1997) evaluated essential midwifery duties and 

identified those that were being carried out by midwives that could be transferred to 

suitably trained assistants. As part of this study, ward sisters compiled a list of nursing 

and non-nursing duties relating to their clinical area, which was then compared with other 

hospitals. Findings indicated that midwives were currently performing an array of non

nursing duties, and estimated that midwives spent approximately eight hours in every 

twenty-four hours period undertaking non-nursing duties. It was recommended that one 

third of the non-nursing duties could be undertaken by appropriate trained support staff, 

freeing the Midwives to optimise their skills efficiently (Ruddy et al, 1997). This study 

however relied solely on what ward sisters perceived as non-midwifery duties. The views 

of staff midwives and student midwives were not included and no comparison with other 

hospitals was made. Yet the study does give an insight into what midwifery sisters feel 

are non-midwifery duties and which ones could be passed on to a support worker. 

Estimations of time spent doing non-nursing duties rages from 50% in Ireland (Savage, 

1997) to 70% elsewhere (Mills & Tilbury, 1995; Manuel & Alster, 1994; Boston & 
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Vestal 1994; Crawley et al 1993). Pearce (1996) estimated that nursing staff only spent 

25-30% of their time on direct patient care, placing the blame for this on the level of 

routine work for which they are responsible. These findings were reaffirmed by an 

earlier American study by Begany's (1994) who found that 50% of the members of the 

public he surveyed complained that nurses do not spend enough time at the bedside. 

However, the finding from this study may not be easily generalised to Ireland. 

Each of these studies illustrates the often-inappropriate use of qualified nursing time. 

Invariably, the solution has been the introductions of a skill mix review to help address 

this area of inefficiency (Gibbings, 1995; Malby 1990). The strongest argument for 

HCAs is that a supervised assistant allows registered nurses and midwives to focus upon 

what they were trained to do (Chang & Lam, 1998; Kennerly 1989). 

2.3.2 Non Nursing Duties 

One of the difficulties in determining what constitutes a non-nursing duty is that many 

tasks, although not linked to direct care of the patient, are almost inseparable from it. 

Chang and Twinn (1995) suggest that this could be combined with the difficulty 

experienced by practitioners in articulating their role. One definition of a non-nursing 

duty may be: 

"A task or tasks not linked to direct patient care or which is another person's job, 
but which relieves the nurse, enabling him or her to devote attention to direct 
patient care" 

(Docherty, 1992, p39). 

Studies as far back as the early 1980's reported on the non-nursing tasks undertaken by 

qualified staff (Davis, 1992). For example, Byrnes (1982) used questionnaires and 

interviews to determine what non-nursing functions the nurses at one large New York 

hospital were performing. She found that the non-nursing functions regularly performed 

could be classified into five categories: housekeeping, clerical, transportation, dietary and 

miscellaneous. Byrnes suggested two reasons why nurses undertake these tasks, firstly, 

because it is simply easier for the nurses to it themselves; thus these tasks have become 
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accepted as a part of nursing. Secondly, the fact that there was not enough ancillary 

personnel to perform all these tasks. Although this study is dated and the findings are 

based on experience in one US hospital, its does indicate the concern relating to health 

professionals undertaking an array of non professional tasks and raises the question of the 

relationship between cost and quality of care. 

Johnston (1989) reported on a pilot project conducted with staff in one midwifery unit in 

the UK. The objective was to identify an assistant's role. Staff suggested that what was 

most needed was a support worker who was able to deal with tasks which varied 

according to the setting. Such a worker should also undertake housekeeping, clerical and 

domestic activities as well as providing assistance to the midwife. Building on this 

project, study days, workshops and case-studies were undertaken to allow staff from all 

specialities to discuss what an outline job profile would contain. Findings show that 

tasks would vary according to the care setting. For example, HCAs who assist district 

nurses would help to carry out a wide range of domestic and personal care tasks. 

However, HCAs in a hospital could also assist with clearing away equipment, helping 

discharge and transfer patients and assisting with pressure area care. Although this study 

gives an insight into midwives' perceptions, it does not detail how the midwives or other 

specialities were selected or what data collection tool was employed. 

Malby (1990) reports that Waltham Forest Health Authority decided to establish its own 

project for HCAs in conjunction with the National Health Service Training Authority 

(NHST A). Semi-structured interviews were carried out with a volunteer group of 

supervisors and staff (nurses and midwives) from one hospital to find out what activities 

they undertake. Non-nursing maintenance tasks were identified as emptying linen and 

rubbish bins, cleaning equipment and collecting supplies from other departments. It was 

suggested that these could be undertaken by HCAs. On the basis of the data collected 

Malby identified two new roles for the HCA, an enabling role and an assisting role. The 

enabling role was further subdivided into the ward clerk role and the 

housekeeper/receptionist role. The assisting role should involve assisting the professional 

to provide direct care. This role could be expanded to undertake technical skills, which 
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would enable nurses to spend more time delivering direct patient care. Although this 

study does provide an insight into the variety of roles required for effective functioning, 

the study does not identify the sample size or how the data were analysed. 

Biuso et al (1992) focused their skill mix research on the critical care unit. They noted 

that non nursing tasks included, emptying linen and rubbish, disposal of sharps, 

receptacles, cleaning equipment, collecting supplies from other departments and washing 

beds. Recently Anderson (1997b) employed the GRASP systems workload methodology 

to develop a job description for a HCA and a tool for quantifying the resources needed to 

introduce such assistants. Sampling two nursing wards in one hospital, his results 

indicate that there were identifiable activities that could be transferred to a HCA. These 

included domestic, catering and non-nursing activities such as, dealing with stock, CSSD, 

answering telephones, accompanying patients to discharge transport, preparing for bed 

admissions and undertaking errands. These findings give an insight into what duties 

nurse's view as being non-nursing and which ones could be passed to a HCA. However, 

the focus on intensive care and high dependency units mean that the results have limited 

application in more general settings. 

Francomb (1997) questioned fifty-six UK midwives within one integrated maternity 

service regarding their perceptions of the role of a midwifery assistant. Using postal 

questionnaires, results indicate that the assistant should undertake housekeeping hotel, 

clerical and general care duties. General care related to, assisting mothers with hygiene 

needs, demonstrating basic parentcraft skills, chaperoning doctors in antenatal clinics, 

encouraging breast feeding mothers and giving extra encouragement for new mothers in 

hospital wards. Areas where the assistant should be used with caution included: 
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• Psychological and sociological aspects of care; 

• Accurate record keeping and documentation (in relation to clinical records, not 

general clerical work); 

• Liaison with other health professionals; 

• Teaching student midwives and parents; 

• Bereavement counselling. 

This is a small scale study which employed one questionnaire and did not allow 

respondents the opportunity to express their perceptions in detail, nor are the perceptions 

of other staff for example assistants or managers explored. Nonetheless, it does help to 

define the nature and scope of non-nursing duties performed by midwives. 

Nursing and midwifery organisations have entered this debate of trying to identify just 

what are non-nursing duties. The view of the Royal College of Midwives ( 1995) in its 

statement to members identified that assistants employed in the maternity services should 

mainly undertake hotel and clerical duties. Recently, the Irish Nurses Organisation 

Executive Council ( 1999) took the step of issuing a policy docwnent on non-nursing 

duties. They view such tasks as coming under the categories of domestic, clerical, 

portering and catering (see Appendix One). 

2.4. Role Boundaries 

The Royal College of Midwives ( 1995) emphasise that the provision of quality maternity 

care relies on those involved having a clear comprehension of their roles and 

responsibilities. Skill mix reviews must identify the role boundaries of the assistant and 

of the nurse so as to enable effective delivery of care and to avoid any role ambiguity. 

2.4.1 An Assistant's Role 

A number of studies exist have explored the role of assistants, particularly in relation to 

the boundaries of their role (Ahmed & Kitson, 1993) and their training (RCN, 1992b). 
Nonetheless, since an assistant's role is dictated by the duties allocated, the role is not 

standardised. 
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Furthermore, the role of the assistant depends ultimately on the ideologies of the health 

professional. For example Ahmed and Kitson (1993) employed a multi-method 

technique (documentary evidence, interviews, observation, field notes, and informal 

opinions) to examine the complementary roles of nurses and HCAs . Views were 

collected from staff at all levels who work in two community hospital units and two units 

for people with learning disabilities. They also recorded the views of patients/clients 

within each unit. Findings indicated that the needs of clients/patients were overlooked in 

skill mix reviews. This was further complicated by the fact that the way in which 

assistants were used in the clinical setting and the degree to which their role and the 

nurse's role were complementary was found to vary according to the knowledge and 

beliefs of nurses. 

However this study was descriptive and as such is limited. Nevertheless, it does 

demonstrate the non-standardised nature of the HCA role and how the personal ideology 

of qualified staff provides guidance on the role of an assistant. This has been reaffirmed 

by Ruddy et al (1997) who envisaged that the role of an assistant within The Rotunda 

Hospital would relate to direct patient care activities under the supervision of a midwife. 

They state: 

"Helping the staff in the delivery of patient care, under the supervision of the 
Ward Sister and Staff Midwives. On each working rota the duties and 
responsibilities associated with direct patient care, undertaken by the health care 
assistant will be decided by the midwifery staff'' 

(Ruddy eta!, 1997). 

From this, they developed job roles and job descriptions that they thought would be 

appropriate for a HCA (see Appendix Two). Yet, if the situation and the supervisor's 

knowledge influence the role of a HCA, this could add to great uncertainty. Combining 

unrelated clinical and non-clinical duties can result in a lack of a framework for an 

assistant role. This can result in fragmentation of patient care (Scoullar 1991 ). 
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Though using group interviews to design questionnaires, Chang (1995) investigated 

Hong Kong's nurses' perceptions of the perceived functions and usefulness ofHCAs. As 

expected, activities identified for the HCA included clerical, cleaning, and looking after 

stock and some direct and indirect patient care. He concluded that more than one type of 

assistant may be required. Chang ( 1995) recommended that ward clerks should be used 

to carry out clerical work, housekeeping staff to undertake general cleaning and a HCA 

with training should undertake specific direct and indirect care as delegated by the 

registered nurse. This study relies upon the results of a questionnaire and does not give 

the opportunity for respondents to discuss in detail their views concerning the 

introduction of such a worker. Nor does it consider issues relating to accountability and 

responsibility, which may cloud a nurse's perceptions of the usefulness of an assistant. 

In an America study, Crawley et al (1993) reported that the role ofthe HCA was divided 

into two categories, the patient care assistant and the unit assistant role. The patient care 

assistant is delegated aspects of patient care and is supervised, whereas the unit assistant 

undertakes non-nursing tasks and is supervised by either nursing or non-nursing 

management (Tri-Council for Nursing, 1990). 

Savage (1997) reports on the Republic of Ireland's Department of Health guidelines 

(1996) for the role of 'ward attendants'. They categorised activities into two broad 

categories. Firstly, under the direction of a registered nurse, attendants would undertake 

duties such as, feeding patients, bed bathing, oral hygiene, measuring urinary output, 

encouraging intake of oral fluids and weighing patients. Activities listed in the second 

category relate to assisting a registered nurse with duties such as incontinence care, stoma 

care and pressure sore prevention. Therefore, according to Savage, HCAs in Ireland have 

a role in assisting qualified nurses with direct patient care. 

These studies suggest that more than one type of assistants may be required to undertake 

the array of non-nursing duties identified. Hence the role of the HCA needs to be 

considered in light of the various needs of clients/patients in each care setting. A distinct 

division has not always been in operation and may help to account for assistants being 
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assigned a variety of tasks, often causing role confusion, role overlap and role conflict. 

2.4.2 Problems in Developing an Assistant's Role 

The studies outlined above demonstrate the wide variation in the way in which the HCA 

job is interpreted and reflects a lack of consensus regarding the role boundaries of a 

HCA. This poses questions regarding the control of nursing care. Although the studies 

do identify the types of duties that can be transferred to a HCA, it is the contested tasks 

linked to the direct contact of the patient that can cause difficulty. Assistants may only 

'assist' in care giving but the boundaries are ambiguous. Therefore, some of the duties, 

previously termed 'nursing' are being passed to a HCA. These duties are more often not 

routine or repetitive but as Zimmerman (1995) claims may require a depth of knowledge 

and trained clinical judgement. 

The need for clarification was illustrated by recent studies in the UK which demonstrate 

how the role of the HCA is exceeding its original scope, not always to the benefit of the 

patient (Snell, 1998). For example, the NHS Executive, report entitled "The Evaluation 

of the Pilot Project Program for Children with Life-threatening illnesses" found that non

nursing staff often carry out complex nursing tasks in the home and other community 

settings (NHSE 1998). This raises questions of safety, training, accountability and 

responsibility. 

More recently, Boyes (1995) came up with similar conclusions. He sent two postal 

questionnaires to members of trained staff and one to HCAs based in 297 major accident 

and emergency departments throughout the UK. The questionnaire focused on assessing 

the level at which the assistant was operating. He found that there was no consensus on 

the role of the HCA in A&E nursing, and that the HCA was performing more than basic 

care, housekeeping and clerical duties. They were also assisting with procedures 

involving very ill, unstable patients, often deciding on what dressings were to be used 

and who was to be seen. While these findings are interesting, the study does not describe 

the levels at which assistants were functioning, the grade, or level of the trained member 

of staff who responded to the questionnaire nor how any of the people were chosen and 
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by whom. It also brings into question the reliability of the findings as it relies solely on 

one data collection tool without any follow up being undertaken to confirm original 

results. However, these findings do show the need for clarification regarding scope of 

practice issues, methods of delivering care, and delegation and supervision issues. 

Clarifying the role boundaries through developing clear role definitions that are 

understood by all staff is crucial. Doing so provides hospitals with a framework from 

which they have the responsibility of delineating specific functions. Rhodes (1994) 

argues that health professionals must understand just what HCAs can and cannot do. 

Furthermore, qualified staff need to have a clear understanding as to their role and the 

uniqueness of the skills and knowledge that only they can provide (Barrett, 1994). 

Therefore, the introduction of new categories of workers to assist the nurse, requires the 

development of a clear job description (Handy, 1985) to distinguish their role from others 

and to identify those areas where overlap of activities may be appropriate (Chang, 1995). 

It also ensures that a HCA's duties are not altered in response to ward demands (William, 

1997) and that a balance be struck between clinical and non-clinical tasks. 

2.4.3 Defining a Nurse's Role 

Collecting data on the workload activity of midwives is necessary to assess the potential 

for delegating aspects of the workload to an assistant. A concurrent theme in the 

literature and iterated by Christine Hancock (1992), General Secretary of the Royal 

College of Nursing (RCN), is that nurses do not perceive a problem in giving up what 

they regard as non-nursing duties. The thorny issue in relation to skill-mix is who 

decides what nursing or midwifery is, and the way in which delegation is to be managed. 

Rogers ( 1998) claims that what is happening is that qualified staff are expanding and 

extending their roles, with the result that more 'traditional' nursing care is being 

delegated to HCAs. Skill mix reviews often require qualified staff to define their roles. 

This is not a straightforward task, as the risk of viewing midwifery as simply a 

composition of distinct tasks is worrying. Midwifery skills cover practical tasks but also 

activities which depend on higher cognitive skills, experience, intuition, instinct, all of 
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which are difficult to quantify (Hall, 1997). Specific tasks incorporate the integration of 

a depth of knowledge and trained critical thinking which can take place at the bedside 

while performing non-nursing tasks (Zimmermann, 1995). 

Castledine (1997) suggests that although some tasks may appear simple and routine they 

can mean much more to a patient. The therapeutic value of nursing lies within the small 

things that the nurse does and the knowledge about individual patients that comes with 

doing those things (MacLeod, 1994). Rolfe et al (1999) argues that it is precisely these 

small tasks which are being handed over to assistants. Professionals therefore run the 

risk of distancing themselves from patients by delegating basic care to HCAs. Annadale 

et al (1999) view task-based analyses as separating work into discrete bits, thus isolating 

the work of particular members of staff from the work of others. This leads to a neglect 

of the significance of the kinds of work that individuals are prepared to do and the ways 

in which they carry them out. 

Clearly there are many midwifery tasks that cannot be delegated and the specialised care 

that only a midwife can provide should not be transferred to an assistant (Langford 1990). 

Therefore, midwives must take the initiative and identify the parameters of their role by 

deciding which aspects of their work need to be carried out by qualified staff and identify 

those areas that can be safely delegated to assistants. This may lighten their workload 

and provide them with a more appropriate job description while lessening the demands 

currently being placed upon them. 

The process of identifying which non-nursing tasks can be performed by a HCA begins 

with determining through group consensus what non-nursing tasks could with confidence 

be passed onto an assistant. The next step is to identify the competency requirements of 

all nursing activities performed on the ward (Manthey, 1989). This will enable the 

midwives to develop a consensus view on the role of the HCA (Boyes, 1995), which is 
.. 

crucial to its successful introduction. A universal theme from the literature indicates that 

a valid skill mix review can only take place if the value of the health professional's 

assessment, decision-making, planning and evaluation of care is fully appreciated 
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(Wright, 1998; Lightfoot, 1994; Cohen, 1994; Cowley, 1993; RCN, 1993; RCN 1992a; 
Laurent, 1992). 

2.5 Education and Training 

When implementing a new role, consideration must be giVen to the training and 
education required in order to equip the individual with the skills and knowledge 
necessary to undertake the delegated tasks. Research findings suggest that as procedures 
can vary from institution to institution, the costs to both patients and nurses can to a large 
extent be attributed to a lack of standardisation in hiring, training and using assistants 
(McLaughlin et al 1995). 

2.5.1 Assistants' Educational Programme 

The type of preparation for HCAs is in accordance with their expected role. The length of 
training has been reported as ranging from two weeks to two years (Kirby & Garfink, 
1991; Gaze, 1990). Regulations for training and education have so far been left to the 
discretion of individual employers. The consequence is that training remains unregulated, 
non-standardised and heavily dependent on local forces. This only helps to increase fears 
for patient care and fears of litigation for the delegating staff member. 

In response to these fears the UK government in its report 'Working for Patients' (DoH, 
1989) endorsed the need to provide better training for HCAs. Later, the The Scope of 
Professional Practice (UKCC, 1992) attempted to draw up guidelines that would have 
major implications for skill mix changes within the UK. The key point to emerge is that 
registered practitioners must ensure that they do not delegate tasks or responsibilities to 
HCAs without first assessing their level of competence for that duty. To aid this 
assessment, the education and development of a HCA should be linked to a form of 
vocational training. 
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2.5.2 National Vocational Qualifications (NVQ's) 

In the 1980s, the UK government introduced a framework for vocational qualifications. 

The Care Sector Consortium was established to analyse HCA roles in care settings and 

the National Occupational Standards for Care were written. These formed the basis of 

the National Vocational Qualification (NVQ) and provided guidance for defining the 

HCAs role (Care Sector Consortium, 1992). HCAs are being encouraged to gain NVQs, 

which comprise training on practical skills gained in the work place and the theory 

underlying these tasks and skills. Individuals are assessed on their competence and 

understanding when undertaking a variety of task-oriented skills. A NVQ is essentially 

training for a particular occupation, rather than an academic qualification (Rowden 

1992). The establishment of levels of competence implies the existence of standards that 

have to be achieved. It is expected that NVQ-trained HCAs will work under the 

supervision of a qualified staff member, thus ensuring that the delegation of a task is 

being undertaken by workers who have been trained in that area. 

In 1991 the Royal College of Midwives (UK) gave its support to this level of training. It 

was further highlighted in its 1993 report, 'Changing Childbirth' , that it was time to 

review the roles of HCAs at levels 2 and 3 and how they can enhance the provision of the 

maternity services. However a year later, Magill-Cuerden (1994) claims little discussion 

about the role of the NVQ HCA in midwifery had taken place and that the midwifery 

profession has not faced up to their relevance within the maternity services. 

Day (1993) reported on the first round of a Delphi survey which investigated the needs of 

care assistants undertaking a NVQ in health or social care within a nursing and midwifery 

college in the UK. Reporting on 25 completed questionnaires chosen at random, a 

snapshot of a NVQ candidate was obtained. All candidates were employed as HCAs 

either in the NHS or the independent health care sector. Preliminary fmdings indicate 

that participants are generally satisfied with the structure and process of their NVQ 

program. Concerns however existed in relation to pre-access information, program 

documentation, and access to tutors and work place assessors, and personal study 

requirements. This study's findings are preliminary as it only reports the first round of 
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the Delphi survey, which should involve two or more rounds. 

Warr (1998) undertook an evaluative study into the effectiveness of level 3 NVQ HCAs 

in relation to assessing the quality of care delivered by these staff in one UK hospital. 

Using a modification of the QualPaCs assessment tool, trained observers compared the 

quality of care delivered by the NVQ workers with that delivered by different grades of 

nurses in three specialist areas: medicine, general surgery and elderly care. Findings 

reveal that the NVQ-prepared HCA performed considerably better than conventional 

nursing support workers and in some cases outperformed qualified nurses in terms of 

quality of care. However, these findings are based on one hospital site and heavy 

reliance was placed on the use of observers. As such the study cannot be fully 

representative of other environments. 

Ruddy et al's (1997) report recommended that NVQs should be incorporated into the 

training for assistants in the Rotunda hospital as they are designed to develop individuals, 

and assess skills and knowledge needed in order to do their job effectively. Yet Aluned 

and Kitson (1993) suggest that the role of a HCA should not be developed solely because 

of the NVQ training scheme, instead the role and training should be directly related to the 

perspective and ideology of that care setting. 

The response of the UK nursing profession to NVQ training for HCAs has been, at best 

equivocal. Nonetheless, health services employers in the UK have already shown 

widespread support for the NVQ concept, indicating that the benefits do outweigh the 

costs (Beaumont, 1996). However, professionals in the field have expressed concerns 

over the content of the NVQ programmes. At a RCN (1992) conference, Rowden (1992) 

voiced some of these concerns including the over-complicated paperwork required for 

those nurses whose job it is to assess the HCA. He also alluded to the distinct lack of 

nursing input into the training and preparation of HCAs with NVQ's. Rhodes (1994) 

claims that this has resulted in HCAs learning through watching qualified nurses ('sitting 

next to Nelly') which places standards of patient care and practice under question. 
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2.5.3 Structure of Training Packages 

The NVQ framework of assessment allows for the accumulation of skills, making an 

assistant unqualified in midwifery but not necessarily untrained or unskilled (Brown, 

1995). However, instruction should also be given in defining the roles and the scope of 

practice, otherwise HCAs could be delegated patient care tasks that require knowledge 

and skill beyond their educational background (Clark & Thurston 1994). Thus, in-house 

training packages should be designed in parallel with formal training programmes to 

ensure that HCAs will not only contribute to improved patient care but will have the 

opportunity to achieve their maximum potential within the limits of their job description. 

Chang and Lam (1997) undertook an evaluation of an eight HCA pilot programmes in a 

large teaching hospital in Hong Kong. Evaluation of this programme was based on 

patients' and nurses' satisfaction with HCA's. They outlined an internal training package 

devised for HCA's, that lasted 6 weeks. It was comprised of both classroom instruction 

and supervised clinical experience. The areas covered included: 

Mission of hospital; 

Hospital's organisational structure; 

Legal responsibilities; 

Housekeeping and clerical work; 

Patients rights and confidentiality; 

Patient safety; 

Communication and interpersonal skills; 

Patients care skills. 

The HCAs were allocated to work in four wards and the HCA instructor conducted 

continual assessment of their individual work performance in the clinical area. Overall, 

the HCAs' work was seen as satisfactory and contributing to the duties being carried out 

on each ward by nurses. However, the evaluation of this project is based upon a small 

number of assistants, no mention is given to how the internal programme was devised 

and the views of other members of staff such as other support staff were not included. 
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To ensure the full benefits are realised, midwives must take responsibility and control for 

an assistant's ongoing evaluation. After training and assignment to a ward, an instructor 

should assess continually until competence is established. Sullivan and Brown (1989) 

propose that midwife should be the person to determine the role and activities, to select 

and to be involved in training. 

2.5.4. Midwives' Training 

Introducing a HCA may also have implications for staff training and education at all 

levels (McLaughlin, et al 1995). With the introduction of an assistant's role the existing 

role of the midwife will alter. They will cease to undertake some duties and they will be 

responsible for the appropriate delegation and supervision of work. In 1992 Gray 

concluded that a health professional's future role would entail leadership, teaching and 

delegating tasks to a team of formal and informal carers. However, the staff member 

should remember that legal liability remains for proper delegation, potential problems, 

and intervention (Manuel and Alster 1994). The questions of competencies and the 

accountability of the midwife for the actions of the new assistant are two obvious 

concerns. 

It is apparent that many health professionals are accustomed to working as autonomous 

practitioners and they generally receive little or no instruction in supervising others. 

However, a lack of supervision by midwives may result in the ineffective and inefficient 

use ofHCA's. They may require skills training if they are to learn how to delegate tasks 

appropriately and build effective teams (Clark & Thurston, 1994) and utilise skill mix 

effectively (Wright, 1998). Therefore, midwives need to be re-educated about the HCAs 

role, scope and limitations. While training must be given to midwives who will have the 

ultimate responsibility, doctors (Boyes, 1995) and other staff who will be in contact with 

the HCA on a daily basis, may also need some preparation. This will help all staff to 

recognise HCAs as part of the workforce. 

Co-operation and collaboration is the key to the success of a skill mix review. Two 
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· potential barriers exist which could affect the HCAs acceptance into the team. Firstly, 

p~actitioners from different health care disciplines currently train in isolation and 

i~ ··seccmu1y each discipline is located within its own hierarchy, operating in isolation from 
;, 

bne another (Rolfe et al, 1999). Ahmed and Kitson (1993) argue that the ideology of 

hb:Iistic care could be undermined because of these threats to effective teamwork. 

·' f~amwork is crucial to the successful implementation of a HCAs role within the clinical 

2.6 Management of Change 

The introduction of HCAs is based upon the assumption that health professionals will 

accept them. Mal by (1990) surveyed nurses and midwives and found staff supportive of 

the move towards employing assistants. This was because they are envisaged as 

facilitating professionals to undertake the work for which they have been trained. 

Therefore, the successful implementation of skill mix depends on the culture of the 

organisation and the ability of those within it to effectively manage the change process 

(Wright 1998). By incorporating the views of staff, an assurance can be made that 

decisions are taken with the patient as a primary focus, thus maintaining morale, 

motivation, and commitment to skill mix. Giving staff some ownership of the process 

can help prevent undue anxiety during a time of change. This was reflected in a recent 

study, which found that the implementation of skill mix was more successful when 

practitioners had control over the process and were supported during the change (Wright, 

1998; Keys, 1997). Cowley, (1993) claims that the first element of a skill mix review is 

to ensure staff ownership from the start. 

2. 7 Conclusion 

Given the strength of economic and political factor driving the search for improved value 

for money in health care, it is realistic to assume that skill mix reviews will continue to be 

pursued. Overall, what is clear is that the success of the midwifery profession will 

depend on the preparation of future midwives and the continuing development of the 

support staff they require. 
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There are a few points worthy of note relating to the literature which did focus on 

midwifery and general skill mix reviews: 

Limited analysis has been carried out in the study of changes to skill mix reviews; 

Most of the literature available was from America and is dated; invariably studies 

relate to the 1980s; 

Skill mix reviews have taken place with little reference to research; 

Most research focusing on skill mix has been undertaken within nursing and health 

visiting; 

Limited research has been undertaken within the Republic of Ireland with regards to 

skill mix or employing HCAs; 

The research base on the assistant's role in midwifery is incomplete; 

Relatively little discussion has occurred in the literature regarding either the HCA 

within midwifery nor the National Vocational Qualification (NVQ) (Francomb, 

1997); 

Limited research exists that relates to the scope of change, the design of new care 

delivery systems, the impact of change on patient outcomes, and the role of the 

professional nurse (McLaughlin, et al, 1995). 
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CHAPTER THREE 

3.0 INTRODUCTION 

This chapter shall outline the methodological approaches employed in the present study. 

As mentioned previously in the literature review, there is no fixed methodology or set 

formula to determine skill mix in a clinical setting (RCN, 1992). Most reviews involve 

two essential elements, an analysis of the work to be done (task analysis) and an analysis 

of what skills are required to carry out each task. This research attempted to use an 

iterative process designed to combine expert opinion into group consensus. 

3.1 The Approach Adopted 

In order to answer the specific research questions, it was necessary to adopt a systematic 

approach, which incorporated professional perspectives on midwifery work. Considering 

the issues of validity and reliability of data, a multi-method technique was used to garner 

the views of midwives and midwifery students. This included using, documentary 

evidence, semi-structured interviews, self-administered questionnaire, and the Delphi 

survey technique. This chapter outlines the methodology and discusses issues related to 

design, sampling, instrumentation and methods of data analysis. Due to the complexity 

of the research objectives, each one is presented in Table 1 showing the methodology 

employed and sample targeted. 
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Tablel: Structure of Research Methods 

Research Objectives Methodology Sample 

Define the levels of Delphi ... Qualified Midwives 
responsibility of midwifes and Student Midwives. 
and midwifery assistants. Interviews ... Volunteer sample of 

midwives. -

Identify issues and Delphi ... Qualifies Midwives 
strategies pertaining to and Student Midwives. 
midwifery skill mix. 
Recommend the Delphi I Questionnaire ... Qualified Midwives 
development of an and Student Midwives. 
educational programme for Interviews ... Volunteer sample of 
midwifery assistants and midwives. 
recommend pay scales Secondary Data Analysis ... Review data collected 

from other hospitals 
educational systems. 

