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Executive Summary  
 
The Royal College of Midwives (RCM) recognises the important contribution of 
Maternity Care Assistants (MCA) in supporting midwives to deliver quality care 
to mothers, babies and their families. However, the RCM’s (2014) Position 
Statement on maternity care assistants states that the introduction of the role 
“should be within a clear framework which defines their role, responsibility and 
arrangements for supervision” (p1). The purpose of this report is to provide an 
assessment of the evidence to inform the future education, role and function of 
the MCA in Ireland.  
 
This report presents the methods and findings of a scoping review of the 
literature on the role and function, educational preparation and impact of the 
MCA within the maternity services.  
 
Chapter one highlights the need for an agreed definition of the role in order to 
achieve clarity regarding the MCA’s scope of practice. However, consensus exists 
that a MCA should not be asked to undertake tasks and duties for which 
midwifery registration is required. In addition, those tasks delegated to the MCA 
should be undertaken under the direction and supervision of a midwife.  
Consequently, the development of a nationally agreed job description for the role 
is to be welcomed.   
 
Chapter two presents the methods used in this review. Comprehensive literature 
searches were undertaken across eight databases. Two reviewers screened all 
citations independently. Duplicate independent data extraction was performed 
on all included studies. Two reviewers also performed the risk of bias 
independently.  Our search identified 2,695 records (after removal of duplicates) 
corresponding to 51 studies for inclusion. In the section on the role and function 
of the MCA, 23 studies were included in the evidence synthesis. One was a 
randomised controlled trial, one was an observational study (cohort study 
without a control group) and 21 were descriptive studies of which 15 were 
limited to data collection within a single site. In the section on the educational 
preparation for the role, seven studies were included, four were mixed methods 
and three used a qualitative approach. In the section on economic 
considerations, two quantitative studies were included; however, each had 
serious limitations. The overall quality of studies reviewed is graded as low or 
very low.  
 
Chapter three identified and synthesised the evidence available on the role and 
function of the MCA. Given the lack of clarity regarding the MCA’s scope of 
practice, it is unsurprising to find that midwives and MCAs are seeking clarity on 
the appropriate delegation of tasks. Facilitators to role development and 
effective utilisation of the MCA include clear guidance on the tasks to the 
delegated, accompanied by a standardised education programme with agreed 
educational outcomes and competencies for MCAs. Barriers include midwives’ 
concerns regarding the accountability and responsibility for the tasks 
undertaken by the MCA and the need for evidence on the impact of the role on 
outcomes. Whilst MCAs wish to see their roles expanded further, midwives 
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remain concerned that such expansion may lead to an erosion of the role of the 
midwife and a further fragmentation of care. This potential for expansion of the 
MCAs role has reignited the debate on the question of regulation of MCAs. 
However, in the interim, clarity may be facilitated by the introduction of a traffic 
light system (or equivalent) to ensure role boundaries are clearly defined and 
agreed.  
 
Chapter four outlines the findings from the review of the educational 
preparation and training of the MCA. Seven studies were included, four utilised 
mixed methods and three utilised a descriptive qualitative approach. Empirical 
research in this area is largely descriptive and of low or very low quality. Authors 
rarely offer any explanation of interconnected issues relating to role, regulation, 
supervision and management.  It is worthy of note that MCA educational 
programmes have yet to be evaluated to gauge fitness for purpose, economic 
effectiveness or impact on client, staff and service outcomes. Although the 
majority of MCAs in Ireland are educated to Fetac level 5, there is no 
standardised approach to their educational preparation. Consequently 
challenges exist in evaluating if programmes are fit for purpose as the variation 
in content, duration and expected competencies are significant. If the scope of 
the MCA role is to expand from a basic to an advanced level, levels of learning 
and competence for advancement should be explicit.   
 
Chapter five presents a review of the evidence related to the economic 
considerations of the role of the MCA and based largely on two studies both 
originating in the UK. A key objective of this systematic review was to analyse 
international evidence on the economic impact of MCAs, and to explore the 
potential economic effects of MCAs in maternity care in Ireland. The analysis 
sought to model the potential economic effects of increased numbers of MCAs in 
the Irish context; however, this was limited by a paucity of data, which has led to 
uncertainty around the estimates of projected impact of MCAs on costs and 
outcomes. There are insufficient data for a rigorous budget impact analysis, as 
the extent to which MCAs would serve, as substitutes or complements for 
midwives, is not evident from the literature.  
 
Chapter six summarises the findings from each of the preceding chapters on the 
role and responsibilities, educational preparation and training and the impact of 
the MCA on skill mix, quality and cost of care. These review findings suggest that 
role clarity for MCAs and midwives is required to ensure role boundaries are 
defined. The introduction of a traffic light system to ensure role boundaries are 
clearly defined may be a useful tool to ensure role clarity. In addition, a national 
job description for the role would be of benefit, in particular, if role expansion 
were to be considered. A standardised course would facilitate programmatic 
evaluation to establish if programmes are fit for purpose and the introduction of 
a skills passport would ensure agreed levels of competence on completion of the 
programme are made explicit. There is a dearth of evidence assessing the impact 
of the role of the MCA on quality of care. Consequently recommendations on skill 
mix arrangements cannot be made. However, based on current salary scales the 
cost effectiveness of the MCA role in Ireland warrants consideration.  
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Introduction  
 
The Royal College of Midwives (RCM) recognises the important contribution of 
Maternity Care Assistants (MCA) in supporting midwives to deliver quality care 
to mothers, babies and their families. However, the RCM’s (2014) Position 
Statement on maternity care assistants states that the introduction of the role 
“should be within a clear framework which defines their role, responsibility and 
arrangements for supervision” (p1). The purpose of this report is to provide an 
assessment of the evidence to inform the future education, role and function of 
the MCA in Ireland.  
 
This report presents the methods and findings of a scoping review of the 
literature on the role and function, educational preparation and impact of the 
MCA within the maternity services.  

Chapter 1 
 

1 Introduction  
 
This scoping review of the literature brings together the existing evidence 
available related to the role and function, the educational preparation and 
potential impact and cost of the role of the maternity care assistant in Ireland 
and internationally. The review focuses on three main themes: 
 

1. The role and function of the Maternity Care Assistant (MCA) 
2. The educational preparation of the MCA 
3. The impact of the MCA and skill mix on quality and cost of care 

 
There is currently no single definition of the MCA role and a wide range of titles 
are used for particularly higher level roles. However in order to ensure an 
operational definition for the role for this review we have chosen to use the 
definition of a maternity support worker (MSW) used in the Royal College of 
Midwives guide on the ‘Roles and Responsibilities of MSWs’  
 
to describe any unregistered employee providing support to a maternity team, 
mothers and their families who work specifically for a maternity service. MSWs do 
not assess mothers and babies or make clinical judgements or decisions or initiate 
interventions. They are, however, with appropriate training and supervision able to 
provide information, guidance, reassurance, assistance and support, for example 
with breastfeeding or recording vital signs, that improve the quality of care that 
midwives are able to provide to mothers and families (p3).  
 
Although there is no agreed definition consensus exists that the role of the MCA 
is to undertake tasks and duties for which midwifery training and registration 
are not required, under the direction and supervision of a midwife. However 
stakeholder insights into the role have revealed that there is a lack of clarity 
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regarding the MCA’s scope of practice, the competencies achieved following 
completion of the education programme and how to delegate tasks to the MCA 
whist remaining responsible and accountable for the outcome. 
 
Although Ireland has a nationally agreed job description for the Health Care 
Assistant (HCA), an equivalent is yet to be developed for the support worker in 
maternity care.   
 
In Ireland an education programme accredited at Fetac Level 5 was developed to 
prepare the health care assistant (HCA) for their role. However the caveat that 
support workers are to be trained to meet ‘local need’ has had the effect of 
introducing wide variation into how the role is operationalized at a local level.  
 
Whilst the literature is replete with descriptions of the role, a comprehensive 
evaluation of the role with reference to the impact of the scope of the clinical 
duties undertaken by the MCA, the effectiveness or consequences of task shifting 
from midwives to MCAs and women’s views of the role is yet to be undertaken.    
 
 

 
 

  
1.1 Structure of the review  
 
Following on from this introductory chapter the review comprises 5 chapters. In 
Chapter 2 the methods of the review are presented, followed by the presentation 
of the results of the role and responsibilities and educational preparation of the 
MCA in Chapter 3 and 4 respectively. Finally the economic implications are 
presented in Chapter 5. The sixth and final chapter closes by summarising the 
main conclusions and recommendations.  

The topics and themes identified from the literature include: 
 

 Support for the role to undertake tasks under the direction and 
supervision of a midwife exists 

 Variation in roles and scopes of practice has resulted in tasks that 
are permitted in one site being expressly forbidden in another  

 Boundary disputes and professional identity issues are common 
when a lack of role clarity exists 

 Facilitators and barriers to role implementation are outlined 
 Variation in the educational preparation and training exists 
 Lack of clarity on the competencies required at the end of the 

programme is common 
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Chapter 2 

2 Review methods 
 
As specified by the HSE the purpose of the review was to produce a report on the 
literature (including grey literature) on the education, role and function of the 
Maternity Care Assistant in Ireland and internationally. 
 

2.1 Review Questions   
 
Review questions 
Q1  What is the role of the MCA in 

Ireland  
How does it compare with 
International practice? 

Q2 How are MCAs educated?  Examples of education and training 
programmes  

Q3  What is the impact of the role with 
respect to clinical outcomes?  

Has the role been evaluated?  

Q4 What are the economic implications 
of the role within the maternity 
services? 

Cost, skill mix and impact on 
clinical outcomes   

 
 

2.2 Selection criteria for studies 
 
The PCC framework of Population, Concept and Context suggested by the Joanna 
Briggs Institute was used to support the selection criteria with minor adaptation 
to take account of the subject matter.  
 

PCC framework guiding selection criteria 
Population  Role supporting the midwife in maternity care setting 
Concept Assistant to midwife NOT substitute for midwife  
Context  Resource rich countries 

Hospital/community 
Antenatal/intranatal/postnatal 
Specialist areas (NICU, OT etc) 

Studies  All methodologies  
English language  

 
 
All texts/opinions (those that made no reference to empirical data) are 
summarised in Appendix 1. 
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Papers were excluded if they reported on: 

1. Midwives’ role 
2. role of support worker in a non-maternity care setting  
3. role of the support worker in a resource poor /developing world setting 

medium/lower Human Development Index 
4. other support roles (Doula, nurse auxiliary, traditional birth attendant, 

community support worker etc.). 
 

2.3 Search strategy 
 
The search strategy was executed through the examination of bibliographic 
databases and extensive grey literature retrieval mechanisms. 
 
As mentioned above, various titles are used to define the role of the maternity 
care assistant/support worker. Hence the search approach was designed to 
retrieve variations on the term ‘health care assistant’ but limited to studies 
carried out in maternity/midwifery settings. Corresponding search strings were 
devised, peer reviewed and tested for accuracy and rigour (details in Appendix 
2). These searches were designed to be comprehensive and to find any article in 
the databases relating to MCA or synonyms. Screening of the articles then 
determined if they related to one of the six areas to be considered. 
 
During implementation of the search, a proximity approach was used where 
possible to increase relevancy. In practical terms this meant that a word from the 
“midwifery” part of the search string needed to be found within three or less 
words of a word from the “assistant” branch (for example: “health workers who 
provide community neonatal care”). This was preferred to the standard method 
of using controlled vocabulary and keywords on the advice of the project’s 
librarian team member (GS). 
 
The following sources were searched: 
 
Bibliographic databases 
American Psychological Association (PsycINFO) 
Business Source Complete 
Cochrane Library   
Maternity and Infant Care (MIDIRS) 
Medical Literature Analysis and Retrieval System Online (MEDLINE) 
National Institute for Health Researcher’s Health Technology Assessment 
SCOPUS 
The Cumulative Index to Nursing and Allied Health Literature (CINAHL) 
Table 1 List of Bibliographic databases searched 
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The spread of articles obtained from the included health-sciences databases was 
considered ample by the team’s librarian and did not warrant searching further 
databases. On his advice, it was decided that SCOPUS provided a sufficient 
exposure to non-health-related articles to obviate the need to search further 
sources. 
 
The only exception was in relation to the search for economic papers, which 
followed the Joanna Briggs Institute’s manual for the systematic review of 
economic evidence (2014) and was supplemented with two databases: the UK 
National Institute for Health Research’s Health Technology Assessment database 
(NIHR HTA) and Business Source Complete. 
 
The use of HCAs in maternity services has been widely reported in non-research 
or grey literature as well, namely maternity service planning and policy 
documentation and professional guidance documentation. Thus a rigorous 
search of these data sources was necessary. This involved the following 
elements: 
 
• Resources identified in ‘Grey Matters: a practical tool for searching health 

related grey literature’ published by the Canadian Agency for Drugs and 
Technology in Health (CADTH) in 2015 (see appendix 2 for a list) 

• Professional websites of midwifery bodies and governments’ health 
departments in Ireland and internationally  (e.g. Australia, Canada, 
Netherlands, New Zealand, United Kingdom, Sweden and the United 
States, among others) 

• Irish health repositories LENUS and RIAN 
• Manual search of relevant reference lists from selected studies  
• Contact with key experts in the sector. 
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2.4 Search output  
 

Figure 1 Prisma diagram of the identification, screening and eligibility of 
publications for inclusion in this review  

 
 

 

 
 
 
 
 

Records identified n = 2695 

(Initial database search n = 2474; 
grey literature sources n = 221)  

 
 

Duplicates and non-English results 
removed 
n = 1277 

 

Records screened – Title and Abstract 
n = 1418  

(Bibliographic databases = 1209; grey = 209) 

Records excluded 

n = 1050 
Full-text records assessed for eligibility  

n = 368 

(Bibliographic databases = 220; grey = 148) 
 

Records excluded 

n = 317 

145 = not relevant/no outcomes for 
extraction  

43 = not an assistant midwife  

10 = too dated/superseded  

4 = duplicates  

17 = not available via inter-library loan 

98 = for background only 
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2.5 Document management  
 
In order to keep accurate records of papers gleaned from each search strategy, 
database and other sources an excel spread sheet was designed and maintained 
by the research assistant on the project (CP). The excel spread sheet contained 
the list of papers retrieved through the bibliographic databases, the papers 
retrieved based on hand searching of reference lists and the material retrieved 
as part of the search of the grey literature. The decision for each paper was also 
recorded i.e. included/excluded. 
 
This excel spread sheet was reconciled with the papers imported from the 
bibliographic database hosted in Covidence, a web based systematic review tool 
to facilitate screening, quality appraisal, data extraction and analysis (Covidence 
Systematic review Software, Veritas Health innovation, Melbourne, Australia. 
Available at www.covidence.org.). All references were managed and categorised 
using the reference manager software Endnote.  Endnote was also used to assist 
in the removal of duplicates and to ensure an accurate reference list for the 
report.  
  

2.6 Screening citations 
 
Once the initial searches were undertaken the librarian (GS) screened the papers 
for duplicates based on titles and abstracts. These were removed before 
importation into Covidence. Once imported into Covidence two reviewers 
reviewed each title and abstract for inclusion/exclusion independently. The 
reviewers worked in pairs (JL & AMB, COB & AVR, PR & CP, HMcK & FH).  A third 
reviewer was available to each pair if agreement was not reached, but was not 
required. This first phase utilised an ‘inclusive’ approach in order to ensure 
papers were not excluded too early. Once agreement was reached on all titles 
and abstracts those categorised as eligible for inclusion moved to full-text 
screening. 
 

2.7 Full-text screening  
 
Full text screening followed a similar process to title and abstract screening in 
that two reviewers were required to review each paper. If a paper was excluded 
the reason for exclusion is required. It was possible to add additional reasons for 
exclusion and this was done in this review. 
 

2.8 Quality assessment and data extraction  
 
Although it is possible to undertake quality assessment and data extraction in 
Covidence, the pre-set forms are more suited to extracting data from clinical 
trials. Given that much of the evidence for this review is based on observational 
studies/opinion pieces a decision was made to record the overall assessment of 
quality in Covidence (i.e. low/high/unclear risk of bias) but to record the 
detailed assessment of each paper on the JBI forms separately 
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(http://joannabriggs.org/research/critical-appraisal-tools.html).  Most studies 
within this review were observational and from a quality assessment 
perspective were graded as low or very low using the GRADE levels of evidence 
(Schünemann et al., 2011). 
 
 
Code Quality of 

evidence 
Definition 

A High Further research is very unlikely to change our confidence in 
the estimate of effect. 
• Several high quality studies with consistent results 
• In special cases: one large, high quality multicentre trial 

B Moderate Further research is likely to have an important impact on our 
confidence in the estimate of effect and may change the 
estimate. 
• One high quality study 
• Several studies with some limitations 

C Low Further research is very likely to have an important impact on 
our confidence in the estimate of effect and is likely to change 
the estimate. 
• One or more studies with severe limitations 

D Very Low Any estimate of effect is very uncertain. 
• Expert opinion 
• No direct research evidence 
• One or more studies with very severe limitations 

 
Source: GRADE (Grading of Recommendations Assessment, Development and Evaluation) Working Group 
2007 1 (modified by the EBM Guidelines Editorial Team) 
 

Data extraction forms were designed with reference to the population, concept 
and context (PCC) of this review and the outcomes were recorded in tabular 
format. The forms were pre-tested with a sample of papers from both role and 
responsibility and education sources to ensure that meaningful but no 
superfluous data were captured. Following the pilot phase, the forms were 
modified slightly and the field that included the expertise of the author was 
amended to include level of evidence and information on risk of bias. The 
recommendations field was modified to include key messages and limitations of 
the study. The paired reviewers assessed each paper independently and each 
pair discussed the assessment results to reach agreement. Following data 
extraction the studies were subsequently grouped according to study type and 
country of origin. 
 

2.9 Experimental Designs (Level 1) 
 
The quality assessment of the one randomised trial included was guided by the 
Cochrane Handbook of Systematic Reviews (Higgins et al., 2011).  The risk of bias 
tool is embedded within Covidence and was used to assess internal validity. The 
determination of this single trial (Morrell et al., 2000) was that the risk of bias 
was low.  However, caution is advised when interpreting the findings due to 
coding variations amongst the sites. No systematic reviews or quasi-
experimental studies (level 2) of the role, responsibility or education of the MCA 
were found.  

http://joannabriggs.org/research/critical-appraisal-tools.html
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2.10 Observational- analytic designs (level 3) 
 
One cohort study (Sandall et al., 2014) was found that utilised Hospital Episode 
Statistics from multiple sites, workforce statistics and a survey of women’s 
experiences to understand the relationship between organisational factors, 
maternity workforce staffing and skill mix, cost and indicators of safe high-
quality care.  
 

2.11 Observational – descriptive studies (level 4) 
 
The findings of this review are based mainly on evidence considered to be of low 
quality (level 4 studies). One study (Colvin et al., 2013) is a systematic review of 
descriptive studies, five of the included studies exploring the role and 
responsibilities of the MCA were classified using the JBI level of evidence as 4B- 
meaning that the study utilised a mixed method design or was limited to a 
descriptive qualitative or quantitative approach across more than one site.  
However the majority of studies (n=12) were qualitative, most related to role 
and responsibilities whereas only three related to educational preparation. In 
most instances data collection was limited to one clinical site or one specific 
educational programme/provider.  
 

2.12 Expert opinion and bench research (level 5) 
 
Although there were many publications that offered an opinion on the role of the 
MCA, often based on personal experience, due to the high risk of bias no 
meaningful data could be extracted as evidence to underpin the efficacy of the 
role, level of responsibility or educational preparation of the maternity care 
assistant. However in order to provide an overview of the nature of the views 
expressed, a summary table of these texts and opinions has been included in 
Appendix 1. 
 

2.13 Data synthesis  
 
The evidence was combined and summarised using a narrative synthesis. For 
comparison purposes the Northern Ireland Traffic Lights System  was utilised as 
a framework to classify those skills that should and should not be undertaken by 
the maternity care assistant. Table 3 indicates the nature of the tasks being 
undertaken by MCAs in Ireland and how they compare with the scope of the role 
internationally. The skill list for the MCA role in Ireland has been generated from 
a synthesis of seven in the job descriptions and one competency document. 
These documents are included in Appendix 3.   
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Chapter 3 

3 The role of the Maternity Care Assistant 
 
The findings from the review of the role and responsibilities of the MCA are 
presented in this chapter.  
 
The country of origin for most studies (n=16) was the United Kingdom. Three 
studies were included from the Netherlands and four from Ireland. Although a 
systematic search for data from other European countries was undertaken, 
English language papers were not available. A search was undertaken to explore 
the role of the MCA in Australia, Canada, the USA and New Zealand. With respect 
to Canada, the USA and Australia, healthcare assistant roles were more closely 
aligned with that of the multitask attendant, and specific reference to the context 
of maternity care was not explicitly made. In New Zealand, there is much 
opposition to the role of the MCA. This is largely predicated on midwives’ 
concerns that the introduction of unregulated workers in the provision of direct 
care will lead to fragmentation of care and the erosion of the midwives’ role in 
supporting normal birth.  
 

 
Figure 2: Summary of evidence synthesis 

 
Fig 2 summarises the studies included in evidence synthesis papers on role and 
responsibilities of the MCA. One was a randomised controlled trial, one was an 
observational study (cohort study without a control group) and 21 were 
descriptive studies of which 15 were limited to data collection within a single 
site (see Table 1 for further detail).  
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Table 2 Summary of evidence for role and responsibility of the maternity care assistant  

Source 
and Type of  
evidence 
(Author, date, 
country and 
title) 

Population and 
Context 
(e.g. ante-natal, 
post-natal etc.) 

Aim  
 

Core elements  
 Location  
 Scope of 

work 
 

Methodological 
process  
 Study design 

 
Risk of bias  

  

Level of 
evidence 
(JBI) 
 

Relevant findings (the 
use of MCAs and 
development of their 
role) 

Key 
recommendations 
/ Limitations 
/Gaps  
 

IRELAND 

Carolan et al  
(2009)  
Ireland 
 
Planning the 
workforce For 
Delivering the 
future 
RCSI / NMH  
 

National 
Maternity 
Hospital (NMH) 
postnatal staff 
 
(n=1 (postnatal 
unit), 21.4 
occupied beds 
21 WTE staff (1 
HCA =5%) 
 

Ascertain skill-
mix.  
Identify non-
midwifery 
activity. 

Case study 
postnatal  unit  
 
 

Mixed method -
BirthratePlus, 
midwifery activity 
analysis 
 
Low risk of bias 

Level 
4.d 

Findings related to MCA:  
42% of time in 
clerical/admin/household 
duties 
24% of time in direct care 
(“green light” activities)  
3% of time in indirect care  
 
The WTE of MCA should be 
increased from 1 (5%) to 
9.6 (41%)  
 

Expansion of MCA 
role is possible with 
task shifting from 
MW to MCA with 
additional and 
appropriate 
training  
 
 

Hasson et al  
(2005) 
Ireland 
 
What do 
midwifery 
healthcare 
assistants do? 
Investigating 
the role of 
trained HCA  
 

MCAs (n=6) 
various 
maternity 
hospital settings  
 
 

To further 
understand the 
role of MCAs 

Antenatal ward, 
labour suite and 
postnatal ward 

Exploratory study 
based on 
observations  
 
Low risk of bias 

Level 
4.d  

72.7% of MCA tasks are 
indirect care activities 
(clerical/admin/domestic 
duties) 
27.3% are direct care 
activities (“green” tasks) 
 
Indirect tasks were 
performed without direct 
supervision in 33.3% of 
cases 

MCAs are supposed 
to work on 
delegated tasks 
under the direction 
of a qualified 
midwife 
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Source 
and Type of  
evidence 
(Author, date, 
country and 
title) 

Population and 
Context 
(e.g. ante-natal, 
post-natal etc.) 

Aim  
 

Core elements  
 Location  
 Scope of 

work 
 

Methodological 
process  
 Study design 

 
Risk of bias  

  

Level of 
evidence 
(JBI) 
 

Relevant findings (the 
use of MCAs and 
development of their 
role) 

Key 
recommendations 
/ Limitations 
/Gaps  
 

Quigley, M. 
(2005) 
Ireland 
 
The role of the 
healthcare 
attendant in a 
maternity 
setting 

MWs (n=92) and  
HCAs (n=6) in 
one maternity 
teaching 
hospital, DOMs 
(n=6) from six 
maternity 
teaching 
hospitals  
 
 
 

To explore the 
perceptions of 
midwives and 
HCAs on the role 
of the HCA in 
maternity  
 
 

Antenatal ward, 
postnatal ward, 
colposcopy unit 
(one job 
description from 
labour ward) 
 

Mixed method -  
Quantitative and 
qualitative survey, 
focus groups and 
analysis of job 
descriptions 
 
Low risk of bias 
 

Level 
4.b 

In general positive attitude 
to MCAs  
Delegable roles – mostly 
domestic/ clerical 
Six themes identified: 
1. Supervision 
2. Role ambiguity & 

conflict 
3. Training and 

mentorship 
4. Resources 
5. Regulation and  
6. Pride in job  
 

need for clerical 
support for 
midwives  
 
Traditional 
midwifery roles 
should not be 
delegated to MCAs 
– no details given   
 
Need for raising 
awareness about 
the role of MCAs, 
scope of practice 
and FETAC course 

McKenna et al 
(2002) 
Ireland 
 
(a) A study of 
skill mix issues 
in midwifery: a 
multi-method 
approach 
 
(b) A delphi 
survey of 
midwives and 
midwifery 

Midwives 
(n=194) at all 
hierarchical 
levels and 
student 
midwives (n=79) 
in one Irish 
hospital  

To identify the 
role of a 
midwifery 
assistant;  
Rationale & 
perceptions  

Participants 
were based in 
clinical settings  

Multi-method -  
questionnaires 
and Delphi 
technique  
 
Low risk of bias 
 

Level 
4.d 

Non clinical tasks such as: 
clerical/admin/ domestic, 
stock and porter duties; 
some aspects of direct care 
related to general care, 
health promotion, parent 
education etc. can be 
delegated to MCAs from 
midwives 
 
 
 

Non-midwifery 
MCA duties 
identified reflect 
the lack of clarity in 
the profession 
about core skills of 
an assistant 
 
Concerns raised re. 
appropriateness of 
delegated tasks to 
unqualified 
assistants 
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Source 
and Type of  
evidence 
(Author, date, 
country and 
title) 

Population and 
Context 
(e.g. ante-natal, 
post-natal etc.) 

Aim  
 

Core elements  
 Location  
 Scope of 

work 
 

Methodological 
process  
 Study design 

 
Risk of bias  

  

Level of 
evidence 
(JBI) 
 

Relevant findings (the 
use of MCAs and 
development of their 
role) 

Key 
recommendations 
/ Limitations 
/Gaps  
 

students to 
identify non-
midwifery 
duties 
 
UNITED KINGDOM 

Sanders et al 
(2016)  
England 
 
A wall of 
information? 
Exploring the 
public health 
component of 
maternity care 
in England 
 
 

All areas 
 
MCAs (n=20); 
student 
midwives 
(n=11); 
midwives 
(n=15); senior 
midwives (n=5); 
heads of 
midwifery (n=3); 
consultant 
midwives (n=1); 
education leads 
(n=5) 
 

To identify 
student 
midwives, 
midwives and 
MCAs current 
knowledge of 
and involvement 
in the public 
health agenda in 
England 

Participants with 
a range 
experience 
working in a 
variety of clinical 
settings  
 
Part of DOH 
funded  RCM 
project to 
develop a new 
model of public 
health 
midwifery. 

Descriptive 
qualitative study – 
using online 
closed discussion 
forums (on 
Facebook). 
 
Low risk of bias 

Level 
4.b 
 
 

MCAs undertake health 
promotion activities  
 
MCAs could be expanded to 
Midwife-specific activities 
 
Facilitators: 
good relationship with 
women  
Barrier: insufficient time, 
training to meet health 
promotion role  
 

Wide variation 
regarding the MCA 
role and missed 
opportunities for 
utilisation  
 
Task shifting is 
possible with 
additional training,  
 

Sandall et al 
(2014) 
England 
 
The efficient 
use of the 

Data from 2010-
1  
NHS Census of 
deliveries 
656,969 across 
143 trusts  

To understand 
the relationship 
between 
organisational 
factors, 
maternity 

NHS hospital 
births  
 
 

Quantitative study 
- secondary cross 
section analysis 
using multiple 
regression   
 

Level 
3.e 
 
 
 

The linear effects of the 
staffing variables were not 
statistically significant for 8 
of 10 clinical outcome 
indicators 
 

Calls for further 
research on skill 
mix and quality 
outcomes 
 
Considerable 
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Source 
and Type of  
evidence 
(Author, date, 
country and 
title) 

Population and 
Context 
(e.g. ante-natal, 
post-natal etc.) 

Aim  
 

Core elements  
 Location  
 Scope of 

work 
 

Methodological 
process  
 Study design 

 
Risk of bias  

  

Level of 
evidence 
(JBI) 
 

Relevant findings (the 
use of MCAs and 
development of their 
role) 

Key 
recommendations 
/ Limitations 
/Gaps  
 

maternity 
workforce and 
the implications 
for safety and 
quality in 
maternity care: 
a population-
based, cross-
sectional study 
 
 

 
NHS workforce 
statistics 2010  
 & NHS trusts  
costs data  
 

workforce 
staffing 
and skill mix, 
cost and 
indicators of safe 
and high-quality 
care 

Low risk of bias 
 
 

Increased midwives were 
associated with higher 
costs, but were also 
associated with intact 
perineum and body 
integrity  

 

variation in staffing 
levels may have 
influenced the 
findings 

Colvin et al 
(2013) 
United Kingdom 
 
A systematic 
review of 
qualitative 
evidence on 
barriers and 
facilitators to 
the 
implementation 
of task-shifting 
in midwifery 
services 
 

Midwifery 
services in 
general  
 
37 papers – 26 
high  
and 11  low and 
middle income 
countries  
 
Participants: 
professionals  
patients, 
policymakers, 
and other 
stakeholders 

To synthesise 
qualitative 
research on task 
shifting to and 
from midwives 
to identify 
barriers 
and facilitators 
to successful 
implementation 

Mix of 
community and 
hospital settings; 
urban and rural 
 
 
 
 

Systematic review 
of qualitative 
evidence  
 
Low risk of bias 
 
 
 
 

Level 
4.a 
 
 
 
 

Tasks shifted FROM 
midwives: clerical/admin 
work; emotional support; 
some clinical  
 
Substitution of certain 
duties seen as a threat to 
midwifery model  
 
Shifting to MCA- seen as 
pushing midwives into 
more of a medical role 
 

Clear definition of 
roles and 
responsibilities is 
paramount  
 
Effective task 
shifting requires 
ongoing monitoring 
and supervision 
 
Weak evidence to 
support 
reorganisation  
 

Northern 
Ireland Practice 

Maternity 
Managers (n=6), 

To evaluate the 
impact of the 

Care provided 
before, during 

Mixed method- 
focus groups and 

Level 
4.b 

MSWs contribution positive, 
release time for midwife 

Midwives need 
clarity MSW role 
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Source 
and Type of  
evidence 
(Author, date, 
country and 
title) 

Population and 
Context 
(e.g. ante-natal, 
post-natal etc.) 

Aim  
 

Core elements  
 Location  
 Scope of 

work 
 

Methodological 
process  
 Study design 

 
Risk of bias  

  

Level of 
evidence 
(JBI) 
 

Relevant findings (the 
use of MCAs and 
development of their 
role) 

Key 
recommendations 
/ Limitations 
/Gaps  
 

and Education 
Council for 
Nursing and 
Midwifery 
(NIPEC)  
(2013)  
Northern 
Ireland 
 
Review of the 
Impact of the 
Maternity 
Support Worker 
Role 
 
 
 

midwives (n=35) 
and MSWs 
(n=19) in five 
HSC Trusts  
 

role of the 
maternity 
support worker  
 
To assess if the 
education 
programmes  are 
“fit for purpose”  
 
To review skill 
mix  
 
 

and after birth. 
 
Hospital and 
community 
settings. 

survey 
 
Low risk of bias 
 

hands-on care, but caution 
needed in delegation  
 
Facilitators: 
National job description, 
preparation of midwives on 
delegation, use of Traffic 
lights system 
Barriers: 
Uncertainty as to  scope of 
MSW  

and delegation  
 
Traffic lights 
system  
 
Education needs to 
be fit for purpose 
 
Need to develop 
MSW career 
pathway 
 
Workforce planning 
review of  skill mix 
 

Griffin et al  
(2011) 
Scotland 
 
The Impact of 
Maternity Care 
Support 
Workers in NHS 
Scotland 

Planners, policy 
& professional 
bodies (n=9); 
lead midwives 
(n=26); student 
MSWs (n=18); 
MCSW (n=7); 
non MCSW 
(n=6);  

To investigate 
the effect MSW 
posts; 
acceptance  and 
integration into 
maternity teams; 
perceptions 
MSWs of the role 
and career 
aspirations 

Not specified 
 

Quantitative and 
qualitative mixed 
method research -  
document review, 
surveys and 
interviews 
  
Low risk of bias 

Level 
4.b 
 
 

Facilitators: 
Potential cost savings  
Clear definition of role - 
skill passport 
free up midwife time to 
support of high risk & 
vulnerable mothers  
 
Barriers: 
Concern re substitution of 
midwives.Underutilisation 
in some areas 

MSWs role involves 
“green light” tasks 
and some “amber” 
such as assistance 
during emergencies 
 
Foundations to 
increase the scope 
of the role further  
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Source 
and Type of  
evidence 
(Author, date, 
country and 
title) 

Population and 
Context 
(e.g. ante-natal, 
post-natal etc.) 

Aim  
 

Core elements  
 Location  
 Scope of 

work 
 

Methodological 
process  
 Study design 

 
Risk of bias  

  

Level of 
evidence 
(JBI) 
 

Relevant findings (the 
use of MCAs and 
development of their 
role) 

Key 
recommendations 
/ Limitations 
/Gaps  
 

Willocks, K. 
(2011) 
United Kingdom 
 
Exploring issues 
of maternity 
care assistant 
role boundaries 

MCAs (n=25), 
midwives (n=32) 
and managerial 
staff (n=3) 
in one NHS trust 
 

To explore the 
role, practices 
and 
boundaries of 
MCAs 

Hospital and 
acute 
settings 
 
 
 

Observations 
and semi-
structured 
interviews 
 
High risk of bias 

Level 
4.d  

MCAs activities mostly 
“green light” tasks 
 
Barriers:  
Lack of clarity in role 
boundaries 
Overstepping boundaries– 
leading to ambiguity and 
frustration for MCAs. 
 
Delegation uncertainty due 
to MCAs variable levels of 
training 

Collaborative 
training days may 
help clarify role 
boundaries, 
delegation of tasks 
and reduce conflict 
 
Limitations: data 
for interviews only 
and no quotes from 
managers 

Wray et al 
(2010)  
United Kingdom 
 
Evaluation of 
Salford New 
Deal for 
Communities 
‘Enhanced 
Midwifery 
Service Project’  

Views and 
experiences of 
women who 
have used the 
service and key 
workers 
involved in 
delivering the 
service 
(numbers not 
specified) 

To evaluate the 
service 
and innovations 
developed by the 
project 

Community 
based MCAs 
offering support 
for local women 
during 
pregnancy and 
after birth 

Methodology not 
clear - reference 
to interviews and 
routine data 
collection from 
the project  
 
High risk of bias 
(evaluating own 
service) 

Level 
4.d 

MCAs duties mostly “green 
light” tasks, including 
antenatal and postnatal 
health promotion activities; 
particularly facilitating a 
Stop Smoking group  

Midwives and 
parents found the 
MCA helpful 
 
MCA role can be 
expanded with 
additional and 
appropriate 
training/education 
 
 

Griffin et al  
(2009) 
England 
 
Building 

MCAs working in 
various areas in 
27 London NHS 
trusts  
 

To explore MSW 
role and 
function, and 
evaluate 
educational 

Antenatal/ 
intranatal/ 
postnatal 

Mixed method - 
focus group and 
questionnaires 
 
Low risk of bias 

Level 
4.b 

MCA role mostly “green 
light” tasks,  
 
Some “amber light” tasks 
(e.g. report vital signs,   

Not standardised 
practice/role 
among trusts 
 
Role expansion 
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Source 
and Type of  
evidence 
(Author, date, 
country and 
title) 

Population and 
Context 
(e.g. ante-natal, 
post-natal etc.) 

Aim  
 

Core elements  
 Location  
 Scope of 

work 
 

Methodological 
process  
 Study design 

 
Risk of bias  

  

Level of 
evidence 
(JBI) 
 

Relevant findings (the 
use of MCAs and 
development of their 
role) 

Key 
recommendations 
/ Limitations 
/Gaps  
 

capacity to care: 
learning for 
maternity 
support 
workers 

preparation and 
continuing 
professional 
development  

assist during theatre 
procedures, cannulation, 
urinalysis, neonatal blood 
spot screening etc.) 
 

possible with 
additional and 
appropriate 
training 

Ingram, J. and 
Johnson, D.  
(2009) 
United Kingdom 
 
Using 
community 
maternity care 
assistants to 
facilitate family-
focused 
breastfeeding 
support 

MCAs (n=3), 
midwives (n=5), 
managers (n=2), 
and  parents 
(n=11) 
in the Sure Start 
Programme 
(focused on in 
areas of greatest 
deprivation) 

To evaluate 
MCAs involving 
fathers from 
economically 
deprived 
communities in 
antenatal 
breastfeeding 
discussions to 
provide support 
and 
encouragement 

Postnatal 
community 
setting 

Qualitative - 
interviews  
 
Unclear risk of 
bias 
 

Level 
4.d 

MCAs received in-house 
breastfeeding training, 
attended UNICEF Baby-
Friendly Initiative training 
and had extensive practical 
experience 
 
Then provided support for 
vulnerable women in the 
post-natal period 
 
 

Families were 
positive about their 
experience with the 
MCAs 
 
Expansion of the 
MCA role is 
possible with 
additional and 
appropriate 
training 

Prowse et al  
(2008) 
England 

 
Role redesign in 
the National 
Health Service: 
The effects on 
midwives’ work 
and 
professional 

Midwife 
lecturers (n=25), 
hospital and 
community 
midwives 
working in the 
maternity unit 
(n=63), senior 
NHS staff, 
midwifery 
education and 

To explore the 
midwives views 
of key skills of 
the midwife, and 
the effects of 
work redesign 
and MSW role on 
professional role 
boundaries 

General  Mixed methods – 
survey and 
interviews 
 
Single setting 
 
Low risk of bias 
 

Level 
4.d 
 

Experienced MSWs valued 
by midwives 
 
MSWs must work under 
supervision of midwives  
 
Barriers: 
Resistance to relinquish 
aspect of their roles to MSW 
(caring duties). 
MSWs concerned about 

The profession 
needs to consider 
the effects of work 
re-design on the 
professional 
boundaries  
 
 



 25 

Source 
and Type of  
evidence 
(Author, date, 
country and 
title) 

Population and 
Context 
(e.g. ante-natal, 
post-natal etc.) 

Aim  
 

Core elements  
 Location  
 Scope of 

work 
 

Methodological 
process  
 Study design 

 
Risk of bias  

  

Level of 
evidence 
(JBI) 
 

Relevant findings (the 
use of MCAs and 
development of their 
role) 

Key 
recommendations 
/ Limitations 
/Gaps  
 

boundaries policy staff and 
midwives (n=49) 
in a large urban 
maternity unit 

raised expectations in their 
role. 
 

NHS  
(2006) 
United Kingdom 
 
Maternity 
support 
workers: 
enhancing the 
work of the 
maternity team 
 

57 trusts across 
the UK  

To implement 
MSW across 
hospital 
midwifery and 
community care 
settings 
 
To reduce 
midwifery time 
on non-clinical 
tasks  
 
To address 
retention and 
recruitment 
issues of 
midwives  

General Survey and case 
studies 
 
High risk of bias 
 
Local  project 
teams initiating 
small test change 
cases, review local 
governance and 
measure impact  
 
 
 

Level 
4.b 
 
 

Variation in MSW role 
based in banding, i.e. bands 
2 and 3  
 
Most new MSW roles were 
in community and in 
postnatal areas  
 
Savings in administration 
time, running GTT clinics, 
breastfeeding support (not 
quantified) 

Limitations: how 
data was collected 
is not clear. Very 
diverse reports and 
lack of 
standardisation in 
the data.  
Very difficult to 
evaluate the data in 
relation to the 
saving on midwife 
time due to the lack 
of standardisation.   

