Options for obstetric provision — Final long list at 29.11.2018
Types of options

The long list of options focuses on staffing models to try and identify a sustainable staffing
model. The options listed are based on different staffing models at the HGH, which would
impact on the staff rotas at the John Radcliffe Hospital (JRH) to a greater or lesser extent
depending on the model. The list of options assumes that obstetric provision at the JRH is
always provided by consultants and doctors in training.

All the options listed would ensure safe cover during the out of hours period (evening,
overnight and weekends) by including as a minimum, a Consultant on-call and a suitably
qualified doctor on site. This is a requirement of all obstetric units.

Types of doctors

For the purposes of these options ‘doctors in training’ are those learning to become an
obstetrician but who are not yet approved onto the Speciality Register (which is required to
practise as a Consultant in the NHS). Doctors in training work alongside qualified doctors
under their supervision.

Middle grade doctors are those who have attained the required competencies to undertake
out-of-hours work within labour ward and emergency gynaecology settings but who still
require support from consultants. There is a shortage of middle grade doctors and
difficulties in recruiting to vacant posts at the HGH led to the temporary closure of the
obstetric unit. These doctors are not in training.

Consultants are doctors who have trained to the highest level. The support and advice of a
consultant must be available at all times.

The HGH is not approved for training obstetric doctors (this is a decision made by the
Deanery in 2012). For this reason, all long list options assume that there are no doctors in
training at the HGH. It also assumes that in line with current practice, Consultants at the
HGH are both obstetrics and gynaecology but Consultants at the JRH are only
obstetricians.

Further information on the training required to become a Consultant Obstetrician can be
found here.

Alongside Midwifery Unit

Almost all Obstetric units nationally now have an alongside midwifery unit (AMU). The
purpose of these units is to offer women the choice of giving birth in a dedicated midwifery
unit, with dedicated maternity staffing but with the option to easily access obstetric care if
required (e.g for epidural). For options Ob1-Ob8 in the table below it is assumed that there
will continue to be a single AMU in Oxfordshire.
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VERSION CONTROL

Date Details Version | Contributor
26/09/2018 | Version presented to Horton Joint OSC | 1.0 cM
26/11/2018 | Revision to address Horton Joint OSC 1.1 Project
input Group
29/11/2018 | Final version amended to address 2.0 cM

Horton Joint OSC comments. All
identified options have been included
with additional columns added to
indicate whether on short list and if not
why.
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Option number

Ob1

Ob2a

Ob2b

Ob2c

Ob2d

Ob3

Ob4

Ob5

Ob6

Option Title

2 obstetric units —
(2016 model)

2 obstetrics units — fixed
consultant

2 obstetrics units —
rotating consultant

2 obstetrics units — fixed
combined consultant
and middle grade

2 obstetrics units —
rotating combined
consultant and middle
grade

2 obstetrics units —
external host for HGH

50 /50 split of non-
tertiary births

2 obstetrics units —
elective (planned)

Single obstetric service
at JRH

Description

This means a separate obstetric service at JRH and HGH with separate
staffing arrangements including separate doctor rotas at both sites. The
service at the HGH will be delivered by middle grade doctors and
consultants and the service at the JRH will be delivered by doctors in

training and consultants.

This means a separate obstetric service at JRH and HGH with separate
staffing arrangements including separate doctor rotas at both sites. The
service at HGH will be consultant delivered (no middle grade doctors) and
the service at the JRH will be provided by doctors in training and

consultants.

This means a separate obstetric service at JRH and HGH but with one
consultant rota covering both units (i.e. consultants would work at both
sites) and doctors in training will only be at the JRH. The service at the
HGH will be consultant delivered with no middle grade doctors.

This means a separate obstetric service at JRH and HGH with separate
staffing arrangements and separate rotas but using consultants and
middle grades at both sites (i.e doctors only work at one site). At the JRH
this will be doctors in training, middle grades and consultants. At the
HGH this will be consultants and middle grades on a single rota that
requires 24/7 resident medical cover with a consultant on-call.

This means a separate obstetric service at JRH and HGH but with one
doctor rota with both consultant and middle grade doctors covering both
units and doctors in training at the JRH only (i.e. this means doctors

would work at both sites).

This means there would be a unit at JRH and HGH but the unit at HGH
would be managed by a different NHS Trust from outside Oxfordshire.

This option increases the number of births at the HGH by making sure
that all non-complex births for Oxfordshire women are split equally
between the JRH and HGH.

This option increases the number of births at the HGH and means there
would be a unit at JRH and a unit at HGH. All planned caesarean
sections for Oxfordshire women would take place at the HGH.

This means one unit based at the JRH. This means there would be an
MLU at the HGH. The staffing at the obstetric unit would be provided by
consultants and doctors in training. Other clinical services to support
complex (tertiary) obstetrics and level 3 neonatal services will also be

provided at JRH.

Shortlist
Y or N

Y

Comments

This option was predicated on increasing activity,
however regardless of activity a viable work force
model is required. Work stream 4 on activity and
population growth incorporates a sensitivity analysis
which will identify what sort of shifts need to take place
to increase the proportion of births that occur at the
HGH. Increasing activity is a factor that needs to be
considered for all options.

This option is reliant on one of the staffing models from
the other options
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Ob7

Ob8

Ob9

Ob10

Ob11

Single obstetric service
at HGH

Rural and remote
services option

2 obstetric units both
with alongside MLU

2 obstetric units —
doctors in training at JR
spend 8 hours a week at
Horton

2 obstetric units; HGH
unit has regained
accreditation for doctors
in training

This means one unit based at the HGH. It means there would be an MLU
at the JRH. The staffing at the obstetric unit would be provided by
consultants and middle grades. Other clinical services to support complex
(tertiary) obstetrics and level 3 neonatal services would also be required
at the HGH. This would mean no training doctors for obstetrics in
Oxfordshire. The Deanery would be approached to review accreditation
for HGH.

This means there would be obstetric units at the JRH and HGH and the
staffing model at the HGH would be specialist GPs (local GPs given extra
training to be able to perform caesarean sections) with access to on-call
support from the JRH.

This means a separate obstetric service at JRH and HGH (both with an
alongside MLU) with separate staffing arrangements including separate
doctor rotas at both sites. The service at the HGH will be delivered by
middle grade doctors and consultants and the service at the JRH will be
delivered by doctors in training and consultants.

This means there would be obstetric units at the JRH and HGH. The
staffing at the obstetrics unit at the HGH would be provided by
consultants with support from JR based doctors in training.

This is discarded as the provision of a specialist
services for the wider geography served needs to
be co-located with other services (such as neonatal
intensive care, paediatric surgery), have strong and
close links with the University of Oxford research
departments and be centrally located with respect to
the geography served. This requires that these
services need to be maintained in Oxford.

The catchment population served by the Horton
General Hospital would not be defined as remote
and therefore this would not be a preferred model.

This option is subject to reviewing what it would take to
regain accreditation at the HGH.
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