Identify trends and reasons Delphi I Questionnaire ... Qualified Midwives 
for midwifery wastage and and Student Midwives. 
shortages Interviews ... Vo1unteer sample of 

midwives 
Secondary data analysis ... Data from Rotunda 

Hospital (turnover 
rates/ sickness rates) 

Develop organisational Delphi I Questionnaire ... Qualified Midwives 
strategies to establish more and Student Midwives. 
efficient and effective use Interviews ... Volunteer sample of 
of staff and their skill base. midwives 
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3.2 Sample Frames 

Potential respondents were sought through two sampling frames. Staff lists (October 

1997) developed and used by Management and Human Resources, and the School of 

Midwifery Student List ( 1998). They were invited to participate on the basis of their 

professional experience. Sample criteria required that the participant was based in the 

clinical areas and not within the management or information technology centres of the 

hospital. From the sampling frames, 194 midwives were identified as suitable for 

inclusion; thirteen staff did not meet the selection criteria (see table 2 for breakdown per 

ward). As well as this sample of qualified midwives, a total of 79 student midwives were 

also identified. Student midwives are not allocated to any specific ward but are placed on 

a rotation system. Therefore, their findings shall be presented in group format. 

Table 2: Population Sample 

Wards Represented 

Gynaecology 
Pre-Natal 
'Lower Corridor' 
NICU 
'Top Floor' 
Outpatients Department 
Delivery Suite 
Paediatric Unit 
Theatre 
Night Sisters 
* Other Midwifery Services 

Total 

Number ofStaffMidwives 

25 
13 
13 
32 
17 
11 
35 
23 
13 
2 
10 

194 

*(This category was designed to ensure anonymity of particular respondents and includes those working in 

CSSD, FA U, Day Care Unit, Private Clinic and Ultra Sound Department). 
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3.3 Procedures: Data Collection Methods 

Four distinct methods were used to collect the data: the Delphi Survey Technique, semi

structured questionnaire, one to one interviews' and analysis of secondary data. 

3.3.1 Delphi Technique 

The Delphi technique was used to gain the professional perspective on attitudes, needs 

and priorities regarding the role of a midwifery assistant within the Rotunda Hospital. 

The Delphi technique is composed of a series of anonymous questionnaires, or Rounds, 

where the analysis of questionnaires in one round leads to the formulation of the 

questionnaires for the next round. The 'Delphi' ultimately attempts to achieve an 

consensus of opinion among respondents on a particular issue. For the present study the 

issue related to what are and what are not non-midwifery duties. McKenna (1994) has 

described the Delphi as a multi-stage approach with each stage building on the results of 

the previous one. 

The Delphi was considered the most appropriate method to use for three key reasons. 

Firstly, face to face discussions were impractical because of constraints of time and the 

large number of individuals involved; secondly, current practice illustrates that 

disagreements exist therefore anonymity must be preserved; and finally, individuals who 

were involved represented diverse backgrounds with respect to experience and/or 

expertise. 

Two main features differentiate the basic Delphi procedure from other data collection 

methods. These are anonymity and controlled feedback. Anonymity provides the chance 

for each participant to present and react to ideas unbiased by face to face meetings with 

other respondents. Controlled feedback refers to the use of successive questionnaires in 

which information relevant to the issue being considered, is sent back repeatedly to panel 

members informing the groups' collective opinion (McKenna, 1994: Couper, 1984). The 

use of the Delphi technique meant that staff were actively involved in the research 

project, which is crucial for their later acceptance of skill mix outcomes (McKenna, 
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- 1994). However, since respondents can become fatigued after three rounds and this 

• , undermines any consensus reached (Walker and Selfe 1996), this study employed two 
' 
rounds. A summary of the Delphi procedure is outlined in Table Three. 

3.3.1.1 Development of the Rounds 

The Delphi starts with an open-ended set of questions, thus allowing respondents 

complete freedom in their answers. Using the internal mail system, a Round One 

questionnaire was circulated to gather qualitative data on what staff and student midwives 

considered the non-midwifery tasks they undertook and which they felt were not part of 

the work for which they had been trained. Respondents were asked to list at least eight 

non-midwifery tasks they carried out as part of their normal duties. 

It was acknowledged that for a variety of reasons, some people selected in a sample will 

not respond and others will be non-contactable. Non response can create two problems: 

reduction of sample size and bias. To enhance response rates 'call backs' (i.e. two 

reminder letters and personal visits to wards) were employed in both rounds of the Delphi 

technique (see Appendix Three). 

Once data from Round One were collected, the results were content analysed, with 

similar items grouped together. Each response was noted and care was taken to avoid 

research bias when matching what may seem to be similar responses .. On a self-selecting 

basis, those respondents who completed Round One were sent the 'Round Two' Delphi 

questionnaire. Attached to this was an invitation to take part in-group interviews. 

Responses from 'Round One' were grouped together under a limited number of headings. 

To ensure that no data were lost, five categories of non-midwifery tasks were created: 

clerical, porter, domestic, stock and other (basic care). Items were neither omitted nor 

added during analysis and the precise wording used by the respondents, with minor 

editing, was used as much as possible. In Round Two, respondents were asked to indicate 

for each task whether the duty could be passed with confidence to an assistant or whether 
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it should remain the sole responsibility of the qualified midwife. (See Appendix Four for 

copies of the Round One and Round Two questionnaires). This aimed to produce 

consensus by asking the respondents' to prioritise the results of the previous round 

(Linstone & Turoff, 1975). 

The data from the ratings of the Round Two were analysed using SPSS and statistical 

summaries for each item computed. In Chapter five statistical findings from Round Two 

are presented; the qualitative data collected in Round One have been condensed and are 

presented in Chapter four. 
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Table 3: Summary of the Delphi Technique 

Background Work 

Preliminary aim: Identify non midwifery tasks which could be passed to an 
assistant; 
Identification of potential sample; 
Communications (written and verbal) to inform staff of research project. 

Round One: 

Design initial questionnaire and instructions; 
Pilot test initial questionnaire and instructions; 
Finalise questionnaire; 
One open question asked to respondents to identify at least 8 non-midwifery 
duties they undertake; 
Hand deliver questionnaire once 'gatekeepers' have been identified; 
Personal follow-up visits to wards as a reminder to complete questionnaires; 
Personal collection of responses; 
Analysis data and summarise comments. 

Round Two: 

From results of Round One, Round Two questionnaire is designed: Redesign 
questionnaire and instructions; 
Incorporate the following information in this questionnaire; 

Items from initial questionnaire supplied by respondent group; 
Summary of comments; 

Due to the high number of non-midwifery duties identified from Round One 
categorise duties into Clerical, Porter, Stock, Domestic and Other; 
Pilot test questionnaire and instructions to team of independent researchers 
and health practitioners; 
Revise and reprint final version of questionnaire and instructions; 
Ask respondents to consider each of the non-midwifery tasks listed and 
indicate if they thought if they could: 

pass it with confidence to an assistant or 
should stay the sole responsibility of a midwife. 

Mail questionnaire and instructions to respondents; 
Reminder letters sent 
Reminder letters with new questionnaire sent 
Collect responses 
Analyse data summarise comments. 
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3.3.2 Self Administered Postal Questionnaire 

The Delphi technique is normally used as a means for structuring group discussion and to 

generate debate rather than to reach a conclusion (McKenna 1994). To continue this 

debate, additional methods were used with those respondents who completed Round Two 

of the Delphi survey. A self administered questionnaire was used to gain the views of the 

staff and student midwives concerning the reasons for staff wastage, accountability 

issues, training and education for a midwifery assistant and skill mix reviews. The 

questionnaire was designed on the basis of the findings from the literature survey and the 

research objectives. This enhanced the content validity of the questionnaire. 

A self-administered questionnaire is one in which respondents write their responses on 

the questionnaire without the researchers helping in any way, thus decreasing the 

possibility of interviewer bias. There are several advantages and disadvantages with 

using this method. Disadvantages include having no opportunity to ask respondents to 

elaborate or clarify their answers. Further, as the questionnaire was attached to Round 

Two of the Delphi, it may have appeared lengthy and time-consuming to complete. 

In order to reduce the time required to complete the questionnaire, a mixture of open and 

closed ended questions were used (Please refer to Appendix Five for copy of 

questionnaire) . . Responses were inputted into the SPSS statistical software package. 

Content analysis was employed to analyse the qualitative responses. Descriptive statistics 

have been calculated, and graphical presentations of results have been developed. 

Chapter six outlines the responses from the self-administered questionnaire. 

3.3.3 Secondary Data Analysis 

Secondary data sources include hospital records, off duty lists etc. There are several 

methodological advantages to using secondary data; for example, the availability of data 

over time enables the researchers to employ longitudinal research designs. Thus, it can be 

used for comparative purposes and it can provide a cost-effective way of addressing 

issues, some of which could not be addressed through any other means (Babbie, 1995). 
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However, secondary data analysis has certain inherent limitations, including gammg 

access, establish authenticity, representativeness, and credibility. One of the main 

disadvantages stems from the fact the data published in a hospital document have been 

put there for a specific purpose and is unlikely therefore to be directly addressing the 

research question (Robson, 1993). However, despite their disadvantages, secondary 

research sources and their analysis provided many benefits and useful sources of 

information for this research. 

A wide range of secondary data sources were used to provide baseline data on educational 

programmes and pay scales for assistants, and to identify trends and reasons for 

midwifery wastage and shortages. In order to identify trends, data had to be obtained 

over a longitudinal period to allow comparative analysis to be undertaken. The 

documents used comprised the hospitals private and public records, listed in Table 4. 

Most of these records contained statistical information dating from 1995 to 1998. Data 

sets from a number of similar sources were constructed to enable systematic analysis to 

be undertaken, yielding mainly quantitative data. The analysis of the documents was 

guided by three objectives: 

• to identify trends and reasons for midwifery wastage and shortages; 

• to recommend the development of an educational programme for midwifery 

assistants; 

• to recommend pay scales. 

The analysis of secondary data is presented in Chapter seven. 
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Table 4: Documents Listed 

Documents Anal ysed 

1ve Research Object 
Identify trends 
and shortages 

and reasons for midwifery wastage 

Recommend th 
programme £ 
recommend pay 

e development of an educational 
or midwifery assistants and 
scales 

3.3.4 Interviews 

Type of Document . Clinical Report 1995 . Clinical Report 1996 . Clinical Report 1997 
Staff Sickness Rates . Resignations Database . Staff Listings 1997-1998 . Rotunda Birth figures . National Vocational 
Qualifications Training 
Packages (UK) . National Council for 
Vocational Awards 
(Republic of Ireland) . Nursing Auxiliaries 
Education Programs from a 
selection of hospitals based 
throughout UK. 

Implementing a new assistant role has a bearing on all facets of midwifery care, 

particularly those whose task it is to manage change. These individuals need to 

understand the culture of the organisation and the beliefs and values of those who are 

employed (Hunt, 1997). The formal leaders such as the ward sisters have an important 

role to play in helping to create and maintain change. They can act as change agents who 

can introduce innovations by creating momentum and support for new practice. On an 

individual level the introduction of a new assistant role within the ward team raises 

managerial issues for ward sisters, staff midwives and student midwives in relation to 

general accountability and the supervision of the new worker. Staff midwives and 

students were given the opportunity to explore their attitudes and perceptions associated 

with the introduction of this new role. As a result it was possible to identify potential 

problems and benefits that may influence successful introduction into the ward team. 
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A semi-structured interview schedule was used. This technique refers to those interviews 

that are organised around areas of particular interest, while still allowing considerable 

flexibility in scope and depth (Polit & Hungler, 1987). The interview schedule was also 

designed to allow other relevant issues to emerge. Respondents were asked the same 

questions but flexibility existed in the phrasing and ordering of the questions (Hutchinson 

& Wilson, 1992). The instrument comprised of nine open-ended questions, (see 

Appendix Six for copy of interview checklist). Interviews took place in a private room 

within the Rotunda Hospital. This was done to keep any interruptions to a minimum 

(Marrow 1996). The interviews lasted half an hour with Ward Sisters and fifteen to 

twenty minutes with staff midwives. Interviews were tape recorded and supplemented 

with field notes. 

Interviews were transcribed and notes written up. Content analysis of the data was 

undertaken to enable themes and categories to emerge. The information regarding the 

issues of accountability and supervision were cross validated by comparing the replies of 

multiple interviewees and by substantiating the information with questionnaire findings. 

Chapter six summarises the main themes and findings from the interviews in relation to 

the questionnaire findings. 

3.4 Pilot Testing 

Pilot testing of all data collection instruments was undertaken prior to implementation. 

Independent researchers and a small number of midwives were used for this purpose. 

This helped to identify ambiguities in wording, enhance content validity and establish the 

feasibility of administration. While group interviews were originally planned with staff 

and students, the results of the pilot test undertaken with fifteen new members of staff 

indicated that this method was problematic. It was noted that the group discussion might 

not be practical due to the difficulties in releasing several staff from already busy wards. 

As a result, it was felt that one to one interviews would be more appropriate. The pilot 

test also helped to highlight the importance of the moderator's role and the structure of 

the questions. 
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3.5 Reliability & Validity 

Validity means that a research instrument measures what it is supposed to measure, while 

reliability means that it does so consistently (Polit and Hungler, 1987, Beretta, 1996). 

Each procedure selected for data collection has been tested to ensure it is reliable and 

valid. In relation to the Delphi, some authors however have expressed caution about the 

reliability and validity of this technique (Walker & Selfe, 1996). It is accused of forcing 

consensus and not allowing respondents to discuss issues (Jones & Hunter, 1995). Yet 

the content of this study has been generated and dictated by the respondents. Furthermore 

through questionnaires and interviews, there were ample opportunities for further 

discussion and collection of views. These factors strengthen validity. In addition, since 

both qualitative and quantitative data collection approaches were used, and the 

respondents in the study are representative of the population under study, then content 

validity can be assumed. 

When conducting the interviews, consideration was given to the impact of the interviewer 

and of the context, which meant that consistency and objectivity were difficult to achieve. 

However, the nature of the interviews allowed the researchers to check the accuracy of 

information obtained and clarify questions and responses, hence helping to increase the 

validity of the responses. 

Regarding reliability, the success of any data collection technique is based on the 

selection and commitment of its respondents. The motivation of respondents can affect 

consensus and, as such, raises questions concerning reliability (Whitman, 1990). To 

ensure commitment, respondents were recruited who had knowledge of the topic and 

were willing to dedicate time. 

The question of whether the research can be consistently replicated is problematic when 

considering the unique nature of the setting in which the research was conducted. As no 

standardised methodology exists for undertaking a skill mix review, research approaches 

had to be 'custom made' to respond to the unique needs of that specific situation. They 
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are not intended to be generalised from outside of the environment within which they 

were designed. 

3.6 Ethical Considerations 

Ethical standards were adhered to throughout this research project. Firstly, to ensure 

informed consent, both staff and students were informed about the research project 

through management communications and by guest lecturers from the head of the 

research team. Furthermore, in order to explain and answer any queries the researchers 

also visited all the wards and spoke to each sister in charge and to many midwives. 

Secondly, confidentiality was respected for all respondents in this research. However, it 

was not possible to maintain true anonymity since the researchers knew the origin of 

individual responses. 

It has been suggested that a 70% response rate is required for each Delphi Round in order 

to maintain the rigor of this technique (Sumsion, 1998). Therefore, knowing the 

respondents facilitated the follow-up of non-respondents. Nevertheless, the quasi

anonymity was assured by maintaining the confidentiality of individuals' opinions and by 

ensuring that any potentially identifying features, such as job title were omitted from the 

final report. This did however, preclude an analysis of the data of small occupational 

subgroups, due to the small numbers of individuals in these subgroups (e.g. CSSD). 

3.7 Conclusion 

The primary aim of a skill mix review is to determine what duties can be passed from the 

midwife to an unqualified assistant. To date no methodological framework exists to 

standardised skill mix reviews. Therefore, the data collection tools employed were 

selected on the basis of the research aim and objectives. This research project used a 

number of data collection methods, namely the Delphi Survey technique, semi-structured 

questionnaires, one to one interviews, and secondary data analysis. By using a multi

method approach it is envisaged that this will help enhance the reliability and validity of 

the findings. 

43 



CHAPTER FOUR 

4.0 INTRODUCTION 

This chapter presents a summarised version of responses from staff and student midwives 

for round one of the Delphi survey technique (for detailed breakdowns please refer to 

Appendix 7). The first section of this chapter combines the results of all wards indicating 

the top fifteen non-midwifery duties which staff midwives perceive as being carried out 

in the Rotunda Hospital. The second section presents a breakdown of the top two non

midwifery duties by ward location. The final section outlines the relevant responses from 

student midwives. 

4.1 Response Rate 

In total 273 staff and student midwives were identified and targeted as suitable to be 

included for Round One of the Delphi (see table 5). 

Table 5: Response rate for Delphi Round One 

ROUND ONE 

Ward Location Number Number Percentage 
Distributed Returned Rate 

Gynecology 25 21 84 
Pre-Natal 13 7 53.8 
'Lower Corridor' 13 13 100 
NICU 32 19 59.3 
'Top Floor' 17 10 58.8 
Outpatients Dept. 11 6 54.5 
Delivery Suite 35 28 80 
Pediatric Unit 23 14 60.8 
Theatre 13 7 53.8 
Other Midwifery Services 10 7 70 
Night Sisters 2 0 0 
Total Staff 194 132 -
Student Midwives 79 69 87 

TOTAL NUMBER 273 201 -
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' 4.2 Delphi Survey Round One 

~! The first round of the Delphi technique asked staff and student midwives to list the non

' ·midwifery duties that they consider part of their nonnal day duties. Staff midwives 

, responses are presented in relation to their clinical setting/specialty. Because student 

midwives are not allocated specifically to identifiable wards, their responses are 

presented as one group. A large number of non-midwifery duties were identified by all 

the respondents and are presented in table 6. 

Table 6: Quantified Non-Midwifery Duties 

Breakdown by Wards No. ofNon Midwifery Duties Identified 

44 
46 
56 
65 
59 
27 

Delive Suite 46 
Pediatric Unit 60 

Theatre 29 

Other Midwife Services 22 
Students 91 

4.3 Top Non Midwifery 

The highest-ranking non-midwifery duties perceived by staff midwives are represented in 

Table 7. These duties can be broadly classified into the following categories: 

• Clerical, 

• Domestic, 

• Portering, and 

• Stock related duties. 
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Table 7: Top Eight Non Midwifery Duties 

Rank Non Midwifery Duties 

1 Answer Phone 
2 Put away stores 
3 Order Stock 

Filing 
4 Clean equipment and/or instruments 

Make beds 
Transfer patients 

5 Collect and deliver blood and specimens to lab 

6 Locate and collect charts 
7 Make tea and toast 

Move equipment 
Move furniture 
Wash beds 
Make appointments 
Distribute vases and water 
Direct visitors 
Answer bleeps 

8 Wash and collect bottles 
Distribute feeds 
Stock incubators 
Transfer patient luggage 
Clean lockers 
Manage bed allocations 
Borrow equipment 
Relocate patients 
Make up charts 
Cleaning 

4.4 Non Midwifery Duties by Ward 

The top non-midwifery duty by ward area is presented in Table 8. Some staff have 

identified a number of duties as being the most frequently undertaken as part of their 

everyday duties on the ward. 
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Table 8: Duties by Ward. 

Ward Duty Percentage Response 

Gynaecology Making beds 95.2% 

Pre-Natal . Bring specimens to Jab 85.7%* 

Filing 

Lower Corridor Make beds 100% 

N1CU . Answer the phone 78.9%* 

Order stock 

Top Floor Making beds 100% 

Outpatients Department Filing lab reports 83.3% 

Delivery Suite Answer phones 89.3% 

Pediatric Unit Answer the door bell 85.7% 

Theatre Putting stores away 100%* 

Answer phones 

Wash instruments 

Other Midwifery Services Answer phones 71.4% 

(* Duties tied rank) 

4.5 Student Midwives Non-Midwifery Duties 

Student midwives make up an important part ofthe workforce within the Rotunda. Table 

9 outlines the top five non-midwifery duties student midwives undertake. 

Table 9: Students Non Midwifery Duties 

Rank Non Midwifery Duty Percentage 

1 Transfer patients to different wards 72.5% 

2 Make beds 69.6% 

3 Make tea and toast 65.2% 

4 Deliver specimens and bloods to lab 63.8% 

5 Collect charts 50.7% 
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4.6 Conclusion 

This chapter outlined the responses from staff and students regarding the non-midwifery 

duties (perceived) that they undertake as part of their normal everyday practice. . A 

variety of duties were identified and overlap did exist between wards in relation to the 

highest rankled non-midwifery duty such as making beds and answering the telephone. 
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CHAPTER FIVE 

5.0 INTRODUCTION 

The results from Round One of the Delphi formed the basis for formulation of Round 

Two' s questionnaire. For ease of understanding, the non-midwifery duties identified 

from Round One where grouped under the following section headings: 

• Clerical; 

• Stock; 

• Porter; 

• Domestic 

Other non-midwifery duties could not be categorised so easily and hence they were 

subsumed under the heading of Other I Basic Care duties. This chapter presents the 

responses for Round Two of the Delphi. 

5.1 Response Rate 

The response rate for Round Two is presented in Table 10. In total 100 staff 

midwives and 58 student midwives responded. 

Table 10: Response rate for Delphi Round Two. 

ROUND TWO 

Ward Location Number Number Percentage 

Distributed Returned Rate 

Gynaecology 21 20 95.2 

Pre-Natal 7 5 71.4 

Lower Corridor 13 9 69.2 

NICU 19 15 78.9 

Top Floor 10 8 80 

Outpatients Dept. 6 5 83.3 

Delivery Suite 28 23 82.1 

Paediatric Unit 14 6 42.8 

Theatre 7 3 42.8 

Other Midwifery Services 7 6 85.7 

Night Sisters - - -
Total Staff 132 100 -

Students 69 58 84 

TOTAL NUMBER. 201 158 -
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5.2 Delphi Survey Round Two 

The data from Round One were analysed and statistical summaries for each item 

computed. Staff midwives and student midwives' responses are presented together. 

Respondents were asked to categorise non-midwifery duties (identified from Round 

One) into either; 

Column A - duties which could be passed with confidence to a unqualified 

midwifery assistant and; 

Column B - duties, which they thought, should only be carried out by a Midwife. 

It was acknowledged that some duties might not apply to that midwife's area of 

expertise and in this case they were asked to leave the response column blank. 

However, a small number of respondents did create two additional response 

categories. These were the category 'Both' - where the midwife and midwifery 

assistant could undertake the task, and 'Other' - where someone else is already 

employed within the hospital to perform this duty. The researchers included these 

additional sections within the . study in order to minimise the loss of data. 

Nonetheless, the statistical analyses reported in this chapter were conducted primarily 

on responses from Column A and Column B. Items scored within this section have 

been subdivided into -categories on the basis of a consensus of over 70%. In other 

words 70% of respondents would have to agree that the identified duty: 

• Could be passed on, or 

• Should remain as part of midwifery's responsibilities. 

Ifless than 70% of respondents agreed then this was scored as 'No consensus' 

5.3 Findings 

The findings for Round Two of the Delphi questionnaire will be structured in terms of 

the following categories: clerical and administration, porter, stock, domestic and other 

I basic care related duties. 
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5.3.1 Clerical Duties 

Table 11 outlines in rank order those non-midwifery duties categorised as clerical. 

Respondents believed that these duties could be passed with confidence to an 

assistant. They include, directing visitors, answering the phone, and ordering 

transportation. Compiling weekly duty rotas was the only ' clerical' duty that 

respondents felt should remain the sole responsibility of the qualified professional. 

Table 11: Clerical Duties, which could be passed on to a midwifery assistant. 

Rank Duties which could be passed to a midwifery Number % N= 

assistant. 
1. Directing visitors 153 99.4 154 

2. Directing flower companies to wards 149 99.3 150 

3 Making out Holy Communion lists 147 98.7 149 

4 Telephone Porters/ kitchen staff 153 98.1 156 

5 Answering the doorbell 146 98.0 149 

Informing patients of Mass times 146 98.0 149 

6 Making up new charts 150 97.4 154 

7 Telephone for taxis 150 96.8 155 

8 Ensuring patients call in at accounts ... 144 96.0 150 

9 Directing patients in queues 142 95.9 148 

10 Answering the phone 149 94.9 157 

11 Telephone Medical records 147 94.8 155 

Making appointments 146 94.8 154 

12 Trace charts from lab and other departments 142 94.7 150 

13 Direct lab reports to other wards 145 94.2 154 

14 Direct and re-direct calls 147 93.6 157 

15 Take phone messages for patients 145 93.5 155 

16 File feeding charts in babes records 135 92.5 146 

17 Photocopy vaccination forms 129 90.8 142 

18 File lab reports and patients charts together 138 89.6 154 

19 Identify patients location on computer 135 89.4 151 

20 Complete maintenance requisition forms 135 87.7 154 

21 Telephone for x-rays 127 84.1 151 

22 Book beds Ill 83.5 133 

23 Update bed states 118 81.4 145 

24 Telephone Bio med. engineer 112 78.9 142 

25 Ring pharmacy in mothers area 108 77.7 139 

26 Telephone Ambulances 114 74.0 154 
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Table 12 represents those duties, which did not achieve over the 70% percentage 

agreement level. Column A indicates the number and percentage level of those who 

believe the duty could be passed to an assistant, while column B presents the 

responses of those who believe the duty should remain the sole responsibility of the 

midwife. As specified above, the category 'Both' refers to those respondents who 

believe that a midwife and an assistant could undertake this duty, while 'Other' refers 

to those who believe that this duty should be carried out by someone else within the 

Hospital. The final colurrm represents the total number of respondents. 

Table 12: Clerical Duties for which no consensus was reached 

Duties ColA ColB Both Other N= 

No. % No % 

Telephone for blood top ups 55 41.4 77 57.9 - .8 133 
Telephone for results 53 35.3 97 64.7 - - 150 
Answer bleeps 96 64.9 48 32.4 2.0 .7 148 
Take phone messages for 101 66.4 50 32.9 - .7 152 
doctors 
Telephone for patients 85 57.8 60 40.8 1.4 - 147 

Conduct admissions on 88 57.9 62 40.8 .7 .7 152 
computer 
Conduct discharges on 86 57.0 64 42.4 - .7 151 
computer 
Access lab reports on computer 76 49.4 78 50.6 - - 154 
Check patients reports on 55 36.7 95 63.3 - - 150 
computer 
Ensure tests have been ordered 49 33.3 96 65.3 1.4 - 147 
Writing in lab results in charts 63 41.7 87 57.6 .7 - 151 
Complete lab forms and 99 63.9 56 36.1 - - 155 
specimens bottles 
Complete lab request forms 104 68.9 45 29.8 .7 .7 151 
Fill in overtime sheets 83 55.7 64 43.0 - 1.3 149 
Manage bed allocation 51 35.2 91 62.8 - 2.1 145 
Locate alternative bed 77 53.1 65 44.8 - 2.1 145 
Accommodation 

5.3.2 Stock Duties 

Most of the non-midwifery tasks relating to 'stock' were accepted as coming within 

the remit of a midwifery assistant. In the main, these duties refer to stocking up with 

supplies, putting away stock and dealing with the ordering of stores. Table 13 

outlines these duties in rank order. Only one duty, re-ordering pharmacy (75.3%), 
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was identified as one which should remain the sole responsibility of the midwife. The 

actual task of putting away the pharmacy products did not achieve any agreement (see 

table 14). 

Table 13: Stock Duties, which could be passed on to a midwifery assistant. 

Rank Duties which could be passed to a midwifery Number % N= 

assistant. 
I. Stock up stationary cupboards 154 99.4 155 

Stock up trolleys 154 99.4 155 

Stock up supply areas 153 99.4 154 

2 Stock up linen trays 152 99.3 153 

Stock up cubicles 149 99.3 150 

Stock up feeds 146 99.3 147 

3. Stock up formula 144 98.6 146 

4 Put away stores 154 98.1 157 

Stocking up rooms 153 98.1 156 

5 Stock up showers and toilet areas 149 98.0 152 

6 Stock up nursery 143 97.3 147 

7 Stock up babies cots I incubators 143 96.6 148 

8 Borrow stores 147 96.1 153 

9 Put away CSSD 150 95.5 157 

10 Ring stores 145 94.2 154 

11 Stock up blood trays 144 93.5 154 

Stock up equipment 143 93.5 153 

12 Make out stores list 131 85.1 154 

13 Stock take of stores 129 82.2 157 

14 Order stock 127 81.4 156 

15 Re-order stores 125 80.1 156 

16 Stock take of equipment 122 78.7 155 

Table 14: Stock Duties for which no consensus was reached 

Duties ColA ColB Both Other N= 

No. % No % 

Put away pharmacy products 73 47.4 79 51.3 .6 .6 154 

5.3.3 Porter Duties 

Many of the non-midwifery duties identified by respondents came under the heading 

of portering duties. These included, delivering charts and forms around the hospital, 

transferring patients between wards and collecting patients from the reception area 
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(see table 15). However the transfer of emergency patients (84.1%) and babies 

(77.5%) to other departments was viewed strongly as a responsibility of a midwife. 

Table 15: Porter Duties, which could be passed on to a midwifery assistant. 

Rank Duties which could be passed to a midwifery Number % N= 

assistant. 
1 Deliver charts around hospital 151 99.3 152 

Deliver forms to other departments 150 99.3 151 

2 Push and pull trolleys I wheelchairs 150 98.7 152 

Deliver lab reports 149 98.7 151 

Transfer patients' flowers 149 98.7 151 

3 Locate and collect charts 149 98.0 152 

4 Collect store requirements 154 97.4 155 

Move furniture 151 97.4 155 

Bring blood to lab 150 97.4 154 

Transfer patients' luggage 148 97.4 152 

5 Bring specimens to lab 150 96.8 155 
Move equipment 150 96.2 156 

6 Transfer well patients to other dept. 141 92.8 152 
7 Collect patients valuables to and from store 131 89.7 146 

8 Rearrange position of incubators 123 87.2 141 
9 Collect pallets from lab 105 78.4 134 
10 Transfer patient to other wards 108 72.5 149 
11 Collect patients from reception area 105 70.9 148 

Agreement could not be reached on two duties: the planning and management of 

moving a patient to another ward and the collection of packs of blood (see table 16). 