Tope et al  
(2006) 
England 
 
Introducing 
Maternity 
Support 

Maternity clients 
(n=28); MSWs 
(n=39), 
educators, 
managers and 
HR staff (n=60); 
site leaders 

To evaluate the 
NHS Employers 
Large Scale 
Workforce 
Change Team 
(LSWCT) 
Maternity 

Hospital and 
community 

Qualitative case 
study on the 
programme roll 
out, with focus on 
implementation in 
the 8 “live” sites  
 

Level 
4.d 
 

MSW role valued; clients 
enjoyed continuity 
Barriers: 
Wide variation in MSW 
roles  
“Red light” activities 
allowed in some setting, 

Need for clarity in 
role boundaries 
 
Professionals 
working with 
MSWs need to be 
clear about 



 26 

Source 
and Type of  
evidence 
(Author, date, 
country and 
title) 

Population and 
Context 
(e.g. ante-natal, 
post-natal etc.) 

Aim  
 

Core elements  
 Location  
 Scope of 

work 
 

Methodological 
process  
 Study design 

 
Risk of bias  

  

Level of 
evidence 
(JBI) 
 

Relevant findings (the 
use of MCAs and 
development of their 
role) 

Key 
recommendations 
/ Limitations 
/Gaps  
 

Workers: How 
are they 
enhancing 
maternity 
services? 

(n=8); 
LSWCT members 
(n=12) 
 
Of  57 proposed 
sites, only 8 were 
“live” during the 
programme 

Support 
Programme  

Use of telephone 
interviews and 
discussion forums  
 
Low risk of bias 

forbidden in others.  
Guidance on appropriate 
task shifting is required. 
National registration and 
regulation of MSW wanted. 

delegation, 
supervision and 
accountability  
 
Renew debate on 
regulation of MSWs 
 
 

Woodward et al 
(2004) 
England 

 
Maternity 
support 
workers: what 
is their role? 
(part 1) 

Heads of 
Midwifery 
(n=25); 
Midwifery 
Educators 
(n=30); local 
supervisory 
authorities 
(n=3);  service 
user 
representatives 
(n=3); 
consortium 
business 
manager (n=1)   

To investigate 
the role of the 
midwifery 
support worker  
  
To determine the 
feasibility of 
MSWs stepping 
on/off midwifery 
education 
programmes  

General Mixed method -  
Consultations, 
telephone 
interviews, postal 
survey and 
analysis of 10 
direct entry 
midwifery 
curricula  
 
Low risk of bias 

Level 
4.d 
 
  

Variance in MSW titles and 
role across trusts.  
MSW role involves “green 
light” tasks and some 
“amber”. 
HOMs report high 
satisfactions from services 
user. 
 
Facilitators: 
MSW should work alongside 
midwife rather than task 
orientation 
 

MSW role and its 
boundaries need to 
be clarified, as well 
as MSW training 
and standards 
 
Accountability for 
delegation  
 
Need for regulation  
 
Need for Women’s 
evaluation of role  

Morrell et al  
(2000) 
United Kingdom 
 
Costs and 
benefits of 

Women who 
delivered a baby 
in the recruited 
hospital, lived in 
the area and 
were over 17 

To measure the 
difference in 
health status in a 
group of women 
offered postnatal 
support 

Community 
postnatal 
support workers 

Randomised 
controlled trial 
 
Low risk of bias 
 
Support worker 

Level 
1.c  
  

Main activities involved 
“green light” tasks, i.e. direct 
care and domestic duties 
 
Most women were satisfied 
with MSW service. Some 

Mean number of 
MSW visits was 6.  
 
Limitations: 
Low uptake. High 
representation 
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Source 
and Type of  
evidence 
(Author, date, 
country and 
title) 

Population and 
Context 
(e.g. ante-natal, 
post-natal etc.) 

Aim  
 

Core elements  
 Location  
 Scope of 

work 
 

Methodological 
process  
 Study design 

 
Risk of bias  

  

Level of 
evidence 
(JBI) 
 

Relevant findings (the 
use of MCAs and 
development of their 
role) 

Key 
recommendations 
/ Limitations 
/Gaps  
 

community 
postnatal 
support 
workers: a 
randomised 
controlled trial 
 

(n=623)  
 

compared to a 
control group 
who were not 
offered  

role based on the 
Dutch system, 
with 10 PN visits 
over 28 days up to 
3 hrs / day. 
8-week 
standardised 
training 
programme 
provided. 
 
 

conflicting advice. 
 
Cost to NHS was £180 more 
for intervention group per 
delivery 
 

elective caesarean.  
  
Higher cost and no 
evidence of health 
benefit at 6 weeks 
or 6 month follow 
up  
 

Francomb, H. 
(1997)  
United Kingdom 
 
Do we need 
support 
workers in the 
maternity 
services? 
 

56 midwives in 
one maternity 
hospital  

To explore 
midwives' 
perceptions of 
the role of the 
support 
worker and the 
issues involved 
 

Both hospital 
and community 
midwives 
targeted 

Qualitative study – 
postal 
questionnaire  
 
High risk of bias 
 

Level 
4.d 

Midwives’ perceived role of 
support workers includes 
housekeeping duties, 
clerical/general care duties. 
Caution in relation to 
clinical tasks 
 
Midwives concerned about 
standards of care, staffing 
levels, skill mix and 
professional responsibilities 
And that support workers 
used to replace rather than 
relieve non-midwifery 
duties 
 
 

Midwives 
welcomed support  
but did not wish to 
see their role 
eroded, standards 
of care reduced or 
fewer midwives 
employed 
 
Need consideration 
on support 
workers’ training 
and education 
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Source 
and Type of  
evidence 
(Author, date, 
country and 
title) 

Population and 
Context 
(e.g. ante-natal, 
post-natal etc.) 

Aim  
 

Core elements  
 Location  
 Scope of 

work 
 

Methodological 
process  
 Study design 

 
Risk of bias  

  

Level of 
evidence 
(JBI) 
 

Relevant findings (the 
use of MCAs and 
development of their 
role) 

Key 
recommendations 
/ Limitations 
/Gaps  
 

Way, S.   
(1996)  
England 
 
Post-delivery 
personal 
hygiene care 

Midwives (n=12) 
and auxiliary 
staff (n=4) in one 
hospital  

To examine why 
the personal 
hygiene care was 
delegated to 
auxiliary in the 
immediate post-
partum period  
 
To compare the 
care of the 
midwife and 
auxiliary in 
relation to 
hygiene  
 
 
 
 

Single hospital 
setting in 
England  
Normal 
maternity care 
arrangements  

Qualitative study – 
based on focus 
groups  
 
Low risk of bias 

Level 
4.d 
 
 

Reason for delegation of 
hygiene care to auxiliary: to 
free up the midwife’s time 
and to free up the delivery 
suite more quickly 
 
Limitations exist when 
delegated to auxiliary such 
as avoidance of perineal 
care and technical questions 
 

Recommendation 
to consult with 
women  
  
Critical aspects of 
the midwife 
function are 
undertaken while 
doing the hygiene 
role so take care in 
delegation of this 
activity  

THE NETHERLANDS 

Boerleider et al 
(2014) 
Netherlands  
 
"Being flexible 
and creative": a 
qualitative 
study on 
maternity care 

MCAs (=15) 
caring for non-
western women 
during post-natal 
period 

To gain insight 
into how Dutch 
MCAs address 
issues 
encountered 
when providing 
care for non-
western women 

Community 
setting, postnatal 
care 
 
Dutch model 

Generic 
qualitative 
approach – based 
on interviews 
 
Low risk of bias 

Level 4.d MCA duties: 
Postpartum care at home 
(3hours a day for 7-8 
days) – “green light” if 
assisting the midwife, “red 
light” if substituting for 
the midwife 
“red light” tasks: 
monitoring 

The study focuses 
on cultural 
sensitivity aspects 
of care relationship 
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Source 
and Type of  
evidence 
(Author, date, 
country and 
title) 

Population and 
Context 
(e.g. ante-natal, 
post-natal etc.) 

Aim  
 

Core elements  
 Location  
 Scope of 

work 
 

Methodological 
process  
 Study design 

 
Risk of bias  

  

Level of 
evidence 
(JBI) 
 

Relevant findings (the 
use of MCAs and 
development of their 
role) 

Key 
recommendations 
/ Limitations 
/Gaps  
 

assistants' 
experiences 
with non-
Western 
immigrant 
women 

maternal/fetal 
wellbeing 
Domestic duties extended 
to caring for other 
children and other “green 
light” tasks 

Baas et al  
(2013) 
Netherlands 
 
Continuous 
support during 
childbirth by 
maternity care 
assistants: an 
exploration of 
opinions in the 
Netherlands 

MCAs (n=37 for 
the interviews) 

To explore the 
opinions of MCAs 
about their 
potential role 
expansion in the 
provision of 
support during 
childbirth  

Various settings 
 
 

Mixed methods -  
four semi-
structured focus 
groups with MCAs 
and 124/190 
questionnaires set 
to MCAs 
nationally  
 
Unclear/high risk 
of bias 
 
 

Level 4.d Positive attitude to 
providing emotional 
support but not medical 
tasks based on need for 
clear demarcation 
between MCA and RM 
role.  Calls for extra 
training in childbirth 
assistance were made  

Possibility of role 
expansion with 
additional and 
appropriate 
training (e.g. to deal 
with complications 
and emergencies) 
 
Limitations: 
findings not based 
on current 
practices, limited 
generalizability 
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Source 
and Type of  
evidence 
(Author, date, 
country and 
title) 

Population and 
Context 
(e.g. ante-natal, 
post-natal etc.) 

Aim  
 

Core elements  
 Location  
 Scope of 

work 
 

Methodological 
process  
 Study design 

 
Risk of bias  

  

Level of 
evidence 
(JBI) 
 

Relevant findings (the 
use of MCAs and 
development of their 
role) 

Key 
recommendations 
/ Limitations 
/Gaps  
 

Kerssens, J. 
(1994)  
Netherlands 
 
Patient 
satisfaction 
with home-birth 
care in The 
Netherlands  

Dutch women 
receiving 
maternity care at 
home (n=1812) 
and staff in 
maternity home-
care centers 

To explore 
patients’ views 
on whether 
maternity home-
birth care is 
sufficiently 
accessible and on 
quality of home-
birth care 

Mainly postnatal Postal 
Questionnaire 
Maternal 
satisfaction  
 
Low risk of bias  

Level 4.d MCA role: To assist the 
midwife or GP during 
home delivery.  
Tasks: household and 
general care (mother and 
new-born baby), infant 
health education to the 
family. 
To recognise deviations 
from normality in mother 
and baby and report. 

Service appreciated 
and positively 
evaluated by 
women 
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3.1 Support for the role of the maternity care assistant  
 
In general, a synthesis of the data in this review and the text and opinion pieces 
retrieved indicate that the MCA role is mostly supported internationally. This 
consensus is evidenced by the Royal College of Midwives’ 2013 Position 
Statement , which states:  
 
“The RCM supports the deployment of maternity support workers in the maternity 
services to support midwives to fulfil their role efficiently and effectively. The 
positive contribution made by maternity support workers in the maternity service 
is maximised where they are appropriately trained, pay banded, managed by 
midwives and work as an integral part of the maternity care team”.  
 
The findings from many of the studies included in this review are generally 
positive towards the role; and some indicate ways the MCA can have a positive 
impact on the midwife’s workload (Brown et al., 2010, Griffin et al., 2009, 
Kaufmann, 1999, Morrell et al., 2000, Prowse and Prowse, 2008, Quigley, 2005, 
Woodward et al., 2004a), particularly in the area of postnatal care. Consensus 
exists largely when the tasks being delegated from the midwife to the MCA (task 
shifting) are indirect or non-clinical in nature such as general, clerical and 
administrative duties (Boerleider et al., 2014, Carolan et al., 2009, Hasson et al., 
2005, McKenna et al., 2002, McKenna and Hasson, 2002, Sanders et al., 2016). 
However, when it comes to the provision of direct clinical care the literature 
reveals wide variations in the scope of practice of the MCA (Griffin et al., 2009, 
Ingram and Johnson, 2009, Kerssens, 1994, Morrell et al., 2000, NHS Employers, 
2006, Willocks, 2011, Wray et al., 2010). In contexts where there is an absence of 
a nationally agreed job description or competencies, there are examples of MCAs 
in some units being permitted to perform tasks that are expressly forbidden in 
other settings.  
 
 

 
 
 
 

SUMMARY POINTS 
 

 Support for the MCA role is largely predicated on the premise 
that the role is clearly defined and does not encroach on aspects 
of the role of the midwife outlined under EU Directive 
2013/55/EU 

 
 The RCM is the only professional organisation for midwives to 

have issued a position statement giving unequivocal support for 
the role of the maternity support worker and to have offered 
membership to these unregulated workers. 
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3.2 Roles and scopes of practice of maternity care assistants  
 
In order to ensure effective service delivery, human resource interventions 
(workforce planning) should be aligned with service and health needs (Dussault 
and Dubois, 2004). A useful framework for considering the potential for ‘task-
shifting’ from midwives to maternity care assistants is that proposed by Kessler 
et al. (2010): 
 

 Substitute- support workers are seen as a ‘cheap labour’ substitute for 
qualified staff  

 
 Apprentice- the support worker role is part of a pathway that leads to 

becoming professionally qualified 
 

 Co-producer- support workers complement and directly support the 
work of the qualified staff 

 
 Relief- support workers relieve qualified staff of routine tasks.  

 
 
In Ireland, the role of the Health Care Assistant (HCA) is to offer support in the 
delivery of patient care under the supervision of qualified nursing personnel 
(Department of Health and Children, 2001). Applying that principle to the role of 
the MCA means that maternity services find ways to ensure women receive 
quality care from the most appropriate person/professional. Applying Kessler et 
al’s (2010) typology to the ‘intended’ justification of the MCA role as an assistant 
to the midwife, the evidence is supportive of the delegation of tasks that relieve 
the midwife of routine, predominantly non clinical tasks, that complement and 
directly support (co-producer) the midwife in his/her role. However the data 
reveal that reaching agreement on the nature of the tasks that can be shifted 
from the midwife to the MCA is not straightforward.  
 
More often than not controversy exists when it is perceived that the MCA is 
being utilised as a substitute for the midwife. Concerns regarding the potential 
for substitution emerge most frequently in contexts of high midwifery vacancies 
(Griffin et al., 2011) and when midwives perceive that they are being asked to 
take on more technical or medical roles (task shifting from doctors to 
midwives)(Colvin et al., 2013, Francomb, 1997, Prowse and Prowse, 2008). One 
particular event that is associated with an impetus to shift tasks from doctors to 
midwives has been the introduction of the European Work Time Directive 
(Woodward et al., 2004a), which sought to reduce junior doctors working hours. 
Concerns emerged in the midwives’ narrative data that taking on tasks that were 
previously considered the responsibility of the doctor would lead to an erosion 
of the midwives role and a threat to the very future of a model of care that 
supports normal birth (Colvin et al., 2013, Francomb, 1997, Griffin et al., 2011, 
Northern Ireland Practice and Education Council for Nursing and Midwifery, 
2013, Prowse and Prowse, 2008). In fact the one country that has voiced 
opposition to the role, New Zealand, has done so on the basis of the potential for 
further fragmentation of care and concerns regarding public safety if non-
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regulated workers are involved in the delivery of clinical care (New Zealand 
Nurses' Organisation, 2007).   
 
The College of Midwives, New Zealand (2014) position statement reiterates 
these concerns stating the following- [the Health Care Assistant]“Non-regulated 

worker who is employed to provide support services within the maternity unit; 

including very limited clinical tasks. The tasks which would be done by a health care 

assistant would be those that could also be undertaken by a member of the woman’s 

family. Therefore monitoring health and observations are excluded but getting a 

sandwich from the kitchen or assisting with a baby bath would be included. This title 

describes and includes terms used for other non-regulated workers in maternity such 

as hospital aids who have no clinical role” (p5). 
 
Given the apprehension surrounding the need to ensure the appropriate 
delegation of tasks to MCAs, efforts were made in the UK to agree a system to 
assist staff in identifying those tasks that can and cannot be undertaken by 
maternity care assistants. The RCM position statement  although supportive of 
the role, states categorically that MCAs should not be used as substitutes for 
midwives. Consequently, the MCA should not be delegated a task that is clearly 
set out in the EU Directive 2013/55/EU to be within the sphere of midwifery 
practice.  The RCM (September 2016) in their recently updated guidance 
document on the roles and responsibilities of MCAs contend that the MCAs “must 
have the appropriate level of supervision, direction and support to carry out their 
responsibilities effectively” (see Appendix 4 for a full list of tasks).  
 
In 2010, NHS Education for Scotland developed a skills passport based on a 
traffic light system to support midwives in the delegation of tasks to ensure 
MCAs must work within their sphere of responsibility. In 2014, the traffic lights 
system was adapted for use in Northern Ireland. Red skills are classified as tasks 
not to be undertaken by the MCA, Amber skills can be undertaken by the MCA 
but require further training and Green Skills are considered to be within the 
competence of the MCA and ideal for this role.   
 

3.3 The role of the Maternity Care Assistant in national and International contexts  
 
Such is the variation in the tasks that MCAs perform across a range of settings, 
that a consistent baseline for comparison is necessary. To this end, the review 
team chose the 2014 Northern Ireland HSC Clinical Education Centre traffic light 
system as a framework to explore the variation in the role internationally and to 
facilitate comparison with the Irish context.  This framework was selected for the 
following reasons: at the time the review was commissioned it had the benefit of 
being the most recent rendering of the traffic light system, Northern Ireland is 
our closest geographic neighbour and the maternity services utilise midwives in 
a way that is comparable to the Irish maternity services.  An added benefit is the 
list of tasks in each category is comprehensive; especially when it comes to 
outlining skills that are considered excluded activities. However, our selection of 
this framework is for analysis purposes only and should not be construed as a 
recommendation of the system for the Irish context.  
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In Ireland a nationally agreed Health Service Executive job description for the 
Health Care Assistant (HCA) role exists; however, there is no specific equivalent 
for the maternity care setting. Seven job descriptions and one competency 
document were provided to the review team for analysis. The job descriptions 
for MCAs were broadly based on the HCA job description with some 
modifications to reflect the setting. The competency document was devised by 
one maternity hospital for the training, supervision and sign off of competence 
for the MCA for the skill of taking vital signs. It is assumed the competence 
relates to the recording of maternal and not neonatal clinical observations.  
 
In order to interrogate the similarities and differences in the role of the MCA in 
Ireland with practice internationally, a composite job description to include the 
range of tasks outlined in the seven job descriptions was generated (see Table 3).  
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Table 3 Mapping of national and international roles to Green light tasks based on NIPEC framework 

 Legend: 
√ - Explicitly included 
Blank – Unclear/not mentioned 
X – Explicitly excluded 
* - Notes 
 
Tasks highlighted in green are 
addressed by the current FETAC Level 
5 MCA training. Programme. The other 
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Northern Ireland Traffic Light System – GREEN tasks Notes 
 General Duties:                 √*   * housework 
1 Clean beds √ √ √ √  √    √  √   √   √   
2 Clean equipment √ √ √ √ √     √  √   √   √   
3 Restock & order  √ √ √ √ √ √            √   
4 Report faults √ √                   
5 Prepare rooms  √ √  √              √   
6 Clean rooms √ √ √   √         √   √   
7 Manage spillages  √ √                   
8 Lab specimens management  √  √ √                
9 Fill birthing pool                      
10 Maintain pool                     
11 Clean resuscitation equipment √    √          √      
 Ante/ intra-natal care of the woman                     
12 Calculate (BMI)          √      √      
13 Smoking advice  √       √  √    √      
14 Assist bathing √ √ √ √  √    √  √   √   √   
15 Assist oral hygiene √   √  √   √         √   
16 Chaperone staff  √     √    √        √   
17 Urinalysis √* √  √        √   √     * 1 only 
18 Catheter care & removal  √*       √ √  √   √     * ? removal of catheters 
19 Fluid intake & output               √      
20 Care IV cannulae & removal          √     √      
21 Apply  TENS                      
22 Take IV bloods   √       √ √  √   √      
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 Legend: 
√ - Explicitly included 
Blank – Unclear/not mentioned 
X – Explicitly excluded 
* - Notes 
 
Tasks highlighted in green are 
addressed by the current FETAC Level 
5 MCA training. Programme. The other 
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23 Maternal Clinical Observations 
Describe, Do & Record 

√*        √   √   √     *3 only and the 
competency document 
**unspecified 

 Temperature √ √                   
 Pulse √ √                   

 Respiratory Rate √ √                   
 Blood Pressure √ √   X           √     
 Oxygen Saturation √                    
 Postnatal care of the woman                     
24 Skin to Skin  √      √              
25 TED stockings  √                   
26 Report blood loss √              √      
27 Promote PN exercises         √      √      
28 Assist USS / TVS                      
29 Lithotomy position                     
 Infant feeding UNICEF Baby Friendly 

Initiative recommendations: 
√*           √        *generic assistance with 

baby feeds 
30 Breastfeeding                     
 Promote breastfeeding √     √   √  √  √  √   √   
 Benefits of breastfeeding √            √  √   √   
 Assist breastfeeding  √    √     √  √  √      
 Advice and support  √    √   √  √  √ √ √ √ √ √ √  
 Positioning woman             √  √      
 Position & attach baby             √  √      
 Hand expression                     
 Breast pump                     
 Skin to skin          √  √          
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 Legend: 
√ - Explicitly included 
Blank – Unclear/not mentioned 
X – Explicitly excluded 
* - Notes 
 
Tasks highlighted in green are 
addressed by the current FETAC Level 
5 MCA training. Programme. The other 
tasks might require additional training. Ir
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31 Artificial feeding   √  √  √        √  √    

 Preparation of feeds √ √             √      
 Sterilisation √              √      
 Parenting Skills √*                   *not specified 
32 Assist      √ √ √   √     √  √ √   
33 Demonstrate baby bath nappy   √ √  √  √  √ √     √  √    
34 Baby’s cues                     
35 Promote bonding          √  √          
36 Eye & cord care          √      √      
37 New-born safety  √     √        √      
38 Baby ID & security   √             √   √   
39 Weigh baby       √  √      √/X      
40 Vulnerable families       √          √    
41 Report concerns  √  √                 
42 Baby clinical observations 

Describe, Do & Record 
*              √     *unclear  

 Temperature (axilla)  √                   
 Heart rate (apex)  √                   
 Respiratory Rate  √                   
43 Inform of changes                      
Additional tasks to Northern Ireland classification 
 Clerical/ Telephone /Charts related 

tasks* 
√ √ √ √ √ √  √ √ √    √ √   √   

 Last Offices √                    
 “Special Patients”  √                    
 Maintain drug & EBM fridges  √ √                   
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 Legend: 
√ - Explicitly included 
Blank – Unclear/not mentioned 
X – Explicitly excluded 
* - Notes 
 
Tasks highlighted in green are 
addressed by the current FETAC Level 
5 MCA training. Programme. The other 
tasks might require additional training. Ir
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 Emotional support in labour  √      X             
 Assist emergencies √ √                   
 Theatre duties √ √       √   √  √ √      
 NICU / SCBU system roles √ √                   
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Table 3 maps the skills outlined in the HSE HCA job description, the activities 
relating to scope of practice of the MCA reported in the unpublished National 
Review of Maternity Care Assistants in Ireland (Health Service Executive, 2016) 
with those outlined in the literature for international comparison. The tasks 
were subsequently categorised as green/amber or red light activities is based on 
the Northern Ireland traffic light system (Southern Health and Social Care Trust 
and the HSC Clinical Education Centre, 2014). Our analyses of these data indicate 
that when the scope of practice of the MCA in Ireland is aligned with tasks on the 
green light skill lists,  the likelihood of MCA’s undertaking tasks from the amber 
or red categories is diminished. As the composite job description is generated 
from the generic description of the role of the HCA, many tasks that might be 
appropriate to a maternity setting are not listed. A point of difference is that the 
traffic light system does not specify non-clinical tasks such a clerical activities 
that are common to the role in the Irish context.   

3.4 Potential for expansion of the role of the maternity care assistant in Ireland  
 
Based on this mapping exercise, there is potential for some sites (including those 
in Ireland) where the scope of practice for the MCA is more limited to be 
expanded to incorporate additional tasks from the green light skills list or to 
include a selection from the amber light list with training. With reference to 
Table 3 items 18-22, which are considered ‘green light’ skills, the potential exists 
to expand the role by including these activities in the job description for the Irish 
context. It may be the case that these skills would be considered amber light 
tasks i.e. those requiring additional training. 
 
The Dutch maternity system is notable in this review of MCA roles because of 
their Kraamzorg service in the postnatal support of women in their home 
following birth. However the financial structures that support the provision of 
maternity services in The Netherlands differ from Ireland in many respects. For 
example, the kraamzorg service in The Netherlands is subsidised, paid for partly 
from the public funds (sick fund) and partly directly by the family or from 
private health insurance, with special arrangements for those on state income 
support.  There are full and part time or mixed models.   In the full time model 
the kraamzorgster (van Teijlingen, 1990) visits the woman’s home up to 8 hours 
each day for 8-12 days and apart from providing aspects of direct physical care 
to the mother and baby, including breastfeeding support, and provides 
assistance to the woman and her family with various domestic chores. The part 
time model costs less and comprises of shorter visits and excludes domestic 
duties. This model is not immediately transferable to the Irish maternity service 
as despite some recent outreach of postnatal support (early transfer home ETH 
schemes) by midwives in the community, there is no national community 
midwifery service. At present, postnatal midwifery support comprises one 
statutory visit from the Public Health Nurse (PHN).  The Institute of Community 
Health Nursing (2007) highlighted the difficulty of adequately addressing 
postnatal care needs within an already overstretched PHN service. However, for 
completeness and to explore potential areas for the development of the role of 
the MCA in Ireland, table 2 includes source references to the Dutch kraamzorg 
model, which may offer useful comparisons.  
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Table 4 Mapping of national and international roles to Amber Light tasks based on NIPEC framework 

 

Legend: 
√ - Explicitly included 
Blank – Unclear/not mentioned 
X – Explicitly excluded 
* - Notes 
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Northern Ireland Traffic Light System -  AMBER tasks Notes 
1 Cup feeding                     
2 Bereavement   √                   
3 Computer results                      
4 Maternal capillary blood glucose                √      
5 Intravenous cannulation             √   √      
Additional tasks to Northern Ireland classification  
 Newborn bloodspot test            √   √      
 Baby yoga /massage           √          
 NG tube feeding         √            
 Postnatal discharge               √      
 Glucose Tolerance Tests              √       
 Assist vaccinations   √                   
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The carrying out of clinical observations by MCAs is not without controversy 
despite their appearance in the Irish job description. The NI traffic light system 
(and the one clinical competency document made available from an Irish 
maternity hospital) clearly identifies that MCAs must be able to describe and 
understand the significance of the normal range of observations as part of the 
accurate taking and recording of the observations.  Quigley (2005) considers that 
blood pressure (BP) monitoring is inappropriate, or at least contested, in the 
Irish maternity setting. While maternal and infant clinical observations are 
included in the NI traffic light system it is not at all clear that neonatal 
observations (42,43) are undertaken by MCAs, or would be acceptable in Irish 
settings.  
 
Evidence exists that assisting with infant feeding is part of the MCA role. While 
the NI traffic light system differentiates between artificial and breast feeding, 
Irish job descriptions are less explicit. Supporting mothers to artificially feed 
their infants is clearly within the role but controversy exists in terms of the scope 
of practice of the MCA supporting the woman who choses to breastfeed. Whilst 
consensus exists that MCAs may be involved in the promotion of breastfeeding, 
there is some resistance to their involvement in offering direct assistance to 
women (McKenna and Hasson (2002). There is one example in the literature 
(Willocks, 2011) that highlights the necessity for clarity regarding the extent of 
the support that can be given by the MCA. The example given relates to an 
instance where a woman breastfeeding her baby was advised regarding 
supplementation with formula by the MCA, which was viewed by the midwife 
concerned as over stepping boundaries (Willocks, 2011). Specific mention of 
aspects of breastfeeding support outlined in NIPEC is notable by its absence in 
Irish MCA job descriptions. Personal communication with MCA educators and 
with midwives in the Dublin Maternity Hospitals highlights divergence in the 
practices and controversy regarding the acceptability (or not) of MCA roles in 
the active support of breastfeeding. Again this is an area of ambiguity that would 
need to be addressed in determining appropriate national guidelines for MCAs. It 
should be noted however that in the UK the active participation of MCAs in 
breastfeeding support is widespread, positively evaluated and largely 
uncontroversial. Another aspect of MCA role and potential for development in an 
Irish context is support with parenting skills more specifically aspects of care 
(34-41) which though likely uncontroversial, are not made explicit.  
 
As previously stated the review team utilised the traffic light system as a guide to 
explore whether evidence exists that the MCA is being utilised effectively 
(potential for role expansion) and whether tasks are being delegated which are 
beyond the MCAs scope of practice (red light skills).  
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Table 5 Mapping of national and international roles to Red Light tasks based on NIPEC framework 

 

Legend: 
√ - Explicitly included 
Blank – Unclear/not mentioned 
X – Explicitly excluded 
* - Notes 
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Northern Ireland Traffic Light System -  RED tasks Notes 
1 Maternal history taking/ booking  √ /X *Booking in 
2 Interpretation, decision making and planning of care for the woman 

and her baby 
√* 

 
 * Clinical handover of care; documenting condition 

and management 
3 Monitor progress of labour including maternal and fetal wellbeing √* 

 
 *Maternal observations in labour 

 
4 Assess postnatal or postoperative recovery √* 

 
√** 

 
* C/S wound inspection 
**Perineal check 

5 Discharge and transfer of care to appropriate professional √* 
 

 * Clinical handover of care 

6 Second person attending a home birth  √ / X* 
 

*In hospital 

7 Removal of skin staples/ sutures  √* *Proposed 
8 Administer any medication  √ / X  
Additional tasks to Northern Ireland classification  
 Doppler scan   √ / X  
 Sole person in charge peripheral unit   √   
Note: A comprehensive list of “red light” tasks is presented in Appendix 7 
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There are 37 items explicitly listed as outside the scope of practice of the 
maternity care support worker by Southern Health and Social Care Trust and the 
HSC Clinical Education Centre (2014) - in Appendix 7. One study in this review 
(Tope et al., 2006), which was undertaken in the UK prior to the introduction of a 
traffic light system for guidance, demonstrates that in the absence of a skill 
passport or equivalent, the scopes of practice of the MCA vary widely. This study 
reports on the roll out of Maternity Support Workers (MSWs) in England, and 
found that many of the tasks listed in this study would clearly be considered ‘Red 
light’ tasks on the NIPEC traffic light system.  Tope et al. (2006) also noted that 
there was concern amongst MCAs and midwives at the inappropriate use of 
support workers in maternity care. Consequently, clear boundaries in the scope 
of practice and job description of the MCA are necessary.  
 
Tope et al. (2006) in their review found evidence that some units permitted the 
performance of tasks that are expressly forbidden in others. However, 
performance of tasks on the ‘red light’ skills list was not widespread and is very 
much at the discretion of the individual site. Based on the data from the HSE 
review of MCAs in Ireland (2016) no reported instances of MCAs performing 
tasks from the red list were detected in the Irish maternity setting.  
 
It is worthy of note that neither the Tope et al. (2006) nor the  recent 
unpublished HSE review of MCAs in Ireland (2016) have generated findings 
through observations of MCAs in practice, but rather are based on data from 
secondary reports from midwives and or other staff regarding the role and its 
scope. However, the data indicate that opinions vary as to the breadth of the role 
of the MCA, and this has the potential to lead to differences in practices at local 
level.  
 
The majority of evidence related to the role and of the maternity support worker 
originates from the UK and from The Netherlands. However, as outlined earlier, 
the Dutch model does not translate easily to the Irish health system rendering 
the evidence from the UK of more direct relevance.  
 
Of note, when asked for suggestions to expand the role, respondents in the HSE 
review of MCAs in Ireland (2016) suggested tasks from the amber and the red 
list, indicating the potential utility of a traffic light framework  (or equivalent) in 
any future review of the scope and practices of the role.  
 

3.5 Impact of the role of the maternity care assistant  
 
This review has presented findings that recognise the value of the role of the 
MCA within the maternity services. Acceptance of the role is facilitated by the 
use of a systematised approach to the designation of tasks suitable for the role. If 
used appropriately, a standardised approach has been shown to safeguard 
against the inappropriate delegation of tasks. Whilst the use of the traffic light 
system has been useful to classify and compare the activities of the MCA in 
Ireland and internationally, there is an absence of robust empirical evidence to 
underpin the efficacy of the role in terms of the impact on clinical outcomes.  
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Two studies in this review focussed on the impact of the role of the MCA in terms 
of clinical outcomes. Way (1996), in a small qualitative study, sought to explore if 
delegating hygiene tasks to the MCA in delivery suite would free up the 
midwives’ time and also facilitate the transfer of women from the delivery suite 
more promptly. Way (1996) found that several limitations in shifting this task to 
MCAs emerged, namely that the MCA did not attend to the perineum and 
midwives lost the opportunity to impart important information to women at this 
time.  Morrell et al. (2000) in a randomised trial sought to measure the 
difference in the health status of women offered postnatal support by MCAs 
compared with those who were offered usual care in the community. For the 
purpose of the trial the support worker role was developed based on the Dutch 
model of support in the community. The support workers received eight weeks 
standardised training and were required to visit women at home at least 10 
times over 28 days for up to three hours per day. No differences were found 
between the control and intervention groups with respect to general health or 
emotional wellbeing based on SF 36, DUFSS, EPDS scores at 6 weeks and 6 
months. The study had certain limitations in that the mean number of visits was 
six and not ten as planned. Although most women indicated they were satisfied 
with the service, some experienced issues with conflicting advice. Perhaps most 
importantly given that no difference in health outcomes was found, the cost to 
the NHS was £180 more for the intervention group per birth.  
 
With respect to the effective utilisation of the MCA within the workforce, most 
studies in this review outlined the nature of the tasks undertaken i.e. general, 
clerical, administrative or direct care, but none presented evidence on 
productivity or the extent to which the MCA’s scope of practice can be safely 
maximised to optimise the role. 
 
Two studies Hasson et al. (2005) and Carolan et al. (2009) categorised the 
proportion of the MCA’s time spent on activities. Hasson et al. (2005) found that 
72.7% of the MCA’s time was spent performing indirect care 
(clerical/administrative/household duties) and 27.3% on direct care activities 
on the ‘green light’ skills list. Similarly, Carolan et al. (2009) also found that most 
time was spent on indirect care, with only 24% of MCAs spending time on 
providing direct care, i.e. tasks on the ‘green light’ skills list.  Neither stated how 
the proportion of time allocated to indirect or direct care activities relates to 
productivity or role optimisation.  
 
Other authors have given consideration to the extent to which assistance from 
the MCA supports the midwife in his/her role (Griffin et al., 2011, Quigley, 2005, 
Prowse and Prowse, 2008). In the UK (NHS Employers, 2006) and in Northern 
Ireland (Northern Ireland Practice and Education Council for Nursing and 
Midwifery, 2013) midwives viewed the role of the MCA as a way of freeing up 
midwives to provide more hands on care. Examples were given (not quantified) 
of how support from an MCA facilitates greater efficiency in antenatal clinics, 
with more women seen and shorter waiting times. However, to maximise the 
utilisation role midwives needed clarity regarding the scope of the MCA’s 
practice.  Similarly Griffin et al. (2011) in their review of the role of the MCA in 
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Scotland found that appropriate delegation of tasks increased midwives’ contact 
time with women, in particular, those deemed to be more vulnerable. However 
the reported savings in midwives’ time is yet to be quantified.  
 
More recently Hutchinson (2014) offers a personal opinion on the changing role 
of the MCA reflecting on how with further training the role can develop to an 
advanced level. Whilst this may offer career options to the post-holder, there is 
little guidance on the appropriate training, differences in scopes of practice and 
impact of these advancing roles on outcomes. 
 
Although the studies included in this review (the majority of which are from the 
UK) outline the nature of the tasks undertaken by maternity support workers 
and the potential for role expansion, a comprehensive evaluation of the 
performance of these workers in terms of effectiveness or efficiency in the 
commission of the associated functions is yet to be undertaken. In addition, there 
is an absence of robust data regarding the impact of support worker roles on 
clinical outcomes or quality of care in maternity care.  
 
 

 
 
 
 
 
 
 

SUMMARY POINTS 
 

 In the absence of a nationally agreed job description variations 
in scope of practice exist 

 The scope of the role of the MCA in Ireland is limited to a 
circumscribed number of ‘green light’ skills but has potential to 
be expanded to incorporate more 

 Potential exists to broaden the scope to include amber light 
skills with training and minimise underutilisation. This may 
also include health promotion activities 

 Lack of role clarity can lead to resistance to delegating tasks to 
unregulated support workers  

 Role boundary issues emerged for tasks such as the taking of 
clinical observations, emotional support in labour and support 
with breastfeeding 

 The impact of the MCA role on clinical outcomes and quality of 
care is yet to be established 

 There is a dearth of evidence on productivity or the extent to 
which the MCA’s scope of practice can be safely maximised to 
optimise the role. 
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3.6 Facilitators and barriers to role expansion and effective utilisation of the MCA 
 
During our analysis of the evidence of the role and responsibilities of the MCA a 
number of key barriers and facilitators to the acceptance of the role emerged. 
Figure 3 and 4 overleaf summarise the key issues as they pertain to role 
development, educational preparation and training to support effective 
utilisation of the role in practice settings. 
 
Findings from the studies undertaken in Ireland (Carolan et al., 2009, Hasson et 
al., 2005, McKenna and Hasson, 2002, Quigley, 2005) and the mapping of the job 
description of the MCA with international examples have demonstrated that up 
to 72% of the tasks undertaken are indirect care activities such as clerical, 
administrative and household duties (see Table 2-5).  Whilst the issue of role 
expansion of the MCA is raised (Carolan et al., 2009) concerns regarding the 
responsibility for the delegation of appropriate tasks are highlighted. These 
findings are also mirrored in the UK where apprehension is not limited to 
accountability for the delegation of tasks by the midwife to the support worker 
but rather seeks to question if in the context of role expansion, national 
regulation of the MSW is required.   
 
Although, in principle, the MCA is supposed to work on delegated tasks under the 
supervision of a midwife, clarity on the tasks that require direct as opposed to 
indirect supervision is yet to emerge. This is complicated further when there is 
an absence of clarity regarding the support workers’ scope of practice and, in 
particular, if a perception exists that traditional midwifery roles are to be 
delegated. Although the potential to underutilise the maternity support worker 
is real, if this is to be avoided, a clear definition of the roles and responsibilities 
of the support worker and the midwife’s responsibility for the delegation and 
supervision of tasks undertaken by the MCA is paramount. However the 
evidence is equivocal regarding the potential benefits of role expansion of the 
support worker role in maternity care due to the lack of standardisation of data 
across sites and settings.  
 