Table 16: Porter Duties for which no consensus was reached 

Duties ColA ColB Both Other N= 

No. % No % 
Arrange the transfer of patient 64 43 .5 82 55.8 - .7 147 
to other wards 
Collect packs of blood 79 52.0 72 47.4 - .7 152 

5.3.4 Domestic Duties 

Many of the duties currently being carried out by midwives were classified as being 

domestic related and could therefore be passed onto an assistant (see table 17). Most 

of these refer to helping infection control through cleaning surfaces and the 

preparation required for patients arriving on the ward. While most of the duties on 
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this list do not involve direct contact with the patient, some relate to contact in terms 

of making tea and toast, and obtaining water and vases for flowers. 

Table 17: Domestic Duties, which could be passed on to a midwifery assistant. 

Rank Duties which could be passed to a midwifery Number. % N= 

assistant. 
1 Clean beds 149 99.3 150 

Arrange flowers 149 99.3 150 
Empty and store patients luggage 148 99.3 149 
Clean Surgery 143 99.3 144 

2 Make beds 149 98.7 151 
Obtain vases for patients 148 98.7 150 

3 Clean theatre between cases 134 98.5 136 
4 Tidy patients area 148 98.0 151 

Obtain water and glasses for patients 147 98.0 150 
Make tea and toast 147 98.0 150 
Strip beds 147 98.0 150 
Damp dusting 146 98.0 149 
Tidy trays 146 98.0 149 
Clean sluice 146 98.0 149 
Clean trolleys 144 98.0 147 
Empty wastage bins 144 98.0 147 
Tidy shower areas 144 98.0 147 

5 Clean lockers 143 97.9 146 
Empty linen baskets 143 97.9 146 
Empty laundry bins 142 97.9 145 
Clean cubicles 142 97.9 145 

6 Empty sin bin 132 97.8 135 
7 Tidy store room 146 97.3 150 

Tidy wards 144 97.3 148 
Clean wards 143 97.3 147 
Clean rooms 143 97.3 147 
Clean fridge 143 97.3 147 
Clean baths 142 97.3 146 

8 Tidy equipment 145 96.7 150 
9 Under take special cleaning 142 96.6 147 

Tidy after clinic 141 96.6 146 
10 Clean floors 144 96.0 150 
11 Clean incubators 138 95.8 144 
12 Clean equipment 144 95.4 151 
13 Clean coffee rooms 137 95.1 144 
14 Wash and dry beds 149 94.3 150 
15 Clean before and after emergencies 140 93.3 150 
16 Replace sharps bin 140 92.1 152 
17 Clean Spillage's 135 90.6 149 
18 Defrost drug fridge 135 90.0 150 
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5.3.5 Other I Basic Care Duties 

The final section lists those duties, which could not be classified into identifiable 

categories. Many of these entail direct contact with patients. According to respondents 

five duties from this category should remain the responsibility of a qualified midwife 

(see table 18). Respondents could not reach any agreement on a number of duties. 

These are listed in table 19. 

Table 18: Other I Basic Care Duties which should remain the responsibility of 
the midwife 

Rank Duties No. % N= 

1 Drug round 149 98.0 152 

2 Midwifery Round 144 95.4 151 
3 Make up IV fluids and percentages 140 94.6 148 
4 ·· Make up medication 142 94.0 151 
5 Take blood 131 85.6 153 

Table 19: Other I Basic Care Duties for which no consensus was reached 

Duties ColA ColB Both Other N= 

No. % No % 
Locate staff to assist 98 66.7 48 32.7 .7 - 147 
Return babies to mothers 59 40.4 86 58.9 .7 - 146 
Identify appropriate feeds for 82 56.2 61 41.8 2.1 - 146 
babies 
Arrange scan of bloods 40 32.0 85 68.0 - - 125 
Follow up blood results 44 28.9 106 69.7 1.3 - 152 
Check maintenance of 98 64.1 50 32.7 2.6 .7 153 
equipment 
Feed babies 100 67.1 45 30.2 2.7 - 149 
Answer patients bells 97 66.4 44 30.1 3.4 - 146 
Make out doctor on call lists 81 56.3 62 43.1 - .7 144 
and BCG lists 
Ensure doctors sees and signs 57 37.3 94 61.4 1.3 - 153 
lab results 
Pharmacy duties 52 36.1 89 61.8 - 2.1 144 
Organise pharmacy when short 47 31.3 100 66.7 .7 1.3 150 
fall 
Assist doctors 44 29.3 100 66.7 4.0 - 150 

Table 20 outlines those duties, which could be passed to an assistant. Several of these 

involve preparation of equipment and distribution of feeds and formulas to patients. 
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Table 20: Other I Basic Care Duties, which could be passed on to a midwifery 

assistant. 

Rank Duties which could be passed to a midwifery No. % N= 

assistant. 

1 Distribute jugs 146 99.3 147 

2 Deliver messages and post to patients 150 98.7 152 

Locate patients for phone calls 149 98.7 151 

3 Collect and empty feeding bottles 146 98.6 148 

Change and wash jugs 144 98.6 146 

4 Leave feeding bottles ready for collection 147 98.0 150 

Clear visitors and ward when visiting 145 98.0 148 

5 Borrow equipment 149 97.4 153 

Unload and pack instruments 148 97.4 152 

6 Collect and clean equipment 148 96.7 153 

7 Make up baby trays 143 96.6 148 

Change Milton I Strident 143 96.6 148 

8 Pack equipment for CSSD 145 96.0 151 

9 Wash and dry instruments 144 95.4 151 

10 Locate household staff to assist 139 94.6 147 

11 Distribute mouthwashes 138 92.6 149 

12 Distribute formula feeds 135 92.5 146 

13 Organise scrub suites 129 91.5 141 

14 Make up mouthwashes 135 91.2 148 

15 Set up admission beds 133 89.9 148 

16 Supervising cleaning of clinics 129 89.6 144 

17 Set up forms, clinic & trolleys 126 87.5 144 

18 Organises the supply for equipment for admissions 124 86.7 143 

19 Prepare delivery packs 121 85.8 141 

20 Put by lab sl!Ps 119 85.6 139 

21 Distribute eguipment to patents 122 84.7 144 

22 Make UQ overhead lights for incubators 110 83.3 132 

23 Lift patients 123 81.5 151 

24 Greet patients and show parents around hospitals 115 78.8 146 

25 Assist patients with showers and bed baths 116 77.9 149 

26 Accompany patients to toilets 113 76.4 148 

27 Identify appropriate baby clothes prior to bathing 120 75.9 145 

28 Set up equipment 115 75.7 152 

29 Accompany patient's and babies to front door on 110 74.3 148 

discharge 
30 Position patients on beds 112 74.2 151 

31 Locate doctors to attend clinics 104 73.8 141 

32 Accompany mothers back to wards 109 73.6 148 

33 Make up trouble shooting equipment 76 71.7 106 

Make up feeds 99 71.7 138 

34 Change babies 105 71.4 147 

35 Deal with faulty equipment 106 70.7 150 
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Finally, there were a number of duties where agreement could not be reached and 

these may require further discussion. A summary of results of Round Two can be 

seen in table 21. 

Table 21: Summary from Delphi Round Two 

Duties Number of Non Number to Midwives' No 

Midwifery Duties be passed Responsibility Consensus 

Identified on to aMA 

Clerical 44 27 1 16 

Stock 24 22 1 1 

Porter 22 18 2 2 

Domestic 40 40 0 0 

Other/ Basic 58 40 5 13 

Care 

5.4 Conclusion 

This chapter presented a range of the non-midwifery duties that respondents state they 

undertake on a daily basis. In most cases there was agreement that these could be 

carried out as well and more efficiently by midwifery assistants. However, some 

duties were viewed as clearly the responsibility of the qualified midwife and should 

be only carried out by midwives 
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CHAPTER SIX 

6.0 INTRODUCTION 

This chapter outlines the responses from the Round Two Delphi questionnaire. In 

total 113 staff midwives and 58 student's midwives completed the questionnaire. To 

add richness to the data, semi-structured interviews were undertaken with 12 Ward 

Sisters and 8 staff midwives and these are integrated with the questionnaire data 

6.1 Descriptive Analysis 

The questionnaire surveyed respondents' perceptions on issues such as, staff turnover, 

skill mix and the role of midwifery assistants. 

6.1.1 Staff Turnover 

Respondents where asked to identify possible reasons for midwives leaving 

employment in the Rotunda Hospital. The response is illustrated in figure 1. 

Figure 1: Staff Turnover 

t:!l Getting Married 

• Moving Home 

0 Retirement 

~Other 

As can be clearly seen most of the respondents identified an array of 'other reasons' 

for midwifery staff leaving the hospital. When asked to elaborate on what was meant 

by 'other reasons', a number were identified. The top five responses are presented in 

Table 22, with the top response being poor morale. 
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Table 22: Other Reasons for Leaving 

Reasons Staff Student Total 

Midwife% Midwife% 

Poor Morale 18 14 32 

Staff shortage 14 10 24 

Put on relief 13 9 22 

Too much night and weekend duty 7 9 16 

6.1.2 Strategies to counteract the reduction of staff 

Respondents were asked to identify strategies that the Rotunda hospital could 

introduce to prevent the attrition of qualified midwives. A number of suggestions 

were made and a complete breakdown of these responses can be found in Appendix 

eight. The following section will only outline the most often cited responses. The top 

five strategies include: 

1. The introduction of a flexible working hour system; 

2. The employment of more staff; 

3. Management being flexible wiih the off duty rostering system; 

4. Building relationships; and 

5. Developing morale of staff recetvmg encouragement and respect when 

undertaking their work from their colleagues. 

It is interesting to note at this juncture that since this study commenced, management 

in Rotunda has introduced several of these strategies, including flexibility in off duty 

rostering and a more flexible working week. 

6.1.3 Accountability issues relating to midwifery assistants 

Most respondents perceived the accountability for midwifery assistants as resting with 

the Midwifery Sister, followed by a Ward Midwife (figure 2). This was reaffirmed by 

respondents in the interviews who also felt that within a clinical setting the assistant 

should be made accountable to the Midwifery Ward Sister. However, one respondent 

did state that if an assistant was working alongside a member of staff or a student 
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Table 23: Training modules for midwifery assistants 

Communication Confidentiality Medical Ethics Hygiene Issues 

Skills 
Infection Control Ward Hierarchy Geography of Department's Role 

Hospital 

Lifting Patients Answering phones Computer& Basic medical 

Clerical skills terms. 

Anti-natal care and Barrier nursing Health and safety Practical cleaning 

postnatal care concept. and other physical 

overvtew tasks 

Nursing basics How to record Interpret signs may How to handle a 

observations means baby 

Bathing patients Recognize babies How to give a first Babies history why 

condition at birth feed with a midwife its important to 
know this 

Types of deliveries: Catering (making Stocking shelves Policy within 

Normal and tea and toast) Rotunda 

instrument delivery 
Their role , who Manual handling Transfer patients Respect & dignity 

they are directly internally of Patient and 

accountable and property 

responsible to 

Examples were also gtven of the practical training required. These included the 

locating of vases and water, making beds, care of self, general cleaning, and washing. 

One respondent recommended that assistants need to know the classroom basics of 

nursing, but she stated that "it all depends on the area where the specific duties are to 

be carried out". 

6.1.6 Perceived role of the Midwife 

Within the questionnaire, respondents were presented with a number of statements 

relating to the level of involvement a ward midwife should have with an assistant. 

Respondents were asked to indicate their level of agreement or disagreement with 

these statements. (See table 24). 
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Table 24: Midwife's Role with Assistant: 

Responses to the statement: A ward midwife should be involved actively with 

assistants in their: 

Strongly Disagree - Unsure Strongly Agree -
Disagree Agree 

Induction 10.3% 5.1% 84.6% 

Training 7.7% 2.6% 89.7% 

Supervision 3.8% 2.6% 93.6% 

Appraisal 4.2% 4.5% 90.9% 

There was a strong belief that qualified midwifery staff should be involved in the 

introduction of the new assistants. For example, when asked who they believed 

should be responsible for 'on the job training' of an assistant, most identified that the 

ward sister and ward midwife should be responsible. However, they also saw the 

necessity for one member of staff per ward to be the designated person (mentor) 

responsible for assistants' ward-based training. It was perceived that this would not 

distract all the qualified staff away from patients and not increase unduly the 

supervisory workload of qualified staff. This also ensures that the assistant does not 

go beyond the specific remit of their job description. Respondents also saw the need 

for two types of trainers, one dealing with 'on the job' training and the other with 

training within the classroom. Most respondents saw the School of Midwifery staff as 

fulfilling this latter role. 

In the main, respondents felt that the Ward Sister and the person designated to train 

the assistant should undertake the assistant's appraisal. This team approach to 

evaluating the suitability of staff is not novel, as it is undertaken with student 

midwives. Three respondents did indicate that at least six months probation period 

was required and training should be based upon a ward rotation system, thus allowing 

assistants to gain experience in each ward. Once training is completed, respondents 

felt that a reassessment should take place, with further training if required. 
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,, The interview data revealed that the Ward Sisters should have the responsibility to 

allocate duties on a daily basis. It was also felt that the midwife with whom the 

assistant is working in close proximity, has the responsibility of delegating tasks 

within the broad remit agreed with the Ward Sister. Only one respondent saw 

supervision as the ward sister' s ultimate responsibility. Nevertheless, in order for 

tasks to be delegated effectively and safely it was stressed that a list of those duties 

that can be delegated should be made available to all staff so that deviation does not 

occur across and between shifts. 

6.1. 7 Perceptions of Skill Mix 

Likert scaling was employed to uncover respondent's perceptions about skill mix 

reviews and the introduction of an assistant's role within the hospital. In total, eight 

statements where devised from the literature and Table 25 outlines the frequency of 

response to each. 

Table 25: Statements: 

Disagree Unsure Agree 

Introducing an assistant 1s not a threat but an 1.9% 3.2% 94.9% 

opportunity. 

Introducing assistants is a cost cutting exercise 17.2% 

Introducing an assistant will lead to more 36.3% 

responsibility for a midwife 

Introducing an assistant will lead to less work for the 36.8% 

midwife. 

19.7% 63.1% 

12.1% 51.6% 

16.8% 46.4% 

The inclusion of an assistant will decrease the quality 83.3% 9.6% 7.1% 

of work produced 

The inclusion of assistants will help raise morale 7% 28.0% 65% 

Introducing assistants will mcrease midwife's 14.7% 10.3% 75% 

supervisory workload 

Assistants would become partners in the midwifery 12.7% 17.8% 69.5% 

team 
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As can be seen from Table 25, most respondents view the introduction of an assistant 

as positive. Assistants are not viewed as a threat but rather an opportunity. 

Furthermore, their introduction is not be viewed by staff as a money-saving strategy 

by management. It was perceived that introducing midwifery assistants would have a 

positive effect on the quality of work produced. However, there appears to be a fear 

that the midwifery assistants will lead to an increase in the workload for qualified 

staff, especially where the result may be greater supervisory responsibilities for the 

staff. 

6.1.8 Assistants' Role 

All respondents within the interviews indicated that an assistant should aid the 

midwife in providing direct patient care and only work under the direction of a 

qualified midwife. Therefore, the midwife would continue to provide direct patient 

care with that assistant facilitating this by undertaking non-midwifery duties. It was 

stated that the role of the assistant within the NICU would differ dramatically from 

other wards within the Hospital. 

One respondent was adamant that within this intensive care unit "they should not 

touch the patients at all". However, this respondent did identify other duties related 

to stock and portering, which could be undertaken by an assistant. This appears to 

call for a general job description for assistants within the Rotunda, but with specific 

duties related to each individual ward areas. 

Analysis of interview data uncovered attributes that respondents believed a midwifery 

assistant should possess. For example, one respondent felt that an assistant should 

have a general education on the health service and be educated to leaving certificate 

level. Others stated that since they would be working in a maternity hospital, the 

assistant should be female. One respondent stated that she would prefer if the 

assistant was mature and family orientated, while another commented that it might be 

an advantage if the assistant was bi-lingual considering the influx of multi-cultural 

patients in the hospital. 

One respondent maintained that an assistant should be_ aged over twenty and have 

experience working in a health care setting. Another stated that to be considered for 
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the post, assistants should be literate with good communication skills both verbal and 

written. Finally, a respondent stated that each assistant would have to undergo blood 

screening and fitness checks. Most of those surveyed stated that they did not see the 

tenn nurse or midwifery as appropriate for inclusion in an assistant's title. Rather 

they offered alternative designations such as, ward assistant, care assistant, health care 

assistant, obstetric assistant, attendant, support worker and support care worker. 

6.1.9 Training needs of Staff 

Some respondents highlighted the need for midwives to be trained for managing this 

new worker. Education would be required for the proper induction, supervision, 

training or the assistant. Delegation skills and giving advice regarding an assistant's 

role and responsibilities were also seen as important. 

Another respondent elaborated on the current ward orderly role, stressing that no one 

is present to supervise them and they received no training or induction. She states that 

she is not aware of the current job description of Orderlies or Domestic staff in the 

Rotunda so they seem to respond to tasks as required. This lack of knowledge among 

midwives may result in an ineffective use being made of midwifery assistants. 

6.1.10 Conflict of interest 

Two respondents did express some concern over the midwives losing their role, and 

expressed the fear that introducing a new role may undermine a student midwife's 

role. Also a fear existed that an assistant may operate outside of his/her job 

description. To help alleviate these fears emphasis was placed upon the need for clear 

communication about any new assistant role to all staff. Another respondent thought 

that these potential problems might be overcome by introducing a more mature person 

as an assistant. She felt that this would be_ beneficial for the patient also as they would 

view her as a " .. . the mother figure and see them as a comfort .. . patients will see her 

as one of the hospital team". 

One staff midwife did express concern over the introduction of an assistant into the 

Rotunda. She did not understand why a new role was required when ward orderlies 

exist; her solution was to expand their roles and hours. For example, orderlies could 

make beds, prepare cots with trays and take items to the labs. She also suggested 
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tasks that the patient could undertake for herself such as making tea and toast for 

herself, thus helping to decrease the workload of the midwife. 

She felt that an experienced midwife ' can see and read signs' when she checks a baby 
and an unqualified person does not have these skills. She stated that "expertise should 

be at the bedside" and that the ''problem with midwifery is that midwives are 
becoming too educated with little ward placement. Midwifes and nurses go into 
universities instead of the wards". She questioned why they put the level of education 
so high for the profession and a gap exists between theory and knowledge. She stated 
that skill is something you develop and is not obtained from a book, and separating 
school from the workplace is not a good strategy. She warned that "by bringing in 
these assistants you are doubling up the wor!f' and "assistants are short-term solution 
to a long-term problem" concluding "it 's a pre-nursing scam". 

Other respondents did view the possibility of conflict arising from existing ward 
orderlies. It was suggested to overcome any such problems, communication to all 
levels of staff members was essential to help inform each other of the new role and its 
content. Another possible solution was to offer existing ward orderlies the chance to 
apply for assistant positions. Not only would this help to reduce any possible conflict 
but two respondents stated that these workers already have an insight into hospital 
life, are aware of policies such as health and safety and are familiar with ward 
hierarchy and the layout of the hospital. 

6.2 Conclusion 

This chapter presented both qualitative and quantitative comments from staff and 
student midwives regarding the introduction, education, and training of a midwifery 
assistant. It also highlighted the findings from interviews with ward sisters and staff 
midwives in relation to assistant training, their own role and potential areas of conflict 
in introducing an assistant's role. 

Results from the questionnaire helped to identify respondent's perceptions of why 
some qualified midwives leave the Rotunda Hospital and strategies they think could 
address this problem. The questionnaire and interview schedule dealt with the 
respondents' perceived managerial role in terms of the new type of worker. The 
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findings from both methods revealed the midwife's role as being active in relation to 

accountability, delegation, and supervision of an assistant. 

The interviews did question respondents about areas of potential concern that may 

emanate from other staff members such as existing ward orderlies and some 

midwives. A good communication strategy about what was planned was suggested as 

one way to help avoid such problems and allow the existing ward orderlies the 

opportunity to apply for the new assistant's role. Interestingly, most respondents felt 

that the title should not include the terms nursing or midwifery and they suggested a 

variety of other designations. 
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CHAPTER SEVEN 

7.0 INTRODUCTION 

This chapter draws upon secondary data sources (see table 4, page 40) relating to 

trends in staffing and workload within the Rotunda hospital. The data have been 

subdivided into three sections. The first section presents information regarding 

staffing levels, for example the number of qualified midwives employed and the 

number of resignations occurring over a specific period. The second section outlines 

data on workload levels. 

7.1 SECTION 1 - Staffing Levels 

Restructuring nursing operations must also involve an examination of the current 

staffing numbers and skill mix. 

7.1.1 Qualified Staff Numbers 

Changes in the Rotunda midwifery-staffing establishment from 1980 to 1994 are 

summarised in Table 26. 

Table 26: Number of qualified staff. 

Staff Post 1980 1990 1994 

Matron 1 1 1 

Assistant matron 2 2 2 

Assistant sisters 2 2 2 

Sister midwives 13 13 14 

Night sisters 2 2 2 

Staff Midwives 126 135 141 

Student Midwives 116 94 90 

TOTAL 262 249 252 

From this table it can be seen that a small increase in the number of sister and staff 

midwives has occurred, although the number of student midwives registered within 

the Rotunda Hospital has decreased. The total number of midwifery staff (including 

student midwives) was 266 in 1995, 257.5 in 1996 and 256 in 1997. Each ward has a 
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number of ' relief nurses who can be called upon when needed to cover holiday 

periods, maternity leave, sick leave and emergencies. 

7.1.2 Number of Student Midwives 

The Rotunda Hospital not only serves as a maternity hospital but it is also a training 

institution for both doctors and midwives. From 1995 to 1996 the number of student 

midwives who completed their education programme in the hospital was as follows: 

Table 27: Midwifery Education Programme 

Year 1995 1996 1997 

Student midwives who completed their midwifery 44 43 43 

education programme and ·passed final state examination. 

Student midwives joined the staff following completion 10 18 21 

of training. 

As can be seen from Table 27 the number of midwives who successfully completed 

their midwifery education within the hospital has remained relatively stable. 

However, the number of students employed after the completion of their training 

programme has increased steadily since 1995. 

7.1.3 Existing Support Workers 

All wards have the services of domestic staff and ward orderlies and a ward clerk is 

assigned to the outpatient's clinic. However, this service has faced cutbacks and the 

number of domestic and orderly staffs have decreased since 1980. 

Table 28: Number of support workers 

Staff Post 1980 1990 

Domestics 52 46 

Ward Orderlies 26 21 
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7.2 Ward Profile 

This section profiles the wards, concentrating upon the number of beds available and 

the average staffing levels. 

7.2.1 Pre-Natal Ward 

This is a 39-bedded open plan ward where the length of stay for patients varies from 

one day to several months. In addition, this ward is used to accommodate an 

overflow of postnatal patients. Here, staff also cover the foetal assessment clinic, 

which is located on the same floor. The average number of midwifery staff on duty is 

nine on a.m. shift, six on the p.m. shift and two staff on night duty. The ratio of 

trained to student midwives is approximately 1 :2. This coincides with the findings 
from McCrea's (1992) study and shows while the number of patients has increased 

over the 1992-1999 period, the number of midwives has remained relatively stable. 

7.2.2 Labour Ward 

The labour ward consists of 9 individual rooms, two of which are 'low tech' rooms 

and 2 are early labour wards. There is an operating theatre, staffed by midwives from 

the labour ward. The number of births recorded varies from day to day and the 

average number of midwives on duty is nine on the a.m. shift, nine on the p.m. and 
night duty shifts. The ratio of trained to student midwives is approximately 1:1. Once 

more these reflect McCrea et al, ( 1992) figures. 

7.2.3 Postnatal Wards 

There are two postnatal wards ('Lower Corridor' and 'Upper Corridor') where the 

average length of patient's stay is three days for a normal delivery and six to seven 
days for a women who have had Caesarean sections. The 'Lower Corridor' is a 43-

bedded ward consisting of six bays with six to eleven beds each and one isolation 
room. On average there are six midwifery staff on duty on the a.m. shift, five on the 
p.m. shift and three on night duty. The ratio of trained to student midwives on this 
ward is approximately 1:1 (see also McCrea et al, 1992). 

The Upper Corridor is a twenty-seven bedded ward (public and semi-private) 
consisting of three bays, each with eight to ten beds. There is an average of five 
midwifery staff 
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on the a.m. shift, three on the p.m. shift and three on night duty. The ratio of trained 

to student midwives is approximately 1:0.75. 

7.3 Shortage Trends 

One of the objectives of this study is to identify trends in midwifery shortages and 

turnover. To achieve this the research team looked at the maternity rates and sickness 

rates (short and long term) among staff and student midwives. 

7.3.1 Maternity Leave 

Table 29 outlines the total number of days taken for maternity leave by student 

midwives and qualified midwives from 1996 to 1998. This illustrates that most 

maternity leave was taken in 1997 for both student and staff midwives. Figures 

recorded for 1998 record that no time was taken by student midwives for maternity 

leave but a small number of days have been taken by staff midwives. 

Table 29: Maternity Leave for Student & Staff Midwives 

Year Student Midwife 

1996 0 1,214 

1997 194 1,678 

1998 0 775 

TOTAL DAYS 194 3,667 

7.3.2 Short term Sickness Rate 

The following tables present the level of short-term sickness rates recorded for both 

student and staff midwives. This has remained at a high level since 1991 (see table 

30). 
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Table 30: Staff and Student Midwives Casual Sickness Rate 

YEAR 1996 1997 1998 

Students Staff Students Staff Students Staff 

January 56 151 58 187 60 106 

February 65 73 29 134 23 61 

March 28 93 167 92 44 145 

April 24 22 40 105 65 125 

May 22 22 48 43 33 108 

June 29 69 46 153 45 130 

July 48 113 35 103 71 125 

August 19 96 76 78 47 44 

September 21 110 36 67 48 101 

October 39 105 135 99 35 139 

November 39 82 50 123 31 106 

December 58 123 27 125 29 93 

TOTAL DAYS 448 1~059 747 1,309 531 1,283 .. 

7.3.3 Long Term Sickness Rates 

Long-term sickness figures for student midwives are relatively low, with only forty

eight being recorded for 1998 (see table 31). In contrast, the long-term sickness rates 

for staff midwives have increased dramatically. McKenna (1995) shows that when 

high numbers of staff are on long-term sickness, there is a concomitant increased 

workload on existing staff. He also argues that this affects the morale and satisfaction 

of those staff who continue to work. This in tum has a negative impact on quality of 

care and results in even higher staff sickness levels. 

74 



Table 31: Staff & Student Midwives Long Term Sickness Rates 

YEAR 1996 1997 1998 

Students Staff Students Staff Students Staff 

January 0 102 0 107 0 190 

February 0 49 0 120 17 168 

March 0 111 0 176 31 121 

April 0 75 0 120 0 147 

May 0 6 0 78 0 151 

June 0 9 0 91 0 111 

July 0 17 0 25 0 152 

August 0 10 0 96 0 152 

September 0 32 0 132 0 190 

October 0 96 0 178 0 169 

November 0 127 0 128 0 157 

December 0 88 0 183 0 167 

TOTAL DAYS 0 722 0 1,434 48 1,875 

7.4 Resignations 

Data were also gathered on the number of resignations (permanent and temporary) 

among staff midwives (see figure 5). Temporary registration refers to staff members 

who have left employment within the Rotunda for short periods of time but have since 

returned to work. Figure 5 presents the trends recorded from 1996 to present day. 

While temporary resignations are high, an increase in permanent resignations has 

occurred since 1996 with this showing a downward trend at the beginning of 1999. 
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Figure 5: Number of Resignations 
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The reasons for staff resigning have been recorded and are wide ranging. They 

include, undertaking voluntary work abroad, pursuing further training, and getting 

married. Table 32 shows the reasons given by staff midwives according to year. The 

main reasons seem to be a change in position and moving country. 

Table 32: Reasons for Leaving 

YEAR 1996 1997 1998 

Changed Position 14 18 20 

Retirement 1 3 3 

Moved Country 13 10 14 

Got Married 4 8 10 

Voluntary Work Abroad 1 0 0 

Family reasons 1 1 9 

No Reason recorded 3 1 0 

End of Contract 1 2 2 

Other 1 10 14 
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7.5 SECTION 2- Workload 

This section reports upon the workload levels of staff and student midwives within 

the Rotunda. 

7.5.1 Birth Rate 

Most of the Rotunda's patients come from north Dublin City and County, but the 

Hospital also serves other areas and acts as a referral unit for expectant mothers from 

all over the country. Since it opened, over 250,000 babies have been born on its 

premises. The number born in the Rotunda Hospital over the past 10 years is shown 

in figure 6. From these data, it is clear that there has been a steady increase in 

deliveries over the past four years. Furthermore, it can been seen from Figure 6 that 

figures for 1997 are greater than any year since 1985. 

Figure 6: Birth Rate 1985 to 1997 

6800 

1985 1986 1987 1988 1989 1990 1991 1992 1993 1994 1995 1996 1997 

In Table 33, data for multiple pregnancies are indicated while Table 34 presents a 

'maternity summary' from 1995 to 1997. Concerning the former, there has been a 
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decrease in the number of twin births from 1995, whereas triple births figures 

although low, decreased in 1996 but rose once again in 1997. Such multiple 

pregnancies result in an increased workload for the midwife. 

Table 33: Multiple Pregnancies 

1995 1996 1997 

Twins 97 91 86 

Triplets 9 4 8 

Quadruplets 0 0 1 

Table 34: Maternity Summary 

1995 1996 1997 

Total Mothers delivered 6,132 6,582 6,880 

Births 5,595 5,910 6,223 

Miscarriages 652 758 761 

Booked 5,624 5,962 6,288 

Unhooked 508 619 592 

Unknown 0 1 0 

Maternal Morality 1 2 0 

Total Births ~ 6,247 6,668 6,984 ) 

This table outlines a maternity summary from 1995-1997. As can be seen the total 

births over these three years have increased steadily. 