 

SUMMARY POINTS 
 

 Clarity regarding the scope of practice of the MCA is central to the 
appropriate delegation of tasks by the midwife 

 Concerns exist regarding the potential for the erosion of the of 
midwife’s role as traditional midwifery tasks may be shifted to the 
MCA as their roles are further expanded  

 The concerns regarding the responsibility of the midwife for the 
delegation and supervision of MCAs have renewed the debate on 
the question of national regulation of MCAs  

 Guidance for midwives on the tasks delegated to the MCA that 
require direct v indirect supervision is yet to emerge. 
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FACILITATORS

Role:

-Nationally agreed MCA job description, 
with role  clarity and professional 

boundaries

-All stakeholders fully aware of MCA 
role

MCAs support and work alongside 
midwives (co-producers)

Education:

-Standardised and 
appropriate education 

programmes in place, with 
agreed educational outcomes 
and competency frameworks 

(e.g. skills passport) 

-education programmes 
monitored to ensure they are 

'fit for purpose'

Service/practice:

-Clear lines of accountability and 
responsibility

-monitoring of competence 

-Good commuincation fosters integration 
of MCAs within the team

-Opportunities for role expansion with 
training to ensure effective utilisation  

Delegation:

-Midwives trained to delegate 
to MCA 

-Clear guidance on tasks  that 
can be delegated to MCAs (e.g. 

traffic light system)

-Clear lines of accountability

Figure 3 Facilitators of role development and effective utilisation of the MCA 
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BARRIERS

Role:

-Lack of role clarity and ad-hoc 
changes to the role leading to variation 

in scope of practice 

-Ambiguity in professional boundaries

-MCA being utilised as a relief or a 
substitute for the midwife

-Concern regarding erosion of 
midwife's role, leading to conflict 

Education:

-Lack of standard education 
programmes

-lack of agreed competencies and 
mechanism to monitor  

performance  

-Variable and/or insufficient 
levels of training

-lack of monitoring of education 
providers and the extent to 

which the programmes are 'fit 
for purpose'

Service/practice:

-lack of empirical evidence on the impact 
of the role on outcomes

-lack of evidence on productivity and 
effective utilisation to support workforce 

planning

-Weak regulatory environment

Delegation:

-uncertainty re appropriatness of 
tasks leads to over or 

nderutilisation of MCAs

-concerns for public safety when 
utilising unqualified and 

unregulated workers 

-midwifery resistance to delegate 
and take responsibility for 

unregulated workers 

Figure 4 Barriers to role development and effective utilisation of the MCA 
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Chapter 4 

4 Educational preparation and Training for the role of the 
Maternity Care Assistant 

 

4.1 Introduction  
 
The findings from the review of the educational preparation and training of the 
MCA are presented in this chapter. In chapter 3 Table 3 an overlap between the 
educational content of the maternity care module in Ireland and the job 
description of the MCA is identified. However, given the range and level of 
programmes, number of educational providers and availability of sites 
employing support workers it has not been possible to make direct comparisons 
between role descriptions and the education and training provided for the UK. 
Given that internationally there is an absence of data specifically relating to the 
training needs of MCAs, and because the basis of the training in Ireland is based 
on the HCA role, a brief overview of the educational preparation appropriate to 
the HCA is provided.  
 
Empirical research examining the education and training of the HCA/MCA is 
largely descriptive and of low or very low quality. The authors rarely offer any 
clarification on interconnected issues relating to role, regulation, supervision 
and management.  It is worthy of note that MCA educational programmes have 
yet to be evaluated to gauge fitness for purpose, economic effectiveness or 
impact on client, staff and service outcomes. 
 
Since 2011 four major projects have been undertaken describing and comparing 
the educational delivery of the HCA role.  For example, in 2012, Kessler and 
colleagues undertook a cross-national schematic overview of the HCA role from 
at least two countries in each of the major global regions of Africa, North and 
South America, Oceania, Asia and Europe. In some countries, the role is 
unregulated and has no explicit pre-requisite entry requirements (Colombia, 
New Zealand, Spain, Sweden). For example in South Africa there is a two year 
period of training, whilst in Germany, Japan and the USA regulation is based 
upon a licensing model where assistants need a certificate to practise (Kessler et 
al., 2012).  
 
On a European level, three studies have examined HCA education and training.  
Based on secondary data and a review of the literature, health care assistant 
education across fifteen European member states lacks standardisation 
(European Commission, 2009).  Wide variations were identified in terms of 
duration, trainee entry age, education regulation, process, curriculum, theory/ 
practice ratio, and funding and assessment modes.  For example, training 
duration ranges from no timeframe regulation within Ireland or the UK, to 8 
months in Denmark to 4 years in the Czech Republic and Slovenia. The findings 
have reignited the debate regarding the need for a recognised certificate across 
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EU member states so that HCA educational programmes prepare the workforce 
for EU-mobility. This issue of regulation is also linked with concerns raised 
regarding public safety and the impact of care provided by support workers on 
clinical outcomes (McKenna et al., 2004). 
 
In Germany, the GesinE-study (Lehmann et al., 2016) compared training for the 
HCA role in Germany with France, UK, Austria and the Netherlands. Results 
indicate that training models across the countries studied differ, and within 
Germany, the length and content of training varied between federal states.  
However France, The Netherlands and Austria by comparison have nationwide 
common standards and a code of conduct regarding the education and scope of 
practise of HCAs. When interpreting these results caution is advised as none of 
the studies were focused specifically on the role of the MCA.  
 
In Ireland and the UK, the training programmes must be accredited at a 
nationally agreed level (NVQ/QQI). However in the absence of nationally agreed 
competencies programme, content can vary at a local level. In practice, without a 
standardised format, evidence suggests that the preparation, training and 
development of MCAs for their role vary greatly from formal (accredited 
qualifications) to informal (in-house training). Several options for training in 
Ireland and the UK will be briefly outlined.  
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Table 6: Data extraction tables for educational preparation and training 

Source 
and Type of  
evidence 
(Author, date,  
country and 
title) 

Population and 
Context 
(e.g. ante-natal, 
post-natal etc.) 

Aim  
 

Core elements  Methodological 
process  
(Study design) 
 
Risk of Bias  

  

Level of 
evidence (JBI) 
 

Relevant findings 
(the use of MCAs 
and development 
of their role) 

Key 
recommendations 
/ Limitations 
/Gaps  
 

IRELAND 
McKenna et al 
(2003)  
Ireland 
 
Training needs 
of midwifery 
assistants 

Midwives 
(n=100) and 
midwifery 
students (n=58) 
in one hospital 

To investigate 
what an 
educational 
programme for 
midwifery 
assistants should 
contain. 

Various clinical 
locations 

Mixed method -  
Semi-structured 
interviews (n=20) 
and postal 
questionnaires  
 
Low risk of bias 

Level 4.d Theoretical and 
practical training 
needed with 
continual 
competence 
assessment and a 
workplace mentor.  
Ward rotation 
should be an 
ongoing. 
 
Professionals to be 
educated in MCA 
role &competencies  

Further research 
recommended 
 
Limitations: dated 
research, with 
findings 
stemming from 
one hospital 
therefore linked 
to the unique 
needs of that 
specific 
organisation.  
Results are not 
generalisable 

UNITED KINGDOM 
Sanders et al  
(2016)  
England 
 
A wall of 
information? 
Exploring the 
public health 
component of 
maternity care 

Generic  To identify 
student 
midwives, 
midwives and 
maternity 
support workers 
current 
knowledge of and 
involvement in 
the public health 

Generic Descriptive 
qualitative study 
using online 
discussion forums 
 
Low risk of bias  

Level 4.b All participants 
view public health 
engagement as part 
of their role  
 
Barrier: 
Unstandardised 
knowledge linked 
to limited training 
impacts on delivery 

Public health 
training need 
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Source 
and Type of  
evidence 
(Author, date,  
country and 
title) 

Population and 
Context 
(e.g. ante-natal, 
post-natal etc.) 

Aim  
 

Core elements  Methodological 
process  
(Study design) 
 
Risk of Bias  

  

Level of 
evidence (JBI) 
 

Relevant findings 
(the use of MCAs 
and development 
of their role) 

Key 
recommendations 
/ Limitations 
/Gaps  
 

in England agenda in 
England 

Kessler et al 
(2014) 
United Kingdom 
 
Developing a 
high-
performance 
support 
workforce in 
acute care: 
innovation, 
evaluation and 
engagement  
 

NHS policy-
makers and 
practitioners 
(n=100); nurse 
and HR  directors 
English trusts (n= 
94) 
 

interviews with 
14 managers, 
midwives and 
MCAs; focus 
groups MCAs; 
survey of 
midwives and 
MCAs in the trust; 
follow-up 
interviews and 
survey  

To analyse new 
approaches to the 
management and 
use of 
support workers, 
to assess their 
impact and to 
identify best 
practices in the 
sector 

Various settings Mixed method 
approach - 
scoping 
discussions, 
survey, 6 case 
studies and an 
evaluation of 6 
initiatives in 4 
trusts 
 
Low risk of bias 
 
 
 

Level 4.b Accelerated 
development 
programme (ADP) 
– mixed results: 
difficulties with 
specialist modules, 
intensity of study 
and relationship 
with mentors  
 
Barrier: 
Change seen as 
downgrading of 
midwives 
 
MWs concern re 
capacity of MCAs to 
do complex clinical 
tasks 

Public policy 
developments are 
likely to create a 
new but still 
uncertain training 
agenda for 
support workers, 
but need for 
further research 
to inform best 
approach for 
practical 
implementation  
 
Limitations: 
focus on HCAs 
rather than MCA  
 
 

Griffin et al  
(2012)  
United Kingdom 
 
An evaluation of 
the impact of 
maternity 

MCAs educated 
on London South 
Bank University’s 
Foundation 
Degree 
programme and 
employed in five 

Evaluation was to 
gather data on 
the effectiveness 
of the education 
programme and 
on the impact of 
MSWs in the 

Antenatal/ 
intranatal/ 
postnatal 

Mixed methods 
evaluation - Focus 
group and 
questionnaires 
 
Low risk of bias 
 

Level 4.d Education: 2-year 
part-time 
foundation degree 
comprising 12 units 
including two 
work-based 
 

The content of the 
Foundation 
Degree was found 
to be relevant to 
the 
MSW role and 
underpin safe 
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Source 
and Type of  
evidence 
(Author, date,  
country and 
title) 

Population and 
Context 
(e.g. ante-natal, 
post-natal etc.) 

Aim  
 

Core elements  Methodological 
process  
(Study design) 
 
Risk of Bias  

  

Level of 
evidence (JBI) 
 

Relevant findings 
(the use of MCAs 
and development 
of their role) 

Key 
recommendations 
/ Limitations 
/Gaps  
 

support workers 
 
 

London maternity 
services 

workplace MSWs are able to 
leave the course  
after 1 year with a 
Certificate of 
Higher Education 

delegation of 
tasks by midwives 
to support 
workers 

Rennie et al  
(2009)  
Scotland 
 
The 
development of 
maternity care 
assistants in 
Scotland 

Maternity 
hospital setting 

Overview of the 
Certificate of 
Higher Education: 
MCA (Cert HE 
MCA) Level 7 
award. 

Maternity setting Non-empirical 
based study, 
descriptive 
content with 
evaluation based 
upon anecdotal 
reports 

Level 4.d Descriptive 
overview of course 
structure, aim, 
modules, 
philosophy, 
learning outcomes 
and assessment.  
Trainee 
recruitment 
selection and 
achievement also 
outlined.   
Trainee and mentor 
feedback also 
detailed. 

Advocates the 
MCA role as it can 
impact on quality 
of maternity care 
in NHS 

Malhotra & 
Tyler (2007)   
United Kingdom 
 
Developing an 
approach to the 
learning offer 
for maternity 
support workers 

Midwifery Sets out current 
MSWs in England 
learning and 
development 
needs 
 

Midwifery  Desk research 
and review of 
literature; 
interviews (face 
to face/telephone 
with key 
stakeholders; 
Focus groups  
(n=5) with MCAs 

Level 4.b Issues re:  role, 
accountability, 
regulation, 
supervision and 
management need 
clarified 
 
MSW training is 
currently highly 

Case for a national 
framework for 
MSW learning  
 
Case for MCAs 
role in community  
 
Whilst dated, 
evidence 
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Source 
and Type of  
evidence 
(Author, date,  
country and 
title) 

Population and 
Context 
(e.g. ante-natal, 
post-natal etc.) 

Aim  
 

Core elements  Methodological 
process  
(Study design) 
 
Risk of Bias  

  

Level of 
evidence (JBI) 
 

Relevant findings 
(the use of MCAs 
and development 
of their role) 

Key 
recommendations 
/ Limitations 
/Gaps  
 

(unspecified); 
expert workshop 

variable in content, 
rigour and success  
 

reflective of key 
stakeholders 

Woodward et al 
(2004) 
England 
 
More flexible 
education 
programmes: 
increasing 
options within 
the NHS  
(part 2) 

Heads of 
Midwifery 
(n=25); Lead 
Midwifery 
Educators 
(n=30); local 
supervisory 
authorities (n=3);  
service user 
representatives 
(n=3); 
consortium 
business manager 
(n=1)   
 

To investigate the 
role of the 
midwifery 
support worker 
in England 
  
To determine the 
feasibility of 
MSWs stepping 
on/off midwifery 
education 
programmes as 
support workers 

General Mixed method -  
Consultations, 
telephone 
interviews, postal 
survey and 
analysis of 10 
direct entry 
midwifery 
curricula  
 
Low risk of bias 

Level 4.d 
 
  

Recognise 
flexibility in 
vocational and 
professional 
education  
programmes, 
however 
implications for 
staffing, skills mix 
and mentorship in 
placement  
 
Some concerns 
over stepping off of 
student midwives 
to MCA roles 

Calls for NVQ in 
midwifery to be 
comparable to 
nursing    
 
Access and 
additional 
academic support 
to assist 
transition 
todegree 
 
More work 
required to 
establish 
standards of 
between learning 
outcomes and 
accreditation 
points between 
vocational & 
professional 
courses . 
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4.2 UK Competency frameworks for maternity care assistants  
 
Core competencies and associated learning programmes have been developed 
for the assistant role generally and the MCA role in particular.  However 
variations exist and details of the evidence underpinning their development are 
not transparent.   For example, in the UK the Royal College of Midwives (2004) 
identified competency domains to develop higher level MCA roles.  They include:   
 
 
 
 
 
 
 
 
 
 
 
 
 
 
The development of these competencies (Royal College of Midwives, 2004) were 
based upon a review of existing MCA job descriptions and informed by the NHS 
Knowledge and Skills Framework (KSF) (Department of Health, 2003).  The RCM 
stated that such competencies should be used within a framework of recognised 
qualifications that encapsulates theoretical knowledge and practical skills.  
 
Building on these developments, NHS Education for Scotland (2006) also 
identified five areas of core competencies and training needs that programmes 
should focus upon for MCAs: pregnancy, childbirth and the postnatal person; 
education; clinical skills; baby care and personal skills and competencies. These 
areas were then incorporated into the National Standards Relating to Health 
Care Support Workers in Scotland (Scottish Executive Health Department, 2006) 
and led to the development of a work-based certificate of Higher Education MCA 
course (piloted by Robert Gordon University).  Evaluations of the course or 
competencies are as yet unpublished.  
 
In addition to these competency frameworks, the Skills for Health have 
developed a series of National Occupational Standards (NOS) and National 
Workplace Competencies (NWCV) to describe the competencies that generic 
health workers require to undertake their roles. These competencies can be used 
as units in the NVQ training options. A framework for MCAs also exists (see Table 
7 for an overview). 
 
 
 
 
 

 Responsible attitude to work 
 Maintaining a safe environment in all settings 
 Communications 
 Assisting midwives and other professionals 
 Assisting women and families and users 
 Awareness of physiological, psychological and social 

impact of childbirth 
 Awareness of the organisation and provision of care 
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Table 7 Case 1 Sample of MCA competency framework 

Maternity Support Worker 
National Occupational Standards Competence Set 

Core competencies Optional competences 

Communicate with, and complete records for 
individuals 
 
Reflect on & evaluate your own values, 
priorities, interests and effectiveness 
 
Support the health & safety of yourself and 
individuals 
 
Contribute to the effectiveness of teams 
 
Act within the limits of your competence and 
authority (Not yet on the website) 
 
Promote choice, well-being and the 
protection of all individuals 
 
Assist the practitioner to implement 
clinical/therapeutic interventions 
 
Help address the physical comfort needs of 
individuals 
 
Support professional advice to help parents 
to interact with and take care of their newly 
born babies 
 
Obtain & test specimens from individuals 
 
Undertake physiological measurements 

Promote effective communication for and 
about individuals 
 
Maintain health & safety in a 
clinical/therapeutic environment 
 
Prepare individuals for clinical/therapeutic 
activities 
 
Support individuals during and following 
clinical/therapeutic activities 
 
Support individuals with their personal care 
needs 
 
Obtain venous blood samples 

 

4.3 Standardised induction for maternity care assistants   
 
To date, evidence to indicate that a standardised generic or speciality specific 
induction programme exists for support workers in Ireland is yet to emerge. This 
is also the case in the UK as each of the four regions (NHS England, Wales, 
Scotland and Health and Social Care (HSC) in Northern Ireland) operates at a 
regional level. In Scotland, the NHS Education for Scotland in 2012 launched the 
Healthcare Support Worker Toolkit outlining mandatory induction standards 
and a code of conduct.   In Wales, an employer’s code of practice, a code of 
conduct and Principles of Induction for Health Care Support workers have been 
developed for all staff (Welsh Assemby Government, 2010, NHS Wales, no date).   
 
Following concerns for public safety, both the Francis Report (2013) and the 
Cavendish Review (2013) have led NHS England to implement common 
standards and codes of conduct in relation to the health assistant/support 
worker, regardless of title or speciality.  This has led to the introduction of the 
Care Certificate on 1st April 2015: a mandatory training course and qualification, 
providing all essential and appropriate skills for the assistant workforce (HCAs, 
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MCAS etc. in the NHS). Newly appointed assistant staff must complete this 12 
week programme, consisting of 15 key standards (see table 8 below) which are 
assessed in the workplace to ensure the application of theory to practice.   
 
Table 8 Care certificate standard from Royal College of Nursing  

Key Standards: 
Understand your role Communication  Safeguarding Children 
Your personal 
development  

Privacy and dignity  Basic Life Support  

 Duty of care Fluids and nutrition Health and Safety  
 Equality and diversity 

 
Awareness of mental 
health, dementia and 
learning disability 

Handling information  
 

Work in a person 
centred way 
 

Safeguarding adults 
 

Infection prevention and 
control  

 
In 2010 the RCM stated that with respect to the maternity support worker in 
training, the educational environment should support learning through the 
adherence to the following key principles:  
 
Key principles:  
Accreditation Accessibility (e.g. for flexible learning) 
Quality assurance Link to the Knowledge and Skills 

Framework and National Occupational 
Standards 

Support to career development Contribute to the delivery of maternity 
services through addressing core areas of 
support staff practice 

Equal rights to career development Appropriate learning infrastructure 
Provide essential skills, including ICT Build professional values and attitudes 

 
 
In addition, the RCM (2016a) have issued guidance in relation to the MSW and 
state that “New MSWs must remain in ‘line of sight’ supervision until they have 
completed a standard”. 
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4.4 Informal training of maternity care assistants 
In the absence of a nationally agreed educational framework and responding to 
financial, staffing and/or service pressures, evidence suggests that individual 
employers provide informal training to MCA staff.  The provision of informal 
training for MCAs is not quantified in the literature; however, it is suggested that 
training may comprise of only a few hours, to several weeks and may include a 
range of methods including shadowing, on-the job- learning and short courses 
(NHS Education for Scotland, 2010). It is assumed that once the MCA is proficient 
and willing, he/she would then be allowed to carry out that particular task.  
MCAs were identified as being most likely to attend courses in first aid, basic life 
support (adult), basic neonatal resuscitation or breastfeeding (NHS Education 
for Scotland, 2006).  Examples of specific MCA informal training are outlined in 
tables 9 and 10.  
 
Table 9 Case example of an informal study day for maternity care 
assistants in Ireland  

MCA Study day (Ireland) 
Provider Centre for Midwifery Education, Dublin 
Duration 1 day 
Aim To provide MCA/HCAs with more information about the maternity service 

they work in  
Content Communication, team working, use of the ISBAR tool, HIQA National 

Standards for Safer Better Care (2012), Data Protection, FOI, Introduction 
to Clinical Audit and Quality measures, Clinical Risk and the Complaints 
Process 

 
Table 10 Case example of an informal one year training programmes for 
maternity care assistants (UK). 

MCA Scrub Nurse (UK) 
Provider Supported by the Skills for Health (2009) a maternity exemplar project the 

Worcestershire Acute Hospitals NHS Trust’s Redditch Obstetric Theatre 
Maternity Support Worker (OTMSW) 

Duration 12 months 
Aim To equip the Obstetric Theatre Maternity Support Worker (OTMSW) with 

specific skills 
Content The training is ‘front-loaded’ in the first six months so learners can obtain 

the knowledge and skills required in order to achieve the competence for 
the scrub role. The initial six months include 123 hours of classroom-
based learning, followed by a placement rotation in both theatre and ward 
environments. Thereafter, OTMSWs receive on-the-job training in skills 
such as taking blood samples, basic observations during the post-
operative period, and support during breastfeeding and baby care. Critical 
to the on-the-job training, are the learners’ partnerships with their 
assessors, who provide mentoring and encouragement as well as formally 
assessing their skills against the required competences 

 
 
Informal training however is not without criticism. For example, Keeney et al. 
(2005) point out that such training is often ad-hoc, of variable quality, where 
trainees receive no formal academic credit for completion.  Moreover, they are 
based on the requirements of individual healthcare settings, funded by the 
healthcare provider. In the Cavendish review (Department of Health, 2013), 
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concerns were raised that this approach can lead to costly duplication of training 
procedures.  Moreover the Council of Deans for Health (2013a) warned that local 
learning infrastructures are not always sufficient, invariably seen as filling an 
existing local gap and not a strategic education workforce component for the 
MCA workforce (Malhotra and Tyler, 2007).   
 

4.5 National and International frameworks for education and training of the 
maternity care assistant  
 
In 1998, the Irish Commission on Nursing: A Blueprint for the Future report was 
published, which made a wide range of recommendations for the development of 
nursing and midwifery (Department of Health and Children, 1998). One 
recommendation focused on the effective utilisation of professional skills of 
nurses and midwives, within the background of changing practice in the 
preparation of nurses. In response, a working group was established in 2000, to 
set standard criteria for the education and training of care assistants across the 
health services including maternity.  This resulted in the development of a 
national pilot programme of vocational training for HCAs, entitled the `Health 
Care Support certificate ‘(Level 2) (Department of Health and Children, 2001).  
The standards for certification were based with the Further Education and 
Training Council (FETAC) the statutory body for further education and training 
in Ireland at that time, in partnership with course providers.   The Health Care 
Support certificate was designed to develop core competencies necessary for 
care assistants across care settings and client populations including maternity.  
Training was designed using eight stand-alone modules that were assessed 
independently.  This was to enable knowledge to be integrated into practice and 
relied on close facilitation in the workforce by qualified nurses who were 
expected to work with care assistant and ensure that their learning needs were 
being met.  The training takes a similar format to the UK National Vocational 
Qualification (NVQ) in that it has a framework incorporating vocational modules 
and a work experience module.  An evaluation of the national programme in 
2003, recommended that it should be developed and extended to train care 
assistants across Ireland (McKenna et al., 2003b).   
 
FETAC has since been dissolved and its functions were passed to Quality and 
Qualifications Ireland (QQI) in November 2012 (Department of Education and 
Skills, 2012b).  The formal national frameworks in both Ireland and the UK 
enable appropriate accreditation, alignment and recognition of education and 
training. These frameworks allow HCA / MCA education and training to be 
compared within and between the British Isles but also in the EU through the 
Bologna agreement/accord (1999) (See Council of Europe 2016 explanatory 
document.1 
 

                                                        
1http://www.coe.int/t/dg4/highereducation/EHEA2010/BolognaPedestrians_en.asp#P132_138
51). 
 

http://www.coe.int/t/dg4/highereducation/EHEA2010/BolognaPedestrians_en.asp#P132_13851
http://www.coe.int/t/dg4/highereducation/EHEA2010/BolognaPedestrians_en.asp#P132_13851
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The National Framework of Qualifications (NFQ) - QQI describes the 
qualifications of an education and training system and how they interlink and 
compare with similar awards. Over 150 counties have or are developing such a 
system to facilitate learners to move from one qualification to another and to 
have mobility across countries. Healthcare assistant training in Ireland is 
accredited at Fetac Level 5, which equates to the Leaving Certificate standard 
(the final examination on completion of second level education).  Comparison 
tables for Fetac level awards with National Vocational Qualifications (NVQs) in 
the UK are located in Appendix 5.  
 
Commonalities do exist across the national framework qualifications provided in 
Ireland and the UK (Quality Assurance Agency for Higher Education, 2014).   On 
a European level, national qualifications frameworks for both Ireland and the UK 
relate to the European Qualifications Framework (EQF) and the Framework for 
Qualifications of the European Higher Education Area (FQ-EHEA) (commonly 
referred to as the Bologna Framework) (see Table 11 for further detail).   
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Table 11 Levels of Qualification at national level mapped to the Bologna 
Framework of European Credit Transfer 

European 
Qualifications 
Framework 
(EQF) 

Qualifications 
and Credit 
Framework 
England/ 
Northern 
Ireland 
(QCF) 

Credit and 
Qualifications 
Framework 
for 
Wales (CQFW) 
 

Scottish 
Credit and 
Qualifications 
Framework 
(SCQF) 
 

The National 
Framework of 
Qualifications 
for Ireland 
(NFQ IE) 
 

8 8 8 12 10 
7 7 7 11 9 
6 6 6 9/10 8/9 
5 4/5 4/5 7/8 6 
4 3 3 6 5 
3 2 2 5 4 
2 1 1 4 3 
1 E3 E3 3 2/1 
 E2 E2 2  
 E1 E1 1  
 
(Source: http://www.qqi.ie/Publications/Qualifications%20cross%20boundaries.pdf)      

 

4.6 Welsh National Framework for the Education and Training of Health Care 
Support Workers 
In 2007, calls to standardise the educational preparation and training of support 
workers began to emerge. In response, the Skills for Health, the Royal College of 
Midwives in Wales and the National Leadership Innovation Agency for Health 
undertook a project to consider an All Wales Curriculum for Maternity Support 
Workers (Royal College of Midwives Wales, 2008, Royal College of Midwives 
Wales, 2009a, Royal College of Midwives Wales, 2009b, Tyler et al., 2008). Key 
training outcomes included the identification of a title for the curriculum, 
module titles and an impact assessment tool to measure quality, client 
satisfaction, midwives’ views and job satisfaction for MCAs. In 2009, to ensure 
consistency and transferability of skills for MCAs, the All Wales Maternity 
Support Worker Curriculum was introduced (Royal College of Midwives Wales, 
2009a). This provides the opportunity for MCAs to complete the BTEC level 3 
certificate in Maternity Support Work (see case overleaf). 
 
 
 
 
 
 
 
 
 
 
 

http://www.qqi.ie/Publications/Qualifications%20cross%20boundaries.pdf
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Table 12: Case example of All Wales Maternity Support Worker Curriculum 
for Maternity Support Workers (NVQ Level 3)  

All Wales Maternity Support Worker Curriculum for Maternity Support Workers 
NVQ Health (Maternity Support) Level 3 (Wales) 

Description A taught structured programme comprising seven units that are credit 
based and mapped to National Occupational Standards (NOS) and the 
Knowledge and Skills Framework (KSF) provide theoretical knowledge 

Target learners Existing support workers in maternity care settings, existing support 
workers from other healthcare settings wishing to seek employment in 
maternity care settings and new recruits with no previous experience 
of working within a healthcare setting 

Awarding body Accreted by Open College Network (OCN) Wales and Edexcel (OCN 
Level 3 Certificate in Maternity Support Work OR Edexcel BTEC Level 3 
Certificate in Maternity Support Work) 

Assessment of Prior 
Experiential 
Learning (APEL) 

Individuals with considerable experience may present evidence to the 
assessors of the awards to gain exemptions. 

Education providers The curriculum may be provided by NHS Trusts or educational 
institutions that are registered with relevant, approved awarding 
bodies and programme coordinators will facilitate theoretical 
components and assessment processes. For programmes delivered by 
educational institutions a current midwife registrant, with or working 
towards a teaching qualification, should be identified as a programme 
coordinator. NHS Trusts may appoint a midwife with a teaching 
qualification to act as programme coordinator 

Assessor support 
for learners 

Learners will receive support from designated assessors in line with 
NVQ requirements. As learners progress with the programme of 
learning support will encompass pastoral support and written and 
verbal feedback of progress and achievements 

Teaching and 
learning strategies 

Teaching and learning activities will include: • Lectures • Group work • 
Reflective writing • Presentations • Group discussions • Visual aids-
DVDs/Videos • Workbooks • Scenarios/role play • Demonstrations 
• Debates • Seminars • Quizzes 
The curriculum should also provide formal teaching and learning 
opportunities for clinically based midwives undertaking teaching and 
assessing courses/programmes of study. 

Assessment strategy There are many different forms of assessment these include: 
• Promoting learning by providing the individual with feedback, 
normally to help improve her/his performance. 
• Evaluating the learner’s knowledge, understanding, abilities or skills. 
• Enabling the public, employers and programme providers to know 
that an individual has attained competence that reflect the standards as 
outlined in the requirements of the awarding body. 

Criteria for 
assessment 

Each OCN/Edexcel credit based unit has a specific set of assessment 
criteria. Each competency in the NVQ Health (Maternity Support) Level 
3 has a specific set of performance criteria, scope and knowledge 
specifications. Throughout the programme learners will maintain a 
portfolio that contains evidence that can be assessed against the OCN 
and Edexcel credit based units and the competences. Assessment 
methods will include: 
• Observation - skills, presentations, group discussion, role play, 
simulation. 
• Practical demonstrations. 
• Written - questions, reflections, essays, workbooks, reports. 
• Oral questions and answers. 
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All Wales Maternity Support Worker Curriculum for Maternity Support Workers 
NVQ Health (Maternity Support) Level 3 (Wales) 

Programme 
overview 

The programme comprises 7 modules to be delivered over 70 weeks to 
include 26 credits equating to 260 hours. The following units, shown in 
below, will deliver underpinning knowledge for the competences. 
 
-Working as a member of a multi-disciplinary team: 15 formal teaching 
and 15 guided study hours (level 3, 8 weeks duration, 3 credits) 
 
- Anatomy and Physiology: 15 formal teaching and 15 guided study 
hours (level 3, 8 weeks duration, 3 credits) 
 
- Health, Safety and Security: 15 formal teaching and 15 guided study 
hours (level 3, 8 weeks duration, 3 credits)  
 
- Clinical skills: 30 formal teaching and 30 guided study hours (level 3, 
15 weeks 6 credits) 
 
- Obtaining blood samples: 15 formal teaching and 15 guided study 
hours (level 3, 8 weeks 3 credits) 
 
- Caring for women and babies: 30 formal teaching and 30 guided study 
hours (level 3, 15 weeks 6 credits) 
 
-Health promotion: 10 formal teaching and 10 guided study hours 
(level 2, 8 weeks 3 credits) 

 
However, while national frameworks in Ireland and the UK do exist, provision is 
variable.  Anecdotal evidence suggests that that only a handful of PLC Collages in 
Ireland currently deliver the maternity care module (Personal Communication 
23rd Nov 2016).  A review of the literature uncovered no published evidence 
relating to the learning outcomes, education providers or evaluation data of the 
MCA module. However, with the establishment in 2015 of the Teaching Nurses 
Network (TNN), progress in this area is being made. They are tasked to develop 
standards in HCA and MCA modules and proposals and the development of a 
Level 6 MCA course is currently being considered.  
 
Limited information relating to NVQs in midwifery exists in the UK.  Reports 
from general practice and nursing both highlight difficulties in accessing NVQ 
training. This is combined with limited availability of assessors, workplace 
support and financial issues (Bosley and Dale, 2008), which hinder or suspend 
the development of the assistant role.  Consequently, concern about the 
consistency and quality of NVQ training have been repeatedly raised (Keeney et 
al., 2005a, Kessler et al., 2014, Nancarrow and Mackey, 2005, Roe et al., 2006).  

4.7 Foundation degrees and access to pre-registration programmes 
 
In Ireland there is a single pay scale for healthcare assistant roles, whereas in 
parts of the U.K. there is evidence of banding with level 2, 3 and 4 (advanced) 
designations within the MCA role. The incremental differences in training, 
educational input and practice competencies that one would expect to find as 
roles are expanded are not clearly apparent or consistent. This would raise 
questions as to the extent to which the requirement for progression and 
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expectations of advanced practice within this role are not understood and 
assessed.  
 
Although, from a workforce mobility perspective, standardised competencies 
and education are to be welcomed, there is also an argument that career 
progression for the support worker is essential if key members of staff are to be 
retained. Higher levels of MCA educational preparation are outlined in the UK, 
with foundation degrees (Miller, 2011, Miller et al., 2015) or diplomas of higher 
education recommended by some (Council of Deans of Health, 2013b) to become 
the standard qualification. Whilst there is the issue of the nature of additional 
training to support role expansion, there is also the question of whether 
becoming a support worker can be seen as an entry point to an undergraduate 
degree in nursing/midwifery (Lindsay, 2014).  
 
This pathway is recognized both in the UK and in Ireland with the Nursing and 
Midwifery Board of Ireland acknowledging grades of distinction in certain core 
QQI /FETAC level 5 modules as a potential re-entry point (See pg. 38 in NMBI 
careers website for further detail .2 
 
Whist this may be seen by the regulator as a pathway to progression, educators 
have raised concerns over the issue of ‘stepping on’ and stepping off’ pre-
registration degrees in midwifery. Woodward et al. (2004b) highlighted the need 
for extra educational support for a MCA stepping onto a midwifery degree 
programme and whether there are sufficient interested candidates to warrant 
the programmatic developments that would be required. In this study the 
participating Heads of Midwifery expressed more concern regarding students on 
the midwifery degree course stepping off the degree programme to become 
MCAs when there may have been issues of public safety at the heart of the 
decision to transfer (Griffin et al., 2012, Lindsay, 2014).  
 
From the point of view of a candidate considering the role of MCA, challenges 
exist in terms of choosing the right programme.  Some training programmes are 
not accredited, the provision, duration, content of programmes is variable, 
learning outcomes are not linked to specific learning needs are not transferable 
or mapped to career progression (Fryer, 2006, Griffin et al., 2009, NHS 
Employers, 2006, Royal College of Midwives Wales, 2008, Sandall et al., 2007, 
Sandall et al., 2011, Tope et al., 2006).  
 
Aspects of MCA educational preparation such as preceptorship and mentoring 
during work placement practice overlap with midwifery supervision and 
delegation addressed in the literature on barriers and facilitators to the MCA role 
(see fig 2 and 3). Just a lack of clarity on the extent and limits of the MCA role can 
be addressed by means of a traffic light system to categorise skills, (NIPEC 2014 
or the more recent Royal College of Midwives (2016b) traffic light system), 

                                                        
2  http://www.nmbi.ie/News-Events/News/Nursing-Midwifery-%E2%80%93-A-career-for-you-
2017).  
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equally a standardised programme with agreed core competencies would 
facilitate evaluation to establish if the educational preparation is fit for purpose 
and if MCAs are fit for practice on successful completion of the programme.  
 
In 2006 a Care Services Improvement Programme (CSIP) report in the UK, 
concluded, that maternity support worker “training does not always reflect the 
type or level of competence required, hence it is not always fit for purpose” (p61).  
Whilst the report is now ten years old, the conclusions are just as pertinent 
today. Inadequate workforce intelligence on the education and training for the 
MCA presents gaps in knowledge relating to the impact on client, staff and 
service outcomes as well as having consequences on the transferability to the 
worker and the health service in general.  There is a compelling case for the need 
to undertake a mapping exercise of existing training programmes in order to 
inform the design of a consistent and transferable qualification. 
 
 

  

SUMMARY POINTS 
 

 There is no standardised approach to the educational training 
and preparation of MCAs 

 Challenges exist in evaluating if programmes are ‘fit for purpose’ 
 There is a need for a consistent and transferable qualification 

with clearly delineated skills/competencies to be achieved at 
completion 

 Levels of learning and competence should be explicit if the scope 
of the role is to range from basic to advanced 
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Chapter 5 

5 Economic considerations of the role of the maternity care 
assistant  

 

5.1 Introduction 
 
Policy makers may modify skill mix as an instrument to influence health system 
performance. In the area of maternity care, skill mix may exert effects on 
maternal and neonatal outcomes, and on the efficiency of service provision. This 
can impact value for money. One objective of this systematic review is to analyse 
international evidence on the economic impact of Maternity Care Assistants 
(MCAs), and to explore the potential economic effects of MCAs in maternity care 
in Ireland. This evidence may help to inform policy decisions relating to the 
number and role of MCAs in Ireland. 
 
Whilst the primary goal of health care is to alleviate suffering and enhance 
longevity, another ethical imperative is to consider the efficient use of resources. 
The lowering of costs, ceteris paribus, frees up resources for investment in other 
parts of the healthcare system. Accordingly, efficiency can facilitate improved 
access to services and can ultimately enhance population outcomes. Policy 
decisions must seek to balance quality and cost when trade-offs arise between 
these criteria, although in some cases quality improvement may facilitate greater 
efficiency. 
 

5.2 Methods of health economic analysis  
 
The conventionally accepted methods for health economic analysis are specified 
by the National Institute for Health and Clinical Excellence (NICE) in England, 
and the Health Information and Quality Authority (HIQA) in Ireland. The 
objective of economic evaluation in health care is to maximise health gains from 
finite resources. The measure of health gain advocated by HIQA and NICE is the 
quality-adjusted life year (QALY), a generic criterion that incorporates effects on 
mortality and morbidity. This is used to compare resource allocation decisions 
across different clinical conditions and clinical settings (Sculpher and Claxton, 
2005). 
 
The literature review sought evidence on various economic measures including 
cost-effectiveness ratios, cost-utility ratios, cost-benefit ratios, net health benefit, 
and net monetary benefit (see Chapter 2).  
 
The analysis sought to model the potential economic effects of increased 
numbers of MCAs in the Irish context, although this is limited by a paucity of 
data. This analysis uses Ireland’s national salary scales for MCAs and midwives 
to work out the cost differential of changes in skill mix arrangements from the 
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financial perspective of the health system. The analysis integrates international 
evidence and national data, to compare the relative productivity of MCAs and 
midwives and to estimate the cost impact. Sensitivity analysis is used to examine 
the robustness of findings, by varying the values of a key input parameter and 
assessing the outcomes of interest. The varied parameter is the salary 
differential between MCAs and midwives. 

5.3 Financial cost of Maternity Care Assistants and midwives in Ireland 
 
The salary scales for midwives and maternity care assistants are published in the 
Health Service Executive Consolidated Salary Scales, January, 2016. Current 
salaries are based on the Lansdowne Road Agreement. For each professional 
category, salaries are incremented across points linked to employment duration. 
 
As noted in national guidelines on the economic evaluation of health care 
interventions, health care organisations incur additional personnel costs on top 
of basic salaries (Health Information and Quality Authority, 2014). Accordingly, 
the analysis adds pension contributions at 4% of basic salary, overheads at 25%, 
and pay related social insurance at 10.75%. This amounts to an additional 
39.75% of basic salary. 
 
In Ireland there are 13 points on the salary scale for midwives, compared to nine 
for health care assistants. The basic midwife salary scale ranges from €27,483 to 
€43,800. The basic HCA (or MCA) scale ranges from €25,834 to €32,906. At the 
lowest point of each salary scale the midwife salary exceeds the MCA salary by 
6%, corresponding to an absolute difference of €2,304 when overheads, pension 
and PRSI are included. At the mid-point of the salary scales (point 7 and 5 
respectively), the relative and absolute differences are 20% and €8,426 
respectively. At the maximum point of each salary scale (point 13 and point 9 
respectively), the relative and absolute differences are 33% and €15,224 
respectively. Thus, although salaries are broadly similar at the lowest part of the 
scale, salaries diverge at higher salary points. 
 
The salaries of the clinical workforce in Ireland have undergone marked changes 
over the past decade. This could impact on cost-effectiveness. In a paper 
published in 2014, John Wells and Mark White explore an agreement reached in 
May 2013 that impacted the payment of the Irish nursing workforce. This 
agreement increased the working week of nurses from 37 to 39 hours, and 
reduced annual leave by two days. As a result, the commensurate salary for 
nurses became only 6% greater than for the healthcare assistant grade (as 
reflected in current pay scales). The minimum annual staff nurse salary fell from 
€31,875 in September 2008 to €27,211 in November 2013, but due to the 
introduction of a “pension levy” the minimum salary in November 2013 was 
effectively €26,365. Over the same period the maximum salary fell from €46,541 
to €43,800, or to €41,295 when the pension levy is considered (Wells and White, 
2014). As noted in the foregoing, salaries in 2016 are based on the Lansdowne 
Road Agreement and this has resulted in a reduction in the salary differential 
between MCAs and midwives. However, it is possible that the salary differential 
will be altered in future, and this may impact the cost-effectiveness of MCAs. 
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In Ireland, a majority of MCAs in Ireland are educated at FETAC Level 5, 
according to a draft national report. There is an aggregate of 217 MCAs in post in 
Ireland in 2016, corresponding to 240 MCA employees. The number of agency 
MCAs employed between January and June 2016 amounts to 37.04. The salary 
associated with routine MCA posts may differ from agency posts, as well as from 
overtime payments, but this was not considered in this analysis due to the 
modest extent of agency staffing, as well as its limited applicability to the policy 
question. 
 