7.6 Type of Births 

Figure 7 shows data collected on the rate of assisted births (caesarean sections and 

forceps delivery) undertaken in the Rotunda Hospital from 1985 to 1997. A third type 

of assisted delivery, vacuum extraction rates are not shown in this table. 
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Figure 7: Rate of Assisted Deliveries 
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These data indicate that the rates of caesarean sections from 1985 to 1990 have 

remained fairly consistent. However, in 1991 figures show an increase but this was 

followed by a decrease in rate from 1992 to 1994. From 1994 to 1997, figures 

illustrate a continual increase. These data shows clearly an increase in the use of 

caesarean sections to assist delivery. 

The pattern for forceps delivery is somewhat different, as the rates for the late 1990's 

are less than those in previous years. The lower rate of forceps deliveries may be 

accounted for by the increase in caesarean sections undertaken. All the above rates 

represent complicated cases. In their book, Principles of Workload Measurement, 

Ball and Goldstone ( 1984) point out that an increase in complicated cases, leads to an 
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increase in workload, which leads to more time having to be spent with patients, 

which leads to more staff being required to meet the needs of the service. 

Table 35: Forceps deliveries 

1995 Total 1996 Total 1997 Total 

Total Number of Cases 389 324 386 

Primiparous 272 227 256 

Multiparous 117 97 130 

Forceps Rate 7.1% 5.6% -

Deaths Fetal Loss 1 0 0 

Tables 35 and 36 present a further breakdown of assisted births. Forceps rates present 

a consistent usage rate, with only a slight fall in 1996, most being undertaken with 

women having their first child. 

Table 36: Caesarean Sections 

1995 Total 1996 Total 1997 Total 

Total Number of Cases 1,004 1,140 1,343 

Incidence against total 18.3% 19.8% 21.9% 

deliveries >500 grams 

Maternal Mortality 0 0 0 

Stillbirths 3 3 4 

Neonatal deaths 0 10 6 

Primary Caesarean 726 855 988 

Sections 

Repeat Caesarean 274 285 355 

Sections 

Classical Caesarean 4 2 6 

Sections 
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Table 36 shows that over a three-year period the rate of caesarean sections increased 

by 3.6%. However, from Figure 8 (below) it is possible to see that over the previous 

two years there was an increase of nearly 7%. It is worthy of note that in 1994 the 

caesarean section rate was lower than in any previous years since 1985. 

Data have been recorded for vacuum extractions from 1995 to 1997 (Table 37). Here 

the general rate has been rising continually over the three years for primiparous 

mothers. For the multiparous women, the rate was 201 in 1995; this decreased to 160 

in 1996 and remained at 163 in 1997. 

Table 37:Vacuum Extractor 

1995 Total 1996 Total 1997 Total 

Total Number of cases 522 500 608 

Primiparous 321 340 445 

Multiparous 201 160 163 

Feta1loss 0 0 0 

Each of these assisted births, whether forceps, vacuum or caesarean sections are 

complicated cases and as such lead to increased workload and stress leading to and 

increase in staff time. These trends lead to increased staff sickness, which as seen 

above has implications for staff morale and quality of care (McKenna, 1995). 

81 



7.6.1 Epidurals 

Figure 8: Usage rate of Epidurals 
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The rate of epidurals has increased continually during the 1980's 1990's (see figure 
8). This may reflect the increase in the number of caesarean sections being performed 
under epidural and the greater consumer demand for this type of pain relief. Although 
the use of epidurals cannot realistically be considered to reflect perinatal 
complications, it does intensify the workload in the labour ward. 
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7.6.2lnduction Method 

The following histogram shows trends in the levels of the induction from 1985 to 

1997. 

Figure 9: Use of Induction method 
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Figure 9 indicates that the induction rate decreased gradually through the latter years 

of the 1980's until it plateaued in 1992. In 1993, it reached the same rate as in 1985 

and has since continued to increase, reaching its highest level in 1997. These figures 

also reflect a concurrent increase in the workload involved in caring for these women. 

Table 38 indicates a continual increase in the number of women who were induced 

and who delivered babies with a birth weight of less than 500 grams. Within this 

group there was also thirty-two stillbirths. Women in this category need increased 

physical and psychological care and support 
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Table 38: Induction of labour 

1995 Total 1996 Total 1997 Total 

Total Number of Cases 979 1,045 1,362 

Incidence against total. 17.9% 18.1% 22.2% 

Of Del> 500 grams 

No. of Caesarean 172 198 0 

Sections for induced 

cases 

Stillbirths 12 16 4 

Neonatal deaths 0 6 0 

7.7 Wards Recorded Workload 

This section presents the levels of recorded workload for the period 1995 to 1997 for 

Outpatients' Department, Gynaecology, Theatre, Ultra Sound and Paediatric 

Department within Rotunda Hospital. 

7. 7.1 Outpatients Department 

The maternity unit provides a number of outpatient clinics. This includes a pre-natal 

clinic that deals with an average of forty-two patients per day and is staffed by an 

average of ten midwives. A midwifery-led clinic is also open four times per week and 

is staffed by one midwife from the prenatal clinic. The level of attendance for some 

of these clinics is presented in table 39. 
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Table 39: Out-Patient Clinic Attendance's I Activity Data 

1995 Total 1996 Total 1997 Total 

Ante-Natal 25,936 25,907 23,169 

Post-Natal 1169 1089 1,189 

Psychiatry 369 385 332 

Endocrinology 487 506 598 

Varicose Veins 271 281 271 

Thrombosis 61 49 124 

Rhesus 3 2 8 

Medical 506 542 578 

Fetal Loss 139 116 130 

Anaesthetic 32 102 77 

Total 28,973 28,979 26,476 

While the attendance number recorded for outpatient's clinics have decreased by 

3,000 cases over three years, there has been a concomitant increase in the number of 

complicated cases presenting. For example, the number of women with thrombosis 

has more then doubled, as has the number requiring anaesthesia. Growth is also 

evident in endocrinology and in medical cases. 

7. 7.2 Department of Gynaecology 

As can be seen from Table 40, there has been an overall decrease in the number of 

women attending the department of gynaecology. However, in outpatients over the 

1995-1997 period, the number of gynaecology clinics has expanded by thirty-seven. 

Similarly, while there has been a decrease in inpatient admissions, the number of 

operations carried out has increased by more than 250. This also indicates an increase 

in client turnover with a concurrent increase in related staff workload. 
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Table 40: Attendance levels 

1995 1996 1997 

Out-patients 

No. of Clinics 519 565 556 

No. of new patients 3,275 3,391 3,226 

Total No. of patients 11,016 8,902 8,135 

Inpatients 

Bed complement 35 beds 35 beds 35 beds 

No. of admissions 2,826 2,491 1,975 

Major operations 616 652 728 

Minor operations 2,923 3,112 3,066 

Total Operations 3,539 3,764 3,794 

7. 7.3 Theatre Workload: Department of Gynaecology 

Table 40 shows that there has been an increase in the total number of operations 

performed. However, separate figures for each different type are presented in Tables 

41-43. These data indicates that the staff workload in theatre has also increased 

reflecting generally the increase in the number of cases. 

Table 41: Vaginal Surgery 

1995 1996 1997 

Vaginal Hysterectomy 53 45 67 

Manchester repair 5 6 9 

Pelvic floor repair 58 57 79 

Urethroplasty 1 2 1 

Smear 45 79 78 

Removal ofiUCD 32 28 17 

Insertion ofiUCD 6 1 5 

Other 23 69 234 

223 287 279 

Total 
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Table 42: Abdominal Operations of the Uterus 

1995 1996 1997 

Total Abdominal 168 179 179 

Hysterectomy 

Wertheim's 6 3 0 

Hysterectomy 

Myomectomy 30 37 51 

Gillinas Suspension 3 4 1 

Bilateral Salppingo- 59 84 113 

oopherectomy 

Other 0 0 0 

Table 43: Surgery on the Tubes and Ovaries 

1995 Total 1996 Total 1997 Total 

Tubal Surgery 

(Microscope) 58 62 49 

Tubal Ligation 549 611 513 

Salpingectomy 6 10 8 

Ovarian Cystectomy 67 50 63 

Oopherectomy 12 16 13 

Ovarian Biopsy 55 61 59 

Salpingo-oopherectomy 14 10 7 

Other 12 95 1 

Total 773 915 713 

7. 7.4 Ultra Sound Department 

In 1996 the fetal assessment unit (F AU) and ultra sound department were located on a 

ward in the pre-natal area. This helped to facilitate interaction between the three full 

time ultrasonographers and the medical personnel performing scans in the FAU. The 
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ultrasound scan clinic runs on a daily basis and undertakes approximately fifty-to

seventy scans per day. The F AU undertakes approximately thirty scans and thirty 

CTG's daily and is staffed by one staff midwife and one student midwife. 

The number of booked scans increased from 21,847 in 1995 to 22,400 in 1996 to 

24,027 in 1997. In contrast, the number of FAU scans decreased from 2,228 in 1996 

to 2,039 in 1997. 

7. 7.5 Department of Paediatrics 

The workload of the paediatric department has increased over the past decade. 

Reasons for this include an increase tendency to deliver infants prematurely if there 

are signs of inutero compromise, and an increased number of immature infants 

surviving. There were 505 admissions to the NICU in 1995. Two hundred and forty

seven of these had a birthright of?:, 2500 grams. Fifty-five infants weighing less than 

1500 grams survived in 1995. Overall, one hundred infants required assisted 

ventilation and sixty-six infants received parental nutrition. (Please refer to Table 44). 

In 1996 there were six hundred admissions to the NICU, with fifty-four infants 

required parenteral nutrition (average duration 10.1 days). Forty-three infants were 

admitted with drug withdrawal symptoms. 

In 1997 the midwifery workload increased due to a number of factors. These 

included, the increased survival of very low birth weight (VLBW) infants resulting 

from an increase in the number of multiple pregnancies associated with assisted 

reproduction treatment, a lower threshold at which obstetricians deliver the at-risk 

pregnancy earlier, and an increase in social problems including maternal drug abuse. 

There was 100% occupancy in the NI CU throughout 1997. 

The 1997 Annual report for Rotunda Hospital claimed that staff within the NICU 

were working in crowded and heated conditions, which lead to increased stress levels. 

The report goes on to state that "There is a need for an increase in nursing staff in the 

NICU and Paediatric Unit to cope with the increased workload and to maintain 

satisfactory nurse to baby ratios" (p24). It goes on to state "It has been impossible to 
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deliver high-risk mothers for much of the year with the consequent transfer of high

risk mothers to other maternity hospitals including to country obstetric units of 

mothers already transferred from the country to Dublin" (p24 ). 

Table 44: Birth numbers and weight 

Birth Weight 1995 1996 1997 

500-999 grams* 39 42 40 

1,000-1,499 grams* 45 48 67 

1,500-1,999 grams* 93 80 94 

2,000-2,499 grams* 213 228 260 

2,500-2,999 grams 748 788 889 

3,000-3,499 grams 1,850 1,894 2,115 

3,500-3,999 grams 1,736 1,860 1908 

4,000-4,499 grams 728 774 703 

4,500-4,999 grams 123 135 131 

> 5,000 grams 20 8 16 

Total 5,595 5,875 6, 223 

* This indicates low birth weight babies =work for NICU 

Table 44 also shows that the total number of births increased over the period 1995 to 

1997 with a fall in the expected 'normal' distribution of weight rates. However, 

although the increased number is substantial there has been an increase of more than 

six hundred births per annum during this period. This accounts for an increase of 

more than ten deliveries per week, which puts extra stress on the human resources 

available. 

Within the Rotunda, limited secondary data exist which represents current working 

levels. However, the following table outlines figures collected in February 1999, 

illustrating the number of babies delivered during that month, the birth weight and the 

type of pregnancy. As can be seen, the workload during this time has been 

substantial. It is essential that tables such as this should be compared with statistics 

from other months so that fluctuations in the workload and the skill mix requirements 
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are considered when estimating the human resources required to efficiently and 

effectively run units within the Rotunda. 

Table 45: February 1999 PRENATAL REPORT February 1999 

No. ofMothers Delivered 559 

No. of Mothers Delivered >500g 501 

Babies >500grams 502 

Total Number of Cases 

<500g 58 

500-999g 5 

>1000g 502 

Inductions 

Total 93 

% Inductions 19% 

Forceps 

Total 19 

%Forceps 3.8% 

Vacuum to Deliver 

Vacuum 65 

%Vacuum 13.0% 

Vaginal Breech 

Breech 8 

%Breech 1.6% 

Sections 

Total 126 

%Sections 25 .1% 

Epidurals 

Epidurals 282 

%Epidurals 56.3% 

Multiple Births 

Twins 4 

Triplets 1 

Manual removal of Placenta 8 

Blood Loss 

1 PPH Over 500 MLS 29 

Fetal Loss 

Stillbirths 3 

NND's I 

Late NND's 0 

90 



7.9 Conclusion 

The secondary data presented in this chapter reports on the staffing levels for 

midwives, students and other support workers. Trends in workload levels are also 

presented. It can be clearly seen from the data that no reported increased in staff has 

occurred between 1980-1994 and the number of support workers has decreased due to 

cut backs within the health service. However over this time period, births rates rose 

continually as did complicated cases (caesarean sections, forceps and vacuums). In 

essence, the midwifery workload increased, as did the sickness rates yet the 

complement of staff remained stable. 
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CHAPTER EIGHT 

8.0 INTRODUCTION 

The aim of this study was to describe the workload and skill mix requirements of 

midwives in the Rotunda Hospital, Dublin. This final chapter outlines a discussion of 

the findings in relation to the existing literature and identifies conclusions and 

recommendations from the study's results. 

8.1. Discussion of Findings 

Currently in the Western world the effective deployment of nurses and midwives is an 

ongoing concern for those charged with the organisation and delivery of health 

services. This is not surprising considering that on average they make up almost 70% 

of a hospital's workforce, 40% of expenditure and 60% of the pay bill (McKenna, 

1995). In the UK and Ireland, the need for a longer-term solution to the midwifery 

and nursing supply problem has been recognised. In the Rotunda, senior management 

requested the Centre for Nursing Research (CNR) at the University of Ulster to 

undertake a skill mix review to address this issue. A skill mix review is essentially an 

analysis of workforce and workload issues and the identification of tasks and duties 

that could be undertaken by a variety of staff grades, including cheaper unqualified 

workers. 

8.1.1 Skill Mix Issues 

Chapter two of this report presented an extensive review of the literature on key issues 

and strategies pertaining to skill mix. It was found that whilst there were many 

studies focusing on nursing, there was a dearth of information relating to skill mix in 

midwifery. However, the following bullet points summarise the main themes that 

were identified from relevant writings: 

Controversial debate rages over the interpretation of the concept of skill mix; 

There is much confusion over the definition of non-midwifery/midwifery tasks; 

Skill mix reviews are undertaken to facilitate the introduction a generic I assistant 

worker; 

Assistants are introduced to liberate qualified staff from routine tasks; 

Freeing qualified staff from non-midwifery duties should increase motivation and 
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morale, while alleviating problems with shortages and retention; 

Little evaluation has taken place of skill mix reviews, especially in relation to 

patient care and the role of the qualified midwife; 

There are no agreed standards for job descriptions, pay, training and education 

packages for assistants; rather, these decisions on these factors appear to be at the 

discretion of local employers; 

The Irish Nurses Organisation Executive Council (1999) issued a policy document 

on non-nursing/midwifery duties and stressed that if adopted, all members will 

adhere to its recommendations; 

The success of the midwifery profession will depend on the preparation of future 

midwives and the continuing development of support they require, including 

assistant support. 

8.1.2 Midwifery Trends: Staff shortages 

In the present study, workload and staffing level data from the Rotunda were analysed 

from the period 1985 to 1997. Results indicated an increase in midwifery workload, 

paralleled with a decrease in the number of ward orderlies. Over this period, birth 

rates rose dramatically as did the number of complicated cases and the use of 

epidurals. This had implications for midwifery workload. Contemporaneously, there 

was an increase in short and long term sickness rates, more so for qualified staff than 

for student midwifes. Furthermore since 1998, while maternity leave has decreased, 

the number of resignations (both temporary and permanent) have increased. These 

trends are not unique to the Rotunda or to Ireland. The findings are reflective of UK 

and US reports, which also highlight the increase in staff shortages and workloads 

(Buchan & O'May, 1998; Dimond, 1998; Buchan, 1996). However, while such 

workload issues have been commonplace for some time elsewhere, they are a recent 

phenomenon in Ireland. 

During periods of midwifery shortages, management at the Rotunda employ agency 

staff to provide support. However Kirby and Garfink (1991) suggest this is a short

term solution to a long-term problem, which results in cyclical ups and downs in the 

nursing supply and demand equation. Buchan (1996) also questions the quality of care 

provided by agency nurses who do not know the organisation, the staff or the patients. 
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McKenna (1995) illustrates the low morale cycle that can exist when staff shortages 

occur (See Below). In essence, he shows that when shortages occur, this leads to more 

pressure on existing staff and leading to lower morale, even among the medical staff 

who are affected vicariously. This, in tum, leads to higher casual sickness rates and 

resignations, which leads to the employment of agency staff. This leads to poorer 

quality of care, which leads to low morale and higher wastage rates, and the cycle 

continues. There are some suggestions from the questionnaire findings and from 

interviews with staff that there is a perception that several of the components within 

this cycle are present in the Rotunda and staff are 'voting with their feet'. There is 

however, no hard evidence that quality of care is suffering. It should be stressed that 

the components illustrated in the Low Morale Cycle are a perennial problem in most 

hospitals in Great Britain (McKenna. 1995). 

THE LOW MORALE CYCLE 

6. Low Morale 
Low Recruitment 

5. Cost up 
Quality down 

I 

1. StaffWastage 
& High Sickness 

4. More staff sickness 
More staff wastage 

2. More work 
for remaining staff 

3 Staff/clients 
dissatisfied 

More Use of Agency Staff 

Questionnaire findings indicate that staff and students perceive poor morale, staff 

shortages, and the current system of relief rota and excessive night and weekend duty 

as the main contributory factors for registered midwives leaving the Rotunda. Only 

half of those questioned identified external reasons such as moving home and getting 

married as other possible reasons for staff wastage. Therefore from these findings, it 

appears that it is internal factors within the Rotunda Hospital that contribute to the 
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staff turnover. These results reflect those of Diamond ( 1998) who found that when 

UK midwives resign they attribute it to lengthening shifts and inflexible working 

conditions. 

8.1. 3 The Need for Midwifery Assistants 

The literature review (chapter two) highlighted the controversial debate that rages 

over defining the concept 'skill mix'. It centres upon the often-conflicting viewpoints 

from midwives (that care should be provided by qualified staff) and from managers 

(that care need to be cost effective). Respondents were questioned concerning this 

issue. From the findings it can be seen almost all respondents identified the need for 

midwifery assistants to be introduced into the Rotunda. There follows some 

qualitative comments illustrating these views: 

"!feel that Midwifery assistants are a necessity due to staff shortages and 
increasing workloads. Their introduction and utilisation must be managed in 
a way that does not jeopardise midwives ' roles or the quality of care delivered 
to our mums and babies ". 

"Properly trained midwifery assistants will benefit all wards, leaving 
midwives more time, after the critical training period". 

"At the present moment the workload in the hospital is so great that 
midwifery assistants would be hugely beneficial to the ward as it would free 
up the midwives and allow them to do the job they were trained for and not 
everyone does as well. I don 't think they would be a threat to us but a very 
welcome addition to the work force ". 

"The introduction of Midwifery assistants should not be seen as a cost cutting 
exercise but as an opportunity for midwives to concentrate on their midwifery 
role and responsibilities. Savings will ultimately be made by relieving 
midwifes from non-midwifery duties". 

"! feel that midwifery assistants will allow more time for midwives to 
specialise in real midwifery care". 

"! think the introduction of midwifery assistants will be valuable, enabling 
student midwives more time on duty to actually learn and be taught midwifery 
skills". 
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One respondent perceived the introduction of this role as a cost-cutting management 

strategy: 

"The introduction of a midwifery assistant is in my opinion not a good idea .. . 
it 's been brought about by two issues, that of staff shortages and an attempt to 
save money. .. . I also think it is not fair on patients to bring in yet another 
grade of staff.. . Really it all boils down to attempting to give a level of care 
without the appropriate staff ... At a time in nursing when we should be 
attempting to raise awareness of the level of expertise, we could negate it all 
by trying to place someone else at the bedside " 

This latter perception is not unexpected but belies the fact that senior management in 

the Rotunda have tried very hard to recruit midwives and have commissioned this 

research to find a long-term solution to deal with the issues. However, hospital 

management must accept that their motives may be misinterpreted and they should do 

their utmost to assuage staff concerns. The suspicion that skill mix reviews are merely 

excuses for saving money is reflective of findings from other studies (Bagust et al 

1992, Carr-Hill et al 1992, Thomas, 1992) 

Staff and students were asked their views on what strategies could be introduced to 

reduce staff turnover and increase the efficiency and effectiveness of staff working. 

The first strategy integrated three themes, the introduction of a flexible working 

system, the employment of more staff, and developing a flexible off duty rostering 

system. The second strategy involved the building of relationships and increasing 

morale, respect and encouragement within the culture and ethos of the hospital. 

It should be noted that since this study commenced, midwifery management within 

the Rotunda hospital have been proactive in addressing the issues emerging from 

early findings. They have introduced a more flexible off duty system, which includes 

job sharing. This has been popular with those midwives who have young families. A 

new system of induction for students and staff has also been introduced. This has had 

the effect of supporting new staff and creating an ethos of corporacy and camaraderie. 

In addition, a major refurbishment within the hospital is underway and this will 

improve the working environment of midwives. 
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8.1.4 Non-midwifery Duties 

Findings indicating what respondents perceived as non-midwifery duties are 

presented here rather than in Chapter 7. This has been done to compare them with the 

results of Ruddy et al's (1997) in-house study in the Rotunda. It is also proposed to 

compare the findings with what the Irish Nurses Organisation (1997) identify as non

nursing duties. 

The two round Delphi technique identified a large number of non-midwifery duties 

from each ward area. The responses indicated that staff and students perceived that 

most of their time was spent undertaking tasks that take them away from mothers and 

babies. These perceptions reflect the results of numerous other studies highlighting 

the inappropriate use of qualified staff time on tasks that could be performed (as good 

or better) by support workers (Blee, 1993; Audit Commission, 1991; DHSS, 1986; 

Jones, 1986). 

The non-midwifery duties identified were classified under the following categories, 

'clerical', 'stock', 'porter', 'domestic and 'other basic care' duties. Categories such as 

these have been used in previous studies, some dating back to the early 1980's (Davis, 

1992: Byrnes, 1982). Respondents were asked to indicate if certain duties could be 

passed to an assistant or should they remain the sole responsibility of the qualified 

midwife. To enhance the reliability and validity of the findings the results from the 

Delphi shall now be compared with three other sources of evidence (Columns B-D 

below). This comparison will provide the framework upon which job descriptions for 

midwifery assistants will be designed. The comparison is divided into three sections: 

• Section one outlines those non-midwifery duties that respondents felt could be 

passed to an assistant: 

• Section two outlines those duties that respondents felt should remain the sole 

responsibility of a midwife: 

• Section three outlines those duties upon which there was no agreement among 

respondents. 
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This information is presented in the form of tables, which have four distinct columns: 

Column A: Lists those non-midwifery duties that staff and students undertake on a 

daily basis. These will be compared to the following sources of evidence; 

Column B: Those duties, which according to the Rotunda hospital management, are 

in the job descriptions of existing Domestic and Orderly staff (see Appendix Nine); 

Column C: Those duties that overlap with the Irish Nurses Organisation Executive 

Council list of non-nursing duties (see Appendix One); 

Column D: Those duties, which were identified in Ruddy et al (1997) study on non

midwifery duties within the Rotunda Hospital (see Appendix Two). 

8.1.5 Section One 

This section compares the non-nursing duties highlighted in this study to the three 

other sources of evidence referred to above. This comparison takes into account the 

categories - clerical and administration, porter, stock, domestic and other I basic care 

duties. 
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Table 46: A comparison of identified Non-Midwifery CLERICAL DUTIES with 

three other sources of evidence. 

Column A ColumnB Column C Column D 

Duties identified by midwives, which could Domestic, INO Ruddy et al 

be passed on to an assistant Orderly Job Criteria Project 
description 

Direct visitors ./ 

Direct flower companies ./ 

Make out Holy Communion lists 
Telephone Porters/ kitchen staff 
Answer the doorbell ./ 

Inform patients of Mass times 
Make up new charts ./ 

Telephone for taxis ./ ./ 

Ensure patients call in at accounts 
Direct patients in queues ./ 

Answer the phone ./ ./ 

Telephone Medical records 
Make appointments ./ ./ 

Trace charts from lab and other departments ./ 

Direct lab reports to other wards 
Direct and re-direct calls ./ 

Take phone messages for patients 
File feeding charts in babes records ./ ./ 

Photocopy vaccination forms ./ 

File lab reports and patients charts together ./ ./ 

Identify patients location on computer 
Complete maintenance requisition forms ./ ./ 

Telephone for x-rays ./ 

Book beds 
U _pdate bed states 
Telephone Bio med. Engineer ./ 

Ring pharmacy in mothers area 
Telephone Ambulances ./ ./ 

8.1.5.1 Clerical & Administration Duties 

Table 46 presents those clerical and administration tasks that respondents undertake, 

but identify as non-midwifery. Overlap exists between these and both the INO listing 

and Ruddy et al ( 1997) fmdings. These non-midwifery tasks were compared with the 

job descriptions for Orderlies and Domestics within the Rotunda and none of the tasks 

were identified as being within their remit. It must be stressed that the job 

descriptions for ward clerks within the Rotunda were not used as a comparison. 
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Table 47: A comparison of identified Non-Midwifery STOCK DUTIES with 

three other sources of evidence. 

ColumnA Column B ColumnC Column D 

Duties identified by midwives, which could Domestic, INO Ruddy et al 

be passed on to an assistant Orderly Job Criteria Results 
description 

Stock up stational)' cupboards ./ 

Stock up trolleys ./ ./ 

Stock up supply areas ./ 

Stock up linen trays ./ ./ ./ 

Stock up cubicles ./ 

Stock up feeds ./ ./ 

Stock up formula ./ ./ 

Put away stores ./ ./ 

Stocking up rooms ./ ./ 

Stock up showers and toilet areas ./ 

Stock up nursery 
Stock up babies cots I incubators . ./ 

Borrow stores 
Put away CSSD 
Ring stores ./ 

Stock up blood trays 
Stock up equipment ./ ./ 

Make out stores list ./ 

Stock take of stores ./ 

Order stock ./ 

Re-order stores ./ 

Stock take of equipment 

8.1.5.2 Stock Duties 

Overlap exists between the duties related to stock and the three other sources of 

comparison (see table 47). It is interesting to note that nine tasks relating to stock, 

while currently undertaken by registered midwives, are specified within the existing 

job descriptions of orderlies and domestics. One duty, which involved the stocking of 

linen trays, overlaps with all three sources. This is the only stock-related duty 

perceived by the INO to be a non-nursing task! 
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Table 48: A comparison of identified Non-Midwifery PORTERING DUTIES 

with three other sources of evidence. 

Column A Column B Column C ColumnD 

Duties identified by midwives, which could Domestic, INO Ruddy et al 

be passed on to an assistant Orderly Job Criteria Results 
description 

Deliver charts around hospital ./ ./ 

Deliver forms to other departments ./ ./ 

Push and pull trolleys I wheelchairs 
Deliver lab reports ./ 

Transfer patients flowers 
Locate and collect charts ./ ./ ./ 

Collect store requirements 
Move furniture 
Bring blood to lab ./ 

Transfer patients luggage 
Bring specimens to lab ./ 

Move equipment 
Transfer wellpatients to other dept. ./ ./ 

Collect patients valuables to and from store ./ 

Rearrange position of incubators 
Collect pallets from lab 
Transfer patient to other wards ./ ./ 

Collect patients from reception area 

8.1.5.3 Porter Duties 

In contrast to the duties relating to Stock, seven of the portering tasks perceived by 

staff and student midwives to be non-midwifery duties have been identified by . the 

INO organisation as non-nursing (See Table 48). Ruddy et al (1997) findings also 

indicates that an assistant, rather than a midwife, could undertake many of these 

duties. Only two of these portering duties are in the current job descriptions of 

orderlies and domestics. Although sought, it was not possible to obtain a job 

description of a hospital porter. 
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Table 49: A comparison of identified Non-Midwifery DOMESTIC DUTIES with 
three other sources of evidence. 

ColumnA Column B Column Column D 
c 

Duties identified by midwives, which could Domestic, Ruddy et al 
be passed on to an assistant Orderly Job INO Results 

description Criteria 
Clean beds ./ ./ 
Arrange flowers ./ ./ ./ 
Empty and store patients luggage ./ 
Clean Surgery ./ 
Make beds ./ ./ ./ 
Obtain vases for patients ./ ./ 
Clean theatre between cases ./ 
Tidy patients area ./ 
Obtain water and glasses for patients ./ ./ 
Make tea and toast ./ ./ ./ 
Strip beds ./ 
Damp dusting ./ ./ 
Tidy trays ./ 
Clean sluice ./ ./ 
Clean trolleys ./ ./ 
Empty wastage bins ./ ./ 
Tidy shower areas ./ 
Clean lockers I ./ ./ 
Empty linen baskets ./ 
Empty laundry bins ./ ./ 
Clean cubicles ./ ./ 
Empty sin bin 
Tidy store room ./ ./ 
Tidy wards ./ ./ 
Clean wards ./ ./ 
Clean rooms ./ ./ 
Clean fridge ./ 
Clean baths ./ 
Tidy equipment ./ ./ 
Under take special cleaning 
Tidy after clinic ./ 
Clean floors ./ ./ 
Clean incubators ./ ./ 
Clean equipment ./ ./ 
Clean coffee rooms ./ 
Wash and dry beds ./ 
Clean before and after emergencies ./ 
Replace sharps bin ./ 
Clean Spillage's ./ 
Defrost drug fridge ./ 
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8.1.5.4 Domestic Duties 

In total, respondents identified forty domestic duties, which they currently undertake, 

and which they believe could be transferred to an assistant (see Table 49). While over 

100 midwives assert that they undertake these duties on a regular basis, 36 of these 

tasks are specified within the existing job descriptions of orderlies and domestics. 