5.4 Financial cost of Maternity Care Assistants and midwives in the United 
Kingdom 
 
In the United Kingdom, healthcare assistants are formally associated with Band 2 
payment. This band ranges from Point 2 (£15,251) to Point 8 (£17,978). 
Payment for midwives is associated with Band 5, ranging from Point 16 
(£21,909) to Point 23 (£28,462). Payment for midwives can progress to Band 6, 
and for midwives in management positions salaries can progress further to Band 
7.  
 
If we consider the lowest points on Band 2 for MCAs and on Band 5 for 
midwives, midwives are paid 43.7% more than healthcare assistants. At the 
highest salary point of these bands this gap is 58.3% (NHS Employers, 2016). For 
midwives paid on Band 6 or Band 7 the differences would of course be larger.  
 
These differences across countries are striking. In Ireland the salaries of 
midwives and MCAs are more closely aligned in terms of percentage difference. 
At the lowest end of the scale, instead of a salary gap of 6% as in Ireland, in the 
United Kingdom there is a salary gap of 43.7%. At the highest end of the scale the 
respective gaps are 33% and 58.3%. 
 
According to the Centre for Workforce Intelligence, midwifery support workers 
may in some cases be employed at a Band 3 pay scale (2013). The salary for 
Band 3 workers ranges from £16,800 to £19,655. The difference between this 
payment rate and Band 5 for midwives is 30.4% and 44.8%, at the lowest and 
highest points of each salary scale respectively. Although this percentage gap is 
smaller than for Band 2 health care assistants, this still exceeds the magnitude of 
the percentage gap between health care assistants and midwives in Ireland. 
 
In North Cumbria Hospitals NHS Trust, there was a shortage of applicants to fill 
the positions of support worker and health care assistant. This Trust employs 
community and birthing centre assistant practitioners paid at Band 4, one band 
below midwives. In 2016, salaries in Band 4 range from £19,217 (Point 11) to 
£22,458 (Point 17). The percentage differences between Band 4 and Band 5 are 
more closely aligned to the differences in Ireland, at 14.0% and 26.7% at the 
lowest and highest points respectively. This may be the minimum differential 
between these health care worker categories in England, as it reflects a 
particularly high salary for MCAs and a low salary for midwives. As before, the 
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percentage differences between Band 4 employees and midwives employed at 
Band 6 would be greater (NHS Employers, 2006). 

 

5.5 International ratios of Maternity Care Assistants and midwives  
 
A report from the Centre for Workforce Intelligence notes that a gradual shift has 
taken place toward increased use of healthcare assistants and midwifery support 
workers. The mean proportional change per year from 2006 was 0.94%, whilst 
from 2010 onwards the change dropped to 0.59% per year. The report 
speculated on potential future changes in skill mix and constructed three 
scenarios, namely an annual change of 0.94%, 0.59%, and no change (Centre for 
Workforce Intelligence, 2013). 
 
 
 
 
 
 
 
 
 
 
The West Midlands region has implemented changes in skill mix in maternity 
services. A target is to attain a skill mix of 90% clinical midwives to 10% support 
workers, the latter comprising either nursery nurses, registered nurses, or MSWs 
at band 3 or above with suitable education and training. This is based on safe 
staffing guidance from the Royal College of Midwives, underpinned by the 
Birthrate Plus methodology (Centre for Workforce Intelligence, 2013). 
 
In the Women’s Health Unit, Mid Cheshire Hospitals NHS Trust, the staff consists 
of 95.4 midwife WTEs, 24.8 healthcare assistant WTEs. Skill mix varies by shift, 
with a mean ratio of 3:1 on early shift, and 1:1 on late and night shifts (NHS 
Employers, 2006). 
 

5.6 Productivity of Maternity Care Assistants and midwives 
 
Changes in skill mix may impact cost-effectiveness in a number of ways. There is 
a direct impact on expenditure on salaries and related costs such as overheads. 
There may also be consequences for productivity. For example, it may cost less 
to employ one MCA compared to a midwife, but productivity effects and clinical 
outcomes need to be taken into account. 
 
Evidence on the relative productivity of MCAs and midwives is scant. There is 
uncertainty around the productivity effects of MCAs. A report from the Centre for 
Workforce Intelligence modelled potential changes in productivity due to skill 
mix changes. There were three scenarios: no change in productivity, 1.25% 
increase, and 2.5% productivity increase. However, the analysis was based on 

Staff type 2009 2010 2011 

Midwives 3952 4334 4509 
Maternity healthcare 
assistants (HCAs) 

645 703 765 

Maternity support 
workers (MSWs) 

83 149 158 

Ratio of midwives to HCAs 
& MSWSs 

5.43 5.09 4.89 



 70 

previous changes in productivity and did not isolate the effect of skill mix 
changes in a statistically defensible manner. The report notes that some trusts 
have developed plans to improve costs and are contemplating policy tools such 
as marked reduction in the number of senior posts, specifically Band 8 posts 
such as modern matrons (nursing), while adjustments in skill mix such as 
increases in assistants (Centre for Workforce Intelligence, 2013). 
 
Sandall et al. conducted an analysis of the economic features of the maternity 
workforce in England (2014). According to their analysis, employment of one 
additional MCA tends to increase the number of deliveries by 10.47, compared to 
an increase of 17.93 for each incremental midwife. Each additional non-
consultant hospital physician and consultant physician increases the number of 
maternities by an estimated 42.81 and 32.31 respectively. These numbers are 
based on an analysis of hospital trusts in England and are subject to caveats 
regarding causal inference and generalizability of findings to other settings.  
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Table 13: Data extraction tables for economic considerations 

Source 
and Type of  
evidence 
(Author, date, 
country and title) 

Population and 
Context 
(e.g. ante-natal, 
post-natal etc.) 

Aim  
 

Core 
elements  

Methodological 
process  
(study design) 
Risk of Bias   

Level of 
evidence 
(JBI) 
 

Relevant findings (to use 
of MCAs and 
development of their 
role) 

Key 
recommendations 
/ Limitations /Gaps  
 

Sandall et al 
(2014) 
England 
 
The efficient use 
of the maternity 
workforce and the 
implications for 
safety and quality 
in maternity care: 
a population-
based, cross-
sectional study 

Data from 2010-1  
NHS Census of 
deliveries 656,969 
across 143 trusts  
 
NHS workforce 
statistics 2010  
 & NHS trusts  
costs data  
 

To understand the 
relationship 
between 
organisational 
factors, maternity 
workforce staffing 
and skill mix, cost 
and indicators of 
safe and high-
quality care 

NHS hospital 
births  
 
 

Quantitative study - 
secondary cross section 
analysis using multiple 
regression   
 
Low risk of bias 
 
 

Level 3.e 
 
 
 

Productivity measured 
by the number of 
deliveries. Marginal 
productivity appears 
highest for doctors, then 
midwives, and is lowest 
for MCAs. 

Recommendations: 
further evidence 
required 
 
Limitations: not a full 
cost-effectiveness 
analysis. Potentially 
serious 
methodological 
limitations. 

Cookson et al 
(2014)  
 
United Kingdom 
 
The cost-
effectiveness of 
midwifery staffing 
and skill mix on 
maternity 
outcomes 
 

English NHS 
maternity services 

To explore the 
relative 
productivity of 
MCAs and 
midwives 

Efficiency and 
productivity 

Observational study  
 
Moderate risk of bias 

Level 3.c Productivity measured 
by the number of 
deliveries. Marginal 
productivity appears 
highest for doctors, then 
midwives, and is lowest 
for MCAs. 

Recommendations: 
further evidence 
required 
 
Limitations: not a full 
cost-effectiveness 
analysis. Longitudinal 
data, larger dataset 
enables more 
rigorous analysis than 
Sandall et al.  
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The Sandall study had serious limitations as it may have excluded relevant long 
term costs and outcomes, it was not a completely incremental analysis, the time 
spent in obstetrics versus gynaecology was not separated, and the study did not 
consider bank and agency staff. The results may have been biased due to 
problems in the econometric model. However, the findings from this review 
indicate that this is one of the most comprehensive analyses conducted to date 
on this topic (Sandall et al., 2014). 
 
Cookson et al. produced further evidence on the relative productivity of MCAs 
and midwives in 2014. Their findings are broadly consistent with prior research. 
The study included more years of data and this may have enhanced the precision 
of the regression estimates. Marginal productivity was calculated on the basis of 
births per worker. Marginal productivity was highest for physicians, then 
midwives, and was lowest for support workers. The study adopted a number of 
different statistical methods, and this did not alter the general pattern of results. 
According to ordinary least squares regression, the employment of each 
additional midwife enabled 23 additional deliveries, compared to an additional 
six deliveries for each support worker. According to analysis based on a fixed 
effects model, a technique that seeks to minimise bias, each additional midwife 
and support worker enabled the delivery of ten and three additional births 
respectively (Cookson et al., 2014). 
 
As the analysis of Sandall et al. and Cookson et al. offer the most rigorous 
estimate of the potential productivity effects of MCAs, we use their figures as a 
baseline for modelling the effects of MCAs in Ireland. These figures suggest that 
midwives offer 71% greater productivity than MCAs in terms of the number of 
deliveries. To counterbalance this differential and offer value for money, the 
salary of MCAs would need to be commensurately lower than for midwives. 
According to the productivity estimates of these reports, if the maximum salary 
of midwives matched their productivity relative to MCAs, even in the most 
optimistic scenario for MCA productivity, midwifery salaries would be higher 
than current levels. Although international data must be interpreted with great 
caution, this suggests that MCA salaries in Ireland might not represent good 
value for money for certain tasks. However, MCAs may carry out a range of 
activities not captured in this analysis, therefore the validity of the findings may 
be limited. 
 
There are further limitations to the international evidence base on the economic 
effects of MCAs. The evidence does not consider economic effects in light of the 
benefits of skill mix, nor does it consider the optimum balance of MCA and 
midwife. Workforce planning issues such as a shortage in the health labour 
market of midwives and/or shortage of university places for midwifery 
undergraduates are not systematically explored in the context of healthcare 
economics. Accordingly, this does not offer strong evidence to inform policy-
making in Ireland. 
 
In some cases, innovative use of maternity support workers may be underpinned 
by beliefs about their cost-effectiveness relative to midwives, even without 
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rigorous assessment of cost-effectiveness. A report prepared in the United 
Kingdom outlined examples of innovative skill mix arrangements. For example, 
in Salisbury District Hospital, MCAs operated glucose tolerance testing clinics 
twice weekly in a maternity unit, and three times per fortnight in a community 
setting. The service was initiated when MCAs took on this role. According to the 
report, there was a perception this would not be cost-effective if a midwife had 
to conduct these clinics (Stout, 2007). Role expansion has been discussed in 
Chapter 3, and considerations of the scope of practice relative to educational 
preparation are also necessary.  
 

5.7 Safety and cost-effectiveness considerations  
 
In England, one quantitative study sought to calculate the association between 
midwifery staffing and outcomes of maternity care. However, the study only 
considered one outcome measure (maternal readmissions to any hospital within 
28 days of birth), risk adjustment was crude, and the study excluded support 
workers such as MCAs from the analysis (Gerova et al., 2010). 
 
A limitation of the international evidence base is the absence of data on the 
relative risk ratio of overall neonatal death and adverse events for different skill 
mix arrangements. Changes in risk could dramatically impact cost-effectiveness 
results, as shown in (Ryan et al., 2012). Safety is of marked importance in 
maternity care. Safety should not be compromised to achieve a reduction in 
costs, as the negative impact of safety lapses is highly likely to outweigh the 
benefits of a cost reduction. 
 
This economic review considers the available international data. There are 
insufficient data for a rigorous budget impact analysis, as the extent to which 
MCAs would serve, as substitutes or complements for midwives, is not evident 
from the literature. As noted in Cookson et al. (2014), "There are no existing 
economic evaluations of interventions to alter midwifery staffing levels and/or skill 
mix that provide suitable estimates of the cost-effectiveness of the 
interventions."(p19). This concords with the findings of Hayre (2014). Hayre 
(2014) found two studies that are “partially applicable” to the cost of skill mix in 
midwifery service. One study considers auxiliary staff to be additional to rather 
than a replacement for midwives, but does not assess their cost impact (Allen 
and Thornton, 2013), while the findings of the other study are examined in our 
report (Sandall et al., 2014). 
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SUMMARY POINTS 
 

 There is a dearth of evidence assessing the cost effectiveness of 
the role of the MCA  

 There is uncertainty around the estimates of projected impact of 
MCAs on costs and outcomes. 

 The time spent by midwives and MCAs on particular tasks is yet 
to be assessed  

 The cost effectiveness of the MCA role in Ireland warrants 
consideration, as the current midwife salary tends to exceed the 
MCA salary by a larger percentage amount in the UK than in 
Ireland. 
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Chapter 6 

6 Discussion 
 
The purpose of this scoping review of the literature was to bring together the 
evidence from national and international sources regarding: 
 

1. The role and function of the MCA 
2. The educational preparation of the MCA 
3. The impact of the MCA and skill mix on quality and cost of care. 

 
In chapter 3 a synthesis of the evidence presented indicates that, with the 
exception of New Zealand, internationally broad support exists for the maternity 
assistant role. In New Zealand, reticence regarding the role emerges mainly from 
concerns regarding the potential to erode the role of the midwife and how it may 
diminish continuity of care, a central tenet of the midwifery led model of care. In 
New Zealand, MERAS (2014) indicate in their recommendations for midwifery 
staffing standards that the role of the health care assistant or unregulated 
worker should be limited to undertaking tasks that could be also assumed by the 
woman’s family. This is in stark contrast to the scope of the role of the 
kraamzorger in The Netherlands. In The Netherlands, the Kraamzorg service i.e. 
the support worker, has an expanded role when compared with other countries. 
This is particularly evident in the postnatal period as kraamzorger provides 
direct clinical care in the home without the direct supervision of a midwife. This 
includes providing support for breastfeeding, in addition to assisting the woman 
with various domestic chores. 
 
However, the boundaries of role of the MCA in Ireland and the UK fall on a 
continuum somewhere between each of these two examples. Although there are 
areas of overlap, the MCAs’ scope of practices varies widely in the extent to 
which they can provide direct care. Support for the role of the MCA in Ireland 
and the UK is predicated largely on the premise that the role is clearly defined 
and does not encroach on aspects of the midwives’ role that require regulation. 
Whilst, in principle, there is a willingness to consider the extent to which the role 
can be expanded, apprehension regarding the appropriate delegation of tasks 
and the level of supervision required by the midwife exists. In an effort to agree a 
framework to support midwifery staff and MCAs in identifying appropriate and 
inappropriate tasks, a guidance document based on a traffic light system and an 
accompanying skills passport has been developed by NHS Scotland, Northern 
Ireland HSC Clinical Education Centre and more recently the Royal College of 
Midwives in 2016. An analysis of the available data on the activities of the MCA 
nationally and internationally undertaken in this review has identified that the 
traffic light framework is a particularly useful approach to consider the MCAs’ 
scope of practice and to identify where the role may be expanded, to avoid 
underutilisation and to guard against delegation of tasks beyond the scope of 
practice of the MCA. Key opportunities for the expansion of the scope of the MCA 
role in Ireland to match those in operation internationally include: health 
promotion activities such as smoking cessation programmes and support for 
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breastfeeding. With additional training there is potential based on the amber 
traffic light list to expand the role to include phlebotomy/cannulation, support 
for staff in operating departments and clarity regarding the training and 
supervision in the recording of maternal and infant observations (see Tables 3-
5) is required. The evidence suggests that appropriate delegation of tasks is 
supported by a standardised approach to the designation of tasks suitable for the 
MCA. However, the effective performance of the tasks requires educational 
preparation for the role.  
 
Since 2001, the training programmes for healthcare support workers in Ireland 
are accredited at a nationally agreed level. Yet there exists still an absence of a 
standardised approach to the education and nationally agreed set of 
competencies to be reached on successful completion of the programme. Whilst 
core competencies of the healthcare assistant role more generally have been 
established, the evidence underpinning their development is not transparent. 
The variation in programme content and duration is undoubtedly influenced by 
the caveat that programmes should respond to local need. In addition, a 
comprehensive evaluation of the extent to which the education and training of 
the MCA is fit for purpose is yet to be undertaken. Such an evaluation perhaps 
should be undertaken as a priority before any additional training to develop an 
expanded support worker role is rolled out.  
 
Finally, a synthesis of the available evidence of the impact of the MCA and skill 
mix on quality and cost of care was undertaken. At the outset we intended to 
model the potential effect of increasing the numbers of MCAs in the Irish 
maternity care setting but analysis was limited by the paucity of data available. 
Changes in skill mix may have an impact on cost-effectiveness in a number of 
ways such as expenditure (salaries/overheads) and productivity. A robust 
evaluation of the productivity of MCAs (compared with midwives across a range 
of activities) is yet to be undertaken. Therefore it is yet to be established if 
shifting tasks from midwives to MCAs increases productivity or efficiency or has 
an impact (positive or negative) on outcomes.  Previous research from the 
Centre for Workforce Intelligence (2013) failed to identify the impact of skill mix 
variations on productivity. The Birthrate Plus framework for workforce planning 
and decision making for midwifery (https://www.birthrateplus.co.uk/) (which 
has been adopted by the Health Service Executive in Ireland), acknowledges the 
presence and value of the support worker role in the UK. Of note, Birthrate Plus 
does not specify the skill mix that should be adopted across maternity care 
settings, but provides a framework which enables local managers to determine 
where midwife support workers and other staff might best be used.  The 
Birthrate Plus report whilst recognising the presence of the support worker as 
part of the maternity care workforce, does not report on the role and function or 
indeed the effect of this role on maternity outcomes.  
 
Two noteworthy studies in this review, Sandall et al. (2014) and Cookson et al. 
(2014), although not without limitations, were deemed to offer the most 
rigorous estimate of the potential productivity effects of the MCA, and their data 
were utilised as a scenario for modelling the effects of MCAs in Ireland. Although 
international data must be interpreted with great caution, the cost effectiveness 

https://www.birthrateplus.co.uk/
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of the MCA role in Ireland warrants consideration, as the current midwife salary 
tends to exceed the MCA salary by a larger percentage amount in the UK than in 
Ireland, suggesting that task shifting from the midwife to the MCA might not 
represent good value for money for certain tasks. However, MCAs may carry out 
a range of activities not captured in this analysis, therefore the validity of the 
findings may be limited. 
 
Of note, the evidence does not consider economic effects in light of the benefits 
of skill mix, nor does it consider the optimum balance of MCA and midwife. 
However, Workforce planning issues such as a shortage in the health labour 
market of midwives and/or shortage of university places for midwifery 
undergraduates have not been systematically explored in the context of 
healthcare economics. A further important limitation in the evidence base is the 
absence of data on adverse events for varying skill mix arrangements. As 
changes in risk could dramatically impact on cost effectiveness, safety should not 
be compromised to achieve a reduction in costs.  
 
In summary, the potential exists to develop and expand the role of the MCA in 
Ireland to the scope of practice permitted in the UK; however, to minimise local 
variation a national job description for the role should be developed.  The use of 
a standardised framework such as the Royal College of Midwives (2016b) traffic 
light system and an accompanying skills passport is a potential mechanism to 
maximise role clarity and utilisation of the support worker role. In order to 
prepare adequately MCAs for practice, an evaluation of the current education 
and training programmes is required to determine if they are fit for purpose, 
accordingly a standardised approach is recommended. In the absence of robust 
data on the productivity and impact of the MCA role on quality of care, 
recommendations on skill mix arrangements cannot be made. Accordingly, this 
review does not offer strong evidence to inform policy-making in Ireland. 
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SUMMARY POINTS 
 

Role and responsibilities 
 

 Although there is no agreed definition, consensus exists that 
the role of the MCA is to undertake tasks and duties for which 
midwifery training and registration is not required, under the 
direction and supervision of a midwife 

 Role clarity can be facilitated by the use of a traffic light 
system (or equivalent) to ensure role boundaries are defined 

 Resistance to the role by midwives is largely based on 
concerns regarding role erosion and substitution of midwives 
with MCAs 

 A national job description for the role would also be of benefit 
in particular if role expansion is to be considered  

 
Educational preparation and training 

 
 A standardised course would facilitate programmatic 

evaluation to establish if programmes are fit for purpose 
 The introduction of a skills passport would ensure agreed 

levels of competence on completion of the programme are 
made explicit  

 If grades of MCA are being considered, the additional 
educational preparation required should be standardised. 
 
Impact of the MCA on skill mix, quality and cost of care 
 

 There is a dearth of evidence assessing the cost effectiveness 
of the role of the MCA  

 There is uncertainty around the estimates of projected impact 
of MCAs on costs and outcomes. 

 The time spent by midwives and MCAs on particular tasks is 
yet to be assessed  

 In the absence of evidence on productivity and impact of the 
MCA role on quality of care, recommendations on skill mix 
arrangements cannot be made 

 The cost effectiveness of the MCA role in Ireland warrants 
consideration, as the current midwife salary tends to exceed 
the MCA salary by a larger percentage amount in the UK than 
in Ireland. 
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ROLE AND FUNCTION OF MATERNITY CARE ASSISTANTS 
 
Source 
and Type of  
evidence 
(Author, date,  
Country and title) 

Population 
and Context 
(e.g. ante-
natal, post-
natal etc.) 

Aim  
 

Core elements  
 Location  
 Scope of work 

 

Methodological 
process  
 Study design 
 
Risk of Bias  
  

Level of 
evidence 
(JBI) 
 

Relevant findings 
(to use of MCAs and 
development of 
their role) 

Key 
recommendations 
/ Limitations /Gaps  
 

UNITED KINGDOM 

Hutchinson, J.  
(2014) 
United Kingdom 
 
The evolution of 
the maternity 
support worker 
 

MCAs in 
Kingston 
Hospital, with 
focus on Band 
4 Advanced 
MCAs (1 in 
hospital, 
others in 
community) 

To analyse the 
changing role 
of MCAs 
through the 
experience of 
Kingston 
Hospital 
Foundation 
Trust 

General 
 

Based on personal 
experience of author as 
advanced maternity 
support worker 
 
Risk of bias: low 
 
Dependability: high 
 
Credibility: moderate 
(the article relies heavily 
on the practitioner’s 
personal opinion) 
 

 ConQual Score: 
high/moderate 

Level 5.c For first time hired 
Band 4 Advanced 
MCAs. Seen as a 
valued addition to 
the team, freeing up 
midwife time and 
ensuring better 
continuity of care 
 
Facilitators: 
Appropriate MCA 
education and 
training 
 
Raising awareness of 
midwives on MCA 
role and 
competencies 
 
Use of traffic light 
system to clarify 
roles  
 
 
 

Possibility of role 
expansion with 
additional and 
appropriate training 
(e.g. for Band 4 role). 
At same time 
important to ensure 
the midwife does not 
become deskilled 
 
Limitation: 
Kingston’s model of 
care may not be 
appropriate for other 
Trusts and 
demographics of the 
service users need to 
be given careful 
consideration when 
planning care  
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Source 
and Type of  
evidence 
(Author, date,  
Country and title) 

Population 
and Context 
(e.g. ante-
natal, post-
natal etc.) 

Aim  
 

Core elements  
 Location  
 Scope of work 

 

Methodological 
process  
 Study design 
 
Risk of Bias  
  

Level of 
evidence 
(JBI) 
 

Relevant findings 
(to use of MCAs and 
development of 
their role) 

Key 
recommendations 
/ Limitations /Gaps  
 

Royal College of 
Midwives  
(2013) 
United Kingdom 
 
Maternity support 
workers. Position 
statement 

MCAs in 
general 

To state the 
RCM’s view in 
regards to 
MCAs  

General Position statement 
 
Risk of bias: low 
 
Dependability: high 
 
Credibility: high 
 

 ConQual Score: 
high 

 

Level 5.b MCA contribution 
maximised when 
they are 
appropriately 
trained, pay banded, 
managed by 
midwives and work 
as an integral part of 
the maternity care 
team 
 
Midwives retain 
responsibility for 
delegation (except in 
the case of tasks in 
obstetric theatres) 
and are held 
accountable  
 
No definitive 
optimum MW/MCA 
ratio, but 90%/10% 
split allows for 
flexible and 
sustainable services - 
MCAs who do not 
provide clinical care 
should not be 
included in this ratio 

The RCM supports 
the deployment of 
MCAs to support 
midwives to fulfil 
their role efficiently 
and effectively 
 
Need for regulation 
of maternity support 
workers 
 
Clear role boundaries 
are essential 
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Source 
and Type of  
evidence 
(Author, date,  
Country and title) 

Population 
and Context 
(e.g. ante-
natal, post-
natal etc.) 

Aim  
 

Core elements  
 Location  
 Scope of work 

 

Methodological 
process  
 Study design 
 
Risk of Bias  
  

Level of 
evidence 
(JBI) 
 

Relevant findings 
(to use of MCAs and 
development of 
their role) 

Key 
recommendations 
/ Limitations /Gaps  
 

Brown et al  
(2010)  
United Kingdom 
 
Using support 
workers to 
release time for 
qualified 
midwives in 
maternity care 

MCAs in 
general (with 
focus on the 
West 
Midlands)  

To discusses 
how MSWs 
can facilitate 
choice by 
helping 
midwives 
deliver a 
flexible, 
personalised 
service to 
childbearing 
women and 
how the MCA 
role has 
developed 

General Opinion piece  
 
Risk of bias: low 
 
Dependability: high 
 
Credibility: high 
 

 ConQual Score: 
high 

Level 5.c MCAs role seen as an 
enhancement to the 
care midwives 
provide 
 
Perceived benefits: 
freeing MWs time, 
improving efficiency 
of services and 
increasing choice for 
childbearing women 
in terms of type of 
antenatal care, 
postnatal care and 
place of birth 

Possibility for MCA 
role expansion with 
additional and 
appropriate training 
 
Need for further 
discussion on MCA 
regulation and 
professional code to 
ensure accountability 

Griffin et al  
(2010)  
United Kingdom 
 
Development of 
maternity support 
worker roles in 
the UK 

MCAs in 
general  

To describe 
the evolution 
of the MCA 
role in the UK 
in response to 
changing 
policy and 
service 
requirements 

General Based on the authors’ 
experience and a 
review of relevant 
literature 
 
Risk of bias: low 
 
Dependability: high 
 
Credibility: high 
 

 ConQual Score: 
high 

Level 5.c The article presents a 
theoretical model to 
describe the 
evolution of the MCA 
role: initial, 
developmental, 
consolidation and 
established stages 
 
MCA role in the UK is 
now at the 
“consolidation stage”. 
It is generally 
accepted and is 

More still needs to be 
done for the MCA 
role to reach the 
“established stage”, 
including: 
improvement in 
learning 
programmes, clearer 
career pathways, 
creation of 
appropriate 
workplace learning 
environments and 
nationally agreed 
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Source 
and Type of  
evidence 
(Author, date,  
Country and title) 

Population 
and Context 
(e.g. ante-
natal, post-
natal etc.) 

Aim  
 

Core elements  
 Location  
 Scope of work 

 

Methodological 
process  
 Study design 
 
Risk of Bias  
  

Level of 
evidence 
(JBI) 
 

Relevant findings 
(to use of MCAs and 
development of 
their role) 

Key 
recommendations 
/ Limitations /Gaps  
 

increasingly being 
supported to ensure 
effective learning is 
available 
 
 

job and role 
descriptions linked to 
National 
Occupational 
Standards. The role 
also needs to be 
incorporated into 
workforce planning 
and commissioning. 

Hood, A.  
(2007)  
United Kingdom 
 
Raising the profile 
of maternity care 
assistants 

MCAs in 
Gwent 
Healthcare 
NHS Trust 

To shed a 
positive light 
on the role 
and 
contribution 
of the MCA  
 

General 
 

Opinion piece 
 
Risk of bias: high 
 
Dependability: low  
 
Credibility: low (the 
article relies heavily on 
the author’s personal 
opinion) 
 

 ConQual Score: 
low 

 

Level 5.c In the Trust MCAs 
complement the role 
of the MWs, mix of 
clinical, 
housekeeping and 
clerical duties 
 
Training provided to 
MCAs believed to be 
useful and an 
example of good 
practice  

MCAs provide 
essential support. 
Raising their profile 
may in turn help to 
raise awareness of 
the valuable role and 
contributions they 
make in maternity 
 
Need for clear 
written guidance in 
relation to MCA role, 
responsibilities and 
boundaries  
 
As tasks are 
delegated to MCAS, 
important for the 
midwife to remain 
skilled in these areas 
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Source 
and Type of  
evidence 
(Author, date,  
Country and title) 

Population 
and Context 
(e.g. ante-
natal, post-
natal etc.) 

Aim  
 

Core elements  
 Location  
 Scope of work 

 

Methodological 
process  
 Study design 
 
Risk of Bias  
  

Level of 
evidence 
(JBI) 
 

Relevant findings 
(to use of MCAs and 
development of 
their role) 

Key 
recommendations 
/ Limitations /Gaps  
 

Walker, J.  
(2003)  
United Kingdom 
 
Midwifery 
assistants: a place 
for non-midwives 
in a midwifery 
service 

MCAs in the 
Edgware 
Birth Centre 
(EBC) 

To elaborate 
on the first 
official 
introduction 
of MCA role 
(as opposed to 
generic HCA 
role) in the 
EBC 

Various settings Opinion piece 
 
Risk of bias: low 
 
Dependability: high  
 
Credibility: moderate 
(article based on direct 
experience of EBC staff, 
limited reference to 
literature) 
 

 ConQual Score: 
high/moderate 

 

Level 5.c MCA role modelled 
from Dutch system 
 
MCA duties involve 
mainly “green light” 
tasks 
 
Advanced MCA role 
provides also 
labour/birth support  
 
After 1 year from 
first recruitment 
drive, ECB re-wrote 
job description 
 
Midwives retain 
accountability over 
MCAs 
 
Facilitators:  
Clear MCA role and 
boundaries; model 
based on fostering 
open discussion, 
collaboration and 
mutual respect; 
awareness raising on 
MCA duties 

Article recognises 
value of MCAs and 
supports the role 
 
Suitable education 
and career pathways 
should be devised to 
support potential 
MCA progression into 
midwifery practice 
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Source 
and Type of  
evidence 
(Author, date,  
Country and title) 

Population 
and Context 
(e.g. ante-
natal, post-
natal etc.) 

Aim  
 

Core elements  
 Location  
 Scope of work 

 

Methodological 
process  
 Study design 
 
Risk of Bias  
  

Level of 
evidence 
(JBI) 
 

Relevant findings 
(to use of MCAs and 
development of 
their role) 

Key 
recommendations 
/ Limitations /Gaps  
 

Crowther et al  
(2001) 
United Kingdom 
 
Community 
midwifery 
support workers 

Midwifery 
support 
workers 
participating 
in a RCT 
(n=8) 

To provide 
further 
information 
on the RCT 
(which focus 
on to assess 
the  

Postnatal care in 
community 
setting 

Background article on a 
randomised controlled 
trial (RCT) of postnatal 
social support originally 
conducted by Morrell et 
al (2000) 
 
Risk of bias: low 
 
Dependability: high 
 
Credibility: high 
 

 ConQual Score: 
high 

Level 5.c MCA role and 
education 
preparation in the 
study overall 
appeared 
appropriate, but 
suggestion to re-
consider length of 
course 
 
Community midwife 
held ultimate 
responsibility for 
assigned mother and 
baby. Supposed to 
manage MCA on a 
day to day basis, but 
in practice this was 
not feasible 

The study 
demonstrates key 
stages in role 
development and 
training to prepare 
workers 
to function safely and 
effectively when 
working 
with women and 
their families 
 
Limitation of study: 
at time of RCT, the 
role of the 
community MCA was 
new to the UK and as 
a result training was 
developed 
specifically 
 

Kaufmann  
(1999)  
United Kingdom 
 
Working with 
healthcare 
assistants: threat 
or promise? 

Views of 
maternity 
health 
stakeholders 
(members of 
RCM) in 
regards to 
MCAs 

To elaborate 
on the RCM 
position 
statement 
regarding 
HCAs working 
in maternity 
services 

General 
 

Opinion piece making 
reference to literature, a 
survey by RCM on staff 
views of MCAs, and 
anecdotal evidence 
 
Risk of bias: high 
 

Level 5.c In general the article 
is supportive of HCAs 
in maternity care. 

Midwives are the 
lead professionals 
and must remain in 
control 
 
Midwives must lead 
HCA training, 
deployment and 
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Source 
and Type of  
evidence 
(Author, date,  
Country and title) 

Population 
and Context 
(e.g. ante-
natal, post-
natal etc.) 

Aim  
 

Core elements  
 Location  
 Scope of work 

 

Methodological 
process  
 Study design 
 
Risk of Bias  
  

Level of 
evidence 
(JBI) 
 

Relevant findings 
(to use of MCAs and 
development of 
their role) 

Key 
recommendations 
/ Limitations /Gaps  
 

 
 

Dependability: low 
(mixed sources of 
evidence, no always 
reliable) 
 
Credibility: moderate 
(the article relies heavily 
on the author’s personal 
opinion) 
 

 ConQual Score: 
low 

 

supervision 
 
Support workers are 
a valued 
contribution, most 
effective when is 
under the 
supervision of a 
midwife and focused 
on principle of 
woman-centred care 

Royal College of 
Midwives  
(1999)  
United Kingdom 
 
Position paper 5a: 
support workers 
in the maternity 
services 

HCAs in 
maternity 
services in 
general 

To present the 
view of the 
RCM in 
regards to the 
role and 
training of 
HCAs in 
maternity 
services 

- Position paper 
 
Risk of bias: high 
 
Dependability: moderate 
(professional source, but 
no details on authors 
and their background at 
the time) 
 
Credibility: moderate 
(no reference to 
literature/evidence) 
 

 ConQual Score: 
moderate 

Level 5.b  MCA role should 
include “green light” 
tasks, undertaken 
under the 
supervision of a 
midwife; and 
practical support to 
mother and family 
(e.g. home help 
service) 
 
The MCA should 
NOT: 
Undertake duties 
which require 
midwife training and 

RCM generally 
supportive of MCAs 
 
The role should be 
supported by 
adequate training 
 
Potential to use more 
support workers in 
the community  
 
Midwives and 
midwifery educators 
should be directly 
involved in the 
planning and 
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Source 
and Type of  
evidence 
(Author, date,  
Country and title) 

Population 
and Context 
(e.g. ante-
natal, post-
natal etc.) 

Aim  
 

Core elements  
 Location  
 Scope of work 

 

Methodological 
process  
 Study design 
 
Risk of Bias  
  

Level of 
evidence 
(JBI) 
 

Relevant findings 
(to use of MCAs and 
development of 
their role) 

Key 
recommendations 
/ Limitations /Gaps  
 

 registration 
 
Be the primary 
named contract or 
lead professional 
 
Be used for deputies 
for midwives  or to 
cover shortfalls for 
midwifery staff 

delivery of MCA 
training 
 
MCAs should be 
regulated by an 
appropriate body, 
but no need to be 
registered with UKCC 
 
MCA role meant to 
support the midwife 
(not substitute), 
while midwife 
retains ultimate 
responsibility  

Spiby, H. and  
Crowther, S.  
(1999)  
United Kingdom 
 
Dutch maternity 
aides: a 
transferable 
model?...social 
support after 
birth... the 
maternity aide 
nurse 

Reference to 
Dutch MCAs 
in general 

To report how 
the Dutch 
model has 
informed a 
RCT carried 
out by the 
University of 
Sheffield 

Home-based 
postnatal care  

Based on literature and 
authors’ visit to the 
Netherlands  
 
Risk of bias: high 
 
Dependability: moderate 
(limited reference to 
reliable sources) 
 
Credibility: low (article 
strongly opinion-based) 
 

 ConQual Score: 

Level 5.c Dutch model useful 
for UK trial, except 
for: 
Dutch MCA 
involvement in home 
births and 
examination of 
mothers and babies – 
not applicable in UK 
(“red light” tasks) 
 
Dutch generic 
training too lengthy, 
not cost-effective for 

Some useful lessons 
from the Dutch 
model 
 
MCAs should not be 
seen as risk for 
midwife role erosion 
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Source 
and Type of  
evidence 
(Author, date,  
Country and title) 

Population 
and Context 
(e.g. ante-
natal, post-
natal etc.) 

Aim  
 

Core elements  
 Location  
 Scope of work 

 

Methodological 
process  
 Study design 
 
Risk of Bias  
  

Level of 
evidence 
(JBI) 
 

Relevant findings 
(to use of MCAs and 
development of 
their role) 

Key 
recommendations 
/ Limitations /Gaps  
 

moderate/low UK and not entirely 
suitable 
 
Dutch system led to 
staff turnover due to 
low pay and 
unsociable working 
hours (also MCAs on-
call) – in UK trial only 
fixed and day-time 
service considered 
 

NEW ZEALAND 

New Zealand 
Nurses 
Organisation 
(2007)  
New Zealand 
 
 
 

High-level 
maternity 
service 
stakeholders  

To present 
NZNO 
standing in 
regards to the 
potential 
introduction 
of MCAs in 
response to a 
consultation 
by the NZ 
Nursing 
Council  

General Position statement 
 
Risk of bias: high 
 
Dependability: low 
(unclear author, no 
reference to reliable 
sources of evidence) 
 
Credibility: moderate 
(the article relies 
heavily on the 
author’s personal 
opinion) 
 

Level 5.b NZNO opposed to the 
introduction and use 
of MCAs (currently 
unregulated) in New 
Zealand based on the 
following concerns: 
 
Potential risk to 
safety of public and 
profession 
 
NCNC proposal not 
taking into 
consideration the 
historical skill mix. 

While not supporting 
the development of a 
regulated MCA, NZNO 
recognises the need 
to 
urgently address 
maternity workforce 
issues 
 
Limitation: the 
statement is not 
supported by any 
evidence 
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Source 
and Type of  
evidence 
(Author, date,  
Country and title) 

Population 
and Context 
(e.g. ante-
natal, post-
natal etc.) 

Aim  
 

Core elements  
 Location  
 Scope of work 

 

Methodological 
process  
 Study design 
 
Risk of Bias  
  

Level of 
evidence 
(JBI) 
 

Relevant findings 
(to use of MCAs and 
development of 
their role) 

Key 
recommendations 
/ Limitations /Gaps  
 

 ConQual 
Score: low 

 
 

Current second-level 
nurses should be 
considered, rather 
than new roles 
 
Potential 
fragmentation of care 

NETHERLANDS 
Buschman, N.  
(2016) 
United Kingdom 
 
Kraamverzorgster 

MCAs in 
general 

Overview of 
Dutch model 
of postnatal 
care and 
whether it 
might be 
useful for the 
UK 

Community 
postnatal care 

Opinion piece 
 
Dependability: 
moderate (due to 
unclear standing of 
author and analytical 
process) 
 
Credibility: moderate 
(due to equivocal 
findings) 
 

 ConQual 
score: 
moderate 

 
 
 
 
 
 

Level 5.c The article shows the 
importance and 
potential benefits of 
postnatal home visits 
and care. However, it 
recognises the 
“unique” features of 
the Dutch model and 
leaves doubt on 
whether it is 
applicable to the UK 
system 

No key 
recommendations, 
just descriptive 
article 
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Source 
and Type of  
evidence 
(Author, date,  
Country and title) 

Population 
and Context 
(e.g. ante-
natal, post-
natal etc.) 

Aim  
 

Core elements  
 Location  
 Scope of work 

 

Methodological 
process  
 Study design 
 
Risk of Bias  
  

Level of 
evidence 
(JBI) 
 

Relevant findings 
(to use of MCAs and 
development of 
their role) 

Key 
recommendations 
/ Limitations /Gaps  
 

Wiegers, T. A.  
(2006)  
Netherlands 
 
Adjusting to 
motherhood 
maternity care 
assistance during 
the postpartum 
period: how to 
help new mothers 
cope 

MCA sector in 
general 

To present an 
overview the 
Dutch model 

Community 
postpartum care 

Opinion piece based 
on literature review of 
postpartum care in 
several developed 
countries as compared 
to the Dutch model 

 
Risk of bias: low 

 
Dependability: high 

 
Credibility: moderate 
(the article relies 
heavily on the 
author’s personal 
opinion) 

 
 ConQual 

Score: 
high/moderat
e 

Level 5.c Some evident 
benefits of the Dutch 
model: 

 
Better monitoring of 
health status of 
mother and baby, 
and early detection 
of potential problems 

 
Good breastfeeding 
support 

 
Emotional support 

Need for further 
comparative research 
on applicability of 
Dutch model in other 
countries, with focus 
on cost-benefit 
analysis 

Bradley, P. J. and 
Bray, K. H.  
(1996)  
Netherlands 

 
Article on 
maternal and 
child health care 

MCAs in 
general  

To increase 
understanding 
of Dutch 
model of care 
and how it 
differs from 
that of the 
United States 

Mainly postnatal 
care, but some 
reference to duties 
during home birth 
as well 

Opinion piece 
 

Risk of bias: low 
 

Dependability: 
moderate (no formal 
methodology in data 
collection) 

Level 5.c MCAs model of care 
very successful in the 
Netherlands. This is 
due in part to the 
different levels of 
support provided by 
MCAs (emotional, 
informational and 

To assess 
applicability of Dutch 
model to US system 
there is a need for in-
depth research on 
potential 
effectiveness, impact 
and costs  
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Source 
and Type of  
evidence 
(Author, date,  
Country and title) 

Population 
and Context 
(e.g. ante-
natal, post-
natal etc.) 

Aim  
 

Core elements  
 Location  
 Scope of work 

 

Methodological 
process  
 Study design 
 
Risk of Bias  
  

Level of 
evidence 
(JBI) 
 

Relevant findings 
(to use of MCAs and 
development of 
their role) 

Key 
recommendations 
/ Limitations /Gaps  
 

model in the 
Netherlands 

 
Credibility: low (due 
to equivocal data and 
findings) 

 
 ConQual 

Score: high 

tangible) and in part 
to the country’s 
cultural and political 
practices. 

 
Need to take into 
account fundamental 
social and cultural 
differences between 
countries 

Van Teijlingen 
and McCaffery  
(1987)  
United Kingdom 

 
The profession of 
midwife in the 
Netherlands 

The primary 
focus is on 
midwives, 
with 
reference to 
the 
supporting 
role of MCAs 
in general 

To elaborate 
on midwifery 
practice in the 
Netherlands 
compared to 
the British 
system 

Community 
postnatal care 

Descriptive article 
 

Risk of bias: low 
 

Dependability: 
moderate (limited 
reference to 
literature/evidence) 

 
Credibility: moderate 
(the article relies 
heavily on the 
author’s personal 
opinion) 

 
 ConQual 

Score: 
moderate 

Level 5.c The role of MCAs 
contributes to 
continuity of care 
and overall seen as 
positive 

- 
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EDUCATION OF MATERNITY CARE ASSISTANTS 
 
Source 
and Type of  
evidence 
(Author, date, 
country and 
title) 

Population and 
Context 
(e.g. ante-natal, 
post-natal etc.) 

Aim  
 

Core elements  Methodological 
process  
(Study design) 
 
Risk of Bias  
  

Level of 
evidence (JBI) 
 

Relevant findings 
(to use of MCAs 
and development 
of their role) 

Key 
recommendations 
/ Limitations 
/Gaps  
 

UNITED KINGDOM 

Lindsay, P.  
(2014)  
United Kingdom 
 
Introduction of 
maternity care 
assistants 

MCA trainees in 
first year of 
course in 2003 
(n=20) 

To highlight 
benefit of 
appropriate MCA 
training, based on 
case study of a 
new MCA training 
programme in  
Addenbrooke’s 
Trust 

New NVQ level 2 
course launched 
in 2003, 
 
Additional Level 3 
NVQ/MCA 
programme 
started in March 
2004  

Opinion piece 
 
Risk of bias: low  
 
Dependability: high 
 
Credibility: high 
 

 ConQual Score: 
high 

Level 5.c Evaluation of new 
NVQ Level 2 
course - positive 
 
Barrier:  
Initial concerns 
about midwifery 
role erosion 
 
Facilitator:  
Role clarity 
 
Midwife and 
MCAs as “team”, 
midwife has main 
responsibility for 
patient care, 
delegating to MCA 
as appropriate  
 
Unexpected 
support staff 
shortages easier 
to ‘fix’; increasing 
trust between 

Article supports: 
distinction 
between HCAs 
and MCAs 
 
Tailored MCA 
training to 
maximise 
usefulness 
 
A team work 
approach 
between 
MWs/MCAs 
 
Possible further 
development of 
course to 
facilitate access to 
register nursing 
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Source 
and Type of  
evidence 
(Author, date, 
country and 
title) 

Population and 
Context 
(e.g. ante-natal, 
post-natal etc.) 

Aim  
 

Core elements  Methodological 
process  
(Study design) 
 
Risk of Bias  
  

Level of 
evidence (JBI) 
 

Relevant findings 
(to use of MCAs 
and development 
of their role) 

Key 
recommendations 
/ Limitations 
/Gaps  
 

MCAs and 
registered staff; 
more appropriate 
use of support 
staff 

Griffin, R.  
(2013)  
United Kingdom 
 
Educational 
value 
 

MCAs in general, 
with reference to 
MCAs included in 
evaluation study 
(although exact 
data is not 
reported) 

To elaborate on 
the value of 
higher level 
education 
programmes for 
MCAs 

New two-year, 
part-time 
foundation 
degree provided 
by London South 
Bank University 
(LSBU), launched 
in 2009  

Opinion piece making 
reference to an 
evaluation study of 
MCA training and 
impact, in which the 
author was directly 
involved 
 
Risk of bias: high  
 
Dependability: low (no 
reference to literature, 
unclear analytical 
process) 
 
Credibility: moderate 
(as above) 
 

 ConQual Score: 
moderate/low 

Level 5.c Evaluation of 
degree: 
content relevant, 
MCAs positive 
impact on service 
delivery 
 
Facilitators: 
Delegation freed 
midwife time and 
contributed to 
improved service 
satisfaction 
 
Role clarity and 
awareness 
 
Barrier: 
Not all maternity 
services were 
using the MCA 
role properly and 
not to full 
potential  

Expansion of the 
MCA role is 
possible with 
appropriate 
training 
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Source 
and Type of  
evidence 
(Author, date, 
country and 
title) 

Population and 
Context 
(e.g. ante-natal, 
post-natal etc.) 

Aim  
 

Core elements  Methodological 
process  
(Study design) 
 
Risk of Bias  
  

Level of 
evidence (JBI) 
 

Relevant findings 
(to use of MCAs 
and development 
of their role) 

Key 
recommendations 
/ Limitations 
/Gaps  
 

Royal College of 
Midwives  
(2010)  
United Kingdom 
 
Maternity 
support 
workers: 
learning and 
development 
standards  

Stakeholders 
training and 
working with 
MCAs 

To assist RCM 
officers, 
members and 
other 
stakeholders in 
assessing 
whether MCA 
learning 
programmes and 
associated 
workplace 
support are 
appropriate 

General Guide 
 
Risk of bias: low 
 
Dependability: high 
 
Credibility: high 
 

 ConQual Score: 
high 

 

Level 5.b Midwives and 
midwifery 
educators are 
involved in the 
development of 
the post 
 
Appropriate 
education  
programmes, able 
to facilitate 
transfer of 
learning from 
classroom into 
workplace 
 
Support to 
continued 
professional 
development 
 
Education 
programmes 
developed to 
meet workplace 
needs 
 
 
 

The document 
provides a list of 
useful standards 
in the 
development of 
MCA roles and 
training. However 
there are no in-
depth details, just 
high-level 
recommendations
, so difficult to 
assess its 
practical 
application 
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Source 
and Type of  
evidence 
(Author, date, 
country and 
title) 

Population and 
Context 
(e.g. ante-natal, 
post-natal etc.) 

Aim  
 

Core elements  Methodological 
process  
(Study design) 
 
Risk of Bias  
  

Level of 
evidence (JBI) 
 

Relevant findings 
(to use of MCAs 
and development 
of their role) 

Key 
recommendations 
/ Limitations 
/Gaps  
 

Royal College of 
Midwives  
(2010) 
United Kingdom 
 
Maternity 
support 
workers: 
learning and 
development 
guide 

Targeted to MCAs 
and all relevant 
stakeholders 
involved in MCA 
education and 
training 

To provide  a 
clear framework 
to assess 
effectiveness and 
appropriateness 
of current 
learning 
processes, 
environments 
and education 
opportunities for 
MCAs 

General Guide 
 
Risk of bias: low  
 
Dependability: high 
 
Credibility: high 
 

 ConQual Score: 
high 

Level 5.b Key principles of 
MCA learning:  
Accreditation 
 
Quality assurance 
 
Support to career 
development 
 
Equal rights to 
career 
development 
 
Accessibility (e.g. 
for flexible 
learning) 
 
Link to the 
Knowledge and 
Skills Framework 
and National 
Occupational 
Standards 
 
Contribute to the 
delivery of 
maternity 
services through 
addressing core 

Need to provide 
MCAs with a 
coherent career 
structure and 
appropriate 
progression 
pathways 
supported by 
learning 
programmes. At 
the same time, 
learning should 
be linked to 
overall 
organisational 
objectives 
 
Both formal and 
informal learning 
are valuable 
 
Recognised 
importance of 
widening access 
to vocational 
qualifications 
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Source 
and Type of  
evidence 
(Author, date, 
country and 
title) 

Population and 
Context 
(e.g. ante-natal, 
post-natal etc.) 

Aim  
 

Core elements  Methodological 
process  
(Study design) 
 
Risk of Bias  
  

Level of 
evidence (JBI) 
 

Relevant findings 
(to use of MCAs 
and development 
of their role) 

Key 
recommendations 
/ Limitations 
/Gaps  
 

areas of support 
staff practice 
 
Appropriate 
learning 
infrastructure 
 
Provide essential 
skills, including 
ICT  
 
Build professional 
values and 
attitudes 

Browne, A  
(2005) 
United Kingdom 
 
Education and 
training of the 
maternity care 
assistant: 
developments 
from a BTEC 
diploma in 
maternity care 

Views of a 
midwife directly 
involved in design 
of a new diploma 
in maternity care 
in Kent 

To acknowledge 
importance of 
MCA role in 
maternity 
services and raise 
awareness about 
the need for 
appropriate 
training 
 

New NVQ Level 2 
intermediate 
diploma offering 
standardised 
generic MCA 
training. BTEC 
accredited  
  

Opinion piece 
 
Risk of bias: low  
 
Dependability: high 
 
Credibility: high 
 

 ConQual Score: 
high 

Level 5.c Guiding principle 
behind course: 
agree and 
establish 
minimum 
standard of MCA 
skill range  
 
Positive course 
evaluation by first 
intake of students 
(2004) and 
feedback allowed 
adjustments to 
course 

Need for a more 
systematic 
approach to the 
development of 
core skills all 
MCAs should 
have in order to 
ensure quality of 
services. BTEC 
diploma 
presented as 
positive example 
of how this can be 
achieved in 
practice. 
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Source 
and Type of  
evidence 
(Author, date, 
country and 
title) 

Population and 
Context 
(e.g. ante-natal, 
post-natal etc.) 

Aim  
 

Core elements  Methodological 
process  
(Study design) 
 
Risk of Bias  
  

Level of 
evidence (JBI) 
 

Relevant findings 
(to use of MCAs 
and development 
of their role) 

Key 
recommendations 
/ Limitations 
/Gaps  
 

 
interest 
expressed by 
students in 
continuing onto 
midwifery 
education – 
ongoing 
discussion on 
how to link BTEC 
award to follow 
up health care 
courses 
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APPENDIX 2 – Search strategy for bibliographic databases and 
grey literature  
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Search of bibliographic databases 
The following approach was used in developing the string for the search of 
published literature: 
 

1. General staff titles 

auxiliary OR auxiliaries OR aide OR aides OR assistant OR assistants OR 
attendant OR attendants OR apprentice OR apprentices OR worker OR workers 

2. Maternity setting 

maternity OR midwife OR midwife's OR midwives OR midwives' OR midwifery 
OR obstetric OR obstetrics  

3. Specific MCA staff titles 

Found by combining 1. and 2. above.  

Inclusion criteria: 
Any equivalent to healthcare assistant role in maternity services in hospital or 
community 
All methodological approaches 
All policy 
All economic evaluation 
All skill-mix workflow 
All education, training and preparation 
 
Exclusion criteria: 
Non-English 
 
A tailored approach was used for each of the databases searched in order to 
obtain the best fit from the results and to maximise relevance. Where possible, 
proximity operators were used. The following strings were used: 
 
MEDLINE  
(AB ( (auxiliary OR auxiliaries OR aide OR aides OR assistant OR assistants OR 
attendant OR attendants OR apprentice OR apprentices OR worker OR workers) 
) N3 AB ( (maternity OR midwife OR midwife's OR midwives OR midwives' OR 
midwifery OR obstetric OR obstetrics) )) OR (TI ( (auxiliary OR auxiliaries OR 
aide OR aides OR assistant OR assistants OR attendant OR attendants OR 
apprentice OR apprentices OR worker OR workers) )  N3 TI ( (maternity OR 
midwife OR midwife's OR midwives OR midwives' OR midwifery OR obstetric OR 
obstetrics) )) 
 
CINAHL  
As above 
 
PsycINFO  
As above 
 
Business Source Complete  
As above 
 



 107 

MWIC  
(auxiliary OR auxiliaries OR aide OR aides OR assistant OR assistants OR 
attendant OR attendants OR apprentice OR apprentices OR worker OR workers) 
ADJ3 (maternity OR midwife OR midwife's OR midwives OR midwives' OR 
midwifery OR obstetric OR obstetrics) 
 
HTA  
(auxiliary OR auxiliaries OR aide OR aides OR assistant OR assistants OR 
attendant OR attendants OR apprentice OR apprentices OR worker OR workers) 
AND (maternity OR midwife OR midwife's OR midwives OR midwives' OR 
midwifery OR obstetric OR obstetrics)  
 
Cochrane  
(auxiliary OR auxiliaries OR aide OR aides OR assistant OR assistants OR 
attendant OR attendants OR apprentice OR apprentices OR worker OR workers) 
NEAR3 (maternity OR midwife OR midwife's OR midwives OR midwives' OR 
midwifery OR obstetric OR obstetrics) 
 
Scopus  
TITLE-ABS-KEY ( ( auxiliary  OR  auxiliaries  OR  aide  OR  aides  OR  assistant  OR  
assistants  OR  attendant  OR  attendants  OR  apprentice  OR  apprentices  OR  
worker  OR  workers )  W/3  ( maternity  OR  midwife  OR  midwife's  OR  
midwives  OR  midwives'  OR  midwifery  OR  obstetric  OR  obstetrics ) )   
 
(then AND NOT traditional,  AND only English) 
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Search of grey literature sources 
In regards to grey literature, the following string was used in searching websites, 
using Google’s search syntax to search an individual site: 

(auxiliary OR auxiliaries OR aide OR aides OR assistant OR assistants OR 
attendant OR attendants OR apprentice OR apprentices OR worker OR workers) 
AND (maternity OR midwife OR midwife's OR midwives OR midwives' OR 
midwifery OR obstetric OR obstetrics) site: appropriate URL 

When this was not possible, we searched general terms within the search 
engines of the individual websites, including: 

- Basic keywords (depending on site): Maternity; Care; Support; Worker; 
Community;  Midwifery; Assistant; Health; Healthcare; HCA; MCA 

- Compound Terms: “Maternity Support Worker” OR “Maternity Care 
Assistant” OR “Midwifery Assistant” OR “Midwifery Care Assistant” OR 
“Secondary Assistant” 

The following sources were searched: 

1. Resources identified in ‘Grey Matters: a practical tool for searching health 

related grey literature’ published by the Canadian Agency for Drugs and 

Technology in Health (CADTH) in 2015. These included Google Scholar, the 

general Google search engine and PubMed, among others. 74 papers were 

identified for this study. 

2. Professional websites of midwifery bodies and governments’ health 

departments in Ireland and internationally, as follows: 

Country Entity URL 

Australia Australian Government – 
Department of Health 

http://www.health.gov.au/ 

Nursing and Midwifery Board 
of Australia 

http://www.nursingmidwiferyboard.gov.au/ 

Canada Canadian Association of 
Midwives 

http://www.canadianmidwives.org/ 

Canadian Institute for Health 
Information (CIHI) 

https://www.cihi.ca/en 

Health Canada - Federal 
department 

http://www.hc-sc.gc.ca/ahc-asc/index-
eng.php 

Public Health Agency of 
Canada 

http://www.phac-aspc.gc.ca/publications-
eng.php 

International International Confederation 
of Midwives 

http://www.internationalmidwives.org/ 

Organisation for Economic 
Co-operation and 
Development (OECD). OECD  

https://data.oecd.org/ 

World Health Organization 
 

http://www.who.int/gho/en/ 
 

Ireland Department of Health http://health.gov.ie/ 
Health Information and 
Quality Authority 

https://www.hiqa.ie/healthcare  
  

Health Service Executive http://hse.ie/eng/ 
Irish Nurses and Midwives 
Organisation 

https://www.inmo.ie/ 

Nursing and Midwifery Board http://www.nmbi.ie/Home 

https://www.hiqa.ie/healthcare
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of Ireland 
Netherlands Netherlands: Ministry of 

Health, Welfare and Sport 
https://www.government.nl/ministries/minis
try-of-health-welfare-and-sport  

Royal Dutch Organisation of 
Midwives (KNOV) Koninklijke 
Nederlandse Organisatie van 
Verloskundigen 

http://www.knov.nl/samenwerken/tekstpagi
na/489/midwifery-in-the-netherlands/  
 
 

De Gezondheidsraad (GR). 
Health Council of the 
Netherlands  

http://www.gezondheidsraad.nl/en  
 

New Zealand Midwifery Council of New 
Zealand 

https://www.midwiferycouncil.health.nz/  
 

Nursing Council of New 
Zealand 

http://www.nursingcouncil.org.nz/ 

NZ – Ministry of Health http://www.health.govt.nz/ 
UK Government UK – Department 

of Health 
https://www.gov.uk/government/organisatio
ns/department-of-health  

 Health & Social Care 
Information Centre 

http://www.hscic.gov.uk/  

 National Institute for Health 
and Care Excellence (NICE) 

https://www.nice.org.uk/  

 Nursing and Midwifery 
Council (England, Wales, 
Scotland, Northern Ireland) 

https://www.nmc.org.uk/  

 Royal College of Midwives 
(RCM) 

https://www.rcm.org.uk/  

UK - England NHS England https://www.england.nhs.uk/commissioning?
s=maternity+care+assistant&search=  

 GAIN - Guidelines and Audit 
Implementation Network / 
Regulation and Quality 
Improvement Authority 
(RQIA)  

http://www.gain-ni.org/  

UK - Scotland Healthcare Improvement 
Scotland: the national 
healthcare improvement 
organisation for Scotland and 
part of NHS Scotland 

http://www.healthcareimprovementscotland.
org 
 
   
 

 Scotland's Health on the Web 
(SHOW) 

http://www.scot.nhs.uk/  

 Scottish Government http://www.gov.scot/Publications/Recent  
 Scottish Intercollegiate 

Guidelines Network / Health 
Improvement Scotland 
[Edinburgh] 

http://www.sign.ac.uk/  

UK - Wales National Health Service for 
Wales NHS Wales: Public 
Health Wales Observatory 
(ATTRACT) 

 
http://www.attract.wales.nhs.uk/ 
 

 National Center for Health 
Statistics (CDC) 

http://www.cdc.gov/nchs/  

US US Midwifery Education, 
Regulation, & Association 

http://www.usmera.org/  
 

 
The search of professional websites identified 122 papers. 
3. Repositories of Irish healthcare reports, research and publications: LENUS 

(www.lenus.ie/hse/) and RIAN (www.rian.ie). Test searches were performed 

https://www.government.nl/ministries/ministry-of-health-welfare-and-sport
https://www.government.nl/ministries/ministry-of-health-welfare-and-sport
http://www.knov.nl/samenwerken/tekstpagina/489/midwifery-in-the-netherlands/
http://www.knov.nl/samenwerken/tekstpagina/489/midwifery-in-the-netherlands/
http://www.gezondheidsraad.nl/en
https://www.midwiferycouncil.health.nz/
http://www.health.govt.nz/
https://www.gov.uk/government/organisations/department-of-health
https://www.gov.uk/government/organisations/department-of-health
http://www.hscic.gov.uk/
https://www.nice.org.uk/
https://www.nmc.org.uk/
https://www.rcm.org.uk/
https://www.england.nhs.uk/commissioning?s=maternity+care+assistant&search
https://www.england.nhs.uk/commissioning?s=maternity+care+assistant&search
http://www.gain-ni.org/
http://www.healthcareimprovementscotland.org/
http://www.healthcareimprovementscotland.org/
http://www.scot.nhs.uk/
http://www.gov.scot/Publications/Recent
http://www.sign.ac.uk/
http://www.attract.wales.nhs.uk/about.aspx
http://www.attract.wales.nhs.uk/about.aspx
http://www.attract.wales.nhs.uk/
http://www.cdc.gov/nchs/
http://www.usmera.org/
http://www.lenus.ie/hse/
http://www.rian.ie/
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by the project librarian and team (FH) using a variety of approaches due to 
the limited functionality of the portals’ search interface. 8 papers were 
identified and considered by this study. 

4. Manual search of relevant reference lists from selected studies. 10 papers 
identified.  

5. Contact with representatives of the following organisations: 
- New Zealand Nurses Organisation (NZNO) 

- Nursing Council of New Zealand (NCNZ) 

- Canadian Association of Midwives (CAM) 

- College of Midwives of British Columbia 

- Australian College of Midwives 

- Liberties College, Dublin 

- The EU-funded COST Action IS1405 BIRTH: “Building Intrapartum 

Research Through Health – an interdisciplinary whole system 

approach to understanding and contextualising physiological labour 

and birth” (http://www.cost.eu/COST_Actions/isch/IS1405) 

- The Coombe Hospital, Dublin 

- Others 

And contact with the following key experts in the sector: 
Country Contact 

UK Professor Cathy Warwick CBE, Chief Executive, Royal College of 
Midwives  
Prof Richard Griffin, OBE, Director of Inst. Of Vocational Learning and 
Workforce Research, Bucks New University 
Professor Jim Buchan, Queen Margaret University, Edinburgh 
Professor Karen Spilsbury, Chair in Nursing Research, Leeds University 
Tanis Hand, RCN National Professional lead for Health Care 
Assistants and Assistant Practitioners 
Professor Edwin van Teijlingen, Bournemouth University 
Dr Jane Ball, University of Southampton 
Mary Caddell, Regional Officer RCM Belfast 
Sarah Esegbona-Adeigbe, Senior Lecturer, London South Bank University 
Professor Marlene Sinclair, Ulster University 
Dr Patricia Gillen, Ulster University 

Netherlands Agatha W Boerleider, Netherlands Institute for Health Services Research 
(NIVEL), Utrecht 

Canada Professor Barbara Pesut, University of British Colombia, School of 
Nursing Canada   

Australia Dr Judith Peters, West Coast Institute of Technology, Joondalup 
 Toniele Shearer, University of Tasmania, Hobart  
US Professor  Judith Fullerton University of California, San Diego 
 Micki Persons, Co-Owner, Lead Trainer, Northwest Birth Assistants 
 Pamela Hunt, CPM Lead Trainer Midwifery Assistant Workshop, 

Tennessee 

 
Further 7 papers were identified through these contacts.  

http://www.cost.eu/COST_Actions/isch/IS1405
https://www.researchgate.net/profile/Toniele_Shearer
https://www.researchgate.net/institution/University_of_Tasmania
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APPENDIX 3 – Examples of job descriptions from Ireland and 
the UK.  
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Health Care Assistant 

Competency Document 
 

 

 

 

 

 

 

 

 

 

 

Temperature, Heart Rate, Respiratory Rate, Blood Pressure, 

Oxygen Saturation & Urinalysis 

Record of Supervised Practice Assessments 
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Health Care Assistants (HCA) 

 

Role of the Health Care Assistant (HCA) 

 

The Health Care Assistant works as part of the multidisciplinary team to assist in the 
provision of health and social care for patients. He/ she supports and assists with the care 
of patients in line with the patient’s needs and wishes as outlined in an agreed care plan, 
under the supervision of a register midwife/nurse. 
 
It is important to remember that the HCA is employed to compliment and not substitute the 
Registered Nurse or Midwife. A team approach to patient care is essential and the 
Registered Nurse and/or Midwife assigns duties appropriately to all members of their team: 
this is achieved by delegation. A clear, comprehensive understanding of ‘delegation’ by all 
parties is essential in order for care to be provided safely by the appropriate Health Care 
Professional.   
 

 The registered practitioner (Midwife/Nurse) has a legal responsibility to have 
determined the knowledge and skill level required by the HCA to perform the 
delegated task. 

 The registered practitioner is accountable for delegating the task. 

 The HCA is accountable for accepting the delegated task, as well as being 
responsible for their action carrying out the task and feeding back to the 
midwife/nurse as necessary. 

 

The purpose of this document is to provide evidence of supervised practice and 

demonstrate competence progression under supervision. 

The Health Care Assistant must be able to discuss the rationale for each of the actions and 

demonstrate competence in the practical application of these skills as applicable. 

This document is the responsibility of the Health Care Assistant, and is retained by him/her. 

Following the final interview a photocopy of the document is taken, the original copy is placed 

in the Health Care Assistants file in ADOM`s office and the copy is retained by the HCA. 

  

An initial meeting should be organised with your Clinical Midwife Manager/Midwife. At this 

meeting you and your CMM/ MW should discuss your learning objectives and outline a plan 

as to how you can meet these objectives over the coming weeks/months. 

 

A midway meeting is an opportunity to discuss your progress so far, and if any further 

assistance, support or guidance is required in any area. If a Health Care Assistant is having 
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difficulties with any of the clinical skills, then an action plan can be drawn up, with specific 

learning objectives listed and goals to be achieved within an allocated time frame. 

 

The final meeting is your opportunity to re evaluate your competence and reflect on your 

experience. The Clinical Midwife Manager/Midwife may enter any advice or comments as 

required. At this stage the CMM/Midwife may deem the HCA competent in all clinical skills 

assessed or may refer the HCA for further training or assessment. 
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Clinical Area ____________________________ 

Initial Meeting Date___________ 

Learning Objectives agreed with Health Care Assistant and Midwife/CMM 

 

 

 

 

Signature HCA_____________________   Date____________________ 

 

Signature MW/CMM/CSF________________  Date____________________ 

 

____________________________________________________________________________________ 

 

Midpoint Meeting Date___________ 

Assessment of Progress agreed with Health Care Assistant and Midwife/CMM 

 

 

 

 

Signature HCA_____________________   Date____________________ 

 

Signature MW/CMM/CSF________________  Date____________________ 
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Final Evaluation:  Date_______________________ 

 

Outcome                     Pass         □          Refer   □           

Please √ as appropriate 

OUTCOME AGREED 

Date: Midwife / Nurse: Clinical Assessor: 

 Sign: Sign: 

 Print: Print: 

Note of action if referred for further training and assessment: 

 

 

 

 

ACTION PLAN AGREED 

Date Midwife / Nurse: Clinical Assessor: 

 Sign: Sign: 

 Print: Print: 
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1) Temperature Taking x 10 
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Correct 
identification 
of Patient 
 

Y/N Y/N Y/N Y/N Y/N Y/N Y/N Y/N Y/N Y/N 

Comment(s) 
 
 

 
 
 
 

 

Appropriate 
preparation of 
the Patient 
 

Y/N Y/N Y/N Y/N Y/N Y/N Y/N Y/N Y/N Y/N 

Comment(s)  
 
 

 

Explanation of 
procedure to 
patient and 
gain consent 
 

Y/N Y/N Y/N Y/N Y/N Y/N Y/N Y/N Y/N Y/N 

Comment(s) 
 
 

 

Preparation of 
Equipment 
 
 

Y/N Y/N Y/N Y/N Y/N Y/N Y/N Y/N Y/N Y/N 

Comments 
 
 

 

Application of 5 
moments of 
hand hygiene 
 

Y/N Y/N Y/N Y/N Y/N Y/N Y/N Y/N Y/N Y/N 

Comment(s) 
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Effective 
communication 
with patient 
throughout 
skill 
 

Y/N Y/N Y/N Y/N Y/N Y/N Y/N Y/N Y/N Y/N 

 
Comment(s) 
 

 

Accurate 
undertaking of 
skill 

Y/N Y/N Y/N Y/N Y/N Y/N Y/N Y/N Y/N Y/N 

Comment(s) 
 
 

 

Accurate 
documentation 
of findings 
 

Y/N Y/N Y/N Y/N Y/N Y/N Y/N Y/N Y/N Y/N 

Comment(s) 
 
 

 

Identification 
of deviations 
from normal 
 

Y/N Y/N Y/N Y/N Y/N Y/N Y/N Y/N Y/N Y/N 

 
Comment(s) 
 
 

 

Reporting of 
abnormalities 
to midwife 
 

Y/N Y/N Y/N Y/N Y/N Y/N Y/N Y/N Y/N Y/N 

 
 
Comment(s) 
 

 

Signature of 
RM/RM/CMM 
 
 

          

Date 
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2.Maternal Heart Rate (Pulse) x 10 
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Correct 
identification 
of Patient 
 

Y/N Y/N Y/N Y/N Y/N Y/N Y/N Y/N Y/N Y/N 

Comment(s) 
 
 

 
 
 
 

Appropriate 
preparation of 
the Patient 
 

Y/N Y/N Y/N Y/N Y/N Y/N Y/N Y/N Y/N Y/N 

Comment(s)  
 
 

 

Explanation of 
procedure to 
patient and 
gain consent 
 

Y/N Y/N Y/N Y/N Y/N Y/N Y/N Y/N Y/N Y/N 

Comment(s) 
 
 

 

Preparation of 
Equipment 
 

Y/N Y/N Y/N Y/N Y/N Y/N Y/N Y/N Y/N Y/N 

 
Comment(s) 

 

Application of 5 
moments of 
hand hygiene 
 

Y/N Y/N Y/N Y/N Y/N Y/N Y/N Y/N Y/N Y/N 

Comment(s) 
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Effective 
communication 
with patient 
throughout 
skill 
 

Y/N Y/N Y/N Y/N Y/N Y/N Y/N Y/N Y/N Y/N 

Comments 
 

 

Accurate 
undertaking of 
skill 

Y/N Y/N Y/N Y/N Y/N Y/N Y/N Y/N Y/N Y/N 

Comments 
 

Accurate 
documentation 
of findings 
 

Y/N Y/N Y/N Y/N Y/N Y/N Y/N Y/N Y/N Y/N 

 
Comments 
 

 

Identification 
of deviations 
from normal 
 

Y/N Y/N Y/N Y/N Y/N Y/N Y/N Y/N Y/N Y/N 

Comment(s) 
 
 

 
 
 
 

 

Reporting of 
abnormalities 
to midwife 
 
 

Y/N Y/N Y/N Y/N Y/N Y/N Y/N Y/N Y/N Y/N 

 
Comment(s) 
 
 

 
 

 
 

 
Signatures 
RM/RN/CMM 

          

Date 
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3. Respiratory Rate x 10 
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Correct 
identification 
of Patient 
 

Y/N Y/N Y/N Y/N Y/N Y/N Y/N Y/N Y/N Y/N 

 
Comment(s) 
 

 

Appropriate 
preparation of 
the Patient 
 

Y/N Y/N Y/N Y/N Y/N Y/N Y/N Y/N Y/N Y/N 

 
Comment(s) 

 

Explanation of 
procedure to 
patient and 
gain consent 

Y/N Y/N Y/N Y/N Y/N Y/N Y/N Y/N Y/N Y/N 

 
Comment(s) 
 

 

Preparation of 
Equipment 
 

Y/N Y/N Y/N Y/N Y/N Y/N Y/N Y/N Y/N Y/N 

Comment(s) 
 
 

 

Application of 5 
moments of 
hand hygiene 
 

Y/N Y/N Y/N Y/N Y/N Y/N Y/N Y/N Y/N Y/N 

 
Comment(s) 
 

 
 

Effective 
communication 

Y/N Y/N Y/N Y/N Y/N Y/N Y/N Y/N Y/N Y/N 
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with patient 
throughout 
skill 
 

 
Comment(s) 
 

 

 
Accurate 
undertaking of 
skill 

Y/N Y/N Y/N Y/N Y/N Y/N Y/N Y/N Y/N Y/N 

 
Comment(s) 

 

Accurate 
documentation 
of findings 
 

Y/N Y/N Y/N Y/N Y/N Y/N Y/N Y/N Y/N Y/N 

Comment(s) 
 
 
 

 

Identification 
of deviations 
from normal 
 

Y/N Y/N Y/N Y/N Y/N Y/N Y/N Y/N Y/N Y/N 

 
Comment(s) 
 
 

 

Reporting of 
abnormalities 
to midwife 
Comment(s) 
 

Y/N Y/N Y/N Y/N Y/N Y/N Y/N Y/N Y/N Y/N 

 
Comment(s) 
 

 
 

 
 

Signature of 
RM/RN/CMM 
 
 

          

 
 
Date 
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4. Oxygen Saturation x 10 
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Correct 
identification 
of Patient 
 

Y/N Y/N Y/N Y/N Y/N Y/N Y/N Y/N Y/N Y/N 

Comment(s) 
 
 

 

Appropriate 
preparation of 
the Patient 
 

Y/N Y/N Y/N Y/N Y/N Y/N Y/N Y/N Y/N Y/N 

Comment(s)  
 
 

 

Explanation of 
procedure to 
patient and 
gain consent 
 

Y/N Y/N Y/N Y/N Y/N Y/N Y/N Y/N Y/N Y/N 

Comment(s) 
 
 

 

Preparation of 
Equipment 
 
 

Y/N Y/N Y/N Y/N Y/N Y/N Y/N Y/N Y/N Y/N 

Comment(s) 
 
 

 

Application of 5 
moments of 
hand hygiene 
 

Y/N Y/N Y/N Y/N Y/N Y/N Y/N Y/N Y/N Y/N 

Comment 
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Effective 
communication 
with patient 
throughout skill 
 

Y/N Y/N Y/N Y/N Y/N Y/N Y/N Y/N Y/N Y/N 

Comment(s) 
 
 

 

Accurate 
undertaking of 
skill 

Y/N Y/N Y/N Y/N Y/N Y/N Y/N Y/N Y/N Y/N 

 
Comment(s) 
 

 

Accurate 
documentation 
of findings 
 

Y/N Y/N Y/N Y/N Y/N Y/N Y/N Y/N Y/N Y/N 

Comment(s) 
 
 
 

 

Identification 
of deviations 
from normal 
 

Y/N Y/N Y/N Y/N Y/N Y/N Y/N Y/N Y/N Y/N 

Comment(s) 
 
 

 

Reporting of 
abnormalities 
to midwife 
 
 

Y/N Y/N Y/N Y/N Y/N Y/N Y/N Y/N Y/N Y/N 

Comment(s) 
 
 

 

 
Signature of 
RM/RN 
 

          

 
 
Date 
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5. Blood Pressure Recording  x 10 
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Correct 
identification 
of Patient 
 

Y/N Y/N Y/N Y/N Y/N Y/N Y/N Y/N Y/N Y/N 

Comment(s) 
 
 

 
 
 
 

Appropriate 
preparation of 
the Patient 
 

Y/N Y/N Y/N Y/N Y/N Y/N Y/N Y/N Y/N Y/N 

Comment(s)  
 
 

 

Explanation of 
procedure to 
patient and 
gain consent 
 

Y/N Y/N Y/N Y/N Y/N Y/N Y/N Y/N Y/N Y/N 

 
 
Comment(s) 

 

Preparation of 
Equipment 
 
 

Y/N Y/N Y/N Y/N Y/N Y/N Y/N Y/N Y/N Y/N 

 
 
Comment(s) 

 

Application of 5 
moments of 
hand hygiene 
 

Y/N Y/N Y/N Y/N Y/N Y/N Y/N Y/N Y/N Y/N 

Comment(s) 
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Effective 
communication 
with patient 
throughout 
skill 
 

Y/N Y/N Y/N Y/N Y/N Y/N Y/N Y/N Y/N Y/N 

Comment(s) 
 
 

 

Accurate 
undertaking of 
skill 

Y/N Y/N Y/N Y/N Y/N Y/N Y/N Y/N Y/N Y/N 

Comment(s) 
 
 

 

Accurate 
documentation 
of findings 

Y/N Y/N Y/N Y/N Y/N Y/N Y/N Y/N Y/N Y/N 

 
Comment(s) 
 

 

 
Identification 
of deviations 
from normal 

Y/N Y/N Y/N Y/N Y/N Y/N Y/N Y/N Y/N Y/N 

 
Comment(s) 
 

 

Reporting of 
abnormalities 
to midwife 
 
 

Y/N Y/N Y/N Y/N Y/N Y/N Y/N Y/N Y/N Y/N 

Comment(s) 
 
 
 

 

 
Signature of 
RM/RN 
 

          

Date 
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Correct 
identification 
of Patient 
 

Y/N Y/N Y/N Y/N Y/N Y/N Y/N Y/N Y/N Y/N 

Comment(s) 
 
 

 

Appropriate 
preparation of 
the Patient 
 

Y/N Y/N Y/N Y/N Y/N Y/N Y/N Y/N Y/N Y/N 

Comment(s)  
 
 

 

Explanation of 
procedure to 
patient and 
gain consent 
 

Y/N Y/N Y/N Y/N Y/N Y/N Y/N Y/N Y/N Y/N 

Comment(s) 
 
 

 

Preparation of 
Equipment 
 
 

Y/N Y/N Y/N Y/N Y/N Y/N Y/N Y/N Y/N Y/N 

 
Comment(s) 
 

 

Application of 5 
moments of 
hand hygiene 
 

Y/N Y/N Y/N Y/N Y/N Y/N Y/N Y/N Y/N Y/N 

Comment(s) 
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Effective 
communication 
with patient 
throughout 
skill 
 

Y/N Y/N Y/N Y/N Y/N Y/N Y/N Y/N Y/N Y/N 

Comment(s) 
 
 

 

 
Accurate 
undertaking of 
skill 

Y/N Y/N Y/N Y/N Y/N Y/N Y/N Y/N Y/N Y/N 

 
Comment(s) 
 

 

Accurate 
documentation 
of findings 
 

Y/N Y/N Y/N Y/N Y/N Y/N Y/N Y/N Y/N Y/N 

Comment(s) 
 
 

 

Identification 
of deviations 
from normal 
 

Y/N Y/N Y/N Y/N Y/N Y/N Y/N Y/N Y/N Y/N 

Comment(s) 
 
 

 

Reporting of 
abnormalities 
to midwife 
 

Y/N Y/N Y/N Y/N Y/N Y/N Y/N Y/N Y/N Y/N 

 
 
Comment(s) 

 

 
Signature of  
RM/RN 

          

 
Date 
 

          

 



 
HEALTH SERVICE EXECUTIVE 

Job Specification Intern Healthcare Assistant 
 
 

 
Job Title and Grade 
 

 
Intern Healthcare Assistant  ( Grade Code 6076 ) 
 

 
Competition Reference 

 

 

 
Closing Date 

 

 
Wednesday 22nd October 2014 at 5.00p.m. 

 
Information about the 
Intern Support initiative 

 
The Intern Scheme for Health Support Staff is part of a 2 year 
initiative across all areas of publicly funded health services in 
the Republic of Ireland.  This employment initiative will allow for 
the appointment of up to 1,000  intern Healthcare Assistants, 
Multi-Task Attendants and other Support Groups on a 2 year 
programme, to be employed at 85% of the first point of Band 3 
salary in year 1, progressing to 90% of same in year 2. 
 