Many of these duties were also identified by INO and Ruddy et al (1997) as 

unsuitable for midwives to undertake. 

8.1.5.5 Other/ Basic Care Duties 

Many of the duties listed within this category relate to specific tasks undertaken in 

particularly clinical areas, and entail direct contact with the patient (see Table 50). 

Only one of these perceived 'non-midwifery duties' overlap with current job 

descriptions for orderlies or domestics and only three have been defined by the INO 

as non-nursing duties. However the internal study undertaken by Ruddy et al (1997) 

did view ten of these duties as suitable for transfer to an assistant grade. 

Most of the duties identified within this study reflect other studies' definitions of non

nursing tasks. Hayes (1994), for example, states that non-nursing tasks are defined . 
traditional.ly as clerical/receptionist, trips/errands outside the unit, housekeeping, 

making beds and dietary. They also include the categories of hotel/ domestic and 

clerical, previously identified by the Royal College of Midwives (1995) as being 

appropriate for support workers to undertake. The findings of this present study also 

reflect those of Francomb's (1997) study of midwives' perceptions of the role of the 

support worker, which was in relation to housekeeping and hotel, clerical and general 

care duties. 

103 



Table 50: A comparison of identified Non-Midwifery 'OTHER' DUTIES with 

three other sources of evidence. 

ColumnA Column B Column C Column D 
Duties identified by midwives, which could Domestic, INO Ruddy et al 
be passed on to an assistant Orderly Job Criteria Results 

description 
Distribute jugs ./ 

Deliver messages and post to patients 
Locate patients for phone calls 
Collect and empty feeding bottles ./ 

Change and wash jugs ./ 

Leave feeding bottles ready for collection 
Clear visitors and ward when visiting 
Borrow equipment 
Unload and pack instruments ./ 
Collect and clean equipment 
Make up baby trays 
Change Milton I Strident ./ 
Pack equipment for CSSD 
Wash and dry instruments 
Locate household staff to assist 
Distribute mouthwashes 
Distribute formula feeds 
Organise scrub suites 
Make up mouthwashes 
Set up admission beds 
Supervising cleaning of clinics 
Set up forms, clinic & trolleys ./ 
Organise supply of equipment for admissions 
Prepare delivery packs 
Put by lab slips 
Distribute equipment to patents 
Make up overhead lights for incubators 
Lift ])atients 
Greet patients/show parents around hospitals ./ 
Assist patients with showers and bed baths ./ 
Accompany patients to toilets ./ 
Identify baby clothes prior to bathing ./ 
Set up equipment ./ 
Mothers/ babies to front door on discharge ./ 
Position patients on beds 
Locate doctors to attend clinics ./ 
Accom])any mothers back to wards ./ 
Make UJJ trouble shooting equipment 
Make UJJ feeds 
Change babies 
Deal with faulty equipment 
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Of all the duties outlined in the tables above it is possible that many were once the 

responsibility of ancillary staff within the Rotunda but over the years midwives have 

taken them over, almost insidiously. There could be several reasons for this transition. 

It is possible that rather than call and wait for a ward orderly or domestic to do a task, 

midwives have undertaken tasks to save time. It may also be the case that cutbacks in 

ancillary services in 1990 meant that there was no one else to do the task other than 

midwives and it became part of their role. 

There is another possible though less convincing explanation. Up until the 1970s 

nurses were expected to do everything from scrubbing the floors to sterilising surgical 

instruments (Baly, 1981 ). It is possible that midwifery was seen traditionally as a 

vocation rather than a profession and midwives were expected to do whatever needed 

to be done to provide care to mothers and babies. When the ward was short of 

domestic staff, midwives took on domestic duties, when porters were scarce, 

midwives collected supplies for their wards, and when clerks were off ill, midwives 

undertook clerical duties. Hence, tasks were passed on from one generation of 

midwives to another - often without rhyme or reason. It is interesting to note that 

none of the midwives or midwifery students in the study had ever seen the job 

descriptions for porters, orderlies or domestics. 

8.1.6 Section Two 

According to midwives and midwifery students, the only non-midwifery duty, which 

should remain the sole responsibility of the qualified professional, was transferring 

babies to different wards. Yet this was identified by the INO as being a non-nursing 

duty (see table 51). This discrepancy highlights the difficulties in defining what non

midwifery tasks are, as highlighted in the literature review (see Chapter two). 

Similarly, Francomb's (1997) study identified areas where the use of an assistant 

should be approached with caution. This was especially so in recording keeping/ 

documentation and liasing with other health professionals. Interestingly, the 

respondents within this study did not reach any agreement upon these tasks. 
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Table 51: PORTERING DUTIES which should remain the responsibility of the 

midwife 

Column A Column B Column C Column D 

Duties identified by midwives, which Domestic/ INO Ruddy et al 
should not be passed onto an assistant Orderly Job Criteria Results 

description 
Transfer emergency patients 
Transfer babies to other departments ./ 

Table 52: PORTERING DUTIES for which no consensus was reached 

ColumnA Column B Column C ColumnD 

Duties identified by midwives, Domestic/ INO Ruddy et al 
Orderly Job Criteria Results 
description 

Arrange the transfer of patient ./ 
to other wards 
Collect packs of blood 

Table 53: CLERICAL DUTIES for which no consensus was reached 

Column A Column B Column C ColumnD 

Duties identified by midwives, Domestic/ INO Ruddy et al 
Orderly Job · Criteria Results. 
descri__p_tion 

Telephone for blood top ups ./ 
Telephone for results 
Answer bleeps 
Take phone messages for doctors 
Telephone for patients 
Conduct admissions on computer ./ 
Conduct discharges on computer ./ 
Access lab reports on computer ./ 
Check patients reports on computer ./ 
Ensure tests have been ordered 
Writing in lab results in charts 
Complete lab forms and specimens bottles ./ 
Complete lab request forms ./ 
Fill in overtime sheets 
Manage bed allocation 
Locate alternative bed 
Accommodation 
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8. 1. 7 Section Three 

For some portering and clerical duties, respondents could not agree as to whether they 

should remain totally within the remit of the midwife or whether they could be taken 

over by assistants. It is interesting to note from Tables 52 and 53 that several of these 

are included within the INO and Ruddy et al's (1997) criteria for non nursing tasks 

Of the duties which received no agreement in the other I basic care category only two 

overlapped with INO and Ruddy et al (1997) criteria. Answering patient bells was 

noted by Ruddy's team as a non-midwifery task and both the INO and Ruddy et al 

(1997) identified 'making out doctor-on-call lists and BCG lists' as non-midwifery 

tasks that could be passed to an assistant (see table 54). 

Table 54: Other Duties for which no consensus was reached 

Column A Column B Column C Column D 

Duties identified by midwives, which could Domestic I INO Ruddy et al 
be passed onto an assistant Orderly Job Criteria Results 

description 
Locate staff to assist 
Return babies to mothers 
Identify appropriate feeds for babies 
Arrange scan of bloods 
Follow up blood results 
Check maintenance of equipment 
Feed babies 
Answer patients bells ,/ 

Make out doctor on call lists and BCG lists ,/ ,/ 

Ensure doctors sees and signs lab results 
Pharmacy duties 
Or-ganise pharmacy when short fall 
Assist doctors 

8.1.8 Non-midwifery duties to existing ancillary staff 

The results of the Delphi questionnaires indicate that the role of any new assistant 

should combine both clinical and non-clinical duties. From these findings a generic 

job description has been designed for a midwifery assistant (see Appendix 10). 

However, Scoullar ( 1991) warns that the lack of framework for an assistant' role, 

could result in the production of an unrelated task list. 
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The assistants' grade has been established for some time in American (Crawley et al 
1993) and British hospitals (Buchan, 1996). Other researchers have recommended 
their introduction. In her study, Chang (1995) identified different groups of activities 
and concluded that there was a need for more than one type of assistant. In this 
present study too, the findings suggest that more than one type of assistant may be 
required to undertake the array of non-midwifery duties identified by respondents. It 
can be seen from the above tables that existing ancillary staff within the Rotunda 
(ward clerks, domestics, orderlies and porters) could undertake some of these non
midwifery duties equally well or better than midwives. However, such a re-delegation 
of duties is not the entire answer. It must be accepted that a new assistant grade needs 
to be introduced to undertake those non-midwifery duties that would lie outside the 
job description of the existing ancillary staff. 

The comments from one respondent reflected those of many others: 

"The bringing in of midwifery assistant is because administration cannot get 
orderlies to do the work they are paid for. The allocation of a full time ward 
clerk would assist in allowing midwives to remain out on ihe ward with 
mothers and babies. The orderlies ' role would need to be clarified and if 
necessary increase the number of orderlies and broaden their range of work; 
this would be one way of dealing with the problem ": 

"I think better use of some of those non-midwifery staff already employed 
should also be considered i.e. , pharmacist being in charge of the pharmacy 
stock on the ward, secretaries on wards etc ". 

The categories of activities identified by respondents can act as a guideline for the 
types of support workers required. Doing so will help to overcome the problem of the 
assistants' role being influenced by situation variables and by supervisor knowledge, 
which can result in fragmentation of patient care and the allocation of an unrelated 
task list to assistants. 

8.1.9 Accountability and Supervision 

The introducing an assistant role has implications for the role of the qualified 
midwife. Respondents acknowledged that introducing midwifery assistants into the 
Rotunda would not decrease the quality of care. Nonetheless, their own role would 
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alter due to being responsible for the appropriate delegation, supervision and checking 

of the assistants' work. Accepting this, they asserted that they should be active in 

relation to the induction, training, supervision and appraisal of assistants. This 

supports the comment by Sullivan and Brown (1989) that care assistants should be 

under the supervision and regulation of the midwife, and proposed that qualified staff 

should be centrally involved in determining the assistants' role and be involved in 

their training. This gives midwives control over those to whom they delegate the non

midwifery duties and this close contact will allow midwives to assess continually the 

assistant until they are assured that competence has been obtained. Therefore, 

midwives should take a controlling role regarding competencies and accept 

accountable for the actions of the new assistant. According to respondents, 

accountability for the actions of the assistant should rest with the midwife with whom 

the assistant is working and with the Ward Sister. 

8.1.1 0 Role of an Assistant 

From the results, a number of themes emerged regarding a possible training 

programme of a midwifery assistant. Firstly, once trained, the role of the assistant 

would be to act as a 'shadow' for the midwife, helping her or him to provide care, but 

only within their sphere of competence. Secondly, as alluded to above, the appraisal 

of an assistant is seen as a responsibility of the ward-based midwives. These fmdings 

are supported by the results of Ruddy, et al's (1997) study where the assistant was 

perceived to be under the supervision of a midwife. However as Ahmed and Kitson 

(1993) argue, care must be taken to ensure that the assistant's role does not vary 

depending on the knowledge and beliefs of the person delegating. 

8.1.11 Educational Programme for an Assistant 

It has been stated already that education and training for assistants tends to be 

determined locally by individual employers and there is not nationally accepted 

standard. However, vocational qualifications do exists such as the NVQ's in the UK 

and the NCV A in the Republic of Ireland. Such national vocation qualifications are 

not compulsory and have been criticised heavily as being too paper based (Rowden, 

1992). As a consequence hospitals need to accept the responsibility of designing 

training packages to ensure that the assistant employed is equipped with the skills and 

knowledge required to undertake the designated duties. 

109 



Respondents in the present study suggested that both classroom and ward-based 
training be provided. They also maintained that three to six weeks of training was 
required for class room based theory and that training should continue 'on the job' 
until the assistant is deemed competent by the midwives on the unit concerned. 

In the main, respondents believed that the School of Midwifery, based at the Rotunda, 
should be responsible for providing the classroom training. They stressed however 
that on the wards, one midwife should be assigned the task of training the assistant. 
This ensures that midwives retain control over the training and are certain that the 
assistant is competent in performing those tasks under their 'watchful eye'. It was 
noted that the training requirements for certain wards or units would differ. As a 
consequence, it is suggested that ward placement should be on a rotational basis; thus 
allowing assistants experience of each unit. This suggestion should be carefully 
thought through; assistants may find this rotation experience stressful and gain no 
sense of belonging. This could lead to wastage among new assistants. 

Ultimately the education and training package designed for assistants will be based 
upon the duties to be delegated to them. Within the interviews, respondents identified 
a number of skills they felt an assistant would require. These included, ethical 
training, communication skills, knowledge of infection control, bed making skills and 
manual lifting skills (see chapter six). 

To gain a better insight into the training needs of assistants, a number of secondary 
data sources were analysed. These included both formal and informal training 
packages employed currently within UK hospitals. Interesting, there were many 
similarities between these sources and what the respondents suggested. From this 
information a training package of modules was devised for delivery in the Rotunda 
(see Appendix II). 

By incorporating regular updates, appraisal and probation periods the Rotunda can 
ensure consistency across all clinical areas. Also, by updating the training programme 
regularly, assistants' learning needs will be met and they will be able to practice at 
their optimum level of competence. 
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8.1.12 Pay Scale for an Assistant 

The lack of a national standard for assistants' job description and training and 

education is also reflected in the issue of pay. Once more, this tends to be determined 

locally by employers and little research evidence exists on how to calculate accurately 

the pay scale for an assistant. For this study, this can only be made in relation to pay 

scales in operation for a similar role operating in other hospitals. It must also be 

calculated in relation to the types of duties the assistant will undertake and the current 

levels of pay of midwives and ancillary staff (See Page 8). 

The cost of introducing midwifery assistants into the Rotunda hospital must also 

consider the cost of designing, implementing, and evaluating a robust training 

programme. Attention must also be given to the cost of qualified staff carrying out 

'on the job training' for assistants and the cost of the School of Midwifery staff in 

teaching and devising teaching aids. Costs may also be incurred in the supervisory 

training and education of qualified staff that will have contact with an assistant. 

8.1.13 Implementation of an Assistant's role. 

Almost 95% of respondents saw the introduction of a midwifery assistant as an 

opportunity for staff to enhance their own role and a means of increasing morale. 

They also believed that this new worker would become a partner within the midwifery 

team. Results from Malby's (1990) UK study also found strong support from 

midwives for the integration of assistants into the ward team. Nevertheless, some staff 

in the Rotunda had concerns about such integration. To help alleviate these fears, 

respondents called for clear communication about the new role to all staff. 

Management may be proactive and establish carefully planned in-service/orientation 

programs for midwives, support workers and any other staff who will come in contact 

with the assistants on a daily basis. This will give staff ownership of the change and 

empower them to participate and accept role changes. Prior to the completion of this 

report Management within the Rotunda were planning such programmes. 
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8.2 Some limitations of the study 
When an undertaking this study a number of limitations were identified. 

The question of whether the results of the study could be replicated elsewhere is 
an issue. This research was designed to respond to the unique needs of a specific 
situation. Therefore, it cannot be claimed that the results can be generalised to 
settings outside the Rotunda. Nonetheless, results do reflect the findings from 
other studies outside Ireland. 

Due to limited time and resources, the views of senior management figures and 
ancillary workers within Rotunda were not obtained. These views should be 
collected in any future study so as to enable their perspective of any potential 
problems with introducing a midwifery assistant into the hospital. 

The Delphi technique proved to be a useful method for identifying a wide range of 
issues having an impact on midwives' professional development and for reaching 
a consensus of opinion on non-midwifery duties. This would have been difficult 
to achieve with a simple survey. However, the study was time-consuming due to 
the use of sequential rounds of questionnaires. 

Because the sample was selected from one hospital, it is possible that respondents 
had the opportunity to discuss issues with one another, prior to completing the 
questionnaires or taking part in the interviews. 

This study used a task-based analysis. While useful, this may artificially extract 
the work that individuals do from the contexts in which it takes place. In other 
words, focusing on discrete tasks may ignore the environment that surrounds the 
work. 

112 



8.3 Recommendations 

Based on the foregoing discussion and limitations, the following recommendations 

are merited: 

8.3.1 Workload and Staffing 

• 

• 

Assistants should never be used as a direct replacement for qualified midwives; 

Management should take cognisance of the increase in workload and how this has 

not been balanced by an appropriate concomitant increase in midwifery or support 

staff (See Chapter 7); 

• The reasons provided by respondents for staff wastage requires discussion by 

Management (See Chapter 7); 

• The strategies suggested by respondents to address the issues of low recruitment, 

high turnover and wastage should be given due consideration (See Chapter 7 and 

Appendix 8). 

8.3.2 Development of assistants' roles 

• An assistant grade should be introduced to carry out non-midwifery duties under 

the supervision of qualified midwife; 

• A small number of assistants should be trained and introduced as part of a pilot 

scheme ( e.g.1 0-20); 

• Practising midwives should be involved pro-actively in determining the duties and 

responsibilities of the assistant (See Job Description- Appendix 9); 

• Existing ward orderlies should be given the opportunity to apply for new 

assistant's posts; 

• Assistants' pay should be calculated by taking into account the pay scales for 

similar grades received elsewhere in Ireland and the current pay structures for 

existing ancillary staff within the Rotunda (See page 8) 

8.3.3 Training and Education Packages 

• A coherent training package should be put in place to prepare assistants to 

perform their duties effectively and efficiently (see Appendix 11); 

• This package should be offered internally and incorporate theoretical and practical 

training (see Appendix 11); 
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• Management in the Rotunda should link with other senior colleagues in other Irish 

maternity hospitals and lobby the National Council for Vocational Awards 

(NCVA) to develop vocational awards for midwifery assistants (see Appendix 11) 

The Department of Health and Children should Liaise with the Department of 

Education and Science to set up vocational training for midwifery and nursing 

assistants. 

• Because introducing an assistant grade will impact on the role of the qualified 

midwife, consideration should be given to an educational update for qualified 

staff, taking into account the duties assistants undertake, the skill of inducting, 

delegating, supervising and appraising an assistant's work (See Appendix 11); 

8.3.4 Staff and Duties 

• The assistant's work should be assessed continually to ensure that they work to 

the limit of their scope of practice and competence without going beyond them; 

• The supervisory role of the midwife needs to be clarified and developed to ensure 

that assistants are not working in an inappropriate autonomous way; 

• Management should note those portering, clerical and domestic duties that 

midwives carry out (see Chapter 8) andre-delegate them to existing ancillary staff 

within whose remit they lie (See job descriptions Appendix 9); 

• Management should consider whether more ancillary staff should be recruited 

(e.g. clerks, porters, domestics) rather than large numbers of new assistant grades. 

8.3.5 Further Research 

• Staff attitudes and perceptions should be monitored regularly to identify any 

potential problems and benefits that may influence the successful introduction of 

the assistant into the ward team; 

• An investigation should be undertaken into how the assistants perceive their role 

as 'support workers' to the qualified staff; 

• Evaluation must be ongoing to investigate the links between different skill mixes 

and the quality and outcome of the care provided. 

8.4 Conclusion 

In conclusion, this study helped to provide insights into the perceptions of staff and 

student midwives as to the introduction of midwifery assistants within the Rotunda 
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midwife then it is to that person that the assistant is immediately accountable to for 

undertaking the specific duty. 

Figure 2: To whom is the midwifery assistant accountable? 

0% 20% 40% 60% 80% 

6.1.4 Education and Placement Required 

100% 

0 Ward Sister 

0 Ward Midwives 

•Matron 

BMaster 

Respondents were asked to identify the level of classroom education that an assistant 

would require. Most suggested that three to four weeks should be the norm (please 

refer to figure 3). However, a number of respondents felt that more than 7 weeks of 

classroom education would be necessary. Twelve respondents recommended that 8-

12 weeks be set aside, another suggested 24 weeks, while yet another felt that one 

year of class room training was required to equip an assistant with the necessary 

knowledge and skills base. 

Figure 3: Level of Class Room Education required for a midwifery assistant 
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Respondents were also asked to consider what amount of ward placement an assistant 

would require during their training. Once again, similar findings were reported: most 

choose 3-6 weeks as an appropriate time period for training in the clinical areas 

(Please refer to figure 4). A number of respondents recommended a training 

placement of more than seven weeks; thirteen felt that 8 to 12 weeks would be 

necessary whereas five respondents identified 24 weeks as appropriate timeframe. 

Figure 4: Level of Ward Placement required for assistant training 
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In the interview, one respondent suggested that the length . of training should vary 

depending on clinical area. She explained that an assistant working in the NICU 

department would undertake different tasks from an assistant assigned to the postnatal 

wards. 

6.1.5 Training Program 

Within the interviews, respondents were asked to identify what primary training 

modules should be included in an education program for assistants. Responses are 

outlined in Table 23. 
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Hospital. Overall, the introduction of this new grade of worker was viewed as 

positive, although the success is very much dependent upon the preparation for 

implementation with regards to education and training of the assistant and to all staff 

who come in contact with this worker. Studying the different types of non-midwifery 

tasks being undertaken by midwives, it is possible that many of the duties could be 

taken up by increasing the number of existing ancillary staff (ward clerks, porters, 

domestics) and by introducing a number of midwifery assistants as a pilot phase to 

more widespread introduction. 
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APPENDIX ONE 

Irish Nurses Organisation 
Policy Statement on Non-Nursing Duties 
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Irish Nurses Organisation 
Policy Statement 

In 1998 the Executive Council of the INO considered in detail the excessive workloads 
accruing to members flowing from the volume of non-nursing duties they were expected 
to perform. The INO found it extremely difficult to draw up a document that covered 
each and every non-nursing task performed in all institutional and Community based 
settings within which their members work. However, the duties outlined below are 
believed to represent a fair cross section of those undertaken by members in the normal 
course of their work to the detriment of direct patient care. 

Domestic duties: 

a) Washing cups I cutlery at night 

b) Collecting I giving out trays 

c) Cleaning I maintenance of Sluice Room 

d) Cleaning of locker I beds 

e) Sorting I storing of linen 

f) Making of routine beds 

g) Serving teas to relatives 

h) Ward cleaning i.e. dusting, washing floors and walls 
i) Care of flowers and other presents given to patients 
j) Labelling/ storage of patients' clothes I belongings 
k) Washing ward supplies i.e. sheep skins 

I) Emptying waste bins 

Clerical: 

a) Making of appointments 

b) Collecting I distributing charts 

c) Form filling I filing 

d) Organisation of trolleys I files for Doctors rounds I clinics 
e) Ordering of forms and other administrative tasks 
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f) Pharmacy collection I delivery or storage of Ward stock i.e. IV solutions 

g) Answering phones 

h) The arrangement of transport 

i) Organisation of clinical by Public Health Nurses 

Portering: 

a) All escort duties 

b) All preparatory shaving required for theatre and other tests 

c) All furniture I bed moving 

Catering: 

a) The taking of patient menus on day or night duty 

b) The preparation of snacks I light meals 

If adopted, this Document will be forwarded to all Branch Offices I Nurse 

Representatives with an instruction that it is to be followed by all members without 

exception, from an agreed date. 

Apri11998. 
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APPENDIX TWO 

Internal Rotunda Report on 
Non-Midwifery Duties. 
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Non Midwifery Duties Internal Report. 

Part of the I.P.A. Management development Course. 

An internal study of non-midwifery duties was undertaken by senior staff figures within 

the Rotunda (Ruddy et al, 1997). Information was collected from Midwifery Sisters and 

staff midwives. 

Information was collected from the following wards; 

Pre-Natal Ward Theatre 

Post-Natal- Lower Corridor Labour Ward 

Paediatric OutQ_atients Clinic Paediatric Unit 

Post Natal- Top floor Outpatients Clinics 

Neonatal Intensive Care Unit. 

JOB DESCRIPTIONS 

The following outlines what the respondents perceived as a role for a midwifery 

assistant: 

1. Paediatric Unit 

Care Assistant 
1. Answering the door bell 
2. Stocking up -treatment room I cubicles 
3. Changing Miltons 
4. Preparing cubicles for new admissions 
5. Put away stores 
6. Changing incubators and organising rooms for infected babies 
7. Pack instruments and jugs for sterilising in CSSD 
8. Check that stores ordered have been received, if not follow up 
9. Check infant formula and see how much is needed to cover ward 
I 0. Check it has been delivered 
11. Putting out clean clothes and changing cot linen. 

Ward Clerk 
I. Answering telephones 
2. Making follow-up appointments for babies (weekends) 
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3. Cleaning out cubicles after discharge 
4. Stores Ordering. 

2. Paediatric Out-Patients Department 

Care Assistant 
1. Stock up all consulting rooms and set them up for the clinics 
2. Tidy all consulting rooms after clinics and restock consulting rooms 
3. Weight all babies and fill in particulars for the clinic 
4. Ensure that all specimens are taken to the laboratory 
5. Direct patients to various departments, i.e., Physiotherapy, x-ray, NICU, Paediatric 

Unit, Reception and for particulars readmission. 
6. Clear trolleys and weighting scales 
7. Check trolleys and weighting scales 
8. Check expiry dates on feeds, vaccines, blood bottles etc. 
9. Clean thermometers 
10. Restock rooms 
11 . Clean shelves and arrange stock in store room 
12. Mothers who frequently have to wait for results from Rotunda laboratory i.e., SBR I 

U&E, offer to make a cup of tea during that interval. 
13. Defrost the fridge which contains vaccines 
14. Daily checks on emergency tray drugs and first aid box. 

Ward Clerk 
1. Check guthries from the pervious evening to assess if the details on the cards are 

filled in correctly, and send them to the Screening laboratory in Temple Street 
Hospital 

2. Check all the charts for the morning clinics i.e., all reports oftests taken at a previous 
clinic or in hospital are filed, if not locate them. 

3. Delivery Suite 

Ward Clerk 
1. Dealing with enquiries from the public/visitors and directing visitors to the waiting 

area. 
2. Answering telephone calls and directing necessary enquiries 
3. Bleeping doctors when requested by staff. 
4. Bringing the night report down to Matron's Office 
5. Ensuring the doctor-on call list is placed in each room every morning 
6. Keep general reception area tidy 
7. Keep the ward visitors list up to date 
8. Medical enquiries- refer to the midwife. 
9. Ordering stocks I stores under the supervision of the Unit Nursing Officer 
10. Transcribing duty rota in liaison with the Unit Nursing Officer 
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11. Checking the Birth Register against the Delivery Report daily, liasing with the Unit 

Nursing Officer where discrepancies arise 

12. Retrieving case notes from Outpatients Department, private or Semi-private clinic 

when requested. 
13. Filing reports where necessary 

14. Keep transfer list up to date. 

Care Assistant 
I. Placing new admission to delivery Suite who have bypassed the Admission Room 

onto the computer on Delivery Suite 

2. Ensuring stationary cupboard is kept tidy 

3. Acting as a liaison between midwifery staff and household staffwhen ordering tea 

and coffee 
4. Bringing blood specimens to the laboratory when requested 

5. Making beds 
6. Stocking up rooms when Delivery Suite is busy and insufficient household staff on 

duty 
7. Making tea and toast 
8. Washing blood off instruments after delivery 

9. Bringing specimens to Laboratory if household staff very busy 

1 0. Give bed baths and transfer women to wards 

4. Post Natal Ward 

Care Assistant 
1. Make beds 
2. Getting bottles 
3. Getting water 
4. Escort patients to Front Hall on discharge 

5. Stock checking 
6. Stores list 
7. Stock feeding trolleys 
8. Make up trays for new admissions 

9. Direct visitors 
I 0. Bed bathes post operative delivery 

11. Assisting patients to bathroom 

12. Answering call bells 
13. Escorting mothers to NICU and Paediatric Unit 

14. Moving patients I ward I SPC I PP 

15. Check formula deliveries 
16. Tidying cupboard 

Ward Clerk 
1. Appointment making 
2. Collecting charts for discharge 
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3. Answering telephone 
4. Copying out duty rosters 
5. Collecting charts 
6. Filing laboratory reports 
7. Diet sheets 
8. Directing visitors 

5. Gynaecology 

Care Assistant 
(Patient Care): 
I. Bed making ( washing beds and changing linen both for admissions and on a daily 

basis) 

(Assisting patients with): 
2. Mobilisation post-operation 
3. Baths, showers 
4. Bed bathing 
5. Bed pans I commodes 
6. Make telephone calls if required 
7. Flower arranging 
8. Answering bells 

(Assisting Nursing Staff with): 
9. Transferring patients from public to private accommodation 
10. Bringing urgent messages to other departments e.g., laboratory 
11. General tidying up of ward, clinical trays and stocking up 
12. Escort duties (x-ray, scan rooms etc) at staff discretion 
13. Making tea and toast for patients is no household staffs are available 

Ward Clerk 
(Charts): 
I . Making up new charts for admissions 
2. Putting charts together on discharge 
3. Locating old notes 
4. Filling laboratory reports once medical staff reviews them. 

(Computer): 
5. Admissions, discharges, transfers--- logging same on computer 
6. Keeping the doctors diaries 
7. Ensuring theatre list is typed each day 

(Telephones): 
8. Answering telephone calls and refer 
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9. Ordering stationary and stocking up same 
10. Bleeping doctors under instruction from nursing staff. 