 
Proposed Interview      
Date (s) 
 

 
To be confirmed 

 
Taking up Appointment 
 

 
A start date will be indicated at job offer stage. 
 

 
Location of Posts 
 

 
 

 
Organisational Area 
 

 
 

 
Reporting Relationship 
 

 
The post holder will report to the nurse in charge, Clinical Nurse 
Manager, Director & Assistant Director of Nursing & Midwifery 
Services. 
 

 
Purpose of the Post  

 
The Healthcare Assistant will assist Nursing Staff in the care of 
patients and undertake other duties, communicate with their 
grade which has been delegated to him/her by the nurse-in-
charge of the ward. On each working rota the Care Attendant 
will work under the supervision and discretion of nursing staff.  
In relation to duties and responsibilities associated with direct 
patient care, nursing staff will decide in respect of each patient 
the work which will be undertaken by the Attendants. 
 

 
Principal Duties and 
Responsibilities 
 
 
 
 
 

 
Hygiene  
1. Bath, shower, shave, dress and undress patients. 
2. Assist with care of the unconscious patient 
3. Assist with care of the incontinent patient 
4. Assist patients who are confined to bed with their toilet 

needs. 
5. Assist in toileting of patients including the giving, removing 



 
 
 
 
 
Principal Duties and 
Responsibilities 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

and emptying of bedpans, urinals, commodes and the use 
of bedpan washer disinfector. 

6. Supervise patients on commodes, in toilets and bathrooms 
and assist patients with their hygiene needs. 

 
Nutrition 
1. Give help and support to patients during meal times. 
2. Feed patients who may require assistance. 
3. Ensure individual patients dietary needs are adhered to 

including special diets and supplementary drinks under the 
direction of the nursing staff. 

 
Mobilisation 
1. Assist Nursing Staff to turn and re-position patients. 
2. Assist patients with walking and limb exercises as directed. 
3. Ensure patients are comfortable in beds or on chairs. 
 
 
General Duties 
1. Distribute sputum and denture cartons to patients as 

required. 
2. Escort patients within and in some circumstances outside 

the hospital. 
3. Remain with patients who require supervision. 
4. Deal with patient’s personal property as per hospital policy. 
5. Take care of patient’s dentures, glasses and hearing aids. 
6. Assist with the Last Offices and in the preparation of the 

deceased for transfer to the mortuary. 
7. Receive visitors to the ward with courtesy. 
8. Answer telephones and locate appropriate personnel when 

necessary. 
9. Assist patients to make telephone calls. 
10. Report to nursing staff any complaints of pain, distress etc. 

expressed by patients. 
11. Answer call bells and report requests to nursing staff. 

Check bells are in working order and are within reach of 
patients. 

12. Wash and disinfect beds, lockers and wardrobes following 
discharge of patients and as required. 

13. Clean and assemble equipment as required e.g. trolleys, 
drip stands etc as per Hospital Policy. 

14. Assist with the disposal of clinical waste and clean 
procedure trolleys after use. 

15. Make occupied and unoccupied beds and cots. 
16. Move beds and furniture within wards. 
17. Attend to spillages immediately to reduce risk of accidents. 
18. Ensure linen cupboard and store areas are kept tidy and 

stocked. 
19. Ensure correct laundry bags are used, tied, and labelled. 
20. Assist patients to dress and pack in preparation for 

discharge. 
21. Assist in keeping ward area, day rooms and ancillary rooms 

tidy. 
22. Carry out errands as requested. 
23. Report broken items in need of repair to Clinical Nurse 

Manger 2 /Ward Co-ordinator. 
24. Report to nursing staff any requests from patients or 

relatives. 
25. Recording and documenting vital signs where the 

appropriate FETAC module has been completed 



 
Principal Duties and 
Responsibilities 
 

 
Undertake the following duties at the request of Staff Nurse 
1. Distribute meals and drinks. 
2. Prepare special drinks. 
3. Make tea/coffee and light refreshments. 
4. Sort, check and remove soiled linen. 
5. Dust and light cleaning. 
6. Move beds and ward furniture. 
7. Clean equipment 
8. Prepare trays etc. for nursing procedures. 
9. Assist patients to make telephone calls. 
10. Make telephone calls. 
11. Stock-take and stock maintenance. 
 
Other responsibilities 
1. Be familiar and comply with the hospital policies in relation 

to Health & Safety, Fire Major Disaster, Infection Control, 
Hygiene policy, Waste Disposal, including disposal of soiled 
linen, Smoking Policy and Patient Charter. 

2. Report all incidents and accidents involving self, patients or 
visitors to Clinical Nurse Manager or Person in Charge. 

3. Assist with emergency first aid as directed. 
4. Attend in-service instruction as required. 
5. Such other appropriate tasks as directed by the Nursing 

Management. 
 

 
Eligibility Criteria  
 
Qualifications and/ or 
Experience 
 
 
 
 
 
 
 
 
 
 
 
 

 
Candidates must on the latest date for receipt of completed 
application forms: 
 

(i) The relevant health Skills FETAC Level 5 
qualification 

                                                or 
(ii) 1years relevant experience in a healthcare setting 
                                               and 

Candidates must have the personal competence and capacity 
to properly discharge the duties of the role. 
 
Health 
A candidate for and any person holding the office must be fully 
competent and capable of undertaking the duties attached to 
the office and be in a state of health such as would indicate a 
reasonable prospect of ability to render regular and efficient 
service.  
 
Character 
Each candidate for and any person holding the office must be of        
good character. 
 
 
Age 
Age restrictions shall only apply to a candidate where he/she is 
not classified as a new entrant (within the meaning of the Public 
Service Superannuation Act, 2004). A candidate who is not 
classified as a new entrant must be under 65 years of age. 
 
 
 
 
 



 
Essential 
Skills/Competencies and 
/or knowledge 

 
Knowledge: 
 

 Demonstrate knowledge of the service. 
 Demonstrate knowledge of Health & Safety. 
 Demonstrate knowledge of infection control policies 

and guidelines 
 Demonstrate experience of working with other people 
 Demonstrate experience working with others in a care 

setting. 

 
 Communication and Interpersonal skills: 
 

 Demonstrate good communication skills. 
 Demonstrate good interpersonal skills. 
 Demonstrate providing and maintaining a good working 

relationship with all grades of staff. 
 Demonstrate ability to initiate and participate in 

recreational activities for clients. 
 Demonstrate basic management skills to maintain a 

clean and tidy environment. 

 
Teamwork: 
 

 Demonstrate the ability to be a team player. 
 Successfully engaged with the service user key 

workers and other various members of the multi-
disciplinary team. 

 
Planning and Organsing: 
 

 Demonstrate good organisational ability with practical 
competence. 

 
Patient Focus: 
 

 Demonstrate the ability to maintain confidentiality. 
 

 
Shortlisting 

 
Applicants may be shortlisted for interview based on information 
supplied in the application form at the closing date or in other 
specified assessment documentation.   
Criteria for short listing are based on the requirements of the 
post as outlined in the post specific requirements, duties, skills, 
competencies and/ or knowledge section of this job 
specification and the information supplied in the competency 
based application form if used. 
 

 
Code of Practice 

 
The Health Service Executive will run this campaign in 
compliance with the Code of Practice prepared by the new 
Commissioners for Public Service Appointments (CPSA). 
 
Codes of practice are published by the CPSA and are available 
on www.careersinhealthcare.ie in the document posted with 
each vacancy entitled “Code of Practice, information for 
candidates or on www.cpsa-online.ie 

 
 

 

http://www.careersinhealthcare.ie/
http://www.cpsa-online.ie/


 
 
 
 
 

HEALTH SERVICES EXECUTIVE 
 

Terms and Conditions of Employment 
Post of Intern Healthcare Assistant  

 
Tenure  

 
The appointment is a fixed term contract for a period of 2 years and is 
pensionable. Appointment as an employee of the Health Service 
Executive is governed by the Health Act 2004 and the Public Service 
Management (Recruitment and Appointment) Act 2004. 
 

 
Remuneration  
 

 
The Salary scale for the post is: €21,741 (year 1) €23,020 (year 2) 
 

 
Working Week 
 

 
The standard working week applying to the post is: 39 Hours 
 

 
Annual Leave 

 
23 Days 
 

 
Superannuation 
 
 

 
This is a pensionable position with the HSE. The successful 
candidate will upon appointment become a member of the 
appropriate pension scheme.  Pension scheme membership will be 
notified within the contract of employment.  Members of pre-existing 
pension schemes who transferred to the HSE on the 01st January 
2005 pursuant to Section 60 of the Health Act 2004 are entitled to 
superannuation benefit terms under the HSE Scheme which are no 
less favourable to those which they were entitled to at 31st 
December 2004 
 

 
Probation 

 
Every permanent appointment of a person who is not already a 
permanent officer of the Health Service Executive or of a Local 
Authority shall be subject to a probationary period of 12 months as 
stipulated in the Department of Health Circular No.10/71. 
 

 
HIQA 
Standards/Infection 
Control 

 
Appointees must have a working knowledge of HIQA Standards as 
they apply to the role for example, Standards for Healthcare, National 
Standards for the Prevention and Control of Healthcare Associated 
Infections, Hygiene Standards etc. 
 

Training  
The HSE is committed to education and life long learning which 
enables staff to improve their performance and professional 
competence. In this regard the HSE encourages and supports staff 
to seek opportunities for their own development. In addition the 
HSE provides education and training opportunities for staff on a 
regional basis. The HSE’s Education/Training Guidelines sets out 
the range of support available for staff undertaking further 
education.  
 

 
Protection of 
Persons Reporting 

 

This post is one of those designated in accordance with Section 2 of 
the Protection of Persons Reporting Child Abuse Act, 1998.  You 



Child Abuse Act 1998 will remain a designated officer for the duration of your appointment 
in this post or for the duration of your appointment to such other 
post as is included in the categories specified in the Ministerial 
Direction.  Such officer will on receiving a report of child abuse 
formally notify the Principal Social Worker in the community care 
area in which the child is living.  An information pack containing 
more specific details will be issued on appointment to the post. 
 

 
Confidentiality 

 
In the course of your employment you may be access to, or hear 
information concerning, the medical or personal affairs of patients 
and/or staff, or other health service business. Such records and 
information are strictly confidential and, unless acting on the 
instructions of an authorised officer, on no account must information 
concerning staff, patients or other health service business be 
divulged or discussed except in the performance of normal duty. In 
addition, records must never be left in such a manner that 
unauthorised persons can obtain access to them and must be left in 
safe custody when no longer required. 
 

 
Please note the 
following General 
Conditions: 

 

 Employee must attend fire lectures and drills periodically 
and must observe fire orders. 

 All accidents with the department must be reported 
immediately in line with the Safety, Health and Welfare at 
Work Act, 1989, and all staff must comply with all safety 
regulations. 

 In line with the Public Health (Tobacco) Acts 2002 & 2004, 
smoking within buildings of the Health Service Executive is 
not permitted. 

 The Health Service Executive is not responsible for the loss 
or theft of personal belongings. 

 

  

The reform programme outlined for the Health Services may 
impact on this role and as structures change the job 
description may be reviewed. 

This job description is a guide to the general range of duties 
assigned to the post holder. It is intended to be neither 
definitive nor restrictive and is subject to periodic review with 
the employee concerned. 
 

  

The Health Service Executive is committed to a policy of equal 
opportunity, and welcomes applications from persons with disabilities. 
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HEALTH SERVICE EXECUTIVE 
 
Recruitment and Selection Procedures 
 

 
Submission of 
applications 

 
Applications must be made on the official forms.  Completed 
application forms must be returned to the designated address 
no later than 12.00 noon on the date specified in the 
advertisement as the latest date for receiving completed 
application forms. 
 
Application forms received after the closing date will not be 
accepted. Candidates must ensure that applications are 
posted/e-mailed in sufficient time to guarantee arrival not later 
than the latest time stipulated for acceptance.   
 
The acceptance of an application form from a person desiring to 
be a candidate, or an invitation to attend for interview or any 
other selection method is not an admission by the organisation 
that the applicant possesses the prescribed qualifications or is 
not disqualified by law from holding the post. 
 

 
What you should 
expect from us 

 
The aim of the HSE’s Recruitment Service is to provide you with 
a confidential service that is: 

 Professional 

 Courteous and considerate 

 Friendly and helpful 
 
We strive to operate a prompt and efficient service that includes 

 Detailed information on vacancies and the recruitment and 
selection process 

 Timely acknowledgement and response to queries 

 Sufficient notice for all appointments 

 Clear, specific and meaningful feedback provided when 
requested by candidates. Detailed interview results to all 
candidates 

 Provision of specific requirements for candidates with 
disabilities. 

 

 
What we expect 
from you in 
return 
 
 

 
Your satisfaction with our service is important to us. In order to 
fulfil our commitment to you, you can help us by: 

 Co-operating with us throughout the Recruitment and 
Selection process 

 Providing us with complete and accurate information within 
specified timeframes 

 Keeping all confirmed appointments 

 Notifying us of your inability to attend within a reasonable 
time scale 

 Candidates with disabilities should inform us of any specific 
requirements for interview. 

 
As we appreciate feedback on our service, please feel welcome 
to give us your comments on your experience with the 



recruitment process. 
 

 
Change of 
candidates 
details 

 

 
Any change of address since submitting your application form 
should be notified immediately in writing to the designated office 
and the title of the post(s) to which it refers clearly stated. 

 
Expenses 
 

 
Candidates are responsible for all expenses incurred in relation 
to their application for employment with the HSE. 
 

 
Confidentiality 
 

 
Applications will be treated in strict confidence, subject to the 
provisions of the Freedom of Information Acts 1997, the Data 
Protection Act 1988 & 2003, the Public Services Management 
(Recruitment & Appointments) Act 2004 and other provisions 
that have been identified in the published documentation. 
 

 
Garda Clearance 
(Police 
Clearance ) 
 

 
 
 
Obligation on 
candidates 
requested to 
complete the 
Official Garda 
Vetting Form 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
Consequence of 
false, misleading 
or inaccurate 
information 
 

 
The HSE will carry out Garda Clearance on all new employees.  
New employees will not take up duty until the Garda Clearance 
process has been completed and the HSE is satisfied that such 
an appointment does not pose a risk to clients, service users 
and employees. 
 
All applicants will sign a detailed Standard Declaration which 
forms an integral part of their application form.  Candidates 
who apply using the on-line application form and 
application forms submitted by e-mail will be required to 
sign the Standard Declaration in person when they attend 
for interview. 
 
All candidates being processed for appointment will, on 
commencement of the clearance process, sign a Statutory 
Declaration and complete the Garda Vetting Form. 
 
 
Candidates being considered for appointments are obliged 
to complete the official Garda Vetting Form where there 
must disclose any and all conviction received.  This 
disclosure must include such offences as driving offences, 
non payment of a TV licence and public order offences, and 
includes the application of probation or community service.  
 
 
The HSE will refer to the Garda Siochana individuals who 
wilfully submit, by omission or otherwise, false, misleading 
or inaccurate information in connection with their 
application for posts with the HSE or on the Garda Vetting 
Form as provided for under the Public Service Management 
(Recruitment and Appointments) Act 2004. 

 

 
Screening 
process 
 

 
All applications will be screened for eligibility using the 
essential qualifications, experience and skills outlined in 
the Job Specification.  Only those applicants who possess 
the required essential criteria will be progressed to the next 
stage of the selection process. 
 
 



 
Shortlisting 
 

 
Applicants may be shortlisted for interview based on 
information supplied in the application form at the closing 
date or in other specified assessment process. 
 
Criteria for short listing are based on the requirements of 
the post as outlined in the post specific requirements, 
duties, skills, competencies and/ or knowledge sections of 
the job specification and the information supplied in the 
competency based application form, if used. 
 
It is therefore very important that you think about your 
experience in light of those requirements and that you 
provide a detailed and accurate account of your 
qualifications/ experience in your application.   

 

 
Assessment, 
tests and 
Preliminary 
interviews 
 

 
The selection process may involve additional assessments, 
tests or preliminary interviews.  Applicants will be notified of 
these additional stages if applicable.  
 

 
Creation of 
panels 

 
For some competitions a panel of successful candidates may be 
formed as a result of the interviews.  Candidates who obtain a 
place on the panel and who fulfill the conditions of the selection 
process may, within the life of the panel, be considered for 
subsequent approved vacancies.  The candidate who obtains 
first place on the panel will be the first candidate considered for 
a position, subject to satisfactory clearances, and so on in order 
of merit.   
 

 
Interview 
 

 
Interviews are normally conducted by a three person board 
consisting of subject expert/s and management specialist/s.  
Credit will be awarded by the interview board to candidates who 
demonstrate at interview that they possess the experience, 
competencies and skills listed in the Job Specification and as 
stated by the candidate in their application form. 
 
The Interview Board will maintain an appropriate record of the 
interview in support of its subsequent recommendations.  
 

 
Notification of 
Interview and  
Non attendance 
at interview 

 
Candidates will normally be given at least one weeks notice of 
interview.  This time scale may be reduced in exceptional 
circumstances.  Candidates who do not attend for interview or 
for any other essential test or assessment will be deemed to 
have withdrawn their application and will have no claim for 
consideration. 
 



 
Result of 
interview  

 
Candidates will be notified of the result of their interview at the 
earliest possible date after interview. 
 
The recommendation of the interview board does not constitute 
a job offer as it is only one stage of the selection process.  This 
selection process continues after interview and includes the 
clearance checks and validation of documents as outlined 
below. 

 
Offer of 
employment  
 
 
 
 
 
 
Taking up 
appointment 
 
 

 
It should be noted that no offer of employment is made, or 
should be interpreted as having been made, until the HSE 
formally offers employment by way of a contract of employment. 
 
A person will not be appointed to a position until a signed 
contract is returned to the issuing office 
 
 
Due to the nature of the service provided there is an onus on the 
HSE to ensure that successful candidates take up duty without 
undue delay.  Consequently the following timescales have been 
set so as to minimise potential disruption of its service to clients 
and service users; 
 

 In the case of external recruitment candidates will be 
required to take up duty within 3 month of receipt of the 
formal offer of employment. 

 

 In the case of internal HSE recruitment the appointee must 
start in the new role within 6 week from the date of 
notification. 

 
The HSE reserves the right to withdraw the offer of employment 
should appointees fail to meet these time frames. 
 

 
Validation of 
qualifications, 
experience etc. 
 

 
Any credit given to a candidate at interview, in respect of claims 
to qualifications, training and experience is provisional and is 
subject to verification.  The recommendation of the interview 
board is liable to revision if the claimed qualification, training or 
experience is not proven.   
 

 
Pre-Employment 
Health 
Assessment 
 

 
Candidates will be required to undergo a medical assessment or 
to complete a form declaring their health status. The result of 
the examination or declaration will be reviewed by the HSE’s 
Occupational Health Service. 
 

 
References 

 
The HSE reserves the right to seek both written and verbal 
references from current and previous employers, educational 
institutions or any other organisations with which the candidate 
has been associated.  The HSE also reserves the right to 
determine the merit, appropriateness and relevance of such 
references and referees.  Please note: candidates are 
requested not to submit references with their application 
form.  
 



 
Protection of 
Persons 
Reporting Child 
Abuse Act 1998 

 
Certain categories of posts in the HSE are designated posts 
under the Protection of Persons Reporting Child Abuse Act 
1998.  Persons appointed to posts in the designated 
categories shall for the duration of their appointment 
perform the duties of a designated officer for the purpose 
of the 1998 Act.  Persons appointed to such categories will 
receive detailed information on their responsibilities under 
the Act on appointment. 
 

 
Ethics in Public 
Office 1995 and 
2001 
 
Positions 
remunerated at 
or above the 
minimum point 
of the Grade VIII 
salary scale (€ 
67,567 as at 
01.03.2008 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Positions 
remunerated at 
or above 
€173,217 with 
effect from 1 
March 2008 
 

 
Positions remunerated at or above the minimum point of the 
Grade VIII salary scale (€ 67,567 as at 01.03.2008) are 
designated positions under Section 18 of the Ethics in Public 
Office Act 1995.  Any person appointed to a designated position 
must comply with the requirements of the Ethics in Public Office 
Acts 1995 and 2001 as outlined below; 
 
A) In accordance with Section 18 of the Ethics in Public Office 
Act 1995, a person holding such a post is required to prepare 
and furnish an annual statement of any interests which could 
materially influence the performance of the official functions of 
the post.  This annual statement of interest should be submitted 
to the Chief Executive Officer not later than 31st January in the 
following year. 
 
B) In addition to the annual statement, a person holding such a 
post is required, whenever they are performing a function as an 
employee of the HSE and have actual knowledge, or a 
connected person, has a material interest in a matter to which 
the function relates, provide at the time a statement of the facts 
of that interest.  A person holding such a post should provide 
such statement to the Chief Executive Officer.  The function in 
question cannot be performed unless there are compelling 
reasons to do so and, if this is the case, those compelling 
reasons must be stated in writing and must be provided to the 
Chief Executive Officer.  
 
C) A person holding such a post is required under the Ethics in 
Public Office Acts 1995 and 2001 to act in accordance with any 
guidelines or advice published or given by the Standards in 
Public Office Commission. Guidelines for public servants on 
compliance with the provisions of the Ethics in Public Office Acts 
1995 and 2001 are available on the Standards Commission’s 
website http://www.sipo.gov.ie/ 
 
 
Positions remunerated at or above €173,217 with effect from the 
1st March 2008 are designated positions of under the Ethics in 
Public Office Acts 1995 and 2001.  
 
In accordance with Section 18 of the Ethics in Public Office Act 
1995, a person holding such a post  is required to prepare and 
furnish an annual statement of any interests which could 
materially influence the performance of the official functions of 
the post.  This annual statement of interest should be submitted 
to the Chief Executive Officer not later than 31st January in the 
following year. 
 
In addition to the annual statement, a person holding such a 

http://www.sipo.gov.ie/


post is required, whenever they are performing a function as an 
employee of the HSE and have actual knowledge, or a 
connected person, has a material interest in a matter to which 
the function relates, provide at the time a statement of the facts 
of that interest.  A person holding such a post should provide 
such statement to the Chief Executive Officer.  The function in 
question cannot be performed unless there are compelling 
reasons to do so and, if this is the case, those compelling 
reasons must be stated in writing and must be provided to the 
Chief Executive Officer.  
 
Under the Standards in Public Office Act 2001, the post holder 
must within nine months of the date of appointment provide the 
following documents to the Standards in Public Office 
Commission at 18 Lower Lesson Street, Dublin 2: 
 
1. A Statutory Declaration, which has been made by the post 

holder not more than one month before or after the date of 
the appointment, attesting to compliance with the tax 
obligations set out in section 25(1) of the Standards in 
Public Office Act and declaring that nothing in section 25(2) 
prevents the issue to the post holder of a tax clearance 
certificate  

   
2. and either 

(a) a Tax Clearance Certificate issued by the Collector-
General not more than 9 months before or after the date 
of the appointment or 

(b) an Application Statement issued by the Collector-
General not more than 9 months before or after the date 
of the appointment. 

 
A person holding such a post is required under the Ethics in 
Public Office Acts 1995 and 2001 to act in accordance with any 
guidelines or advice published or given by the Standards in 
Public Office Commission. Guidelines for public servants on 
compliance with the provisions of the Ethics in Public Office Acts 
1995 and 2001 are available on the Standards Commission’s 
website http://www.sipo.gov.ie/ 
 

 
Code of Practice  
and Review 
procedures in 
relation to the 
Recruitment and 
Selection 
process  
 

 
Appointments to positions in the Health Service Executive are 
subject to the Codes of Practice published by the Commission 
for Public Service Appointments (CPSA).  Details of the Code of 
Practice are available on line at www.cpsa-online.ie.  The Code 
of Practice sets out how the core principles of probity, merit, 
equity and fairness might be applied on a principle basis. 
 
The Code of Practice 
 

 specifies the responsibilities placed on candidates who 
participate in recruitment campaigns.  

 Facilitates feedback to applicants on matters relating to their 
application when requested, 

 outlines procedures in relation to a) requests for a review. of 
the recruitment and selection process and b) review in 
relation to allegations of a breach of the Code of Practice. 

 
Additional information on the HSE’s review process is available 
in the document posted with each vacancy entitled “Code of 

http://www.cpsa-online.ie/


Practice, information for candidates.   
 

 
Data Protection 
Act, 1988 and 
2003: 
 
 

 
When your application form is received, we create a computer 
record in your name, which contains much of the personal 
information you have supplied.  This personal record is used 
solely in processing your candidature. 
 
Such information held on computer is subject to the rights and 
obligations set out in the Data Protection Act, 1988 and 2003. 
 
Certain items of information, not specific to any individual, are 
extracted from computer records for general anonymous 
statistical purposes. 
 

 
 
 



  

 

 

 
 

 

 

 

 

 

 

Clinical Skills Record/Competency Assessment Tool  

for 

Health care Assistants in SCBU 

 

 

 
 

 

 

 

 

 

Participant’s Name: 

 

Preceptor’s Name: 

 

Date Commenced: 

 

Date Completed: 
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INTRODUCTION 

 

The Health Care Assistant (HCA) is part of the Neonatal Team. The HCA will be required to 

carry out activities, which will assist in the efficient running of the SCBU under the 

supervision of a registered Staff Nurse/Midwife.  If you encounter any problems, please ask 

the Clinical Managers and staff who will assist you. 

 

 

PHILOSOPHY OF CARE IN THE NEONATAL CENTRE 

The Philosophy of care at the ………………………………………………….Hospital 

encompasses the principles of family centred care. The neonatal department strives 

to provide evidence based care to new-borns and their families, our aim being to 

provide quality care in an environment that is developmentally supportive and family 

centred.  

 

 

The …………………………………………………..Hospital is guided by the belief that: 

 

 Each infant is individual 

 The parent-child relationship is essential 

 The diverse values and needs of the families in our care 

are respected 

 Family privacy and rights to confidentiality is protected 

 

 

 

 

 

 

The Staff member undertaking orientation and supervisor need to sign the appropriate 

sections as skills are acquired. This allows for transparency. 
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Initial Interview/Meeting 
 

Date: 

 

 

Objectives 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Signed: HCA___________________________________ 

 

           Preceptor_________________________________ 
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2nd/Midpoint Interview/Meeting 
 

Date: 

 

 

Objectives 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Signed: HCA______________________________ 

 

Preceptor____________________________ 
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For Health care Assistants in SCBU 

 
Date: 

Name : 

Your Preceptor(s) is /are: 

 

GENERAL INDUCTION 

 

Date 

 

New 
employee’s 

initials 

 

Preceptor’s 
Initials 

Introduction to team members  and mentor    

Job description explained    

Visiting policy outlined, reducing infant stressors 

outlined and understood e.g. noise reduction, 

appropriate lighting 

 

   

Infection Control     

Hand Washing/demo 

Mandatory training completed. 

Standard precautions    

Occupational Blood Borne exposure    

Safe handling of waste and  laundry     

Decontamination    

Disposal of bodily fluids and blood product    

Haemovigilance 

Mandatory training completed 

Collecting blood products 

   

Health and Safety 

Mandatory training completed 

Sharps policy  

   

Electrical Equipment policy    

Confidentiality and Data Protection    

NRP/CPR    

Fire Drill Attendance 

Procedures 
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 Location of Fire extinguishers    

Emergency exits.    

Patient Moving and Handling    

Hospital Security    

General Guidelines     

Staff ID badges    

Infant Identification Policy/Security tags     

Use of Paging System    

Routine    

Emergency    

Reporting of Absence/ late arrival 

who to notify 

   

Incident Reporting 

Incident forms 

   

Reporting faults within the unit 

Technical services 

   

Biomedical Engineering    

 

Communication    

Verbal 

Written 

   

Documentation 

Contents of Infants chart. 

Baby Cares. 

Feeding Charts. 

Newborn Screening 

   

 

 

Employee’s signature: 

Preceptor’s signature: 

Comments: 

 

 



Level 1                                                                 
 

 - 7 - 

Comments: 

 

 

 

 

 

 

 

 

 

 

 

 

 

Action Plan: 
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SCBU Clinical ORIENTATION 
 

 Date New 
employee’s 

initials 

Preceptor’s 
Initials 

Routine Assessment of infant  
Colour 

   

Temperature    

Heart Rate    

Respiration’s    

Facial suffusion    

Behaviour: irritable/floppy/jerky    

Genitalia/nappy rash/excoriation    

 
Understanding the principles of heat loss and gain 

   

Conduction    

Convection    

Radiation    

Evaporation 
 

   

Immediate action when you observe  
     Dusky infant 

   

     High Respiratory rate    

     Hypothermia    

     Abdominal distension    

     Irritable /jerky    

     Jaundiced Infant 
 

   

Breast feeding  

20hr Breast Feeding Course 

Assist mums to position their infant for breast feeding. 

   

Hand expressing    

Use of pumps    

Handling of EBM – labelling, thawing & checking    

Storage of EBM    

Use of fortifier    

Use of Donor EBM – documentation & Recording    
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Breast feeding room: 

Ensure high level of cleanliness 

   

Pumps clean and well maintained    

Attachments available/education of mums on same    

Labels available/education of mums    

Formula feeding 

Feeding regimes 

   

Types of formula/ensure available stocks 

 Feeding Cues 

   

 Pacing of feeds, Suck/swallow    

 Complications of feeding 
Abdominal girth 
Vomiting 

   

 Additives    

 Fortifier    

 Carobel    

 Naso-gastric Tube Feeding  
      Aspiration and conformation of tube placement 

   

 

 

 

 

Employee’s signature: 

Preceptor’s signature: 
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Comments: 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Action 
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The following compilation of clinical skills serves as a guide. The log can be used as a 

record of your own skill development and may assist you to formulate ongoing objectives 

for learning. The participant must observe each skill once. A senior member of staff must 

then witness the participant performing the skill at least twice before being deemed 

competent. Having clear, concise documentation of your skill acquisition may assist you to 

structure your learning and practice new skills. The aim is to gain knowledge, competence 

and proficiency in each skill. 

Please sign and date below 

CLINICAL SKILLS ADMISSION 
PROCEDURE 

 
Observed 

 
Supervised 

 
Supervised 

 
Competent 

Preparation for Admission/Admission 
Procedure 

 

    

Checking resuscitation equipment 
and understanding function of 
Bagging system & Suction apparatus  

 

    

Demonstrate Basic Understanding 

of the: 

 Cardiorespiratory Monitors 

  Oxygen saturation equipment 

 Operation of laboratory chute 

 Setting up and use of an  
Incubator  

 Use of and Weaning hot cot 
 

    

    

    

    

    

    

CLINICAL KNOWLEDGE     

Routine Assessment of infant: 
Colour 
Temperature 
Heart Rate 
Respiration’s 
Abdominal examination. 
Urinary Output. 
Bowel Motion 

 

    

    

    

    

    

    

    

Outline Immediate action when you 
observe: 
     Dusky infant 
     high Respiratory rate 
     Hypothermia 
     Abdominal distension 
     Irritable /jerky 
     Jaundiced Infant 

    

    

    

    

    

    

    

    

CLINICAL SKILLS LOG 
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IV CARE     

Preparation for Cannulation/blood 
letting 
Strapping of IV 

      Assist at IV Cannulation 
 

    

    

    

PHOTOTHERAPY     

Care of infant on Phototherapy 
Protection of infants eyes 

 

    

OXYGEN     

       Care of the baby on nasal prongs  
       Prongs are in place 
       Adequate water in humidifier 

 

    

    

    

DISCHARGE PLANNING     

Parent Education 
Feeding regimes, preparation of 
formula 

      Bathing 
      Safe sleeping 

 

    

    

    

    

Providing appropriate leaflets, 
pamphlets 
Safety and hygiene,  
Recognition of a sick baby 
Vaccinations 

 

    

    

    

    

Follow up appointments 
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Comments: 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Action Plan: 
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Mandatory Training: 

 

Training Date Attended 

CPR  

Patient Moving/Handling  

Infection Prevention/ Control/Hand Hygiene  

Haemovigilance  

Breastfeeding 18hr   
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When completed this document must be submitted to the Clinical Skills Facilitator 

and then subsequently to ADOM/N to be retained as part of employee record. A copy 

should be retained for the employee’s professional  portfolio. 

 

 

Employee’s signature: 

Preceptor’s signature: 
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Draft   Standard Operating Procedures for the Role of the Health Care Assistant in the 

Antenatal Clinic 

 

 
 

 

Standard  Operating Procedures 

for the Role of the Health Care 

Assistant in the Antenatal Clinic  

 

SOP No:  

Revision No: 

 

SOP TITLE: Standard  Operating Procedures for the Role of the Health Care 

Assistant in the Antenatal Clinic 

 

 

Developed By: Midwifery Management 

Team  

 

 

Approved By:  

 

Date Developed: 2009  

 

 

Date Approved:  

 

Date of Implementation:2009  

 

 

Date due to be reviewed 

 

1.0. Purpose of policy/guideline 

To have in place a procedure for the role of the Health Care Assistant (HCA) in the antenatal Clinic in 

………………. 

     

2.0. Scope of policy/guideline 

This guideline applies to all staff involved in the delivery of the service and the management of 

antenatal clinic.  Additionally, under the Scope of Nursing and Midwifery Practice Framework, each 

nurse is accountable both legally and professionally for their own practice and with in this comes the 

role of delegation (An Bord Altranais). 

 

3.0. Definitions 

HCA is a health care worker who provides support to midwife   

 

4.0. Responsibilities 

Each heath care worker has a responsibility to familiarize herself/himself with any policies, 

guidelines and protocols produced by her /his employer or her / his supervising authority (An Bord 

Altranais 2001). 

 

“Each registered health care professional is accountable for his or her practice” (An Bord Altranais 

2000) 

 

“In determining his/her scope of practice the midwife must make a judgment as to whether he/she is 

competent to carry out a particular role or function.  The midwife must take measures to develop and 

maintain the competence necessary for professional practice” (An Bord Altranais 2000). 
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“The midwife must acknowledge any limitations of competence and refuse in such cases to accept 

delegated or assigned functions.  If appropriate the midwife must take appropriate measures to gain 

competence in the particular area” (An Bord Altranais 2000). Work in collaboration with midwife 

responsible for the clinic.  The midwives will delegate to the HCA depending on the HCA’s 

competency level. 

 

 

 

 

The HCA will receive training and competence development in the following areas: 

  - Testing urine of pregnant women – (dipstick), reporting abnormal findings, sending MSU, 

documenting findings in casenotes and co-op card, completing forms.  

  -  Checking  B/P – manual and automated – reporting abnormal findings to the midwife as below  

 Diastolic 85mmhgs or above 

 Systolic 140mmhgs or above 

 Diastolic 50mmhgs or below 

 Systolic 90mmhgs or below 

-  Recording  in casenotes and co –op card findings.  

 

5.0 Procedure  

5.1  The HCA will at the beginning of antenatal clinic take the first 4 women in to the 4 rooms and 

complete B/P, urinalysis and record this in casenotes and co – op card. They will report any abnormal 

findings to the co-ordinating midwife.    

 

5.2 The HCA will chaperone the doctors as requested and be available to them throughout the clinic. 

The HCA will assist doctors and midwives during physical examinations of the mother  

 

5.3 The HCA will prepare the clinic area for the daily activity prior to the first appointment.  

This will involve: Preparing the consultant room, 3 doctor’s rooms, 1 midwives room and 

phlebotomy room 

 

Each room will need the following; 

Hand washing: liquid and alcohol gel in place, paper towel 

 

Furniture: 

- Three chairs 

- Couch – clean sheet 

- Bin 

- Disposal sheet (not inco pads) 

 

Desk:     -     Gestational calendar and wheel 

- Post it notes 

- Blood forms – serology 

                                          -  Haematology 

                           -  Microbiology 

                           -  Biochemistry 

- Stapler, puncher, scissors 

Healthcare Assistant Guidelines for working in the Antenatal Clinic in …… 
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- Sellotape 

 

Scanner equipment:  

- Aqueous jel (in date) 

- Doctor’s room 4 and consultant room 

- Film 

- Paper towel 

- Extra scan paper 

 

Clinical Equipment: 

- Membrane sweep – K. dish 

- Disposable spec 

- Swab 

- Bacteria static jel ( in date) 

- Maternity pad 

- Spare draw sheet 

- Gloves  size 7, 8, 9 

 

Urinalysis: 

- Universal container 

- Multistix 

- Disposal bin for urine bottles 

- MSU packs 

 

Information Pack 

Prepare 4 Information packs, Packs No 1,2,3 and 4 (Appendix 2)  

- Doctor rooms and midwife return clinic room- Information pack No 2 

- Booking interview rooms- Information pack No 1  

- 36 week visit room and midwives room- Information pack No 3 

- Booking interview rooms -Investigation forms pack No 4   

 

Phlebotomy Office: 

- Chairs 

- Tray for phlebotomist 

- Check blood bottles for dates 

- Scissors 

- Bags for specimens 

- Large brown envelopes for specimens 

- Sellotape and post it notes 

- Lab forms 

- Alcohol swabs 

- Paper towels and alcohol jel 

- Disposable tourniquets 

- Vacuities 

- Sharps bin 

- Gloves size 6, 7, 8 
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5.4 The HCA will take blood to Community Care Office for collection before 12 noon.  Bloods 

taken after 12 noon will be stored in fridge in DHC and sent on train next day.  The 

HCA/Phlebotomist will put reminder note in DHC diary.   

 

5.5 The HCA will place used urine containers in yellow bucket for disposal at end of clinic. 

 

5.6 At the end of the antenatal clinic: 

- Replace sheets on couch 

- Turn off scanners 

- Transducer to be cleaned, dried and stored in its own box 

- Replace bins in surgery 

- Urine testing machine to be stored in phlebotomy office 

- Prepare cases for return  by taxi at 5.30pm and instruments  for sterilizing from gynae  

clinic 

- Keys to midwives presses to be stored on Mary’s tray in phlebotomy room 

 

5.7 The HCA will check stock and reorder as necessary on a weekly basis (see stores ordering 

sheet, path lab ordering sheet, pharmacy ordering sheet, information leaflet ordering sheet 

Appendix 3 ) 

Don’t forget 

- Butterfly vacuities from stores 

- Paper for urine testing machines 

- Multistix from pharmacy 

- Merinal sets from stores 

 

5.8 The HCA will check the orders when they arrive and inform co – ordinator if ordering has not 

arrived.   

 

5.9 The HCA will ensure equipment is clean i.e. Doppler’s, B/P machine scanner etc. 

 

5.10 The HCA will have read and have fully understanding of infection control policy and lifting 

and handling policy. 

 

5.11 The HCA will from time to time have to deal with women requests and relatives.  The HCA 

will be expected to discuss any queries t hat he/she is not conversed with, with the midwife. 

 

5.12 The HCA will answer telephone queries and inform appropriate personnel. 

 

5.13 The HCA will help with filing as delegated by midwife. 

 

5.14 The HCA will be expected to attend resuscitation training, fire training, breastfeeding 

information days, and any other days relevant to antenatal care as deemed by midwife co-ordinator.  

The HCA will recognise an emergency situation with regard to the mother. 

 

5.15 The HCA will be familiar with resuscitation equipment and possible emergencies. The HCA 

will report an emergency and carry out basic first aid techniques (positioning and clearing of an 

airway). 
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6.0 Audit Tool 

The HCA will have role audited as part the six monthly audit ( see six monthly audit tool).      

 

7.0 Reference 

NCCWCH (2008) Antenatal Care: Routine care for the Healthy Pregnant Woman, Clinical Guideline 

NICE 
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Appendix 6 Health Care Assistant competence Assessment     
 
HCA’s Name:_____________________  
Name Midwife Assessing:___________________________ 
Date:________________ 

 
When HCA is competent in this procedure she/he was assessed competent in this delegated 
task/skill on the signed date. The Health Care Assistant is responsible for maintaining competency 
but must not undertake this task unless delegated by a RM. Ongoing supervision of the HCA is 
required by the RM to facilitate procedure competency. 
 

 
Activity: Blood Pressure  
Accurate measurement and 
recording of Blood Pressure 
demonstrating good patient/ 
client care 
 
Activity:  Weight 
Accurate measurement and 
recording of Weight 
demonstrating good patient/ 
client care 
 
Activity:  Urinalysis 
Accurate measurement and 
recording of Urinalysis 
demonstrating good patient/ 
client care 
 
 

 
Thorough organisation and preparation of the task, including; 
_ identification of patients’/clients’ needs 

_ preparing and ensuring equipment is safe for use 

 
Competent execution of the task; 
_ utilising psychomotor skills competently 

_ accurate reading of findings 

_ accurate time 

 
Effective communication with the patient throughout the task; 
_ explain procedure/ giving clear instructions to patient prior to commencing 

procedure 

_ obtain patients’ consent 

_ continually informing patient throughout procedure 

 
Effective use of relevant safety and health practices; 
_ observe good hand hygiene practice 

_ infection control, protective clothing if necessary, clean equipment 

_ ensure equipment is working effectively within safe parameters 

 
Comprehensive record of the task 
_ Inform RM of findings 

_ accurate recording of findings 

 

 
Other assessment on the 
following  



full understanding of relevant health and safety issues 

and procedures 

clear awareness of need to treat client(s) with respect 

and sensitivity 

effective use of communication skills with the client(s) 

clear ability to report and/or respond to questions 

 
Acknowledgement and source  
Centre of Nurse Education, ………………………….. and CTEC 2008/2009 

Health Care Assistants’ Health Service Skills FETAC Level 5 Programme 

 
 



JOB DESCRIPTION 
 

A first class hospital for our community 
 
The 1

st 
September 2015 was a landmark date for Chelsea and Westminster and West Middlesex Hospitals as 

we officially became a new Foundation Trust. The decision represents the best option for securing the future of 
both major acute hospitals and by combining into a single, unified trust there will be more scope to innovate and 
develop services. It will also help us build future resilience against financial pressures, rising patient expectation 
and increasing demand. 
 
Staff from all of our healthcare sites is sharing best practice and experience, with the aim to improve services 
for local people. Benefits for patients will include: 
 
•             Improved clinical outcomes  
•             Improved patient experience 
•             Improved choice 
 
The integration will also bring about greater opportunities for staff at both sites, including: 
 
•             Wider professional experience 
•             Rotation and opportunities to be involved in research 
•             Opportunities for greater sub-specialisation and to maintain skills in specialist areas 
•             Greater security and organisational resilience 
•             More staff involvement in Foundation Trust governance and leadership 
•             Increased referral base and better ‘system management’. 
 
We will build a strong and sustainable foundation trust which provides high-quality, value-for-money services to 
meet the health needs of the local population. It’s a very exciting time to come and work for us. Found out more 
about our hospital and our combined Foundation Trust by visiting www.chelwest.nhs.uk 

 

 
JOB TITLE:  Maternity Support Worker  
 

 
BAND:   2 

 
DIVISION: Women & Children’s 
 

 
HOURS:   37.5 
 

 
RESPONSIBLE TO:  Band 7 Midwife  
 
 
 

 

JOB SUMMARY:    
 
The Health Care support worker in Maternity will provide environmental, physical and social support to 
midwives, women and their families within Chelsea & Westminster Hospital Maternity Unit and Maternity 
Private Patients Unit. The post holder will work under the direction of the midwifery staff to support all clinical 
staff in providing a comfortable, clean and safe environment for service users 
 

KEY WORKING RELATIONSHIPS:     
 

 Women and their families  
 Midwives  
 Midwifery Managers, Senior Midwives and Coordinators  
 Women and their families 
 Obstetricians 
 Theatre staff 
 Other support services  

 Volunteers 
 

We will ‘go beyond’ for our patients and communities. Our organisation will: 
 

 Be a major, multi-site healthcare provider and teaching hospital with 1,000 beds and more than £500m 
revenue; expanded and improved services in a number of areas 

 

http://www.chelwest.nhs.uk/


 Be one of the largest Maternity providers with an annual birth rate in excess of 10,000. 
 

 

 Have a combined workforce of 5,000 staff with better training and development opportunities, including 
a wider choice of sub-specialties, greater choice of location and increased best practice 

 

 Have a high volume and high quality local secondary services, with combined acute emergency 
admissions of around 290,000 annually and an increased patient population of one million. 
 

 

ROLES AND RESPONSIBILITIES 
 

1. Professional Support Incorporating Direct Care 
 

i      The Healthcare Assistant will under supervision assist with the delivery of care as directed by 
the registered midwife.   

 
ii Support the Registered Midwife /Nurse with women’s hygiene needs including washing, 

bathing, oral hygiene and hair care and reporting any changes in patient’s condition. 
 

iii Assist the woman to dress appropriately and to care for their belongings. 
 

iv Support the Registered Midwife /Nurse in meeting women’s elimination needs and record the 
information accurately on the chart. Report any observations appropriately. 

 
v Support the Registered Midwife / Nurse in providing pressure area care. 

 
vi Support the Registered Midwife/Nurse and other health professionals with the mobilisation of 

patients. 
 

vii Develop awareness of women in pain and discomfort and report to the Registered Midwife / 
Nurse appropriately. 

 
viii Assist the Registered Midwife / Nurse in the lifting, handling and positioning of women and 

babies. 
 

ix Assist women to care for their babies’ safety, protection and security. 
 

x Assist women with caring for their babies, to include infant feeding advice following training, 
under the direction of the midwife. 

 
xi To offer refreshments post-birth and postnatally to women as directed by the midwife 

 
xii Assist the Registered Midwife / Nurse in looking after a baby or woman who has died,    being 

sensitive to the needs of the relatives and friends. 
 

xiii Act in ways that support quality and value diversity by meeting the needs of the individual 
women and families. 

 
xiv Maintain effective communication with women, their families’, also colleagues and staff of all 

disciplines on day to day matters. 
 

xv Report incidents, by completing a risk management form and inform the Senior Midwife on 
duty. 

 
xvi Make changes in own practice and offer suggestions for improving services 

 
2. Housekeeping and Environmental Care 
 

i Will ensure the environment is clean, comfortable, safe, and welcoming to women, relatives 
and all heath care workers. 
 

ii    Will be aware of and understand; basic infection control techniques, the disposal of sharps 
and universal safety techniques with regard to spillages. 

 
iii Understand the Trust and Departments policies with regard to; fire, COSHH, lifting, major 

incidents, accident reporting and handling of valuables and patients property. 



 
iv Wash beds, lockers, cots, trolleys, theatre tables, and make ready for appropriate use. 

 
v Clean and maintain equipment and make ready for use. 

 
vi Report any faulty or broken equipment to the appropriate department. 

 
vii Deliver specimens, test requests, notes or any charts as requested. 

 
viii To have an awareness of monitoring and maintaining, where required, stock levels. 

 
ix Keep all storage areas clean and tidy. 

 
3. Clerical and Reception 
 

i Will liaise and co-operate effectively with the administrative and clerical staff while carrying out 
the following duties. 

 
ii Deal with all enquiries politely and effectively in any circumstances. 

 
iii Ensure women’s confidentiality and details are maintained at all times. 

 
iv Redirect all enquiries about women and babies to the Registered Midwife / Nurse. 

 
v Accurately file all patient documentation as directed. 

 
vi  Make appointments for women and babies and book transport, if required, as directed by       

the Registered Midwife. 
 

vii Maintain security of the area, responding appropriately to the security system and ensuring 
that all visitors to the area have been identified and are eligible to be there 

 
4.    Other Requirements/ Responsibilities 

               
i. Ensuring that clinical areas have adequate equipment and stock levels are managed. 
 

ii. Assist or participate in departmental and Trust initiatives or audits, related to Quality 
Improvement / Clinical Governance. 

 
iii. The post holder will be required to actively participate in a periodic performance appraisal, in 

accordance with the Trust guidelines. 
 

iv. The post holder is encouraged by the department to attend both personal and professional 
development activities that assist in their role and the service. 

 

 

These duties are not exhaustive and will be reviewed with the postholder, allowing for amendments within the 
broad scope and band level of the role 
 
All duties must be carried out under supervision or within Trust policy and procedure. You must never 
undertake any duties that are outside your area of skill or knowledge level.  If you are unsure you must seek 
clarification from a more senior member of staff. 
 

 
PREPARED BY: Claire Davidson  

 
DATE: 25

th
 August 2016 

 

 
 
 
 
 
 
 
 
 
 



 
PERSON SPECIFICATION 

 
 

 
JOB TITLE: Maternity Support Worker  
 

 
PAY BAND:  2 
 

 
RESPONSIBLE TO:  Band 7 Midwife  

 
 

MEASURE - please enter the code by which you will be measuring these criteria. 
A - Application, I - Interview, T – Test 

 
 

 
ESSENTIAL 
 

DESIRABLE MEASURE 

 
EDUCATION AND QUALIFICATIONS 

 
Able to accurately document findings and care in patient 
records 
 
Numeracy and literacy skills. 
 

 
Previous IT training/NVQ Level 2 
 
GCSE or equivalent in 
Mathematics and English  

 
A,I&T 

 

 
EXPERIENCE 

Recent experience of working within a customer 

focused environment 
Previous healthcare related 
experience 

 
A&I 

 
SKILLS AND KNOWLEDGE - SPECIAL APTITUDES 

 
Able to ensure patient confidentiality is maintained at all 
times.  
 
Demonstrate ability to organise own workload, prioritise 
and take initiative were necessary. 
 
Awareness of own responsibility, accountability and 
confidentiality. 
 
Able to interpret information and act/report appropriately 
 
An understanding of the physical and emotional needs 
of pregnant and post-natal women, their babies and 
family.  
 

 
Ability to perform observations 
and escalate accordingly  
 
Previous experience of 
venepuncture  
 
Knowledge of the roles and 
responsibilities within the multi-
disciplinary team  
 
Willingness to undertake further 
training  

 
A&I 

 
PERSONAL QUALITIES 

 
Excellent communication skills both verbal and written. 

 
Ability to work within a team 
 
Flexible and able to work the required shift pattern 

  
A&I 

 
 
  



Competence Based Job Description and Personal Specification 
Level 2 in the Career Framework 

Job Description Developed By: 
Date: 

Version number: 
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Organisation Name  
Free text/cut and paste from a word 

document 

 

Title of Job  
Free text or  if chosen automated 

population from a chosen  

transferable role template 

Maternity Support Worker 

Scope of Job  
 sets the context, job profile 
Free text or from automated 

population from chosen TRT  

Maternity support workers complement the role of the midwife in provision of care and support to women and their 
families they support midwives by undertaking non midwifery specific tasks. Ultimate responsibility for care of the 
mother and baby lies with the delegating midwife and under her supervision the MSW can provide care for which 
she/he has received training. The support worker may provide clinical care which forms part of the care plan 
following assessment and design of a care plan by the midwife. MSW care may include aspects of antenatal care, 
intrapartum care and post natal care which may be provided in a range of hospital based clinical settings. MSWs can 
perform basic observations, provide basic care, maintain a safe and pleasant environment, give simple advice and 
support, document care given and undertake clerical tasks under supervision of a midwife. 
All level 2 roles will have the following common/core competences.  
All competences are national occupational standards (NOS) 
Specific competences to the role have then been identified.   Any additional competences specific to the locality 
should then be identified locally using the competence tools and the health functional map added to the template 
using the same format. 

Responsible to  
Free text 

 

Accountable to 
 Free text 

 

Contract type and  

working hours 
Free text 

 

Pay Grade  
Free text 

 

Career Framework Level 
 Short descriptor from Career 

Framework automated population 

People at level 2 require basic factual knowledge of a field of work.  They may carry out clinical, technical, scientific 
or administrative duties according to established protocols or procedures, or systems of work 



Competence Based Job Description and Personal Specification 
Level 2 in the Career Framework 
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from chosen TRT 

Key Areas of Responsibility 
Free text 

 

Level 2 Core Competences / National Occupational Standards: 

Underpinning Principle Reference Function Competence 

1. COMMUNICATION 
 

1.2 Communicate effectively GEN97 
Communicate effectively in a healthcare environment 
http://tools.skillsforhealth.org.uk/competence/show/html/id/3001 

 

2. PERSONAL & PEOPLE 
DEVELOPMENT 
 

2.1.1 Develop your own 
practice 

SCDHSC0023 
Develop your own knowledge and practice 
http://tools.skillsforhealth.org.uk/competence/show/html/id/3517 

 

 
 

2.1.2 Reflect on your own 
practice 

GEN23 
Monitor your own work practices 
http://tools.skillsforhealth.org.uk/competence/show/html/id/2051 

 

3. HEALTH SAFETY & 
SECURITY 
 

3.5.1 Ensure your own actions 
reduce risks to health and 
safety 

IPC2.2012 
Perform hand hygiene to prevent the spread of infection 
http://tools.skillsforhealth.org.uk/competence/show/html/id/3309 

 

 
 

  PROHSS1 
Make sure your own actions reduce risks to health and safety 
http://tools.skillsforhealth.org.uk/competence/show/html/id/3327 

 

 
 

  PMWRV1 
Make sure your actions contribute to a positive and safe working culture 
http://tools.skillsforhealth.org.uk/competence/show/html/id/4027 
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3.5.2 Protect individuals from 
abuse 

SCDHSC0024 
Support the safeguarding of individuals 
http://tools.skillsforhealth.org.uk/competence/show/html/id/3518 

 

5. QUALITY 
 

5.1.1 Act within the limits of 
your competence and 
authority 

GEN63 
Act within the limits of your competence and authority 
http://tools.skillsforhealth.org.uk/competence/show/html/id/85 

 

6. EQUALITY & 
DIVERSITY 
 

6.1 Ensure your own actions 
support equality of 
opportunity and diversity 

SCDHSC0234 
Uphold the rights of individuals 
http://tools.skillsforhealth.org.uk/competence/show/html/id/3506 

 

B. HEALTH 
INTERVENTION 
 

B2.1 Obtain information from 
individuals about their 
health status and needs 

CHS169 
Comply with legal requirements for maintaining confidentiality in 
healthcare 
http://tools.skillsforhealth.org.uk/competence/show/html/id/2820 

 

D. INFORMATION 
MANAGEMENT / 
INFORMATION AND 
COMMUNICATION 
TECHNOLOGY 
 

D2.4 Maintain information / 
record systems 

CFA_BAD332 
Store and retrieve information using a filing system 
http://tools.skillsforhealth.org.uk/competence/show/html/id/4104 

 

H. MANAGEMENT & 
ADMINISTRATION 
 

H1.3.1 Contribute to the 
effectiveness of teams 

SCDHSC0241 
Contribute to the effectiveness of teams 
http://tools.skillsforhealth.org.uk/competence/show/html/id/3509 

 

 
 

H2.6 Receive and pass on 
messages and 
information 

ESKITU020 
Use digital communications 
http://tools.skillsforhealth.org.uk/competence/show/html/id/4150 
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Role Specific Competences / National Occupational Standards: 

Underpinning Principle Reference Function Competence 

1. COMMUNICATION 
 

1.3 Support individuals to 
communicate 

SCDHSC0021 
Support effective communication 
http://tools.skillsforhealth.org.uk/competence/show/html/id/3515 

 

3. HEALTH SAFETY & 
SECURITY 
 

3.5.1 Ensure your own actions 
reduce risks to health and 
safety 

GEN96 
Maintain health, safety and security practices within a health setting 
http://tools.skillsforhealth.org.uk/competence/show/html/id/2859 

 

B. HEALTH 
INTERVENTION 
 

B3.3.1 Prepare and dress for 
specified health care 
roles 

GEN2 
Prepare and dress for work in healthcare settings 
http://tools.skillsforhealth.org.uk/competence/show/html/id/383 

 

 
 

B3.3.3 Move and position 
individuals 

CHS6.2012 
Move and position individuals 
http://tools.skillsforhealth.org.uk/competence/show/html/id/3396 

 

 
 

B3.3.4 Prepare environments 
and resources for use in 
health care activities 

GEN6.2012 
Manage environments and resources for use during healthcare activities 
http://tools.skillsforhealth.org.uk/competence/show/html/id/3381 

 

 
 

B3.3.6 Support others in 
providing health care 
actions 

GEN8 
Assist the practitioner to implement healthcare activities 
http://tools.skillsforhealth.org.uk/competence/show/html/id/389 

 

 
 

B5.1 Obtain specimens from 
individuals 

CHS7.2012 
Obtain and test specimens from individuals 
http://tools.skillsforhealth.org.uk/competence/show/html/id/3397 

 

 
 

B8.1 Undertake physiological 
measurements 

CHS19.2012 
Undertake routine clinical measurements 
http://tools.skillsforhealth.org.uk/competence/show/html/id/3399 
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B16.1 Support individuals 
during and after 
clinical/therapeutic 
activities 

GEN5 
Support individuals undergoing healthcare activities 
http://tools.skillsforhealth.org.uk/competence/show/html/id/312 

 

 
 

B16.2 Support individuals who 
are distressed 

SCDHSC0226 
Support Individuals who are distressed 
http://tools.skillsforhealth.org.uk/competence/show/html/id/3531 

 

H. MANAGEMENT & 
ADMINISTRATION 
 

H2.6 Receive and pass on 
messages and 
information 

SCDHSC0242 
Deal with messages and information 
http://tools.skillsforhealth.org.uk/competence/show/html/id/3510 

 

Facets of Role (National Occupational Standards): 

Underpinning Principle Reference Function Competence 

 
 

 None Assigned  
 

 

Locality Specific Competences / National Occupational Standards: 

Underpinning Principle Reference Function Competence 

 
 

 None Assigned  
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Personal Specification 

Criteria 

Essential 
(pre-

requisite for 

job) 

Desirable Evidence 
Application and/or 
Selection process 

A and /or S 

Physical requirements    

Knowledge and skills required for post  
Education/ Qualification 

   

Experience, Previous experience relevant to the post.    

Skills in communication, mathematics and use of IT  
(Employability Skills Matrix, Skills for Health 2014) 

Communications and Customer Care 

 Communicate effectively and appropriately with people in the workplace 
 Listen and respond in formal and informal discussions, asking questions to clarify 

understanding 

 Understand a range of texts, write simply and clearly and complete straightforward forms and 
work records 

   

Mathematics 

 Complete simple calculations and understand and use simple charts, tables and graphs, 
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extracting relevant information as required 

Use of IT 

 Use IT as directed, maintaining confidentiality 
   

Team working skills and attributes 
(Employability Skills Matrix, Skills for Health 2014) 

Working with Others 
 Work with others towards achieving shared goals, learning from mistakes and being open to 

the opinion of others including service users 

   

Solving Problems 

 Follow a given procedure in response to a problem 
   

Personal: personal skills, qualities, values and behaviours 
(Employability Skills Matrix, Skills for Health 2014) 

Demonstrate positive attitudes, values and behaviours 
 Demonstrate honesty, integrity, care and compassion at all times, and maintain the dignity 

and confidentiality of the service user 

 Take care of your personal health, including hygiene and appearance 
 Show interest in your work and be prepared to make suggestions 
 Recognise and reflect on your own work and value other peoples?. 

   

Be responsible 

 Be responsible and accountable for your own actions, manage your work/life balance, and 
attend work as required on time 

 Understand your rights and responsibilities at work, comply with health and safety and 
equality policies, practices and procedures. 

   

Be adaptable 

 Be open and positive in response to change. 
   

Learn continuously 
 Be responsible for own learning and willing to make use of learning opportunities with 

support. 
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Organisation Name  
Free text/cut and paste from a word 

document 

 

Title of Job  
Free text or  if chosen automated 

population from a chosen  

transferable role template 

Maternity Support Worker 

Scope of Job  
 sets the context, job profile 
Free text or from automated 

population from chosen TRT  

Maternity support workers complement the role of the midwife in provision of care and support to women and their 
families. They support midwives by undertaking non midwifery specific tasks. 
Ultimate responsibility for care of the mother and baby lies with the delegating midwife and under her supervision the 
MSW can provide care for which she/he has received training. The band 3 support worker may provide care as 
outlined in the care plan devised by the midwife and may make decisions within the context of designated work 
whilst working toward the aims of the plan devised by the midwife. MSW care may include performance of 
observations, provide basic care, maintain and safe and pleasant environment, give advice and support, document 
care given and undertake clerical tasks under indirect supervision of the midwife. Care may be provided in a range of 
settings including community and may include some element of specialism - for example in support of breast feeding 
or bereavement care. 
All level 3 roles will have the following common/core competences.  
All competences are national occupational standards (NOS) 
Specific competences to the role have then been identified.  Any additional competences specific to the locality 
should then be identified locally using the competence tools and the health functional map and added to the template 
using the same format. 

Responsible to  
Free text 

 

Accountable to 
 Free text 

 

Contract type and  

working hours 
Free text 

 

Pay Grade  
Free text 
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Career Framework Level 
 Short descriptor from Career 

Framework automated population 

from chosen TRT 

People at level 3 require knowledge of facts, principles, processes and general concepts in a field of work.  They may 
carry out a wider range of duties than the person working at level 2 and will have more responsibility with guidance 
and supervision available when needed.  They will contribute to service development and are responsible for self-
development. 

Key Areas of Responsibility 
Free text 

 

Level 3 Core Competences / National Occupational Standards: 

Underpinning Principle Reference Function Competence 

1. COMMUNICATION 
 

1.2 Communicate effectively GEN97 
Communicate effectively in a healthcare environment 
http://tools.skillsforhealth.org.uk/competence/show/html/id/3001 

 

2. PERSONAL & PEOPLE 
DEVELOPMENT 
 

2.1.1 Develop your own 
practice 

SCDHSC0023 
Develop your own knowledge and practice 
http://tools.skillsforhealth.org.uk/competence/show/html/id/3517 

 

 
 

2.1.2 Reflect on your own 
practice 

GEN23 
Monitor your own work practices 
http://tools.skillsforhealth.org.uk/competence/show/html/id/2051 

 

3. HEALTH SAFETY & 
SECURITY 
 

3.5.1 Ensure your own actions 
reduce risks to health and 
safety 

IPC2.2012 
Perform hand hygiene to prevent the spread of infection 
http://tools.skillsforhealth.org.uk/competence/show/html/id/3309 

 

 
 

  PROHSS1 
Make sure your own actions reduce risks to health and safety 
http://tools.skillsforhealth.org.uk/competence/show/html/id/3327 

 

 
 

  PMWRV1 
Make sure your actions contribute to a positive and safe working culture 
http://tools.skillsforhealth.org.uk/competence/show/html/id/4027 
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3.5.2 Protect individuals from 
abuse 

SCDHSC0024 
Support the safeguarding of individuals 
http://tools.skillsforhealth.org.uk/competence/show/html/id/3518 

 

5. QUALITY 
 

5.1.1 Act within the limits of 
your competence and 
authority 

GEN63 
Act within the limits of your competence and authority 
http://tools.skillsforhealth.org.uk/competence/show/html/id/85 

 

 
 

5.1.2 Manage and organise 
your own time and 
activities 

HT4 
Manage and organise your own time and activities 
http://tools.skillsforhealth.org.uk/competence/show/html/id/2501 

 

6. EQUALITY & 
DIVERSITY 
 

6.1 Ensure your own actions 
support equality of 
opportunity and diversity 

SCDHSC0234 
Uphold the rights of individuals 
http://tools.skillsforhealth.org.uk/competence/show/html/id/3506 

 

B. HEALTH 
INTERVENTION 
 

B2.1 Obtain information from 
individuals about their 
health status and needs 

CHS169 
Comply with legal requirements for maintaining confidentiality in 
healthcare 
http://tools.skillsforhealth.org.uk/competence/show/html/id/2820 

 

D. INFORMATION 
MANAGEMENT / 
INFORMATION AND 
COMMUNICATION 
TECHNOLOGY 
 

D2.4 Maintain information / 
record systems 

CFA_BAD332 
Store and retrieve information using a filing system 
http://tools.skillsforhealth.org.uk/competence/show/html/id/4104 

 

H. MANAGEMENT & 
ADMINISTRATION 
 

H1.3.1 Contribute to the 
effectiveness of teams 

SCDHSC0241 
Contribute to the effectiveness of teams 
http://tools.skillsforhealth.org.uk/competence/show/html/id/3509 

 

 
 

H2.6 Receive and pass on 
messages and 
information 

ESKITU020 
Use digital communications 
http://tools.skillsforhealth.org.uk/competence/show/html/id/4150 
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Role Specific Competences / National Occupational Standards: 

Underpinning Principle Reference Function Competence 

3. HEALTH SAFETY & 
SECURITY 
 

3.5.1 Ensure your own actions 
reduce risks to health and 
safety 

GEN96 
Maintain health, safety and security practices within a health setting 
http://tools.skillsforhealth.org.uk/competence/show/html/id/2859 

 

B. HEALTH 
INTERVENTION 
 

B3.3.2 Prepare individuals for 
health care actions 

GEN4 
Prepare individuals for healthcare activities 
http://tools.skillsforhealth.org.uk/competence/show/html/id/386 

 

 
 

B5.1 Obtain specimens from 
individuals 

CHS132.2012 
Obtain venous blood samples 
http://tools.skillsforhealth.org.uk/competence/show/html/id/3383 

 

 
 

B8.1 Undertake physiological 
measurements 

CHS19.2012 
Undertake routine clinical measurements 
http://tools.skillsforhealth.org.uk/competence/show/html/id/3399 

 

 
 

B10.2 Provide first aid to an 
individual 

CHS35 
Provide first aid to an individual needing emergency assistance 
http://tools.skillsforhealth.org.uk/competence/show/html/id/905 

 

 
 

B10.4 Manage emergency 
situations 

GEN60 
Support individuals during emergency situations 
http://tools.skillsforhealth.org.uk/competence/show/html/id/2586 

 

 
 

B14.4 Undertake personal care 
for individuals 

SCDHSC0218 
Support individuals with their personal care needs 
http://tools.skillsforhealth.org.uk/competence/show/html/id/3526 

 

 
 

B16.1 Support individuals 
during and after 
clinical/therapeutic 
activities 

GEN5 
Support individuals undergoing healthcare activities 
http://tools.skillsforhealth.org.uk/competence/show/html/id/312 
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B16.2 Support individuals who 
are distressed 

SCDHSC0226 
Support Individuals who are distressed 
http://tools.skillsforhealth.org.uk/competence/show/html/id/3531 

 

 
 

B16.7 Care for and protect 
babies 

SCDHSC0314 
Care for a newly born baby when the birth parents are unable to do so 
http://tools.skillsforhealth.org.uk/competence/show/html/id/3429 

 

 
 

B17 Work in collaboration 
with carers in the caring 
role 

SCDHSC0320 
Support professional advice to help parents interact with and take care of 
their newly born baby 
http://tools.skillsforhealth.org.uk/competence/show/html/id/3435 

 

 
 

  SCDHSC0389 
Work with carers, families and key people to maintain contact with 
individuals 
http://tools.skillsforhealth.org.uk/competence/show/html/id/3473 

 

Facets of Role (National Occupational Standards): 

Underpinning Principle Reference Function Competence 

 
 

 None Assigned  
 

 

Locality Specific Competences / National Occupational Standards: 

Underpinning Principle Reference Function Competence 

 
 

 None Assigned  
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Personal Specification 

Criteria 

Essential 
(pre-

requisite for 

job) 

Desirable Evidence 
Application and/or 
Selection process 

A and /or S 

Physical requirements    

Knowledge and skills required for post  
Education/ Qualification 

   

Experience, Previous experience relevant to the post.    

Skills in communication, mathematics and use of IT  
(Employability Skills Matrix, Skills for Health 2014) 

Communications and Customer Care 

 Communicate effectively and appropriately with people in the workplace 
 Respond constructively to queries and complaints 
 Take full part in formal and informal discussions, ensuring contributions meet the needs of 

the audience. 

 Analyse a range of texts, produce effective e mails, short reports, presenting information in a 
manner suitable for the audience. 

   

Mathematics    
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 Select and compare information from lists, tables, e mails and charts and use appropriate 
mathematical method to solve identified problems 

Use of IT 

 Use IT as directed, maintaining confidentiality 
   

Team working skills and attributes 
(Employability Skills Matrix, Skills for Health 2014) 

Working with Others 

 Work with others towards achieving shared goals, learning from mistakes and being open to 
the opinion of others, including service users 

 Receive and give constructive feedback. 

   

Solving Problems 

 Assess situations and identify potential problems 
 Seek different points of view, and evaluate them on the basis of facts. 
 Use theoretical and practical knowledge to think, gain and share information, solve problems 

and make decisions. 

  

   

Personal: personal skills, qualities, values and behaviours 
(Employability Skills Matrix, Skills for Health 2014) 

Demonstrate positive attitudes, values and behaviours 

 Demonstrate honesty, integrity, care and compassion at all times, and maintain the dignity 
and confidentiality of the service user. 

 Take care of your personal health, including hygiene and appearance 

 Show interest in your work and be prepared to make suggestions 
 Recognise and reflect on your own work and value other peoples?. 

   

Be responsible 
 Be responsible and accountable for your own actions, including, when appropriate, taking the 

lead in supporting others in the team. 

 Manage your work/life balance, and attend work as required on time. 
 Understand your rights and responsibilities at work, comply with health and safety and 

equality policies, practices and procedures. 
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Be adaptable 

 Be open and positive in response to change. 
   

Learn continuously 

 Take responsibility for your own learning and be willing to continuously learn and grow, 
setting your own learning goals. 
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Organisation Name  
Free text/cut and paste from a word 

document 

 

Title of Job  
Free text or  if chosen automated 

population from a chosen  

transferable role template 

Support Worker, Neonatal Care 

Scope of Job  
 sets the context, job profile 
Free text or from automated 

population from chosen TRT  

The neonatal health care support worker (NHCSW) acts as a member of the care team within the Special Care Baby 
Unit (SCBU) and maternity under the supervision of midwives, neonatal nurses and other professional staff. NMCSW 
will assist in the planning, evaluation and delivery of care for babies requiring special care. They will provide support 
to the multidisciplinary team, babies and their families. This will be achieved through the performance of specific care 
activities, carried out after completing a programme of formal training and assessment.         This role assists 
registered nursing staff in achieving and monitoring a safe and secure environment for patients, staff and visitors. 
The role will also assist in related clerical duties within the SCBU and participate in training and continuing education 
programmes.                          All level 3 roles will have the following common/core competences.  All competences 
are national occupational standards (NOS) Specific competences to the role have then been identified.  Any additional 
competences specific to the locality should then be identified locally using the competence tools and the health 
functional map and added to the template using the same format. 

Responsible to  
Free text 

 

Accountable to 
 Free text 

 

Contract type and  

working hours 
Free text 

 

Pay Grade  
Free text 

 

Career Framework Level 
 Short descriptor from Career 

Framework automated population 

from chosen TRT 

People at level 3 require knowledge of facts, principles, processes and general concepts in a field of work.  They may 
carry out a wider range of duties than the person working at level 2 and will have more responsibility with guidance 
and supervision available when needed.  They will contribute to service development and are responsible for self-
development. 
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Key Areas of Responsibility 
Free text 

 

Level 3 Core Competences / National Occupational Standards: 

Underpinning Principle Reference Function Competence 

1. COMMUNICATION 
 

1.2 Communicate effectively GEN97 
Communicate effectively in a healthcare environment 
http://tools.skillsforhealth.org.uk/competence/show/html/id/3001 

 

2. PERSONAL & PEOPLE 
DEVELOPMENT 
 

2.1.1 Develop your own 
practice 

SCDHSC0023 
Develop your own knowledge and practice 
http://tools.skillsforhealth.org.uk/competence/show/html/id/3517 

 

 
 

2.1.2 Reflect on your own 
practice 

GEN23 
Monitor your own work practices 
http://tools.skillsforhealth.org.uk/competence/show/html/id/2051 

 

3. HEALTH SAFETY & 
SECURITY 
 

3.5.1 Ensure your own actions 
reduce risks to health and 
safety 

IPC2.2012 
Perform hand hygiene to prevent the spread of infection 
http://tools.skillsforhealth.org.uk/competence/show/html/id/3309 

 

 
 

  PROHSS1 
Make sure your own actions reduce risks to health and safety 
http://tools.skillsforhealth.org.uk/competence/show/html/id/3327 

 

 
 

  PMWRV1 
Make sure your actions contribute to a positive and safe working culture 
http://tools.skillsforhealth.org.uk/competence/show/html/id/4027 

 

 
 

3.5.2 Protect individuals from 
abuse 

SCDHSC0024 
Support the safeguarding of individuals 
http://tools.skillsforhealth.org.uk/competence/show/html/id/3518 
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5. QUALITY 
 

5.1.1 Act within the limits of 
your competence and 
authority 

GEN63 
Act within the limits of your competence and authority 
http://tools.skillsforhealth.org.uk/competence/show/html/id/85 

 

 
 

5.1.2 Manage and organise 
your own time and 
activities 

HT4 
Manage and organise your own time and activities 
http://tools.skillsforhealth.org.uk/competence/show/html/id/2501 

 

6. EQUALITY & 
DIVERSITY 
 

6.1 Ensure your own actions 
support equality of 
opportunity and diversity 

SCDHSC0234 
Uphold the rights of individuals 
http://tools.skillsforhealth.org.uk/competence/show/html/id/3506 

 

B. HEALTH 
INTERVENTION 
 

B2.1 Obtain information from 
individuals about their 
health status and needs 

CHS169 
Comply with legal requirements for maintaining confidentiality in 
healthcare 
http://tools.skillsforhealth.org.uk/competence/show/html/id/2820 

 

D. INFORMATION 
MANAGEMENT / 
INFORMATION AND 
COMMUNICATION 
TECHNOLOGY 
 

D2.4 Maintain information / 
record systems 

CFA_BAD332 
Store and retrieve information using a filing system 
http://tools.skillsforhealth.org.uk/competence/show/html/id/4104 

 

H. MANAGEMENT & 
ADMINISTRATION 
 

H1.3.1 Contribute to the 
effectiveness of teams 

SCDHSC0241 
Contribute to the effectiveness of teams 
http://tools.skillsforhealth.org.uk/competence/show/html/id/3509 

 

 
 

H2.6 Receive and pass on 
messages and 
information 

ESKITU020 
Use digital communications 
http://tools.skillsforhealth.org.uk/competence/show/html/id/4150 
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Role Specific Competences / National Occupational Standards: 

Underpinning Principle Reference Function Competence 

1. COMMUNICATION 
 

1.2 Communicate effectively MCN1 
Communicate and interact with babies 
http://tools.skillsforhealth.org.uk/competence/show/html/id/1399 

 

 
 

1.5 Provide information, 
advice and guidance 

MCN24 
Provide advice and information to enable parents to promote the health 
and well-being of their newborn babies 
http://tools.skillsforhealth.org.uk/competence/show/html/id/1415 

 

3. HEALTH SAFETY & 
SECURITY 
 

3.5.1 Ensure your own actions 
reduce risks to health and 
safety 

IPC3.2012 
Clean, disinfect and remove spillages of blood and other body fluids to 
minimise the risk of infection 
http://tools.skillsforhealth.org.uk/competence/show/html/id/3362 

 

 
 

  IPC4.2012 
Minimise the risk of spreading infection by cleaning, disinfection and 
storing care equipment 
http://tools.skillsforhealth.org.uk/competence/show/html/id/3363 

 

 
 

3.5.2 Protect individuals from 
abuse 

SCDHSC0034 
Promote the safeguarding of children and young people 
http://tools.skillsforhealth.org.uk/competence/show/html/id/3416 

 

A. ASSESSMENT 
 

A2.3 Assess an individual with 
a suspected health 
condition 

CHS168 
Obtain a patient/client history 
http://tools.skillsforhealth.org.uk/competence/show/html/id/2819 

 

 
 

A2.4 Assess an individual's 
needs arising from their 
health status 

MCN5 
Assess the health and well-being of babies 
http://tools.skillsforhealth.org.uk/competence/show/html/id/1419 
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B. HEALTH 
INTERVENTION 
 

B3.1.1 Plan activities, 
interventions or 
treatments to achieve 
specified health goals 

MCN12 
Develop and agree individualised care plans for babies and families 
http://tools.skillsforhealth.org.uk/competence/show/html/id/1402 

 

 
 

B3.3.5 Monitor and manage the 
environment and 
resources during and 
after health care actions 

MCN18 
Operate equipment for the care of babies 
http://tools.skillsforhealth.org.uk/competence/show/html/id/1408 

 

 
 

B3.5.1 Prepare a discharge plan CS10 
Prepare a discharge plan with children and young people and those 
involved in their care 
http://tools.skillsforhealth.org.uk/competence/show/html/id/2172 

 

 
 

B3.6.2 Monitor an individual's 
progress in managing 
health conditions 

CS24 
Contribute to meeting the nutritional needs of babies, children and young 
people 
http://tools.skillsforhealth.org.uk/competence/show/html/id/494 

 

 
 

B5.1 Obtain specimens from 
individuals 

CHS131 
Obtain and test capillary blood samples 
http://tools.skillsforhealth.org.uk/competence/show/html/id/2710 

 

 
 

B5.3 Package 
biomedical/clinical parcels 
for transportation 

GEN24 
Despatch biomedical samples 
http://tools.skillsforhealth.org.uk/competence/show/html/id/2204 

 

 
 

B8.2 Investigate system/organ 
function 

CHS18 
Undertake a newborn hearing screen 
http://tools.skillsforhealth.org.uk/competence/show/html/id/347 

 

 
 

B10.2 Provide first aid to an 
individual 

CHS36 
Provide basic life support 
http://tools.skillsforhealth.org.uk/competence/show/html/id/906 
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B11.1 Insert and secure medical 
devices to enable 
administration or 
drainage of 
fluids/air/other 
substances 

CHS15 
Insert and secure nasogastric tubes 
http://tools.skillsforhealth.org.uk/competence/show/html/id/344 

 

 
 

B11.2 Maintain fluid levels and 
balance in individuals 

CHS17.2012 
Carry out extended feeding techniques to ensure individuals nutritional 
and fluid intake 
http://tools.skillsforhealth.org.uk/competence/show/html/id/3398 

 

 
 

B14.2 Implement care 
plans/programmes 

MCN13 
Implement individualised care plans to meet the needs of babies 
http://tools.skillsforhealth.org.uk/competence/show/html/id/1403 

 

 
 

B16.1 Support individuals 
during and after 
clinical/therapeutic 
activities 

SCDHSC0224 
Monitor the condition of individuals 
http://tools.skillsforhealth.org.uk/competence/show/html/id/3529 

 

 
 

B16.7 Care for and protect 
babies 

SCDHSC0314 
Care for a newly born baby when the birth parents are unable to do so 
http://tools.skillsforhealth.org.uk/competence/show/html/id/3429 

 

 
 

B17 Work in collaboration 
with carers in the caring 
role 

SCDHSC0320 
Support professional advice to help parents interact with and take care of 
their newly born baby 
http://tools.skillsforhealth.org.uk/competence/show/html/id/3435 

 

G. MEDICAL DEVICES 
PRODUCTS & EQUIPMENT 
 

G3.6 Set up equipment, 
medical devices and 
products 

CHS224 
Set up equipment to monitor physiological function 
http://tools.skillsforhealth.org.uk/competence/show/html/id/2849 
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Facets of Role (National Occupational Standards): 

Underpinning Principle Reference Function Competence 

 
 

 None Assigned  
 

 

Locality Specific Competences / National Occupational Standards: 

Underpinning Principle Reference Function Competence 

 
 

 None Assigned  
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Personal Specification 

Criteria 

Essential 
(pre-

requisite for 

job) 

Desirable Evidence 
Application and/or 
Selection process 

A and /or S 

Physical requirements    

Knowledge and skills required for post  
Education/ Qualification 

   

Experience, Previous experience relevant to the post.    

Skills in communication, mathematics and use of IT  
(Employability Skills Matrix, Skills for Health 2014) 

Communications and Customer Care 

 Communicate effectively and appropriately with people in the workplace 
 Respond constructively to queries and complaints 
 Take full part in formal and informal discussions, ensuring contributions meet the needs of 

the audience. 

 Analyse a range of texts, produce effective e mails, short reports, presenting information in a 
manner suitable for the audience. 

   

Mathematics    
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 Select and compare information from lists, tables, e mails and charts and use appropriate 
mathematical method to solve identified problems 

Use of IT 

 Use IT as directed, maintaining confidentiality 
   

Team working skills and attributes 
(Employability Skills Matrix, Skills for Health 2014) 

Working with Others 

 Work with others towards achieving shared goals, learning from mistakes and being open to 
the opinion of others, including service users 

 Receive and give constructive feedback. 

   

Solving Problems 

 Assess situations and identify potential problems 
 Seek different points of view, and evaluate them on the basis of facts. 
 Use theoretical and practical knowledge to think, gain and share information, solve problems 

and make decisions. 