(Appointments): 
11 . Making OPD appointments 

6. NICU I Paediatric Unit 

Ward Clerk 
1. General maintenance of ward charts and add continuation sheets to case notes 

2. File laboratory reports once signed by doctors and viewed by nurse in charge of baby 

3. Check admissions and discharges on computer daily 

4. Order laboratory, stationary and surgical stores 
5. Arrange appointments for various tests and follow-up clinics 

6. Answer the telephone and door 
7. Order taxi or ambulance for babies on transfer for admissions or tests 

8. File completed kardex (drug and nursing) in-patients file 

9. Check that babies have name stickers at bedside 
10. On the instructions of staffing for blood results, routine x-rays and top ups 

11. Photocopy transfer letters 
12. Check baby has eye-screening sheet for the ophthalmologist. 

13. Ring hospitals for follow up reports on tests 
14. Ring porter to collect equipment for repair 
15. If equipment is to be repaired on the ward ring Bio-Medical Engineer 

16. Assist with admission and discharge of babies on the computer 

17. Stock up on stationery on the ward 
18. Sort out x-rays, ensure that they go back down to x-ray department. 

19. Index the medical policy and equipment book 
20. Do an inventory of medical and nursing books and journals in the ward 

21. Keep all equipment manuals and stationary in order in filing 

22. Order and keep stock of information booklets for parents 

23. Ensure that weekly milk supplies are correct. 

Care Assistant 
1) Tidy and stock up the incubators with nappies, sheets, cotton wool, infacare and 

mouthwash 
2) Wash the IV trolley and restock 
3) Stock up the linen press in the ward 
4) Stock up on syringes, needles, IV solutions and giving sets 

5) Wash down resuscitation trolleys and restock them. 
6) Empty the suction machines and make up fresh sterilising solution for each suction 

machine. 
7) Assist staff midwives with the movement of equipment 

8) Tidy the general ; storeroom and put away stores 
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9) During busy spells help with stripping and washing incubators 
1 0) Replace sharps bins when full 
11) Stock up in paper towels in all areas 
12) Replenish drinks machine 
13) If necessary answer the telephone 
14) Bring specimens to laboratory 
15) Tidy the EBM fridge 
16) If necessary make tea for parents and staff. 
17) Empty the milk bottles and drain the IV solutions in the Sluice Room and discard 

them in the appropriate bin. 
18) Change towels and gowns each morning 
19) Empty cubicles once baby is discharged for washing and then set up empty cubicles 

ready for the next admission 
20) Be responsible for keeping clinical room clean and tidy 
21) Clean and fill Hibiscrub dispensers in each cubicle and have in place a box of 

disposable gloves 
22) At the end of shifts empty rubbish bags and linen bags 
23) Report to Sister in charge at end of shift 

P hie bot om ise 
1. Routine bloods 

7. Pre Natal 

Ward Clerk 
1. Ordering wheelchairs for transfer of patients to Scan rooms and x-ray departments 2. Check availability of beds in Delivery Suite for Induction of patients 
3. Telephone OPD with requests for Specialists- Psychiatry I Diabetic I Thrombo-

embolic/ medical I dietician 
4. Answer all phones I internal and external queries 
5. Write maintenance requisitions- in consultation with Sister 
6. Discharge patients and make specialised appointments by telephone - on charts only 7. Phone calls to OPD I Private I SPC Clinics re charts not available I found on patients admission 
8. Answer phone calls re, charts on wards 
9. Order general I stationery I lab. 
10. In consultation with Sister check and store away 
11. Follow up on phone-s I TV and other machinery for repair. Getiist of who is 

responsible for TV I Telephone box etc. 
12. Filing and checking lab reports after Midwife I Doctor have passed them to Ward 

Clerk 
13. Locating charts of discharged I transferred, for filing reports I CTGs into notes. 14. Organising appointments for Diabetics after consultation with Sister 
15. Arrange for blood I urine request forms I Scan to be completed by Doctor 
16. Order ambulance for patients going to other hospitals. 
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8. Emergency Room 

(8-4.30) Care assistant 
I. Tidy room 5 
2. Stock up emergency requirements 
3. Show to waiting area I ensure correct chairs are available 

4. Occasionally transport specimens to lab 
5. Accompany patients to admission room, and take to wards 

6. Call porters etc 
7. Chaperone examinations. 

(8-4.30) Ward Clerk 
I . Send patient to secretary, to check details on computer etc 

2. Fill in blood and other forms 
3. Label swabs I bottles etc. 

9. Outpatient Department 

Care Assistant (Area 2) 
I. Unlock all rooms 
2. Distribute operation books for consulting rooms 
3. Set up blood room: put out bottles I needles I holders etc 

4. Constantly directing patients to appointments desk etc 
5. General tidying of nurses station area 
6. Take specimens to lab 
7. Deal with queries then refer to midwife if necessary 
8. Receiving stores, and putting them away 
9. Tidying store room 
10. Cleaning fridge 
11. Distribution of charts to wards 
12. Changing roller- paper towels 

Ward Clerk (Area 2) 
1. File previous days 'first visits' Hb in charts 
2. Document casual walk in pregnancy test results 

3. Answer telephone- nurses station I blood room I emergency room I +6 other rooms 

as required 
4. Answer general queries 
5. Nurses station to query- delays I general directions I advice 

6. File all antenatal I post-natal I FBC I X match I Rubella I Msu I HVSA Gr. 

7. File all first visit blood results I FBCI Gr./ VDRI I TPHA I Rubella. 
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CLINICS 

1 O.a Gynaecology Clinic 

Care Assistant (Area 3) 
I. Check stock, tidy gynaecology, room prior to clinic 
2. Call patient into room- give chart to doctor 
3. Direct patient to blood room I appointment desk- if necessary 
4. Tidy room, re-stock and put admission book in blood room. 

Ward Clerk (Area 3) 
I. Instruct patients to check in at appointments desk 
2. Put out Gynaecology admissions book 

lO.b Subsequent Ante-Natal Visits 

Care Assistant -(Area 4) 
1. Call patients into room 
2. Tidy room 
3. Call patients for review by name 

Ward Clerk- (Area 4) 
I. Direct patients re, check in location 

Booking visits- Area 5 
2. Show patients where to sit for Ultra sound 
3. Booking bloods are taken I consent from signed consult with Phlebotomise /Midwife. 

lO.c Menopause Clinic 

Care Assistant- Area 6 
1. Tidy up post clinic 
2. Return bone scan results and diary to staff midwife 
3. Occasionally bloods will be requested at clinic- phlebotomise 

Ward Clerk- Area 6 
1. Collect bone scan results from private Clinic and diary for bone scan appointment book. 

1 O.d Outlying Clinic 

Care Assistant- (Area 7) 
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I. Stock up midwives bag, ensuring sufficient lab forms, prescription packs, certificates 

of attendance3 

lO.e Dr Mary Henry- Research. 

Care Assistant (Area 8) 
I. Instruct patient to wait in waiting area 
2. Set up room- set out TED stockings, elastoplasts I elastocrepe I measuring tape 

3. Coag. Blood from patients (Phlebotomise) 

lO.f Hysteroscopy Clinic 

Care Assistant- (Area 9) 
I. Set up for clinic 
2. Once patient has spoken to doctor escort patient into examination room 

3. Following each examination- clean up 
4. Clean and set up for next patient 
5. Place Hysteroscope into Cidex for 12 minutes I remove into Sterile Water now ready 

for use 
6. On completion of clinic- tidy room and return Hysteroscope and connection 

7. Check all laboratory specimens I ensure they are correctly labelled in consultation 

with supervision midwife. 

lO.g Medical Clinic- Professor Walsh 

Care Assistant- (Area 1 0) 
1. Collect urine bottles for 24 hour collection -label and forms 

Ward clerk-(Area 10) 
1. Advise patients to check in at appointments desk 
2. Blood tests as required- phlebotomise 
3. Record any blood tests as indicated in Attendance book 

lO.g Diabetic Clinic 

Ward Clerk (Area 11) 
1. Prior to clinic- collect list of patient charts that are attending 
2. Record daily glucometer readings for previous week on patient' s chart and diabetic 

book. 

Care Assistant- (Area 11) 
I. Collect Blood bottles I forms for random blood sugar I fasting blood sugar I 
fructosamie I HB A 1 C 
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2. Label bottles I forms for each patient 
3. One morning of clinic- fasting blood sugar taken by phlebotomise I send I escort 

patient to breakfast I lh 30 minutes post-parricidal I random blood sugar taken by 
phlebotomise. 

1 O.h Midwives Clinic 

Care Assistant (Area 12) 
1. Record patient's attendance 
2. Prepare room for next patient 
3. Bloods required taken by phlebotomise 

Ward Clerk- (Area 12) 
1. Arrange DCU I FA U Post- mature clinics ordered by Doctor consult with midwife. 

lO.i Colposcopy Clinic 

Care Assistant- (Area 13) 
1. Prepare room for clinic -gynaecological chair I equipment I light I see requisites for 
procedure 
2. On completion of procedure change linen on chair 
3. Clean trolleys and prepare for next patient 
4. At end of clinic return light source to Nurses Station 
5. Restock room and change linen. 

1 O.j Blood Room Duties 

Phlebotomise- (Area 14) 
1. Prepare blood room, unlock equipment drawer 
2. Set up blood areas x2 and clean surfaces prepare bottles, needles, cotton wool, 

steerets etc 
3. Record all blood tests taken in blood book- name, hospital No, blood takes etc 
4. Label bottles form, etc 
5. Following the fasting I random blood sugar test the patient is instructed to go for 

breakfast and return to Department 1 h 30 minutes later- when breakfast is finished 

(Source: Ruddy, K., Williamson, P., Creed, K. & McNally, M. (1997). Non -Nursing 
Duties. l.P.A. Management Development Course. Rotunda Hospital, Dublin). 
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APPENDIX THREE 

Reminder letters 
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Office Code:--

Dear, 

Re: Skill Mix in Midwifery Questionnaire 

You have recently received a questionnaire regarding the above research project. This 
aims to describe the work and skill mix requirements for midwifery services at the 
Rotunda Hospital, Dublin. The success of this research depends very much on 
getting as high a response rate as possible. I am therefore issuing this reminder to 
ensure a good response rate. 

If you have already responded, thank you very much, we appreciate your help and 
your interest in this project. However, if you have not responded, we would be very 
pleased if you could do so in the next couple of days. All responses will be treated 
with the strictest confidence and completed questionnaires may be placed in an 
anonymised envelope and left at the Reception Desk within the Rotunda Hospital. 

If you have misplaced your questionnaire and you require another, do not hesitate to 
contact Felicity Hasson (Research Assistant) on either (0801232) 368400 or Room 16 
in the Nursing Accommodation and another copy will be sent to you. 

One again, thank you for your help. 

Yours sincerely, 

Professor Hugh McKenna 
Director of Centre of Nursing Research. 
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Office Code: --

Dear ---

Re: Skill Mix in Midwifery Questionnaire 

You have recently received a questionnaire regarding the above research project. This 

study aims to describe the work and skill mix requirements of the midwifery services 

at the Rotunda Hospital, Dublin. The success of this research project depends very 

much on achieving a high response rate. The results of this questionnaire will be of 

benefit to the midwifery profession and is therefore a unique opportunity to express 

your opm10n in terms of the role of the midwife within the Rotunda Maternity 

Hospital. 

I am attaching a new copy of the questionnaire with instructions outlined and I would 

appreciate it if you could take some time to complete it. All responses will be treated 

with the strictest confidence, and an addressed envelope is attached which you can use 

to return completed questionnaires. This should be sealed and left at the Reception 

Desk within the Rotunda Hospital. There are no right or a wrong answer; what is 

required is your opinion regarding those non-midwifery duties that you could feel you 

could confidently pass to a Midwifery Assistant. 

If you have any queries please do not hesitate to contact Felicity Hasson (Research 

Assistant) on either (0801232) 368400 or Room 16 in the Nursing Accommodation. 

One again, thank you for your help. 

Yours sincerely, 

Professor Hugh McKenna 

Director of Centre of Nursing Research. 
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Instructions 

A few weeks ago we invited you to complete a questionnaire to identify what you 

perceived to be the non-midwifery duties undertaken as part of your daily work. We 

thank you for your response, which helped to formulate a second two-part 

questionnaire. 

• Part One lists all the non-midwifery duties identified by you and your colleagues 

and asks you to consider whether each of the non-midwifery duties could be 

passed onto a Midwifery Assistant or should continued to be undertaken by a 

qualified midwife. 

• Part Two asks for your views on the role, training and education of a Midwifery 

Assistant. (Please note that when the term Midwifery Assistant is used in this 

questionnaire it is taken to mean an unqualified individual who will receive some 

training to assist the Midwifery team in carrying out delegated duties). 
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APPENDIX FOUR 

Delphi Round One & Delphi Round Two 
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SKILL MIX IN MIDWIFERY 

RESEARCH PROJECT 

Centre for Nursing Research at The University of Ulster, is currently undertaking research to 
investigate the work and skill mix requirements of the midwifery service at the Rotunda 
Hospital, Dublin. In 1992 McCrea et al (also from the University ofUlster) investigated the role 
of the midwife within the Rotunda Hospital and recommended an assessment of skill mix be 
undertaken. This study builds on their work and presents an opportunity for midwifery staff at 
all grades, to identify those tasks they currently undertake which they believe could (with 
confidence) be passed onto an assistant grade. 

YouR ROLE 

This questionnaire will be distributed to Rotunda midwives (all grades). Phase 1 of the 
questionnaire (outlined overleaf) will ask you to consider the tasks you currently undertake 
which you feel are not part o{the work (or which you have been trained, i.e., non-midwifery 
tasks. 

Please note that there are no right or wrong answers and the success of this project depends 
solely on your response. 

The information that you provide will be kept strictly confidential; however, in order to contact 
you for Phase 2 of the questionnaire, I would be grateful if you could complete the following 
details: 

Name: 

Suite I Ward Name: 

Full or Part Time: 

The overall findings of the study will be held in strict confidence and at no stage will your 
personal details be divulged. 

Felicity Hasson, research assistant at the University of Ulster, will be based within the Nursing 
Accommodation at Rotunda Hospital (Room 16) to answer any queries. Felicity will arrange to 
collect responses on an individual basis. 

THANK-YOU FOR YOUR TIME AND HELP. 
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ROUND ONE 

CONFIDENTIAL 

Question: From your perception, please list at least 8 non-midwifery tasks you carry out as 

part of your normal duties. 

!.. ____________________________________________________________ _ 

2. ______________________________________________________________ _ 

3. ________________________________________________________________ _ 

4. -----------------------------------------------------------------

5. ________________________________________________________________ __ 

6. ______________________________________________________________ _ 

?. ________________________________________________________________ __ 

8. ______________________________________________________________ _ 
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ROUND TWO 

Dear Sir/ Madam, 

Re: Skill Mix Research Project 

A research team lead by Professor Hugh McKenna (Centre for Nursing Research, University of 
Ulster) is undertaking a study to describe the work and skill mix requirements of the midwifery 
service at the Rotunda Hospital, Dublin. 

A few weeks ago we invited you to complete a questionnaire to identify what you perceived to 
be the non-midwifery duties undertaken as part of your daily work. We thank you for your 
responses, which helped to formulate a second two-part questionnaire. 

• Part One lists all the non-midwifery duties identified by you and your colleagues and asks 
you to consider which of these duties could be passed onto a Midwifery Assistant and which 
should continued to be undertaken by a qualified midwife. 

• Part Two asks for your views on the role, training and education of a Midwifery Assistant. 
(Please note that when the term Midwifery Assistant is used in this questionnaire, it is taken 
to mean an unqualified individual who will receive some training to assist the Midwifery 
team in carrying out non-midwifery duties). 

All responses will be treated with the strictest confidence, and an addressed envelope is attached 
in which to return completed questionnaires. This should be sealed and left at the Reception 
Desk within the Rotunda Hospital. I would be grateful if you could take 10-15 minutes to 
complete the questionnaire. There are no right or wrong answers; what is required is your 
opinion regarding those non-midwifery duties that you could confidently pass to a Midwifery 
Assistant. The return date for completed questionnaires is Monday gth February 1999. 
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The success of this research project depends very much on your responses. The results of this 

questionnaire will be of benefit to the midwifery profession and is therefore a unique opportunity 

to express your opinion. 

If you have any queries or wish further clarification do not hesitate to contact Felicity Hasson 

(Research Assistant) on either (0801232) 368400 or Nursing Accommodation Room 16. Finally 

I would like to take this opportunity to thank you for your help and we look forward to receiving 

your completed questionnaires. 

Yours sincerely, 

Professor Hugh McKenna 

Director of Centre of Nursing Research 
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SKILL MIX ROUND TWO 

PART ONE 

Please indicate your response by placing a tick in Column A or Column B. 

Column A -Non-midwifery duties which you think could be passed with confidence to a 
unqualified midwifery assistant who has had some training in carrying out these duties. 

Column B - Those duties that you think should only be carried out by a Midwife or other 
medical professional. 

If some of the items do not relate to your clinical area please leave blank. 

COLUMN COLUMN 

Clerical & Administration Duties A B 
Answer the phone 
Answer the doorbell 
Answer bleeps 
Direct and re-direct calls 
Take phone messages for doctors 
Take phone messages for patients 
Telephone for x -rays 
Telephone for blood top ups 
Telephone for results 
Telephone for taxis 
Telephone for ambulances 
Telephone calls for Bio. med. engineer 
Telephone patients 
Telephone for medical records for patients old notes 
Telephone for porters I kitchen staff 
File lab reQorts and patients charts together 
File feeding charts in babies records 
Conduct admissions on computer 
Conduct discharges on computer 
Access lab reports on computer 
Check patients reports on computer 
Identify patients location on computer 
Ensure tests have been ordered and results received 
Ensure patient's call at accounts and answer queries regarding 
payment 
Make up new charts 
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Column Column 
A B 

Make appointments 
Direct lab reports to other wards 
Trace charts from lab and other departments 
Writin_g_ in lab results in charts 
Complete lab forms and specimens bottles 
Complete lab requisition forms 
Complete maintenance requisition forms 
Compile weekly duty rotas 
Fill in overtime sheets 
Beds book 
Update bed states 
Manage bed allocation 
Locate alternative bed accommodation 
Direct patients in queues 
Direct visitors 
Direct flower companies 
Make out Holy Communion lists 
Inform patients of mass times 
Ring pharmacy in mothers area to ensure prescription available 
Photocopy vaccinations forms for parents 

Stock Duties 
Stocking up rooms 
Stock up babies cots/incubators 
Stock up equipment 
Stock up cubicles 
Stock up feeds 
Stock up formula 
Stock up the nursery 
Stock up linen trays 
Stock up stationery cupboards 
Stock up blood trays 
Stock up supply areas 
Stock up trolleys 
Stocking up shower and toilet areas 
Put away stores 
Put away pharmacy 
Re-ordering pharmacy 
Put away CSSD 
Make out stores list 
RiJ!g stores 
Order stock 
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Column Column 
A B 

Borrow stores 
Re-ordering stores 
Stock take of stores 
Stock take of equipment 

Portering Duties 
Collect store requirements 
Transfer patients to other wards 
Transfer babies to other departments (i.e. NICU I X-rays) in 
baby cots 
Transfer patient's luggage 
Transfer emergency patients 
Transfer patient's flowers 
Transfer well patients to other departments (i.e. x-ray/ U.S.S) 
Arrange the transfer of patients to other wards I hospitals 
Move equipment 
Move furniture 
Rearrange position of incubators 
Collect packs of blood 
Collect palettes from lab 
Collect patients from reception area 
Collect patients valuables to and from store 
Locate and collect charts 
Deliver lab reports 
Deliver charts around the hospital 
Deliver forms to other departments 
Bring bloods to lab 
Bring specimens to lab 
Push I pull trolleys and wheelchairs 

Domestic Duties 
Clean wards 
Clean rooms 
Clean lockers 
Clean cubicles 
Clean equipment 

Clean troll~ys 
Clean incubators 
Clean floor 
Clean before and after emergencies 
Clean baths 
Clean fridge 
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Column Column 
A B 

Clean coffee rooms 
Clean theatre between cases 
Undertake special cleaning 
Make tea and toast 
Empty wastage bins 
Empty laundry bins 
Empty sin bin 
Empty linen baskets 
Tidy store room 
Tidy patients area 
Tidy wards 
Tidy after clinic 
Tidy trays 
Tidy equipment 
Tidy shower areas 
Replace sharps bin 
Defrost the drug fridge 
Make beds 
Wash and dry beds 
Clean beds 
Strip beds 
Clean sluice 
Clean surgery 
Clean spillage's 
Obtain vases for patients 
Arrange flowers 
Obtain water and glasses for patients 
Empty and store patients luggage 
Damp dusting 

Other Duties 
Locate household staff 
Locate doctors to attend clinics 
Locate staff to assist 
Accompany mothers back to wards 
Accompany patients to toilets 
Accompany patients and babies to front door on discharge 
Return babies to mothers 
Identify appropriate baby clothes prior to bathing baby 
Identify appropriate feeds for baby 
Make up baby trays 
Make up mouthwashes/ strident 
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Column Column 
A B 

Distribute mouthwashes 
Position patients on bed 
Lift patients 
Borrow equipment 
Take blood 
Arrange scan of bloods 
Follow up blood results 
Set u_p_ equipment 
Check maintenance of equipment 
Deal with faulty equipment 
Make up trouble shooting equipment 
Organise the supply of equipment for admissions 
Make up feeds 
Feed babies 
Change babies 
Collect and empty feeding bottles and place in lift 
Leave feeding bottles ready for collection 
Locate patients for phone calls 
Greet parents and show parents around the hospital 
Deliver messages and post to patients 
Assist patients with showers and bed ba!hs 
Answer patients bells 
Clear visitors and ward when visiting times are over 
Put b)' lab slips 
Make up medication 
Make up IV fluids and percentages and empty fluids 
Wash and dry instruments 
Unload and pack instruments 
Supervising cleaning of clinics 
Collect and clean equipment (e.g. thermometer) 
Distribute formula feeds 
Distribute equipment to patients 
Distribute jugs 
Change and wash jugs 
Make out doctor on call lists and BCGs lists 
Set up (i.e. forms, clinics, trolleys) 
Ensure Doctor sees and signs lab results 
Set up admission beds 
Pharmacy duties 
Organise pharmacy when short fall 
Make up overhead lights for incubators 
Assist doctors 
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Column Column 
A B 

Organise scrub suites 
Prepare delivery packs 
Pack equipment for CSSD 
Change Milton /Sterident 
Drug round 
Nursing round 
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APPENDIX FIVE 

Semi -structured Questionnaire 
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QUESTIONNAIRE 

(Your responses to reminder of this questionnaire are completely confidential). 

I. Which of the following could be reasons for staff leaving employment in Rotunda (please tick as many as 

applies). 

1. Getting Married 
2. Moving Home B 3. Retirement 

4. Other B 
(If other, please specifY----------------------" 

2. Could you identifY up to three strategies you would recommend to reduce the number of midwives leaving the 

Rotunda. 

]. ______________________________________________________________ _ 

2.·--------------------~------------------------------------------
). ______________________________________________________________ __ 

3. If Midwifery Assistants were to be introduced into your clinical area, whom do you think they should be 

immediately accountable to (please tick)? 

Master § 
Matron 
Other 

(If Other please specify-----------~). 

Ward Midwives 0 
Ward Sister U 

4. How much classroom education do you think a Midwifery Assistant would require in order to become competent 

in the non-midwifery duties identified (please tick). 

1 -5 Days 
1-2 Weeks 

3-6 Weeks 
7 Weeks or more 

If more, please state the amount oftime required.-----------------------

5. How much ward placement experience do you think a Midwifery Assistant would require in order to become 

competent in the non-midwifery duties identified (please tick). 

1-5 Days 
1-2 Weeks B 3-6 Weeks 0 

7 Weeks or More U 

If more, please state the amount of time required.------------------------
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6. Please indicate how strongly you agree or disagree with the following statement. 

A ward midwife should be actively involved with Midwifery Assistants in their 
(please tick); 

Strongly 
Disa ree 

Disagree Unsure 

7. Please tick your level of agreement with the following statements: 

Statements Strongly Disagree 
(Please tick) Disagree 

Introducing a midwifery assistant is not a 
threat but an opportunity. 
Introducing midwifery assistants is a cost 
cutting exercise. 
Introducing a midwifery assistant will 
lead to more responsibility for a midwife. 
Introducing a midwifery assistant will 
lead to less work for the midwife. 
The introduction of a midwifery assistant 
will decrease the quality of work 
produced. 
The introduction of midwifery assistants 
will help raise morale. 
Introducing midwifery assistants will 
increase midwifes supervisory workload. 
Midwifery assistants would become 
partners in the midwifery team. 

8. Any other comments. 

Thank-you for your participation. 
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Agree 

Unsure Agree 

Strongly 
A ree 

Strongly 
Agree 
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DISCUSSION GROUP 

We would like to offer you the opportunity to discuss in detail the development of a Midwifery 

Assistants role within your clinical area and, what effect (if any) introducing this role could have 

upon qualified Midwives (i.e. accountability I supervision duties etc). If you are interested in 

participating please complete the details below so contact can be made with you at a later date. 

Name 

Job Title 

Ward Location 

Student (please circle) Yes/No 
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APPENDIX SIX 

Interview Schedules 
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INTERVIEW SCHEDULE 

WARD SISTERS & STAFF MIDWIVES 

Workload I Duties undertaken by a midwifery assistant: 

I. What qualifications do you feel would be required to undertake these duties? 

2. What basic skills do you feel would be required to undertake these duties? 

3. What specific experience do you think would be necessary to undertake these 

duties? 

4. Do you think an assistant should undertake all of these tasks? Please explain your 

decision. 

Training and education: 

I. Considering the duties within this section what training do you feel should be 

offered in order for an assistant to perform these duties? 

2. In relation to ward placement /'on the job' training, what practical training do you 

believe is required for these duties to be performed competently? 

Supervision of Training: 

I. Who do you believe should be responsible for training assistants, either 

'on the job' or in the classroom? 

2. Who should supervise this training programme on the wards? 

3. Who should be accountable for the training of a midwifery assistant? 

4. Who should be involved in assessing 'on the job' training? 

Managerial Issues: 

I. When placed in the ward how do you feel about the assistant being made 

accountable to you? 

2. Who do you think should delegate those direct and indirect duties to assistants 

within your ward? 

3. How do you feel about your staff-supervising assistants when undertaking direct 

and indirect patient care? 

4. Do you foresee any problems in the acceptance of an assistant grade by other 

staff? 

5. What do you feel you could do to ensure that staff accept assistants? 
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Title: 

1. What do you believe this new grade should be called? 

Any other comments? 
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APPENDIX SEVEN 

Open Responses - Round One of Delphi 
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DELPHI ROUND ONE 

Staff Midwives' Response from Round One Delphi
Non-Nursing Duties Identified. 