  

   

Personal: personal skills, qualities, values and behaviours 
(Employability Skills Matrix, Skills for Health 2014) 

Demonstrate positive attitudes, values and behaviours 

 Demonstrate honesty, integrity, care and compassion at all times, and maintain the dignity 
and confidentiality of the service user. 

 Take care of your personal health, including hygiene and appearance 

 Show interest in your work and be prepared to make suggestions 
 Recognise and reflect on your own work and value other peoples?. 

   

Be responsible 
 Be responsible and accountable for your own actions, including, when appropriate, taking the 

lead in supporting others in the team. 

 Manage your work/life balance, and attend work as required on time. 
 Understand your rights and responsibilities at work, comply with health and safety and 

equality policies, practices and procedures. 
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Be adaptable 

 Be open and positive in response to change. 
   

Learn continuously 

 Take responsibility for your own learning and be willing to continuously learn and grow, 
setting your own learning goals. 

   

 



 

Personnel/job des/MCA Triage/ ABC Band 3 jd spec 03/2016 

 

 
JOB DESCRIPTION 

 

Job Title:  

 
 

Base:   

Grade/Scale & Salary:   

Hours of Work:   

Managerial Accountability:  

Professional 
Accountability:   

 

Details of Special 
Conditions:   

MATERNITY SUPPORT WORKER (MSW) 
rotational between Triage and Aylesbury Birth 
Centre  

Stoke Mandeville Hospital/Wycombe Hospital  

Band 3  

Part Time / Full time  

Band 7 Midwife Triage/Aylesbury Birth Centre 

Supervising midwife → shift co-ordinator → CMS 

or Matron → Head of Midwifery  

Post-holder will already have completed the in-
house competency-based training and 
assessment programme at Level 2 and will 
complete Level 3 in order to pass through first 
gateway.  

S/he is also expected to be working towards Level 
3 NVQ / Apprenticeship. 

 

MAIN PURPOSE OF THE POST 

 To work as an integral member of the multi-disciplinary maternity care team, 
caring for women and babies within the locality with competence, compassion, 
and respect, mindful always of issues of consent and principles of equality and 
diversity. 

 To work under the guidance and direction of midwives, undertaking delegated 
tasks once trained and declared competent and aware at all times of the 
responsibilities and limitations of the MCA role.  

 To be at all times vigilant and alert to the appearance and behaviour of mothers 
and babies, reporting back to a midwife any deviations from normal or other 
causes for concern regarding physical, mental/emotional, and social well-
being. 

 To ensure that client goodwill and confidence in the Trust is maintained at all 
times by carrying out duties in a confident, courteous, and sympathetic manner. 

 To establish and maintain good communications and working relationships 
between staff, patients, relatives, and visitors. 

 To participate in maintaining a safe, orderly, and efficient working environment, 
especially with regards to requirements of infection control. 

 To use all resources correctly and with regard to cost effectiveness. 

 To contribute towards an atmosphere that is conductive to team-working, 
support, and learning. 
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 To prioritise workload and manage own time and work activities efficiently and 
effectively. 

 To plan care for a group of well women and their babies in Aylesbury Birth Centre 
with the midwife, and then implement and evaluate that care, reporting back and 
referring to the midwife as necessary. 

 To work always within Trust policies, with particular attention to the Personal 
Safety Policy, Security Policy, Health & Safety, Infection Control, Safeguarding 
of Adults and Children, and Information Governance. 

 

RESPONSIBILITITES 

Outline of responsibilities of Band 3 Maternity Support Worker and approximate 
percentage of total role: 
 

 housekeeping & environmental  20% 

 clinical care     40% 

 administration & clerical   20% 

 developmental & educational  20%  
 

All duties are performed in co-operation with other staff, complementing the roles of 
maternity care assistants, midwives, housekeepers, domestic staff, clerical support 
staff, nursery nurses and so on; the extent and focus of the role will therefore vary 
according to the presence or absence of these people in each area of work. 
 

The following description is not exhaustive; the MSW may be required to perform 
other reasonable tasks. 
 

 
HOUSEKEEPING and ENVIRONMENTAL RESPONSIBILITIES 
Responsibilities and duties as for Band 2 Maternity Care Assistant 
1. Support the Midwife lead for Health and Safety within the Triage and the 

Aylesbury Birth Centre. 

2. Maintain medical equipment used within the Triage and Aylesbury Birth Centre. 

3. Ensure that cleaning programme is followed and that any areas of concern are 
escalated in a timely manner.  

 

 
CLINICAL CARE 
Responsibilities and duties as for Band 2 Maternity Care Assistant PLUS: 
1. Obtain venous blood samples, labelling samples, completing forms, and 

dispatching to appropriate laboratory. 

2. Assist Midwives in the admission criteria; perform urinalysis and maternal 
observations in line with Trust policy. 

3. Perform MRSA screening. 

4. Labelling of Microbiology samples completing forms and dispatching to 
appropriate laboratory. 

5. Chaperone the Midwifery /Medical staff when assessing women in Triage. 
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6. Provide support and assistance to the midwife providing care to woman in the 
Aylesbury Birth Centre. 

7. Remove venous cannula and urinary catheters as requested by midwives.  

8. Assist midwives with the physical and emotional care of women in Triage and 
Aylesbury Birth Centre, meeting all hygiene and comfort needs, assessing 
tissue viability needs and implementing care, maintaining a clean and safe 
environment, facilitating mother/baby attachment, supporting relatives, caring 
for well babies, facilitating breastfeeding or breast milk expression. 

9. Support and guide mothers experiencing difficulties with breastfeeding, using 
evidence-based practice, and working closely with midwives, nursery nurses, 
lay supporters, and the infant feeding specialists. 

10. Undertake postnatal checks for well women following normal pregnancy and 
birth; performing all maternal and baby observations and assessments, giving 
support, advice, and encouragement, reporting back to the midwife and helping 
to plan further care. 

11. Recognise and respond appropriately to emergency situations, calling for help, 
fetching equipment, attending to relatives and other patients, keeping records 
if necessary.  

12. .Keep contemporaneous and substantive records regarding care given to 
mothers and babies in Aylesbury Birth Centre and Triage. 

13. Recognise and respond appropriately to an ill baby; call for help, and perform 
neonatal basic life support. 

14. Be involved in the support and assessment of vulnerable women and families 
and those involved in child protection proceedings, liaising closely with the 
midwives responsible for vulnerable families and young mums, and the child 
protection team as appropriate. 

 

 
ADMINISTRATION and CLERICAL RESPONSIBILITIES 
Responsibilities and duties as for Band 2 Maternity Care Assistant PLUS: 
1. Retrieve pathology results from the Review system and report to the midwife. 

2. Answer Telephone calls in Triage and record basic information and refer to 
appropriate persons. 

3. Commence relevant admission paperwork for the Midwife in Triage and the 
Aylesbury Birth Centre. 

 

 
DEVELOPMENTAL and EDUCATIONAL  
Responsibilities and duties as for Band 2 Maternity Care Assistant PLUS: 
1. Assist in the development and learning of Band 2 Maternity Care Assistants.  

2. Support the development of students and doctors in training. 

3. Take an active role in health promotion activities, such as smoking cessation 
and breastfeeding.  
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4. Advise and guide new mothers at every opportunity regarding their health and 
well-being and that of their baby, including emotional health, recognition of 
abnormality or illness, family dynamics, services available.   

 

ADDITIONAL INFORMATION 

 
Trust Values 

 
 
ADDITIONAL INFORMATION 
 
Health and Safety at Work Act  
The post holder is required to take responsible care for the health and safety of him/herself 
and other persons who may be affected by his/her acts or omissions at work. The post holder 
is also required to co-operate with Buckinghamshire Healthcare NHS Trust to ensure that 
statutory and departmental safety regulations are adhered to.  
 
Confidentiality  
The post holder has a responsibility to maintain confidentiality and ensure the principles of 
the Data Protection Act 1998, the Confidentiality: NHS Code of Practice and Trust policy on 
confidentiality and Data Protection are applied to patient, staff and Trust 
business/information.  
 
Equal Opportunities  
The Trust welcomes all persons without regard to age, ethnic, or national origin, gender or 
sexual orientation, religion, lifestyle, presenting illness, marital or parental status or disability. 
We aim to provide a non-judgemental service at all times.  
 
Managing Risk: Maintaining skills and learning from problems  
Reducing risk is everyone's responsibility. All staff in the Trust must attend training identified 
by their manager, or stated by the Trust to be mandatory. The Trust uses risk assessments 
to predict and control risk and the incident reporting system to learn from mistakes and near 
misses and so improve services for patients and staff. All staff are expected to become 
familiar with these systems and use them The Trust has designated the prevention and 
control of infection as a core issue in the organisation's clinical governance, managing risk 
and patient safety programmes. In consequence, all employees are expected to:- 
 

i) Follow consistently high standards of infection control practice, especially with  
reference to hand hygiene and aseptic techniques,  

ii) Be aware of all Trust infection control guidelines and procedures relevant to their 
work.  

 
SAFEGUARDING OF CHILDREN AND VULNERABLE ADULTS 
During your employment with the Trust, you have a responsibility to safeguard children and 
vulnerable adults. You are required to complete statutory and mandatory training and take 
appropriate action as set out in the Trust’s policies and procedures.  
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Governance  
Post holders will aim to ensure that areas of the trust under their responsibility comply with 
“Standards for Better Health” Core and Developmental Standards and bring deficiencies to 
the attention of their Director”  
 
Information Management/ Data Quality  
The post holder must ensure that Trust records are documented, secured, stored and 
disposed of appropriately and in accordance with the Records Management: NHS Code of 
Practice and Trust policy. In addition, information recorded must be fit for purpose - accurate, 
relevant, up to date and complete.  
 
Freedom of Information  
The post holder must be aware that any information held by the Trust in theory could be 
requested by the public, including emails and minutes of meetings. It is therefore essential 
that records are accurately recorded and maintained in accordance with the Trust's policies.  
 
Travel to other sites  
You may be required to travel to other Trust locations. Please complete the travel expenses 
form. Details of allowances can be obtained from the Human Resources Department.  
 
Smoking statement  
Smoking is not permitted in any premises or grounds managed, leased or owned by the 
Trust. Smoking is not permitted in Trust vehicles or in any vehicle parked on Trust premises. 
 
General 
The duties outlined above are not intended as a restrictive list and may be extended or 
altered to include other tasks that are commensurate with the grade. Should you have any 
queries or concerns relating to the contents of this letter. 
 

 

ORGANISATION CHART 
 

Matron 
 

 
 

Ward Sister 
 
 
 

MCA 
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Extract from the Royal College of Midwives (2016) 
 
Tasks MSWs must not perform 
The following set of tasks must not be performed by MSWs. 
 
• Maternal history taking. 
• Booking. 
• Diagnose pregnancies. 
• Monitor progress of pregnancies. 
• Give information and advice on pain relief. 
• Diagnose onset of labour. 
• Monitor progress of labour including maternal and fetal wellbeing. 
• Monitor the birth process. 
• Obtain consent for invasive procedures. 
• Antenatal assessment of a woman. 
• Abdominal/speculum/vaginal examination of a woman. 
• Assessment of uterine activity. 
• Auscultation of a fetal heart. 
• Drawing up of an injection. 
• Run through an intravenous infusion. 
• Administration of any medication. 
• Attachment of a fetal monitor. 
• Interpretation of a cardiotocograph. 
• Fetal blood sampling. 
• Assisted delivery. 
• Delivery of a baby. 
• Episiotomy. 
• Perineal repair. 
• Assess the Apgar score. 
• Initial examination of the newborn. 
• Insertion of a nasogastric tube. 
• Assess postnatal or postoperative recovery. 
• Postnatal examination of the woman. 
• Removal of skin staples and sutures. 
• Mentor student midwives. 
• Transfer/discharge postnatal examination of the baby. 
• Discharge and transfer of care. 
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Tasks MSWs can perform 
The following sets out a range of tasks that the RCM believes MSWs can 
undertake with appropriate training, supervision and support. 
 
General  
• Prepare (including cleaning) the clinical area. 
• Clean, fill and maintain birthing pool to correct temperature. 
• Management of blood spillage. 
• Clean and make beds. 
• Re-stock and reorder equipment. 
• Sterilise feeding equipment. 
• Prepare equipment such as ultrasound. 
• Identify and report faulty equipment. 
• Undertake hospital transfer, the discharge process and tasks such as data 

input. 
• Input and retrieve data into and from computer systems, for example, test 

results, contact 
• details and discharge information. 
• Organise and set up antenatal and postnatal classes and clinics. 
• Contribute to midwife-led antenatal and postnatal classes. 
• Assist midwives and doctors with instrumental deliveries, such as laying up 

trolleys, opening 
• packs, gathering equipment and the disposal of equipment. 
 
Support of the mother and birthing partner  
• Assist midwives and doctors with performing ultrasound scans. 
• Assist midwives and doctors with performing trans vaginal scans. 
• Independent undertaking of venepuncture. 
• Calculation of mother’s body mass index. 
• Obtain urine sample from mothers. 
• Perform urinalysis. 
• Obtain capillary sample of maternal blood for glucose analysis. 
• Cannulation. 
• Support women with personal hygiene. 
• Support mothers with oral hygiene. 
• Record mother’s oral fluid intake and urine output. 
• Undertake, record maternal vital signs such as temperature, pulse, 

respiratory rate and blood pressure and report any concerns to the midwife. 
• Recognise signs of ill-health in mothers and report to midwife. 
• Measure and apply thrombo embolic deterrent stockings. 
• Work with the midwife to prepare women for elective caesarean section. 
• Apply transcutaneous electrical nerve stimulation machine. 
• Apply supra pubic pressure during shoulder dystocia. 
• Assist with placing women in lithotomy position in preparation for an 

instrumental delivery or theatre procedure. 
• Process fetal scalp/umbilical pH. 
• Rubbing up a contraction during a post-partum hemorrhage. 
• Independent removal of epidural catheter. 
• Independent removal of indwelling urethral catheter. 
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• Provide reassurance to new mothers and birthing partners. 
• Promote skin-to-skin contact with healthy babies and their mothers. 
• Support mothers with bathing their baby. 
• Arrange and process microbiological specimens. 
• Assist mothers with postnatal exercises. 
• Inform parents about the benefits of breastfeeding. 
• Position and comfort of breastfeeding women including the position and 

attachment of the baby. 
• Support women with hand expression of breast milk. 
• Assist women to use breast pumps. 
• Support mothers to cup feed. 
• Assist with syringe feeding of expressed milk. 
• Support mothers with formula feeding including demonstrating how to 

make-up formula feeds. 
• Discuss changing stool and micturition of normal neonate. 
• In cases of bereavement assist families through the provision of information 

and support. 
 
Care of baby  
• Assist midwife with neonatal resuscitation. 
• Weigh baby. 
• Identification and security of baby. 
• Skin care including awareness of the potential seriousness of skin rashes. 
• Wash and bathe baby. 
• Eye care of baby. 
• Nappy change. 
• Describe, undertake, document vital signs of the normal neonate: 

temperature, 
• Following initial assessment by a midwife and their development of a care 

plan undertake routine healthy baby observations in the hospital and 
community reporting any abnormalities to the midwife. 

• Observe and advise mother on care of cord including recognition of 
abnormalities and reporting these to a midwife. 

• Gather urine sample in hospital. 
• Obtain capillary sample of blood via heel prick. 
• Undertake Newborn Blood Spot. 
• Recognise and report to a midwife potential signs of neonatal jaundice. 
• Undertake newborn hearing screening. 
 
Public health 
• Promote healthy living through the provision of information and advice on 

nutritional health and smoking cessation. 
• Provide one to one information, advice and support to vulnerable or high risk 

mothers in respect of public health, breast and formula feeding, parenting 
skills and family adjustment. 

 
Theatre tasks 
In addition to the tasks above some MSWs may also undertake the following 
theatre tasks. 
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• Document times and personnel present in theatre records for each 
procedure. 

• Check swabs and needles. 
• Support and reassure the woman and birth partner during the procedure. 
• Clean and prepare theatre. 
• Set up equipment. 
• Handle, package and send specimens. 
• Undertake scrub role. 
 
(Source: 
https://www.rcm.org.uk/sites/default/files/The%20Role%20and%20Responsibilities%20of%2
0Maternity%20Support%20Workers%20A5%2020pp_12%20Spreads_0.pdf ) 

 
  

https://www.rcm.org.uk/sites/default/files/The%20Role%20and%20Responsibilities%20of%20Maternity%20Support%20Workers%20A5%2020pp_12%20Spreads_0.pdf
https://www.rcm.org.uk/sites/default/files/The%20Role%20and%20Responsibilities%20of%20Maternity%20Support%20Workers%20A5%2020pp_12%20Spreads_0.pdf
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Irish National Framework of Qualifications (NFQ) 

 
Level Equivalent 

to: 
 Awarded by: Summary 

1 Certificate   Quality and 
Qualifications 
Ireland  

Award provides certification for learners who 
may progress.  Each certificate comprises a 
number of components, most often in basic 
literacy and numeracy which the learner can 
achieve at their own pace and time.  

2 Certificate  Quality and 
Qualifications 
Ireland 

Award provides certification for learners who 
may progress.  Each certificate comprises a 
number of components, most often in basic 
literacy and numeracy which the learner can 
achieve at their own pace and time 

3 Certificate  Junior 
certificate 

Quality and 
Qualifications 
Ireland/ State 
Examinations 
Commission 
 

Enables learners to gain recognition for, specific 
personal skills practical skills and knowledge 
basic transferable skills, the enhancement of 
individual talents and qualities and 
achievements and learning relevant to a variety 
of progression options 

4 Leaving 
certificate 

Quality and 
Qualifications 
Ireland/ State 
Examinations 
Commission 

The Level 4 Certificate enables learners to gain 
recognition for the achievement of vocational 
and personal skills, knowledge and 
understanding to specified standards, the 
enhancement of individual talents and qualities 
and the achievement and learning relevant to a 
variety of progression options, including 
employment at an introductory vocational level, 
and programmes leading to a Level 5 certificate 

5 Certificate Quality and 
Qualifications 
Ireland / State 
Examinations 
Commission 

The Level 5 Certificate enables learners to 
develop a broad range of skills, which are 
vocationally specific and require a general 
theoretical understanding. They are enabled to 
work independently while subject to general 
direction. The majority of certificate/module 
holders at Level 5 take up positions of 
employment. They are also deemed to meet the 
minimum entry requirements for a range of 
higher education institutions/program 

Advanced 
certificate 

Higher 
certificate 

Institute of 
Technology, 
Quality and 
Qualifications 
Ireland and 
Universities  

An Advanced Certificate award enables learners 
to develop a comprehensive range of skills, 
which may be vocationally specific and/or of a 
general supervisory nature, and require detailed 
theoretical understanding. Modules include 
advanced vocational/occupational skills, 
enabling certificate holders to work 
independently or progress to higher education 
and training. The majority of certificate/module 
holders at Level 6 take up positions of 
employment, some of whom may be self‐
employed 

Ordinary 
bachelor 
degree 

 Institute of 
Technology 
Universities 

The Ordinary Bachelor Degree is normally 
awarded after completion of a programme of 
three years duration (180 ECTS credits). Entry 
to a programme leading to an Ordinary Bachelor 
degree is typically for school leavers and those 
with equivalent qualifications. In addition, there 
are transfer arrangements in place across 
higher education and a number of programmes 
of one year duration leading to the Ordinary 
Bachelor Degree for holders of the Higher 
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Certificate. The Ordinary Bachelor Degree is 
compatible with the Bologna First Cycle 
descriptor, though holders of this award do not 
generally immediately access programmes 
leading to Second Cycle awards in Ireland 

Honours 
bachelor 
degree 

Higher 
diploma 

Institute of 
Technology 
Universities 

The Honours Bachelor Degree is normally 
awarded following completion of a programme 
of three to four years duration (180-240 ECTS 
credits), although there are examples of longer 
programmes in areas such as architecture, 
dentistry and medicine. Entry is generally for 
school leavers and those with equivalent 
qualifications. In addition, there are transfer 
arrangements across higher education, and a 
number of programmes of one year duration 
leading to Honours Bachelor Degrees for 
holders of the Ordinary Bachelor Degree. The 
Honours Bachelor Degree is a Bologna First 
Cycle qualification 

Master’s 
degree 

Post-
graduate 
diploma 

Institute of 
Technology 
Universities 

There are two types of Master’s Degree in 
Ireland: taught Masters Degrees and research 
Masters Degrees. The taught Master’s Degree is 
awarded following the completion of a 
programme of one to two years duration (60-
120 ECTS credits). Entry to a programme 
leading to a taught Master’s Degree is typically 
for holders of Honours Bachelor Degrees. In 
some cases, entry to such programmes can be 
permitted for those with Ordinary Bachelor 
Degrees or equivalent. Research Master’s 
Degree programmes are typically of two years 
duration (120 ECTS credits) though not all such 
programmes are credit rated. The Irish Master’s 
Degree is compatible with completion of the 
Bologna Second cycle 

Doctoral 
degree 

Higher 
doctorate 

Institute of 
Technology 
Universities 

Possession of an Honours Bachelor Degree is 
normally required for entry to a doctoral 
programme.  In some disciplines, a Master’s 
Degree is also preferred.  Normally those 
entering a doctoral programme with an 
Honours Bachelor Degree initially register for a 
research Master’s Degree or provisional 
doctoral candidature. Upon successful 
completion of this initial stage, the candidate 
acquires full doctoral candidature.  Doctoral 
programmes are between three and four years 
in duration. ECTS credits are used in doctoral 
programmes for taught elements only. Varying 
doctoral programmes now exist, including 
professional & performance or practice based 
doctorates.  The Irish Doctoral Degree is 
compatible with completion of the Bologna 
Third Cycle 
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Courses for MCAs are provided throughout the levels.  For example at level 5 a 
maternity care support certificate is available. 
 

Maternity Care support Level 5 (QQI) 

Aim To equip leaders with the skills, knowledge and interpersonal skills 
required to assist the midwife in caring for mothers, babies, and the 
family unit 

Entry requirements QQI Level 5 certificate, leaving certificate or equivalent qualifications 
and / or relevant life and work experiences.  Those with relevant life 
work experience may not need a formal qualification 

Progression Those who wish to process to become a midwife may be interested in 
taking the nursing studies major award level 5 

Principle area of 
study 

Overview of maternity care:  
• Explain the Philosophy of Maternity Care 
• Demonstrate an understanding of terminology used in the 

maternity care setting 
• Recognise the family as the primary unit of care 
 
Describe the grief process involved in the following situations 
• Miscarriage 
• Stillbirth 
• Neonatal death  
• Maternal loss 
 
Assist the mother in the care of her baby with the following 
• Bathing 
• Nappy changing and disposal 
• Positioning and handling 
• Sleeping positions 
• Feed, under direction, a baby with formula feed 
• Prepare a clinical area for care of the mother or baby 
• Assist doctors and midwife during physical examination of the 

mother and baby 
• Demonstrate, under direction, the procedures for measuring, 

testing and recording urine 
• Reporting procedure 
• Recognise emergencies 
• Basic first aid techniques (positioning and clearing of an airway) 
• Safety and security procedures 
 
Elements of maternity care 
• Individualised care 
• Consistent information 
• Advice & choice 
• Non-judgemental attitudes 
• Physical & emotional needs 
• Effective communication with all stakeholders 
• Reflect & improve personal effectiveness 
• Breastfeeding, allowing for individual choice 
• Special needs of family unit when a baby is diagnosed with a 

congenital abnormality 
 
Working in maternity care 
• Demonstrate an understanding of terminology used in the 

maternity care setting 
• Recognise the family as the primary unit of care 
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• Assist, under direction, mothers with personal hygiene and 
comfort 

 
Stores and equipment 
• Clean equipment such as beds, mattresses, costs and bed pans 
• Clean and care for specialist equipment, to include incubators, 

resuscitative and theatre equipment  
• Prepare, under direction a trolley for procedures/ maintain stick 

levels of specialist stores and trolley equipment 

Assessment The assessment process includes a combination of module 
appropriate assessment procedures which will facilitate the 
assessment of learning outcomes of this course. These methods will 
include a continuous assessment processes such as assignments, 
collection of work, learner records, projects and skills demonstration 

Assessment Format Skills Demonstration 60% / Assignment 40% 

Grading Pass 50% - 64% / Merit 65% - 79% / Distinction 80% - 100% 

Award QQI Maternity Care Support Certificate (Minor Award) Level 5 

Awarded by Quality & Qualifications Ireland (QQI) 

Credit Value 15 credits Applies to this Award 

Progression This Maternity Support Level 5 Minor Award will equip the learner 
with the knowledge, skill and competence to assist the midwife in 
caring for mothers, babies and the family unit.   Learners will have the 
competence and confidence required to work effectively in maternity 
care units supporting the nursing team 
 
Progression to other Level 5 and 6 Major Awards include:  Nursing 
Studies level 5, ECCE with Montessori L6, ECCE Childcare level 5 

Schedule April 8th, 15th, 22nd & 29th 9.30-17.30  
May 6th & 13th 9.30-17.30 

Duration 6 weeks 

Price E475.00 
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National Qualifications Framework for England, Wales and Northern Ireland 

 
NFQ Example of qualifications What they give you 
Entry Entry level certificates 

English for speakers of other languages 
(ESOL) 
Skills for Life 
Functional Skills at entry level (English, 
Maths and ICT) 

Generic basic knowledge and skills 
Ability to apply learning 
 

Level 1 BTEC Introductory Diplomas and 
certificates 
OCR Nationals 
Key skills level 1 
NVQs level 1 
Skills for life 

Ability to apply learning with guidance or 
supervision 
May be linked to job competence 

Level 2 GCSEs grades A*-C 
BTEC First Diplomas and Certificate 
OCR Nationals 
Key Skills level 2 
NVQs at level 2 
Skills for life  

Good knowledge and understanding of a 
subject 
Ability to perform variety of tasks with some 
guidance/ supervision 
Appropriate for many job roles 

Level 3 A levels  
Advanced Extension Awards GCE  
International Baccalaureate Key Skills 
level 3  
NVQs at level 3  
BTEC Diplomas, Certificates of work and 
Awards 
BTEC Nationals 
OCR Nationals 

Ability to gain or apply a range of knowledge, 
skills and understanding, in applied subjects at 
a detailed level  
Appropriate if you plan to go to university, 
work independently, or (in some cases) 
supervise and train others in their field. 

Level 4 NVQs at level 4 
BTEC Professional Diploma, Certificate 
and Awards 

Specialist learning, involving detailed analysis 
of a high level of information and knowledge in 
an area of work or study 
Appropriate for people working in technician 
and professional jobs and/ or managing and 
developing others 

Level 5 HNCs and HNDs 
NVQs 
BTEC Professional Diplomas Certificate 
and Awards 

Ability to increase the depth of knowledge and 
understanding of an area of work or, so you 
can respond to complex problems and 
situations 
Involves high level of work expertise and 
competence in managing and training others. 
Appropriate for people working as higher 
grade technicians, professionals or managers 

Level 6 National Diploma in Professional 
Production Skills 
BTEC Advanced Diplomas, Certificates and 
Awards 

A specialist, high-level knowledge of an area of 
work or study, to enable you to use your own 
ideas and research in response to complex 
problems and situations. 
Appropriate for people working as 
knowledge-based professionals or in 
professional management positions 

Level 7 Diploma in Translation  
BTEC Advanced Professional Diplomas, 
Certificates and Awards 

Highly developed and complex levels of 
knowledge, enabling you to develop original 
responses to complicated and unpredictable 
problems and situations 
Appropriate for senior professionals 
and managers 

Level 8 Specialist awards Opportunity to develop new and creative 
Approaches that extend or redefine existing 
knowledge or professional practice 
Appropriate for leading experts or 
practitioners in a particular field 
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APPENDIX 6 – Health sector consolidated pay scales  
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Consolidated salary scales in accordance with Clause 5.1 of the Lansdowne 
Road Agreement – January 2016 
 
The Financial Emergency Measures in the Public Interest Act 2015 gives effect to 
the following adjustments to salaries: 

- On 1st January 2016, annualised salaries up to €24,000 are increased by 
2.5% 

- On 1st January 2016, annualised salaries from €24,001 up to €31,000 are 
increased by 1% 

 
 
HEALTH CARE ASSISTANTS 
 

Effective 
from: 

Pt Grade 1 Grade 2 Grade 3 Grade 4 Grade 5 Grade 6 Grade 7 Grade 8 Grade 9 

1/01/2016   
LRA 

9 €25,834 €27,444 €28,704 €29,374 €30,107 €30,859 €31,319 €32,102 €32,906 

1/11/13  
MERGED 

  €25,578 €27,172 €28,420 €29,083 €29,809 €30,554 €31,319 €32,102 €32,906 

1/09/08    
2.5% 

  €29,916 €30,630 €31,415 €32,220 €33,047 €33,894 €34,763     

 
(Source: Department of Health (2016) Consolidated Salary Scales. Retrieved from: 
http://health.gov.ie/wp-content/uploads/2016/01/1st-January-2016-Consolidated-salary-
scales.pdf ) 
  

http://health.gov.ie/wp-content/uploads/2016/01/1st-January-2016-Consolidated-salary-scales.pdf
http://health.gov.ie/wp-content/uploads/2016/01/1st-January-2016-Consolidated-salary-scales.pdf
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APPENDIX 7 – Northern Ireland Traffic Lights System 

 
 



 

Regional Maternity  

Support Workers (MSWs)  

Programme 

 

 

AIDE MEMOIRE 

TRAFFIC LIGHTS SYSTEM 

This traffic lights system is intended to assist staff & 

students in identifying those skills which can and cannot 

be undertaken by maternity support workers in the 

clinical setting. 

October 2014 



 

Red Skills: not to be undertaken by a 
maternity support worker 

Amber Skills: will require the maternity 
support worker to undertake further 
training 

Green Skills: ideal for a maternity 
support worker 

 
 

This aide memoire should be used in conjunction with the 
Indicative Job Description, Appendix 1,  & CNAC Operational 
Framework for Delegation Decision Making,  Appendix 3, of 
the course document available in the ward environment or 
on the NIPEC website  at http://www.nipec.hscni.net/    
 
 
The HSC Clinical Education  Centre acknowledges 
permission given by NHS Education Scotland (NES) to adapt 
their original document1, for use in Northern Ireland to 
enhance delivery of the Regional Programme for Maternity 
Support Workers. 

 
 

1
NHS Scotland & Healthier Scotland (2008) Maternity Care 

Assistants in Scotland: A Skills Passport Scotland NHS Education 

 

http://www.nipec.hscni.net/


 

 

 

Adapted from NHS Education for Scotland (2010). 

“Maternity Care Assistants in Scotland: A Skills Passport” 

 



NOT TO BE UNDERTAKEN BY 

MATERNITY CARE SUPPORT WORKERS 

 

 

 

 

 MATERNAL HISTORY TAKING/ BOOKING 

 DIAGNOSE PREGNANCY 

 MONITOR PROGRESS OF PREGNANCY 

 INTERPRETATION, DECISION MAKING AND PLANNING 

OF CARE FOR THE WOMAN AND HER BABY 

 PROVIDE PRIMARY ADVICE AND INFORMATION 

INCLUDING TELEPHONE ADVICE 

 GIVE ADVICE  INFORMATION ON PAIN RELIEF 

 DIAGNOSE ONSET OF LABOUR 

 MONITOR PROGRESS OF LABOUR INCLUDING 

MATERNAL  AND FETAL WELLBEING 

 ASSESS POSTNATAL OR POSTOPERATIVE RECOVERY 

 SUPERVISE STUDENT MIDWIVES 

 DISCHARGE AND TRANSFER OF CARE TO 

APPROPRIATE PROFESSIONAL 

 SECOND PERSON ATTENDING A HOME BIRTH 

 OBTAIN CONSENT FOR ANY INVASIVE PROCEDURES 

 



NOT TO BE UNDERTAKEN BY 

MATERNITY CARE SUPPORT WORKERS 

 

 

 

 

 ASSISTED DELIVERY 

 FETAL BLOOD SAMPLING 

 ANTENATAL ASSESSMENT OF A WOMAN 

 ABDOMINAL EXAMINATION OF A WOMAN 

 SPECULUM EXAMINATION OF A WOMAN 

 VAGINAL EXAMINATION OF A WOMAN 

 ASSESSMENT OF UTERINE ACTIVITY 

 AUSCULTATION OF FETAL HEART 

 DRAWING UP OF AN INJECTION 

 RUN THROUGH AN INTAVENOUS INFUSION 

 REMOVAL OF SKIN STAPLES/ SUTURES 

 ADMINISTER ANY MEDICATION 

 INSERTION OF A NASOGASTRIC TUBE 

 

 

 

 



NOT TO BE UNDERTAKEN BY 

MATERNITY CARE SUPPORT WORKERS 

 

 

 

 ATTACHMENT OF A FETAL MONITOR 

 INTERPRETATION OF A CARDIOTOCOGRAPH (CTG) 

 DELIVERY OF A BABY 

 EPISIOTOMY 

 PERINEAL REPAIR 

 INITIAL EXAMINATION OF THE NEWBORN 

 APGAR SCORE 

 POST NATAL EXAMINATION OF THE WOMAN 

 INITIAL AND DISCHARGE POSTNATAL EXAMINATION 

OF THE BABY 

 SUPRA PUBIC PRESSURE DURING SHOULDER 

DYSTOCIA 

 RUBBING UP A CONTRACTION DURING POST 

PARTUM HAEMORRHAGE 

In an extreme emergency and following training on a 

recognised obstetric emergency course, the MSW may be 

asked to perform emergency procedures under direct 

instruction and supervision of a midwife.  Responsibility 

and accountability remains with the delegating qualified 

member of the Multi-Professional team. 



SPECIFIC SKILLS/ TASKS THAT WILL 
REQUIRE FURTHER TRAINING 

There may be skills that require further training.  
These skills should be delegated and reported back 
to a qualified member of the multi-professional 
team, and performed in accordance with local and 
national policies and guidelines 

 

 

 

 

 

 

 

 CUP FEEDING 

 BEREAVEMENT SKILLS WHEN A BABY DIES –  

COMMUNICATE WITH SENSTIVITY AND COMPASSION 

 OBTAIN TEST RESULTS USING COMPUTER SYSTEM 

 OBTAIN A CAPILLARY SAMPLE OF MATERNAL BLOOD 

FOR GLUCOSE ESTIMATION 

 INTRAVENOUS CANNULATION (MIDWIFE TO FLUSH 

AND ATTACH INTRAVENOUS LINE) 

 

Theatre Duties: Support the midwife by assisting with 

theatre duties, where appropriate as follows 

‘Local guidelines in respect of working arrangements for 

theatre will determine if maternity support workers 

undertake these duties, course document, appendix1, job 

description,’. 



 

 Communicate effectively with the multi professional 

team 

 Support the woman and her partner alongside the 

midwife 

 Assist with preparing, cleaning and setting up the 

theatre environment 

 Prepare appropriate equipment 

 Assist with application & connection of equipment 

e.g. diathermy/ suction 

 Assist with setting up instruments using an aseptic 

technique 

 Assist with checking of swabs, needles and 

instruments during and post procedure 

 Handle, package and send specimens 

 Assist with documentation e.g. swab/ instrument 

check 

 Assist with monitoring and ordering surgical, general 

and sterile service stores 

 

 

 

 



SPECIFIC SKILLS/ TASKS THAT ARE IDEAL 

FOR MATERNITY CARE SUPPORT 

WORKERS 

Skills should be delegated and reported back to a 
qualified member of the multi-professional team, 
and performed in accordance with local and 
national policies and guidelines 

 

 

 

 

 

 

 

General Housekeeping/ General Duties: 

 Clean and make beds 

 Clean equipment 

 Restock and order equipment and resources 

 Report faulty equipment 

 Prepare room/ clinical area depending on 
individual needs  

 Clean room/ clinical area according to infection 
control policy 

 Manage blood spillages according to infection 
control policy 

 Dispatch laboratory specimens using correct 
procedure and documentation 

 Fill birthing pool to required temperature 

 Maintain cleanliness of pool 

 Assist with cleaning adult & neonatal resuscitation 
equipment 



Skills should be delegated and reported back to a 
qualified member of the multi-professional team, 
and performed in accordance with local and 
national policies and guidelines 

 

 

 

 

 

Care of the woman  

 Calculate Body Mass Index (BMI) including accurate 

measurement of height and weight 

 Give smoking cessation advice 

 Assist woman with shower/ bath/ bed bath 

 Assist woman with personal & oral hygiene 

 Chaperone staff as required 

 Obtain specimen of urine and perform urinalysis 

 Care for a woman with an indwelling urinary catheter 

to include removal 

 Record oral fluid intake and fluid output 

 Care and removal of intravenous cannulae 

 Apply a TENS machine 

 Obtain venous blood samples ensuring correct 

procedure and documentation 

 

 



 

Care of the woman 

Describe normal range of maternal vital signs: 

 Temperature 

 Pulse 

 Respiratory rate 

 Blood Pressure 

 Oxygen Saturation 

Undertake maternal vital signs: 

 Temperature 

 Pulse 

 Respiratory Rate 

 Blood Pressure 

 Oxygen Saturation 

Record maternal vital signs accurately: 

 Temperature 

 Pulse 

 Respiratory Rate 

 Blood Pressure 

 Oxygen Saturation 

 

 



 

Care of the woman 

 Assist and promote skin to skin contact 

 Measure and apply TED stockings 

 Verbally report lochia/ blood loss1 

 Promoting the importance of postnatal exercises 

 Assist the midwife with postnatal transfer of 

electronic documentation.  The midwife 

responsibility for completion of the transfer process 

 Provision of advice in relation to breastfeeding, 

chosen feeding method, health promotion and 

accurate documentation in maternal notes.  Ensure 

accuracy in reporting back to the midwife. 

Prepare equipment and assist the health professional 

with: 

 Ultrasound scan 

 Transvaginal scan 

 Placing the woman in lithotomy position 

 

 

                                                      
1
 MSWs role does not document pv loss, and must report 

promptly any abnormal pv loss 



 

Infant feeding in accordance with UNICEF Baby Friendly 

Initiative recommendations: 

Breastfeeding: 

 Promote breastfeeding 

 Inform parents about the benefits of breastmilk 

 Assist the woman to breastfeed 

 Provide the woman with advice and support 

 Assist with positioning and comfort of the woman 

 Assist with positioning and attachment of baby 

 Assist with hand expression 

 Assist woman with use of breast pump 

 Promote skin to skin contact 

Artificial feeding: 

Offer information advice and support re: 

 Preparation of artificial feeds 

 Principles of sterilisation 

 

 

 



 

Parenting Skills: 

 Assist with parenting skills 

 Demonstrate a baby bath to include daily care of the 

baby (top and tail, nappy change) 

 Help parents understand and read baby’s cues 

 Promote close and loving relationships between 

parents and their baby 

 Demonstrate eye care and cord care of a baby 

 Reinforce current information for general wellbeing 

and safety of the newborn baby in the home 

 Identification and security of baby 

 Weigh a baby 

Be aware of the needs of vulnerable families 

Report to the midwife any concerns/ worries about 

parenting. 

 

 

 

 



 

Care of the baby 

 Identification and security of baby 

 Weigh a baby 

Describe normal range of vital signs: 

 Temperature 

 Respiratory rate 

 Heart rate (apex) 

Undertake vital signs: 

 Temperature (axilla) using appropriate thermometer 

 Respiratory rate 

 Heart rate using neonatal stethoscope (apex) 

Record vital signs of baby accurately: 

 Temperature 

 Respiratory rate 

 Heart rate (apex) 

INFORM THE MIDWIFE OF ANY CHANGES OBSERVED IN 
DAILY CARE OF THE BABY 

 

 



 

MSW role in an emergency: 

 Know emergency contact numbers and know how to 
get appropriate help 

 Obtain emergency equipment 

 Scribe/ document as appropriate 

 Assist with placing woman in McRobert’s position 
(Shoulder dystocia) 

 Assist with placing woman in knee chest position 
(Cord prolapse) 

 Manoeuvre the bed e.g. head tilt 

 Assist with resuscitation of the baby 

 Care for the partner and baby 

 Be involved in skills drills training 

Documentation: 

 Maintain written and electronic records as 
appropriate 