A Gynaecology Non-Midwifery Duties 

Porting duties - taking specimens to the lab 
Looking for charts 
Making up charts 
GiviJ:!g out equipment to patients 
Bed baths 
Filing 
Delivering messages 
Answering phones 
Emptying bins 
Cleaning beds 
Making beds 
Putting away stores 
Giving out vases 
Getting jugs I water 
Making tea for patients 
Completing lab reports 
Transfer patients I escort duties 
Ringing patients 
Moving patients luggage 
Accompany patients to toilets 
Answering patients bells 
Moving furniture 
Tidying 
Cleaning of ward 
Drying up showers areas 
Restocking shower areas I toilets 
Calling SHO 
Collecting patients valuables 
Clerical work 
Domestic duties 
Directing visitors 
Computer work 
Making appointments 
Ordering 
Locating doctors 
Locating patients for visitors 
Arranging admissions 
Maintenance requisition 

163 

Yes No 

4 17 
4 17 
15 6 
1 20 
1 20 

13 8 
1 20 

10 11 
1 20 
3 18 

20 1 
8 13 
14 7 
11 10 
6 15 
5 16 
16 5 
1 20 
3 18 
1 20 
1 20 
1 20 
1 20 
1 20 
1 20 
1 20 
1 20 
7 14 
1 20 
1 20 
13 8 l 
3 18 
2 19 
5 16 
1 20 
1 20 
1 20 
1 20 



Washing beds 1 20 

Stri_pping beds 1 20 

Ringing medical records for old notes 1 20 

Stock up 2 19 
Bring well patients to x-ray/ USS 1 20 

Cleaning spillage's 1 20 

B Pre-Natal Non-midwifery Duties 

Yes No 

Putting lab reports and patient charts together 2 5 
Directing lab reports to other wards 1 6 

Bed making 5 2 

Bed washing 5 2 

Cleaning lockers 3 4 
Answering the phone 5 2 

Deliver messages to patients 3 4 
Re-directing calls 1 6 

Re-directing inquiries 1 6 

Transfer patients 4 3 

Transfer patients luggage 4 3 

Check on the computer patients location 2 5 
Make appointments 4 3 

Collect charts 2 5 
Manage bed allocation 2 5 
Locating alternative accommodation 1 6 

Transfer emergency patients 1 6 

Bring specimens to the lab 6 1 
Borrow equipment 2 5 
Deliver post to patients 1 6 

Deliver charts 1 6 

Stocking stores 2 5 
Ring stores 1 6 

Filling 6 1 

Deal with queries over phone (non-nursing) 1 6 

Complete lab forms and specimen bottles 1 6 

Locating charts 3 4 

Stocking up 2 5 
Check on the computer patients reports 1 6 

Put away stores 3 4 

Check stores 2 5 
Washing equipment 1 6 

Ensure maintenance requisition is completed 1 6 

Re-locate patients 2 5 

Locate members of staff 1 6 

Drying beds 1 6 

Washing instruments 1 6 

164 



1 6 
1 6 
2 5 

Cleaning sluice 1 6 
Make tea and toast for atients 1 6 

1 6 
1 6 
1 6 
1 6 

C 'Lower Corridor' Non-midwifery Duties 

Yes No 
Domestic duties 2 11 
Give out water 6 7 
Give out vases 7 6 
Making tea and toast 9 4 
Cleaning spillage's 3 10 
Giving out glasses 2 11 
Porting duties 2 11 
Transfer patients 2 11 
Deliver I collect specimens 5 8 
Deliver collect charts 4 9 
Distribute feeds 10 3 
Collecting empty bottles 7 6 
Washing empty bottles 8 5 
Leave bottles ready for collection 4 9 
Answering queries 2 11 
Answering visitors questions 2 11 
Directing visitors 3 10 
Request visitors leave ward 1 12 
Tidy ward 4 9 
Answer phone 8 5 
Take phone messages 1 12 
Pass on messages to patients 2 11 
Collect thermometers 1 12 
Clean thermometers 1 12 
Clean beds 2 11 
Make beds 13 -
Making appointments 3 10 
Discharge patients on computer 4 9 
Ordering stores 8 5 
Putting stores away I stock up 10 3 
Washing beds 7 6 
Reordering stores 1 12 
Borrowing stores form others 1 12 
Clerical work 6 7 
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Filling 4 9 

Make out lists BCGs 4 9 
Check stores I stock 3 10 
Stocking up nursery 2 11 
Collecting discharge charts 1 12 
Make up baby trays 2 11 
Locating I identify patients whereabouts 1 12 
Ordering from pharmacy 1 12 
Stock up linen trays 6 7 
Cleaning instruments I equipment/ incubators 2 11 
Transfer I escort patients to front door/ other departments 5 8 
Delivery forms to other departments 3 10 
Milk rounds 1 12 
Giving out bottles of milk 1 12 
Stripping beds 1 12 
Cleaning bed linens 1 12 
Strip beds 1 12 
Computer work 1 12 
Changing bed spaces 1 12 
Moving furniture 1 12 
Bathing/ assisting with showers 1 12 
Move equipment 1 12 

D NICU Non-midwifery Duties 

Yes No 
Stocking up supply areas 12 7 
Ordering stock 15 4 
Rearranging position of incubators 7 12 
Moving equipment 14 5 
Answer the phone 15 4 
Taking lab results overphone 1 18 
Arranging transfer of babies to Pead Unit 3 16 
Arranging transfer of babies to other hospitals 1 18 
Setting up equipment 2 17 
Organising supply of equipment for admissions 2 17 
Answering door bells 4 15 
Collecting packs ofblood I pallets from lab 7 12 
Clean pieces of equipment 9 10 
Bring blood to labs 3 16 
Stock up incubators 9 10 
Stock up of trolleys I cupboards 5 14 
Empty linen baskets 1 18 
Empty bins 3 16 
Empty feeding bottles 6 13 
Make up mouthwash I Milton 5 14 
Filling lab forms 2 17 
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Tidying store room 1 18 
Move babies 1 18 
Make appointments 2 17 
Order taxis I ambulances 3 16 
Move furniture 5 14 
Telephone for x-rays 1 18 
Telephone for blood top ups 1 18 
Telephone for blood results 1 18 
Telephone bio-med. engineer for equipment 1 18 
Try to obtain stores not supplied 1 18 
Bring specimens to lab 5 14 
Make up IV fluids and work out percentages 1 18 
Make up trouble shooting equipment 2 17 
Empt)' laundry 1 18 
Have emptybottles ready for collection 3 16 
Unpack stores 1 18 
Ensure doctor sees and signs lab results 1 18 
Check of tests have been ordered 1 18 
Check if results obtained for patients 1 18 
Make up equipment 6 13 
Take calls for doctors 1 18 
Make various phone calls (i.e. porter) 1 18 
Assess computer information 2 17 
Compile weekly off duty rotas 1 18 
Clean up I before I after emergencies 1 18 
Cleaning up patients areas 2 17 
Review equipment 3 16 
Clean trolleys in use 3 16 
Collect empty bottles 4 15 
Empty IV fluids 3 16 
Replace sharps bins 2 17 
Set up admission beds 2 17 
Deal with faulty equipment 2 17 
Tidy equipment 2 17 
Go to lab delivery 3 16 
Do pharmacy 1 18 
Change incubators and monitors 2 17 
Repair equipment 1 18 
Take messages for doctors I porters 1 18 
Sorting equipment 1 18 
Chasing equipment 1 18 
Tidying and sorting book presses 1 18 
Stock up feeds 1 18 
Deliver Matrons Report to Office every Monday morning 1 18 
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E 'Top Floor' Non-midwifery Duties 

Yes No 
Making beds 10 -
Washing beds 3 7 
Cleaning beds 2 8 
Stock up linen trolleys 1 9 
Take Blood 1 9 
Filing lab reports 8 2 
Inform patients of mass times 1 9 
Make out Holy Communion lists 1 9 
Computer work 5 5 
Check patients movements at admission 1 9 
Discharge patients on computer 2 8 
Ordering stores 3 7 
Clean surgery 1 9 
Move I lift furniture 7 3 
Attempt to make room in the wards 3 7 
Answer phone 9 1 
Direct visitors 3 7 
Give out formula feeds 2 8 
Collect empty bottles 1 9 
Transfer patients 6 4 
Clerical work 1 9 
Carry patients luggage I flowers 4 6 
Get vases 3 7 
Get glasses 1 9 
Get water 1 9 
Clear visitors 5 5 
Tidying 2 8 
Stocking up on feeds 1 9 
Answering queries i.e. payment 2 8 
Empty formula bottles 1 9 
Arrange flowers 1 9 
Giving out appropriate numbers on phone 1 9 
Making paediatric appointments 3 7 
Making out the unit forpatients 1 9 
Putting stores away 1 9 
Carrying babies to and from nursery 1 9 
Carry babies to front door 3 7 
Giving out directions to visitors 1 9 
Giving out direction to flower companies 1 9 
Change Milton 2 8 
Socking up formula 2 8 
Stocking up trolleys for baby care 3 7 
Empty patients luggage 1 9 
Packing I storing patients clothes 1 9 
Locating patients for phone calls 1 9 
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Ensure atients call in at accounts 1 9 
Stockin u shelves 1 9 
Collectin charts 1 9 
Bring babies to x-ray 1 9 
Bottle feed rounds 1 9 
Deliver lab re orts 2 8 
De live 2 8 
Stock u incubators 1 9 
Makeu strident 1 9 

baby trays 1 9 
Make tea and toast 1 9 

1 9 
1 9 

F Outpatients' Department Non-midwifery Duties 

Yes No 

Filling lab reports 5 1 
Transport specimens to lab 1 5 
Collect charts 3 3 
Stock up stationary 2 4 
Filling out lab request for others 3 3 
Answering phones 4 2 
Re-directing calls 2 4 
Getting lab results from computer for others 1 5 
Directing patients in queues 3 3 
Making phone calls 1 5 
Collecting store requirements 1 5 
Stock up equipment 2 4 
Ordering stores 4 2 
Tracing charts for lab reports 3 3 
Tracing charts from other departments 1 5 
Setting up trolleys for clinics 1 5 
Writing lab results in charts 1 5 
Putting away stores 1 5 
Make appointments 1 5 
Tidying after clinics 1 5 
Distribute charts around hospital 2 4 
Cleaning trolleys 3 3 
Phlebotomy services 1 5 
Setting up clinics 1 5 
Stocking up 1 5 
Contact doctors to attend clinics 1 5 
Making tea for clients 1 5 
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G Deliverv Suite- Non-midwiferv Duties 
Yes No 

Delivering messages to patients 1 27 
Putting away stores I pharmacy 2 26 
Directing visitors 4 24 
Computer work 8 20 
Answering phones 25 3 
Directing visitors I others 7 21 
Dealing with queries 5 23 
Dealing with unauthorised visitors 5 23 
Dealing with relatives 11 17 
Stocking rooms 6 22 
Admitting patients 2 26 
Bed baths 11 17 
Cleaning spillage's 9 19 
Locate equipment 1 27 
Make tea and toast 11 17 
Filling 5 23 
Collecting patients from reception area 10 18 
Transferring patients I escort duties 16 12 
Tidying 2 26 
Putting mother on trolleys 6 22 
Updating bed states 1 27 
Ordering 2 26 
Putting baby in cots 2 26 
Lifting patients 4 24 
Bed making 8 20 
Pushing trolleys/ wheelchairs 7 21 
Stocking up 13 15 
Filling in overtime sheets 4 24 
Cleaning rooms I baths 7 21 
Cleaning equipment 4 24 
Locating/ collect patient charts 23 5 
Unloading I bagging instruments 3 25 
Washing up 1 27 
Washing instruments I packing 18 10 
Making out doctor on call lists 5 23 
Empty bins 2 26 
Preparing delivery packs 1 27 
Maintaining equipment 2 26 
Setting up equipment I forms 1 27 
Ensuring equipment I stock is in the room 4 24 
Transporting specimens to lab 4 24 
Moving patients luggage I unpacking 2 26 
Writing out lab forms 1 27 
Booking beds 1 27 
M <ake a bed list 1 27 
Damp dusting 1 27 
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H Paediatric Unit Non-midwifery Duties 

Yes No 
Answering the phone 11 3 
Answering the door bell 12 2 
Stocking up i.e. babies cots 7 7 
Putting away stores 7 7 
Make up medication 1 13 
Taking blood 2 12 
Computer work 4 10 
Clerical duties 2 12 
Filling 5 9 
Cleaning the ward 1 13 
Stocking up equipment 2 12 
Moving equipment 6 8 
Putting by lab slips 1 13 
Showing parents I mothers room. Canteen I map of hospital etc 1 13 
Admissions on computer work 4 10 
Discharges on computer 4 10 
Making up overhead lights 3 11 
Making tea and toast 6 8 
Undertake special cleaning 1 13 
Orientation of household staff 2 12 
Moving furniture 1 13 
Cleaning rooms 1 13 
Pack equipment for CSSD 1 13 
Check maintenance of equipment 2 12 
Stocking up cubicles 3 11 
Clearing out cubicles 1 13 
Escorting patients to the front door 1 13 
Clean equipment 1 13 
Ordering 1 13 
Change Milton ISterolizer 1 13 
Make appointments 1 13 
Stock up blood trays 3 11 
Drugs round 1 13 
Place feeding charts in babies charts 1 13 
Nursing round 1 13 
Accompany mothers back to wards 1 13 
Getting appropriate baby clothes prior to bathing baby 3 11 
Stock up feeds 3 11 
Identify the appropriate feed for babies 1 13 
Make up mouthwashes 1 13 
Put mouthwashes into rooms 1 13 
Bring babies to NICU ultra sound 1 13 
Return babies to mothers 1 13 
Bring babies to x-rays 2 12 
Make up feeds 1 13 
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Give out jugs for heating bottles 1 13 
Washing bottles 2 12 
Changing jugs 1 13 
Empty sin bin 1 13 
Empty waste bins 1 13 
Empty laundry bins 1 13 
Carry heavy baby cots 1 13 
Ring pharmacy in parents area 1 13 
Photocopy vaccinations forms for parents 1 13 
Filling kettles boiler 1 13 
Place empty bottles in lifts 1 13 
Fix equipment 1 13 
Collect charts from outpatients 1 13 
Mop floors in delivery suite 1 13 
Transfer patients on trolleys 1 13 

I Theatre Non-midwiff!D'_ Duties 
Yes No 

Cleaning theatre between cases 6 1 
Putting stores away 7 -
Ordering 2 5 
Answering phones 7 -
Washing instruments 7 -
Weekend cleaning (i.e. fridge) 5 2 
Position patient on table 6 1 
Answer bleeps 6 1 
Cleaning 1 6 
Putting away pharmacy 4 3 
Making stores list 2 5 
Sorting out stores room 1 6 
Cleaning coffee room 5 2 
Pushing trolleys 4 3 
Lifting patients 6 1 
Organising staff to assist 3 4 
Moving trolleys 2 5 
Cleaning store rooms 3 4 
Dry instruments 3 4 
Cleaning trolleys 3 4 
Assisting doctors 3 4 
Putting away CSSD 2 5 
Cleaning floors 1 6 
Empty pharmacy boxes 1 6 
Cleaning labour ward Th3 2 5 
Organise scrub suites 1 6 
Organise store room 1 6 
Defrosting drug fridge 1 6 
Organises pharmacy when short fall 1 6 

:,, 
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J Other Midwifery Services Non-midwifery Duties 

Yes No 
Answering phones 5 2 
Ordering 4 3 
Stock taking 4 3 
Empty wastage 1 6 
Stock taking on wards 1 6 
Taking blood to labs 1 6 
Locating charts 2 5 
Making apgointments 3 4 
Making phone calls to i.e. Kitchen 1 6 
Bed washing 1 6 
Bed making 2 5 
Making up charts 1 6 
Filling in reports 2 5 
Transfer patients 1 6 
Greeting patients 1 6 
Directing patients 1 6 
Checking stores 1 6 
Cleaning unit 1 6 
Cleaning trolleys I shelves 1 6 
Doing duty rotas 1 6 
Bring and collect specimens I reports 3 4 
Supervising cleaning of clinic 1 6 
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APPENDIX EIGHT 

Strategies to Reduce Staff Turnover 
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Staff Strategies to Reduce Turnover 

First Strategy 

Strategy Number of Number of Total 
Midwives Students 

Reduction of working week 2 2 
Flexibility with off duty 7 12 19 
Appreciation and Respect 3 2 6 
Better working conditions I I 
Flexibility hours 12 16 29 
Reduce relief 14 2 I6 
Human Approach from management 4 4 
Increase staff numbers 15 8 23 
Support staff 2 3 5 
Provide creche facilities 1 I 
Flexibility to job share go part time 3 3 
Relationship with administration staff 3 3 
Listen to staff areas of interest 8 1 9 
Self rostering system 2 2 
Reduce night duty I 1 
Increase nurses aids 2 1 3 
Need a new NICU 1 1 
Staff appraisal and management development 1 1 
Reward when quite -leave early 1 1 
Increase pay perks 2 1 3 
Set up manpower recruitment/ retention 1 1 
committee 
Education programmes 2 2 
Induction programme 1 1 
Ward placement 1 2 3 
Increase time to train students 1 1 
Clear role for staff 1 1 
Acknowledge students qualifications 3 3 
Democratic Management 2 2 
Staff approachable 1 1 
Provide permanent contracts 1 I 
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Second Strategy 

Strategy Number of Number of Total 
Midwives Students 

Provide support services 3 3 

Change wards when required 8 1 9 

Reduce number of beds 1 1 

Increase time with patients 1 1 

Increase off duty 3 6 9 

Encouragement, respect from nursing 7 7 14 

administration staff 
Stop moving midwives around hospital 9 9 

Training orientation 7 7 

Bonus incentives 3 3 

Give leave of absence 2 2 

Improve relationship with nursing 3 2 5 

administrations 
Give time in lieu 1 1 

Increase staff 4 5 9 

Decrease relief 1 2 3 

Creche facilities 2 2 

Decrease workload 1 3 4 

Offer permanent jobs to staff 1 1 

Increase working_ conditions 1 1 2 

Increase staff morale 3 1 4 

Increase roistering 4 1 5 

Increase communication staff management 6 6 

Give choice for area of work 1 1 2 

Develop midwife charter 1 1 

Increase dependency levels I 1 

Increase support staff 1 1 

Pool midwives to train 1 1 

Flexible hours 1 10 I1 

Increase responsibility and accountability 1 1 

Treat students as individuals 1 2 3 

Placement on wards 4 4 

Working atmosphere 1 1 

Permanent contacts 1 1 

Decrease workloads 1 1 

Study days 1 I 

Increase working conditions 1 1 

Give choice when taking holidays 1 1 

Decrease bullying 1 1 

Re- educate staff 1 1 

Orientation period 2 2 
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Third Strategy 

Strategy Number of Number of Total 
Midwives Students 

Reduce stress 1 1 
RelationshijJ with administration staff 2 2 4 
Time in lieu 1 I .. 

Fair ward rotation 2 2 
Increase staff 2 4 6 
Flexibility hours 3 7 10 
Decrease relief 3 I 4 
Listen to staff requests 5 2 7 
Increase pay for specialised areas 1 1 
Decrease night duty 5 1 6 
Give departments autonomy I 1 
Human approach not numbers 3 3 
Praise encouragement 7 3 10 
Nepotism views 2 2 
Acknowledge workload 3 3 
Incentives approach 3 3 
Increase overtime 1 1 Equality for job sharers I 1 
Improved working environment 1 1 Management I stress courses 1 1 
Decrease non nursing duties 1 2 3 Increase communication 1 1 
Introduction of assistants 2 2 Senior staff to spend time in clinical areas 2 2 Staff education 2 2 Ward placement 1 4 5 Creche facilities 1 1 2 
Make nurses permanent quicker 1 1 
Better management structure I 1 Increase morale 1 1 
Orientation 3 3 Decrease workload 1 1 
Research based practice 1 1 Staff changeovers required 1 1 Clear ward policies 1 1 
Chan_ge atmosphere 1 1 
Increase standards of care I 1 
Increase responsibility for students 2 2 
Acknowledge student opinions 1 1 
Give study leave 1 1 
Increase pay 1 1 
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APPENDIX NINE 

Existing Job Descriptions for Orderlies 
and Domestic Staff in Rotunda 
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Title: 

Reports to: 

Role Summary: 

Rotunda Hospital 

Job Description 

Household Staff- Orderly. 

a. Household Services Manager 
b. Sister-in-Charge in respect of daily duties 

To assist as required in the delivery of a household service to the 
Hospital, ensuring the highest possible standards of cleanliness and 
hygiene and compliance with Hospital Health and Safety Policy 
and Procedures 

Principle Duties and Responsibilities 

1. Undertake daily assignments as allocated by the Household Services Manager. 

2. Provide a routine household service to include cleaning, dusting, bin 
removal/emptying including soiled linen skip, restocking of supplies (linen, paper 
towels, soaps etc). 

3. Provide specialist duties in accordance with any local requirements and 
specifications. 

4. Undertake catering duties to include preparation of trays and tables, serving of meals, 
after meal clear up and maintenance of patient water crofts. 

5. Other duties appropriate to the post that may be assigned from time to time. 

NOTE 
These duties and responsibilities are a reflection of the present service requirements 
and may be subject to review and amendment to meet the changing needs of the 
Hospital. 

J~h November 1997. 
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Job Specification 

Theatre Orderly 

A. DAILY ROUTINE 

Daily 8.00 a.m. - 4.30 p.m. 

I. Empty linen skip- dirty towels. 

2. Collect kitchen stores 

3. Restock all sterile sets from CSSD in correct place. 

4. Help with rinsing laparoscopy sets, suture and blade removed by surgeon or Midwife. 
All other sets rinsed by Midwives in cold water at table and sent straight to C.S.S.D. 

5. Clean all shelving throughout theatres including anaesthetic rooms, storerooms, 
recovery and keep same tidy. 

6. Dust light in Recovery, tops of monitors, bumper rail trolley, shelving, also bumper 
rail in reception area. 

7. Restock daily supplies of gowns, gloves and packs, hand towel holders throughout 
theatre area 

8. Restock aprons in scrub-up area. 

9. Refill hibiscrub containers throughout theatre area; clean same when required after 
checking with Sister or Midwife-in-charge. 

10. Restock all blankets, towels and patient gowns on shelf. 

11. Clean kitchen once daily. Keep microwave and presses in kitchen clean. 

12. Clean solution cabinets and autoclave inside and outside. 

13. Clean female spare clogs. 

14. When one theatre is finished early clean same, all furniture with includes table, 
trolleys, lights, swab rack, window skills, stools, anaesthetic chair, bowel and drip 
stands, kickabout holders, and spot clean walls to arm level. Clean sink in scrub-up 
area, shelf and spot clean walls to arm level 
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15. Clean hot cabinet inside/outside. 

16. Clean vents at ground level. 

B. WEEKLY ROUTINE 

I. Defrost fridge once weekly and clean. 

2. Put away all surgical and domestic stores after checking same with Sister or Midwifein-charge. 

NOTE 
This specification is a reflection of the current service requirements. Other duties that may be deemed necessary within the area may be assigned from time to time and the specification may be subject to review and amendment in conjunction with staff to meet the changing needs of the Hospital. 

13th November 1997. 
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DELIVERY SUITE 

Duty of Ward Orderly September 1997. 

1. After delivery of baby has taken place. 
Prepare and serve tea, toast and cold drinks. Help transfer mother and baby to ward. 

2. Cleaning. 
Wash obstetrical couch, paying particular attention under cushions, base and wheels. 
Place plastic sheet on bed covering cushion join. Remake with fresh linen. Check 
other furniture and walls for contamination. Clean baby cot base, monitors, leads, 
change straps and places used straps to soak prior to washing. 

3. Mop Floor (excessive blood spillage will be cleaned by nursing staff using granules 
and paper towels). 

4. Change Sharp/ Safe Bins and rubbish bags as requested 

5. Hibiscrub Dispensers. 
Replace with clean bottle and plunger. Wash used bottle and plunger and refill. 

6. Resuscitare. 
Wash down daily with soap and water. Clean sides, cushions tubing and masks with 
alcohol wipes after use. 

7. Entenox tubing and masks. 
Masks should be washed in soap and water, and wiped with alcohol wipes following 
use. 

8. Baby Suction. 
Change receptalliners and suction tubing as required. Wash masks. Wipe masks and 
oxygen reservoirs with alcohol wipes. 

9. Thermometer Holder. 
Wash and dry. Wipe thermometer with alcohol wipes. 

10. Cupboards in Delivery Rooms. 
Should be cleaned weekly. 

11. Restock rooms. 
All equipment except drugs. 

12. Annexe. 
Clean lockers, bed tables, and beds. General dusting. Help make beds if necessary. 
Serve meals and cold drinks. Empty bins. 
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13. Toilets. 
Clean wash-hand basin and showers. Empty bins. 

14. Rest Room. 
General dusting. Empty bins. 

15. Office and Nursing Station. 
General dusting empty bins. 

16. Sluice. 
Clean sinks, door of fridge and bedpan washer daily, check at regular intervals. 
Empty linen skips and change rubbish bags. 

17. Linen store I CSSD Store. 
Keep clean and tidy. 

18. Theatre. 
Damp dust all surfaces daily with a disinfectant agent. 

Additional Duties 
Orderly strips and cleans couch only after patient is transferred to ward. Midwives 
change and nag linen after delivery having washed patient. 

Orderly remakes couch following cleaning. Delivery pack, epidural pack, V.E pack, 
suture sets are placed on trolleys unopened. 

Hot cabinet packed and kept topped up. 

Theatre surfaces cleaned with disinfectant and must include all surfaces. 

Checking and putting away stores 

Orderlies have always helped to make up beds. 

Blood to laboratory in emergencies. 

Washing suction tubing for baby suction is par of general cleaning of equipment C.S.S.D. 
packs are handled and general stores are put away in cupboards by orderly. 

Restocking annexe with linen, gloves, V.E. packs LV solutions in cupboards. 

Night orderly sometimes washes patients and mops floors in absence of domestic help. 

Special cleaning of delivery room following "High Ris~' patients. 

Undertaking any other duties, which will be deemed necessary from time to time. 
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Orderlies Duties (Delivery Suite) September 1997 

Clean sinks. 

Fill hand towels, soap and betadine containers. 

Make beds. 

Make tea and toast for delivered patients. 

Give meals to patients not in established labour. 

Clean rooms after delivery, i.e. floor, walls, beds- Floor clean by domestic when on 
duty. 

Empty bins and linen skip. 

Clean sluice. 

Clean fridge for placentas. 

Transfer patients. 

Dust annexe, office etc. 

Restock presses after deliveries. 

Put away linen and nurses stores. 

Bring report to Matron's Office. 

Bring admission skips to reception. 

Clean kitchen presses. 

Refill slat, pepper and sugar bowls. 

Wash teapots. 

Bring baby to Mortuary. 

Collect charts from Chart Room - only at night. 

Give patients drinking water- in Annexe. 
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Wash theatre boots. 

Wash hand basin and showers in male and female changing rooms. 

Wash bath and hand basin in first stage room. 
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Duties of Domestics (Full Time and Part Time Duties) 

Delivery Rooms 1-9 
Dust, mop floor. Scrub and buff. Do not use vacuum. Daily. 

Patient and Staff W.C's 
Scrub floors. Wash W.C's. Clean all tiled area. Daily. 

Office, Rest Room. 
Hoover/ scrub floors. Spot check walls for splash marks. Daily. 

Corridors 
Scrub floors and buff daily. Check walls for splash marks. 

Sluice Room. 
Wash all walls etc to hand height. Wash floors. 

Linen Room. 
Scrub floors. 

C.S.S.D. Room 
Scrub floors daily. 

Theatre Delivery Room 
Scrub floor. Spot check for splashes on walls etc. Daily. 

Staircases 
Wash/Scrub daily. Dust ledges. 

Kitchen 
Wash delph. Wash all utensils. Wash floors daily. 
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Title: 

Reports to: 

Role Summary: 

Rotunda Hospital 

Job Description 

Household Staff- Domestic. 

a. Household Services Manager 
b. Sister-in-Charge in respect of daily duties 

To assist as required in the delivery of a household service to the 
Hospital, ensuring the highest possible standards of cleanliness and 
hygiene and compliance with Hospital Health and Safety Policy 
and Procedures. 

Principle Duties and Responsibilities 

I. Undertake daily assignments as allocated by the Household Services Manager. 

2. Provide a routine household service to include cleaning, vacuuming, dusting, bin 
removal/emptying, buffing, washing-up etc. in accordance with local ward 
requirements and specifications. 

3. Undertake specialist duties in accordance with any local requirements and 
specifications. 

4. Other duties appropriate to the post that may be assigned from time to time. 

NOTE 
These duties and responsibilities are a reflection of the present service requirements 
and may be subject to review and amendment to meet the changing needs of the 
Hospital. 

l~h November 1997. 
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Job Specification 

N.I.C.U. 
Full Time Domestic 

A. Daily Routine 

1. Sweep out Green Room. 

2. Empty all rubbish bags and place outside. 

3. Empty laundry bags. 

4. Grocery List to kitchen. 

5. Quick clean to kitchen. 

6. Clean out Parents Room. 

TEA BREAK 

7. Wash all sinks. 

8. Wash all sinks in Unit. 

9. Hoover all of Unit. 

1 0. Empty laundry bags. 

DINNER BREAK 

11. Wash out Green Room. 

12. Empty rubbish bags 

13. Wash out Grey Room. 

14. Put all Laundry Away. 

15. Damp dust all window ledges. 

16. Wash all rooms a rear of Unit, also corridor. 

17. Give kitchen a full cleaning. 
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18. Wash equipment Room (dirty kitchen). 

19. Deliver requisition for stores. 

20. When sharps box are full, label and provide a replacement box. 

21 . If necessary deliver and collect goods from stores, C.S.S.D., laboratory or any other 
area within the hospital. 

22. Stock up linen, pampers, paper towels, and linen press tidy. 

23. Clean rooms (2) in medical residence weekly. 

24. Wash and clean toilets and shower rooms. 

25. All buckets and mops are to be cleaned with detergent. 

26. They are to be stored away upside down to air. 

27. Drinks machine- a good cleaning. 

B. WEEKLY ROUTINE 

Monday: Wash all tables and chairs 

Tuesday: Wash all bins, also brasso doors. 

Wednesday: Wash around blood gas machine. 

Thursday: Wash Tiles in shower, also curtains and mats. 

Saturday: Defrost refrigerators. 

Put Hibitane containers in Milton for one hour, then wash. 

13th November 1997 
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C. SPECIAL PROCEDURES FOR PREVENTION OF INFECTION. 

Midwife will inform staff when special cleaning is required. 

Plastic aprons and gloves used then discard. 

Bleach is for blood spillage's. Leave steeping for five minutes, then wash away as per 
usual. Wash floor with special bucket and mop for infected. 

Dirty linen to be put into orange bags then labeled by person who closes bag (Midwife). 

Rubbish is put into yellow/black bags and labeled. 

Damp dust with Kloor-Kleen solution shelves and ledges by using paper towels. Wipe 
handles on both sides. 

Clean bowels are used for above cleaning. 

Bowels are then returned to C.S.S.D. for sterilizing. 

Wash floors with special bucket and mop for infected areas only. 

All buckets and mops are to be Cleaned with detergent and stored upside down. 

No Hoovers or buffers to be used in infected areas. 

Cleaning of infected areas is done after remaining of Unit has been cleaned. 

The Midwife will give instruction on when infected infant is discharged or infection has 
been cleared up, all the baby" items must be discarded. 

NOTE 
This specification is a reflection of the current service requirements. Other duties that 
may be deemed necessary within the area may be assigned from time to time and the 
specification may be subject to review and amendment in conjunction with staff to meet 
the changing needs of the Hospital. 

13th November 1997 
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Job Specification 

N.I.C.U. 
Part Time Domestic 

A. DAILY ROUTINE 

1. Disinfecting of Equipment (Appendix 1) 
All equipment must be washed with soap, e.g. washing up liquid and water first. 

2. Special Cleaning and Disinfecting of Infected Equipment 
Midwife will inform staff when special cleaning is required. 

3. Blood Spillage (Prevention oflnfection) 

4. Prepare sterile packs (Appendix 2) 

1-3 above will be checked and supervised by Midwife. 

NOTE 
This specification is a reflection of the current service requirements. Other duties that 
may be deemed necessary within the area may be assigned from time to time and the 
specification may be subject to review and amendment in conjunction with staff to meet 
the changing needs of the Hospital. 

December 1997 
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Job Specification 

N.I.C.U. 
Part Time Domestic 

Appendix 1 

EQUIPMENT 

Wash and clean the following as per Daily Routine A: 

I. Incubators 
2. Cots and mattresses 
3. Trolleys 
4. Cardiac Monitors 
5. Oxygen saturation monitors 
6. Stethoscopes 
7. Blood pressure monitors 
8. Thermometers 
9. Leads from all the above mentioned monitors 
I 0. I. V stands 
II. Oxygen analysers 
12. Apnoea monitors 
I3. Pumps 
I4. TcP02 monitors 
15. Oxygen hoods 
I6. Heat shields 
I7. B.P. cuffs and cord clamp cutters 
18. Humidifiers 
I9. Ambu-bags and reservoirs 
20. Infusion pumps 
2I. Biliblankets 
22. Open tables 

Collection of basin and packs, and left ready for collection by C.S.S.D. 

General care of equipment room. 
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Job Specification 

N.I.C.U. 
Part Time Domestic. 

Appendix 2. 

Chest Drain Sterile Pack I 

Long Line Sterile Pack 2. 

Completed Pack 

Long Line Sterile Pack 1. 

Admission Pack 

Umbilical Arterial Sterile Pack I 

Umbilical Arterial Sterile Pack 2 

December 1997 
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Job Specification 

Pediatric Unit 
Full Time I Part Time Domestic 

A. DAILY ROUTINE 

1. 
There are 24 cubicles in the P.U. consisting of8 cubicles on A Wing, 8 cubicles on B 
Wing and 8 cubicles on the Private Wing. All cubicles are cleaned individually. 
Cleaning consists of washing all surfaces, trolleys, chairs taps, hand basins, and any 
monitors that are in use in the room with Kloor-Kleen Solution. Also use disposable 
towels for cleaning and drying. 

Disinfection of Equipment (see Appendix) 
All equipment must be washed with soap e.g. washing up liquid and water first. 

2. Special cleaning and Disinfection oflnfected Equipment 
Midwife will inform staff when special cleaning is required. 

On a patients discharge all furniture are labeled individual for specific cleaning. They are 
then cleaned according to instruction. They are then left to air for 24 hours before being 
re-used. Clean the windows, door handles, hand basins, and floor of vacant room is 
washed and then left for 48 hours before being used. Wails washed by porters. 

A separate mop is also used to wash the floors in these cubicles. All buckets and mops 
are to be cleaning with detergent and stored upside down. 

Linen 
All cubicles have separate bags for soiled linen, which is labeled before being sent to the 
laundry, and all waste form A wing is put in yellow bags for disposal. 

141
h November 1997 
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OTHERS AREAS CLEANED 

Mothers sitting room. 

The Milk Room- where foods are stored. 

Eye examination room. 

Pink Room. 

2 locker rooms. 

Toilets 4. 

Staff kitchen. 

Equipment Room. 

I.C.U. room. 

All corridors upstairs. 

Laundry collected and bags replaced. 

Baby laundry- sent separate from other (two different laundries). 

Refuse bags changed and all bags labeled and dated. 

B. WEEKLY ROUTINE 

H.A.R.I. Laboratory- cleaned. 

14th November 1997 
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PROCEDURE FOR CLEANING EQUIPMENT 

1. Disinfection of Equipment (Appendix 1) 
All equipment must be washed with soap, e.g. washing up liquid and water first. 

2. Special cleaning and disinfection of infected equipment. 
Midwife will inform staffwhen special cleaning is required. 

APPENDIX 

Incubators Apnoea Monitors LV Stands 
Cots Pumps Bili Blankets 
Trolleys TcP02 Monitors Oxygen Analysers 
Oxygen Saturation Stethoscopes VI and Lights 
Monitors 
Blood Pressure Monitors Humidifiers Suction Machines 
Thermometers Infusion Pumps Open Tables 
Cardiac Monitors Oxygen Hoods 

Leads from all the above monitors. 

NOTE 
This specification is a reflection of the current service requirements. Other duties that 
may be deemed necessary within the area may be assigned from time to time and the 
specification may be subject to review and amendment in conjunction with staff to meet 
the changing needs of the Hospital. 

14th November 1997 
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Job Specification 

Theatre 
Part Time Domestic 

Monday- Friday 6.00 p.m. - 9.00 p.m. 3 hours Saturday 

The following areas are to be cleaned: 

Scrub up Area 
Windows sills, shelves x2, sink and walls to arm level. 

Theatres 
All furniture, tables, trolleys, lights, window sills, stools, anaesthetic chairs, drip stands, 
bowel stands, kickabout stands, drip stands, swap rack, and spot clean walls to arm level. 

Clean Room 
All surfaces and sinks 

Anaesthetic Rooms 
All surfaces and sinks 

Dirty Room . 
All surfaces sink sluice and spot clean to arm level. 

Recovery Rooms 
Surfaces, sink and desk bumper rail, lights, and spot clean to arm level. 

Reception Area 
All surfaces, glass and bumper rail, and spot clean to arm level. 

Sister's Office 
All surfaces, sink, and Hoover floor and clean glass. 

Nurses Station 
All surfaces. 

Doctors Office 
All surfaces, windowsills, sink, and floor. 

Coffee Rooms 
Floors 
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Utility Room 
Trolley, windowsill, bucket and mop, black bag receptal. 

Blinds 
Spot clean daily, removed three times yearly for full cleaning with staticlere. 

NOTE 
This specification is a reflection of the current service requirements. Other duties that 
may be deemed necessary within the area may be assigned from time to time and the 
specification may be subject to review and amendment in conjunction with staff to meet 
the changing needs of the Hospital. 

December 1997 
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APPENDIX TEN 

Draft Job Description 

Midwifery Assistant 
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Job Title: 

Accountable to: 

Job Summary: 

ROTUNDA HOSPITAL 

DRAFT JOB DESCRIPTION 

MIDWIFERY ASSISTANT 

Ward Sister 

The midwifery Assistant is part of the ward/ department team, 
carrying out assigned activities, which will assist in the 
efficient running of the ward. This will be done under the 
supervision of a registered midwife. 

Main responsibilities: 

1. To carry out all activities required as directed by the midwife in charge as 
appropriate to the post. 

2. To contribute to the well being of the patients and their families 
3. To ensure maintenance of good relationships, communication and team work with 

all disclipines. 
4. Develop good interpersonal relationships with patients/relatives and other 

members of the multidisciplinary team. 
5. To be aware of the responsibility of all employees and maintain a safe and healthy 

environment for patients and staff. Promote a safe environment by minimising 
environmental hazards e.g. safe disposal of spillages and 'sharps'. 

6. To adhere to the policies and procedures of the hospital at all times. 
7. To be responsible for material and equipment directed by the sister in charge. 

Key Activities 

1. Patient related indirect care 
• To greet and welcome patients and visitors to the ward and ensure they are 

looked after appropriately. 
• Keep patients' charts tidy and file reports as requested 
• Collect charts, notes and x-rays on patient's discharge and dispatch 

accordingly 
• Obtain notes and x-rays from medical records particularly out ofhours 
• When relatives make enquiries regarding patient's condition, direct them at all 

times to Ward/ Manager/ Nurse in charge 
• Display courtesy and sensitivity to patients, relatives and visitors to the ward 

at all times 

2. Patient cares activities 
• Supervising patients in toilet and bathroom 
• Assist with bed-making and escorting patients to bath and toilet 
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• Positioning patients with minimal restrictions in general mobility • Use of safe handling I lifting techniques 
• Transporting I escorting patients within, and sometimes outside of the hospital in certain circumstances which does not require a professional escort. • Accompanying patients for x-rays and scans in certain circumstances which does not require a professional escort 
• Psychological support to patients, relaying messages to appropriate staff. • Refers all patient enquiries to nurse in charge. 
• Ensure that professional advice is obtained in carrying out all duties • Communication with other disclipines about patient care as requested by a qualified nurse. 

3. Key ward activities 
• Answering telephone/ call bells 
• Relaying messages as directed by Sister/ Charge Nurse • Assist the ward sisters in ordering stationery and stores • Re-stock shelves 
• Attending meetings as appropriate 
• Care of plants and flowers, changing water, watering, putting into vases. • Stores handles and disposes of waste/sharps in a safe manner and place. • Checking and putting away deliveries 
• Putting away linen, checking clothing repairs, liasing with linen room. I 

• Washing tables, lockers in absence o( domestic staff 
• Cleaning spillage's including bodily fluids and report findings to midwife I nurse in charge 
• Wash instruments 
• Pack instruments sets and trays 
• Ensure the drug fridge's are clean and tidy and defrosted regularly • Check, clean and set-up specified equipment including instruments • Check sharps bins are the beginning of each shift 
• Clean trolleys after use 
• General tidying of work area, room and ward in absence of domestic staff • Pack and monitor CSSD supplies 
• Making tea , coffee and light refreshments particularly out of hours • Moving beds and ward furniture as required 
• Prepare beds and bed areas as required 
• Check and tidy utility, treatment and sluice areas 
• Transport lab specimens, blood and pharmacy requirements • Wash beds, cots and incubators as required 
• Make up beds, cots and incubators as required 
• Wash beds on patients discharge 
• Prepare bed area and make up beds in readiness for admissions • Take care of patients' flowers and luggage 
• Adhere to hospital policies in relation to: 

a) care of patients property 
b) confidentiality 
c) reporting of accidents/ incidents involving patients , visitors of staff d) health and safety at work policy 
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e) fire prevention 
f) reporting of sick leave/absenteeism 
g) control of infection 

PERSONNEL SPECIFICATION 

MIDWIFERY ASSIST ANT 

Essential Requirements: 

Experience in a health care environment for at least 6 months within the last 
three years. 

Good health record. 

NOTE: 

This job description will be subject to review in the light of changing circumstances 
and may include any other duties and responsibilities as may be determined by 
Hospital management from time to time as appropriate to the post. 

The Rotunda Hospital is committed to the provision and development of quality 
assured, responsive and accessible services delivered by skilled staff in such a manner 
that those cared for are afforded the utmost respect and dignity at all times. 

Under the Health and Safety at Work legislation you are required to take all 
responsible steps while at work to ensure your own health and safety and the health 
and safety of those who may be affected by your acts or omissions at work. You will 
be required to co-operate fully with regard to the implementation of health and safety 
arrangements and you should not interfere with or misuse anything provided in the 
interests of health, safety or welfare at work. 

The work is of a highly confidential nature and disclosure of any information to any 
unauthorised person may necessitate disciplinary action. 
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APPENDIX ELEVEN 

Draft Training Programme 
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Training Booklet 

Although the training required for an assistant is based upon the tasks designated, 

analysis of other training programmes can provide a helpful insight into the content of 

such a programme in the Rotunda. Within this section, a · training programme used 

currently within one large Maternity unit in Northern Ireland will be outlined. 

Furthermore, two structured forms of vocational qualifications will be discussed with 

the possibility of formulating a standard qualification for the assistant's role. These 

are the UK National Vocational Qualifications training package (NVQ) and Irish 

National Council for Vocational Awards. Based on the these sources and on the 

responses from staff and student midwives in this study, general and core skills 

training modules are outlined. The education and training needs of the midwives 

who will supervise these assistants are also discussed. 

Training Programmes for Assistants 

A number of UK hospitals have designed their own training packages to aid the 

smooth integration of an assistant into their workplace. Although these training 

programmes have been designed with the specific hospital, role and culture in mind, 

one highly developed training programme will be reported. The programme is a 1 0-

day and a 2-day education course for health care assistants (HCA). Table 1 outlines 

the main components of the ten-day programme. This programme involves both 

classroom and ward-based training. Within this package, assistants have the 

opportunity to meet colleagues and to observe staff on the wards undertaking duties 

for which they will later be responsible. Questions, workbooks, and diaries are kept 

to allow evaluation of the programme and the testing of skills . 

204 



Table 1: Hospital Training and Education Programme 

Day One Day Two 
-

Induction: Aims and Objectives of Communication Skills Training 

Programme Meeting with Chaplains 

Philosophy of Hospital Quality of Care 

Patient as an individual Care Assistant's Role 

Communication Skills Training 

Day Three Day Four 

Confidentiality Patient Care 

Maintaining Records Importance of aseptic techniques 

Hospital policies Routine urine testing 

Aids Awareness Training 

Day Five Day Six 

Lifting and handling training Visit to wards - observation 

Evaluation session Health and Safety 

Short Question I Answer Paper Equal opportunities legislation 

Day Seven Day Eight 

Role of Occupational Health Dept Introduction to fust aid 

Infection Control Visit to wards 

Cardiopulmonary Resuscitation training 

Day Nine Day Ten 

Coping with death and bereavement Link theory to practice - Group work 

Health education Course evaluation - individual I group 

Managing stress 

Examination of work books/ diary 

This programme covers many aspects within a very short period of time and several 

of the training modules involve the direct care of the mother and baby. It is 

recommended that the assistants receive one classroom-based study day every 12 

months to update knowledge and skills. 
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Vocational Packages 

To help ensure that assistants do not work beyond their level of expertise and that 

they are competent in their role, National Vocational Qualifications (NVQs) were 

introduced throughout the UK. These are nationally recognised qualifications 

designed to ensure that individuals have the ability and skill needed for a particular 

area of work. 

National Vocational Packages 

NVQs are awards based on national standards developed by industry. These standards 

describe in detail what an individual should know and be able to do to be deemed 

competent in a role. There are five levels of NVQ. The levels reflect increasing 

complexity and responsibility in a job role (see table 2). 

Bodies (such as RSA, City & Guilds, BTEC) award NVQs through Accredited 

Centres. To become an accredited centre, rigorous criteria must be attained, which 

include having NVQ assessors who are competent in the area, and have met the 

standards of competence in order to become an assessor. 

Table 2: Five Levels ofNVQ 

Level Skill Level Academic Equivalent 

One Foundation and basic work activities No equalivent 

Two A broad range of skills and responsibilities GCSE's 

Three Complex, skilled and I or supervisory work 2 A' Levels 

Four Managerial I specialist 1st Degree 

Five Professional I senior management Post-graduate 

Achieving an NVQ 

Most health care assistants are qualified at NVQ level 1, 2 or 3. In order to be 

awarded an NVQ, a health care assistant (NVQ Candidate) has to demonstrate that 

they meet the level of competence and knowledge described by the standards. They 

do so by presenting proof (evidence) of their competence to an NVQ assessor. The 

assessor helps the candidate present evidence, and also judges that this evidence 

meets the requirements of the standards. The assessor can use a variety of different 
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types of evidence, from direct observation to examples of products from the 
candidate's day to day work (such as plans, memos, letters, reports, etc.). 

Because an assessor is usually the supervisor or a manager who is in day-to-day 
contact with the candidate, staff midwives sometimes take on this role. They develop 
a plan of action with the individual and work closely with him or her to identify 
opportunities for gathering evidence in preparation for assessment. All verifiers and 
assessors must be competent in assessing and will therefore need to hold an assessor I 
verifier award. 

There are no exams or essays; rather the candidate assembles his/her evidence into a 
file or portfolio, which is then assessed by the assessor. If successful, the portfolio 
passes through verification procedures (internally within the Centre and externally by 
the awarding body) and the candidate is awarded the NVQ. 

The standards are set by recognised employer bodies known as Lead Bodies who 
ensure that the NVQ is relevant to the needs of the service. The National Council for 
Vocational Qualifications (NCVQ) has been set up by the UK Government to monitor 
the standards set by Lead Bodies. NCVQ also monitors the Awarding Bodies and 
their Accredited Centres. 

Practice 

The Government has set a National Education and Training target which aims to have 
fifty percent of the UK workforce qualified at NVQ level three by the year 2000 
(NHS, 1994). In response The Royal College of Nursing published a position paper 
regarding NVQ's within the midwifery service. In 1995, they noted that 36,000 
assistants have achieved a level 2 or 3 award in Care (NVQ). The Royal College of 
Midwives (1995) stated that the quality of care delivery by assistants could be 
enhanced and formalised by the use of such occupational standards. Yet there is little 
evidence available regarding the use of vocational qualifications by health assistants. 
As yet, there is no statutory requirement in the UK for assistants to hold an NVQ that 
demonstrates their competence at work. 
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The actual practicalities of managing NVQ awards has been questioned. Variations 

exist within the NVQ schemes and this results in inconsistencies between the scheme 

assistants had completed previously and the work they are currently doing (Evans, 

1998). In addition, Pearce (1996) refers to a lack of evidence concerning ''the realities 

of organising their training, supervision and assessment or evaluation of the impact on 

patient care in terms of quality and cost-benefits" (36). As · a consequence he calls for 

national standards, registration and regulation of health care assistants in the UK: it 

remains unclear how this might be achieved. 

National Council for Vocational Awards (NCVA) 

This is an agency of the Department of Education and Science in the Republic of 

Ireland. It sets, monitors and certifies national standards for vocational education and 

training programmes. The NCV A works in partnership with employers, course 

providers, learners, higher education institutions and national authorities to ensure that 

its awards are: nationally and internationally recognised, quality assured and relevant 

to the needs of learners, the community and the economy. The NCVA makes awards 

at four levels within a national framework of qualifications (see table 3). 

NCVA has a range of awards that include, nursing studies, health, hygiene and safety, 

care provision and practice and communications all offered at level 2. Core modules 

for each certificate are specified by NCVA; they are designed to equip learners with 

key transferable skills. Elective modules are those chosen by course providers to 

meet local needs. 

A centre (e.g. School of Nursing, Rotunda) has to register candidates and designate a 

person to liase with the NCVA. Once accredited as a centre, the organisation must 

send a representative to a briefing seminar for new centers and undertake to send staff 

members to relevant professional development activities. External examiners are 

appointed by the NCVA to ensure adherence to national standards. 
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Table 3: NCV A Awards Framework 

Levels Modules 

National Foundation certificate Communication, 

Mathematics 

A personal skills module 

5 Elective modules 

National Vocational Certificate Level 1 Communication 

Mathematics 

A personal skills module 

Information technology 

4 Elective Modules 

National Vocational Certificate Level 2 Communications 

Work experience 

General studies 

5 Vocational Modules 

National Vocational Certificate Level 3 Core Modules 

Elective modules 

While attractive, this vocational training and education programme, like NVQ's (UK), 
requires careful management and commitment of resources. While it is a lengthy 
training programme, it does ensure that health care assistants are educated to national 
standards. 

General Training Modules 

There are specific training modules that should be provided no matter what title or 
tasks are assigned to an assistant. Generic content for training modules has been 
identified from secondary sources of data in the present study. These modules are 
aimed at equipping the midwifery assistant with an overview of the hospital policies, 
relevant legislation, and induction programme. It also educates the assistant on their 
role so they can be aware of what tasks they can and cannot undertake. 
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Table 4: General modules 

Communication: Employment conditions: 

Verbal communication skills, non- · 

verbal, written, body language, 

knowing 

appearance. 

you and personal 

Equal opportunities legislation terms 

and conditions of employment, 

salaries and wages. 

Operational hygiene, health and safety Safety, health and welfare at work 

Safe use and care of equipment · 

Aspects of personal and operational · 

hygiene (i.e. dress code) 

Fire drill 

Appreciate cultural and ethnic 

hygiene variations m relation to 

health hygiene and safety issues 

Be aware of clean, hygiene and safe 

working practices 

Social Skills and aspects of customer Induction: 

relations: 

Interpersonal skills for dealing with · 

Management and nursing structure, 

Work of different wards 

mothers, babies, colleagues and the · Assistants role in the team 

public 

Knowing your role in contributing to 

handling episodes of aggressive or 

abusive behaviour. 

Importance of team work and 

attention to detail 

Rotunda's policies Ethical Issues: 

Smoking, alcohol and nutrition, · 

sickness, disciplinary, annual leave 

Confidentiality: Contract, patient 

rights, records, staffing policy 

Introduction to Wards The assistant's role 

Visit to wards-meet with designated · 

member of staff 
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Specific Training Programme 

From the Delphi Round two (see chapter five), non-midwifery duties were identified 

that could be passed on an assistant. These shall now be discussed in terms of 

inclusion within a training programme. 

Clerical and Administration Duties 

Undertaking these clerical tasks requires a job description similar to that of a ward 

clerk - a worker already employed part time on some wards within the Rotunda. 
Table eleven on page forty-five outlines those clerical duties which staff and students 
midwives believe could be passed onto an assistant. Therefore, as well as the general 

training skills, specific skills training is essential for this role (See table 5). 

Table 5: Clerical Skills Training 

Maintaining Complaints How to make up How to locate lab 
records procedures new charts I charts 

appointments 

' 
Ward policies Patient property I How to book beds Filing and 

recording and update bed administrational 
states skills 

Answer patients Understand how to Answering phones Information 
quenes I.e., complete internal and delivering Technology 
regarding payment forms correctly messages training 
and accounts 

Ward procedures Admissions I Ethical issues: Rotunda's 
i.e., telephone for discharge Confidentiality Philosophy 
transportation procedures Contract Patient care and 

Patient rights Legislation 
Records 
Staff 
Hospital 
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Stock Duties 

Respondents stressed that certain Stock-related duties could be passed to an 

assistant. Table six outlines some of the specific skills training required for 

undertaking these duties. 

Table 6: Stock skills training. 

Maintain and Monitor and Maintain assist in the transfer 

control stock, maintain stocks of instruments and or of materials and 

equipment and materials and equipment equipment in the 

materials equipment organisation 

Procedure for Correctly store Procedures for Supplying and 

replenishing stock stores ordering I re- store CSSD area 

in supply areas ordering stores 

Check stock on Inform the Correctly sock Rotunda's 

arrival, rotation and appropriate person equipment Philosophy 

correct methods of should they fall Legislation 

storage below minimum 
levels 

Correctly stock Aids awareness 
blood trays training 
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Porter Training Skills 

Table seven presents an outline of the training required for an assistant to undertake 

specific portering duties. 

Table 7: Portering Skills Training 

Skills training Support the patient Assist the client to Safely moving 
when transferring a as they change move from one equipment and 
patient from one type of position to another furniture 
Be aware of how to care to another, this 
prepare the client may involve 
and environment explaining the 
for moving and reasons for the 
lifting change. 
Assist the client to Procedures for Procedures for Transferring 
prevent and transferring charts, locating and specimens, pallets, 
minimise adverse reports & forms collecting forms blood samples etc. 
effects internally internally 
of pressure 
Understand the Be aware of the Procedures for Aids awareness 
necessity to have a necessary collecting store training 
co-ordinated documentation for requirements 
approach to admission transfer 
admission and and discharge 
discharge 
Safe lifting Dealing with 
techniques patients belonging 

Domestic skills training 

Table eight outlines the skills required for an assistant to undertake domestic duties 

within the Rotunda. Most of the duties identified within this relate to cleaning. 

Table 8: Domestic Skills Training 

Cleaning ward Maintain and clean Procedure for Making beds 
areas furnishings, fittings storing patients 

and sundries luggage 
Basic catering Clean equipment Procedures for Clean incubators 
skills disposing of 

wastage, replacing 
sharps bin 

Aids awareness Infection Control 
training basis 
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Other/ Basic Care Duties 

The skills training required to help provide Basic Care have been divided into three 

tables. Table 9 presents those skills required when handling equipment and materials 

within the clinical area, and Table 10 outlines those skills relating to a general 

assistant's role. Table 11 lists the training required for an assistant to undertake basic 

care and to support the midwife. 

Table 9: Dealing with equipment 

Understand the Prepare clinical Decontaminate and Health and safety 

correct use of basic equipment and sterilise equipment, requirements to 

tools and instruments for instruments, trays ensure equipment 

equipment sterilisation etc. is routinely 
checked 

Procedure to Understanding of How to transfer 
withdraw unsafe or the differences equipment in the 
unusable between sterile and correct manner to 
equipment non sterile ensure safety of 

equipment self and equipment 

Table 10: Assistants' Skills 

Prepare and Assistant safety Assistants role in Ethical Training 

support midwife reporting change in 

for treatments or patients condition 

procedures 

Be aware of Understand the Infection control Understand the 

statutory and roles and procedures I hospitals policy 

voluntary care responsibilities of policies when dealing with 

prOVISIOn the care worker disruptive 
behaviour 

Support relatives Understand own Understand the 
and friends during role boundaries importance of 
visits to the care and who you can reporting any 
setting refer relative or change or 

friend to for abnormalities to the 
information appropriate person. 

214 



Table 11 : Helping to provide direct patient care 

Overview of Demonstrate safe Principles and Ability to apply 
Nursing I lifting and practice of First first aid techniques 
Midwifery positioning Aid 

techniques 
Stages of the Midwifery I Identify how and Prepare and 
midwifery process medical when to get support clients for 
and relate each terminology emergency help. treatments or 
stage to patient procedures 
care. 
Recognise and Patient safety Infection Control Death and dying 
respond to the Aware of and learning how to 
clients needs for infections and responding to the 
pnvacy, action taken in breaved 
independence and preventing 
dignity. infection 
Documentation Supporting and Bathing/ bed Dressing skills 
within midwifery maintaining quality bathing/ showering 
units i.e. lab slips in-patient care skills 
Feeding I toileting Understanding vital Aids awareness Understand your 
skills signs and training role in an 

measurements emergency 
situation 

Procedures for Making up baby Organise the Procedures for 
collecting, trays and supply of changing Milton/ 
distributing and mouthwashes equipment and Strident 
cleaning bottles beds for admissions 
and formula feeds 
Maintaining a safe Changing of baby Understand clients Procedures for 
environment I relatives needs clearing wards 

when they enter the 
hospital 

Establish clinics & Help organise Prepare delivery Rotunda's 
trolleys for scrub suites packs Philosophy 
admissions Patient care 

Legislation 
Preparation of Patient as an 
baby's clothes prior individual - Rights 
to bathing Dignity & 

Vulnerability 
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Training for the qualified Midwife 

When introducing a new assistant grade into the Rotunda, careful thought must also 

be given to the training and education of existing staff regarding the new worker, their 

management and supervision and how it may impact upon qualified staff. Being 

proactive in preparing existing staff, may avoid problems and facilitate the smooth 

integration of assistants into the clinical area. An analysis of the secondary data 

sources indicates that most of the hospitals that have successfully introduced 

assistants have also been good at communicating these changes to staff. 

To integrate effectively a new assistants role, a position paper from the Royal College 

of Midwifes (1995) has i~entified the following points: 

The nature and scope of professional nursing practice must be understood by all; 

The role of the assistant must be clearly defined; 

The assistants will work under the direction of a registered practitioner who is 

accountable for the appropriate delegation and supervision of care delivery; 

The registered practitioner must be competent and satisfied with the assistant 

within the team for the work required. 

They also state that issues of accountability must also be clearly stated. They stress 

that the midwives' professional accountability is defined clearly by law and they are 

accountable for their own professional practice and for ensuring appropriate 

delegation and training of assistants. 

The training package designed for qualified staff will of course be unique to the job 

description designed for the assistant. However, certain issues should be included 

within the training package: 

Job description for the assistant; 

Issues of accountability; 

Supervisory role; 

Training Framework for assistants; 

Procedures for reporting unsafe or unethical practice by assistants; 

Relationship to existing support workers; 
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Midwives' role and Non-midwifery duties; 

Pay and Recruitment of assistants 

Conclusion 

Clearly the training programme should not lose sight of the ·needs of mothers, babies 

and their families and those of registered midwives. Providing a training and 

education package helps to recognise assistants as part of the workforce so that the 

midwifery profession can take a controlling role in regulating and developing them. 
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The ten steps to successful breast-feeding by 
UNICEF and the World Health Organisation are: 

l. Have a written breast-feeding policy. 

2. Train all health staff to implement this policy. 

3. Inform all pregnant women about the benefits 
of breast-feeding. 

4. Help mothers initiate breast-feeding within 
half an hour of birth . 

5. Show mothers the best way to breast-feed . 

6. Give newborn infants no food or drink other 
than breastmilk, unless medically indicated . 

~·:: 7. Practice "rooming in " by allowing mothers and 
babies to remain together 24 hours a day. 

8. Encourage breast-feeding on demand. 

() Give no artificial teats, pacifiers , dumrnies 
or sooth ers. 

10. Help start breast-feeding support groups 
and refer mothers to them . 
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20 GOOD REASONS 
WHY MOTHERS AND BABIES 
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20 GOOD REASONS WHY BABIES AND MOTHERS BENEFIT 
FROM BREAST-FEEDING: 

FOR BABIES .... . . 

l. Breastmilk co nt ains antibod ies whi ch protec t babies from illness . 
Studi es have shown that babi es who are breas t-fed are less likely 
to beco me i 11 with 

• gastro int es tinal mfec ti nns 
• diarrh oea 
• resp iratory and ear tnfec ti ons 
• diseases such as pneum oni a <llld menin giti s 

2. Mo th er's milk provides all th e nutri ents a ba by needs tn the nght 
proporti ons 

3. The protein in moth er's milk co nt atn s a ll the ami no actc.b 111 the 
ri ght proporti Ons necessa ry for th e deve lopme nt o r the baby's 
brain and nervous system. 

-+ . The protein in breast milk is eas ier to d igest than th e cow's milk 
protein in infant formul as . 

5. :\llergy to breas t milk is very rare. 

n. There ma y be a lowe r ri sk of Sudd en Infant Death Syndrom e 
(SlDS) in babies who are breas t-fed. 

7. Breas t-fed babt es are less likely to deve lop insulin depe nd ent 
diabetes. 

8 . Babi es who arc breas t-feel for six months or more have bee n 
found to be less likely to deve lop lymphomas. 

9. There is less likelihood of deve loping food allergies in breast- fed 
babi es . 

10. Breast-feed ing de lays th e deve lopment of dermatitis, a chroni c sk in 
innamm at ion. espec iall y in children with famil y his tori es of allergy. 

11 . A study und ertaken in 1992 showed that premature babies who 
received their own mother's milk scored signifi cantl y hi gher in IQ 
tes ts at age 12 months and 8 years of age than children who 
received formul a. 

12. Nursing is a source o f grea t co mfort and sec unt y for breas t-fed 
babies who often cry less beca use they are held more. 

13. Breastmilk needs no preparation ; it is always ready in the ri ght 
amount and at th e right tempera ture. 

FOR MOTHERS .... . . 

14. Mothers also benefit from breas t-feeding. The baby's sucking ca u ~es 
a moth er's uterus to co ntra ct and return to its prep regnant sta te 
qui ckl y. It also red uces the flc)w of blood aft er deli very. 

15 . Mothers who breast-feed arc less likelv tn deve lop breast can cer 

16. Breast-feeding also protec ts aga llls t ova nan ca ncer 

17 . . -\ hahy's sucktn g ca uses th e mothe r s hoclv tn re lease ce rtatn 
ho rm ones that m<~ y help lc1 prom ote bo ndtn g. Clxy tncin re gulates 
milk re lease and is as~ nc i a t ed with feel ings C\f wa rmth and love. 
whi ch has bee n show n to :.timulate nurturin g behaviour. PrP iactitl 
is the horm one responsible for makin g mtlk and 11 produces ;1 
ca lm fee ling whi ch can hel p a moth er relax 

18. Since ovulati on and menstruati on are postponed in wo men who 
<~re exc lus ive ly breast -feeding. there is a dec reased chance o l 
anae mia . Breast-feeding still preve nts more btrths than ll th er l n rn 1~ 
of contracept ion in deve loping countri es . 

FOR EVERYONE .. .. .. 

19 . Breast-fed babi es· soil ed nappies do not smell n r s ta111 a::. mu ch a::. 
those of bottl e-fed babies 

20. Breast-feeding is th e mos t ecologica ll y sound form of infant 
feeding, It decreases the pollution of air. water and land by 
redu cing production and packaging of artificial milks. 

Mother's Milk enhances a baby's 
health, growth and development 

- give it a try! 


