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Draft Forward 
 
These guidelines set out ways in which local Maternity Services Liaison 
Committees (MSLCs) can work effectively and contribute to improving maternity 
services in line with the needs and wishes of local women. 
 
 
These guidelines are derived and modeled on the National guidelines for 
Maternity Services Liaison Committees (MSLCs) published by the Department of 
Health England February 2006 
 
It should be noted that these are guidelines, and not prescriptive.  It is for the 
local maternity services community to use the guidelines as best fits the local 
situation. 
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Executive Summary  
 
1.1 In each Health and Social Care (HSC) Trust offering maternity services, 

there should be an effective Multi-disciplinary Maternity Services Liaison 
Committee, (MSLC) where commissioners, providers and users of 
maternity services bring together their different perspectives, to plan, 
monitor and improve local maternity services. 

 
1.2 An MSLC is an independent advisory body. It has a key role in the 

successful development of the maternity care service, and should be 
made up of representative clinicians from all specialties involved in 
maternity care, together with relevant commissioners, managers, public 
health and social care input and at least one third user members. 

 
 
1.3 MSLCs should be established, organised and maintained by Health and 

Social Care Commissioners and report to them, although the Committee 
will be based in Trusts.  It is the responsibility of the Commissioners to 
ensure that all providers of maternity care have representation on an 
MSLC in a model that best fits the local planning and provision of services. 

 
 
1.4 In many acute trusts, Labour Ward Forums have been established 

following guidance from Royal Colleges’ “Towards Safer Childbirth”1. 
These are primarily operational risk-management groups, based in 
hospitals and whilst they may cover a broad remit they should 
communicate closely with but not replace a local MSLC. 

 
 
1.5 Maternity services need to be appropriate, acceptable and accessible to 

the local population.  For this reason users need to be involved in the 
planning and monitoring of services.  All MSLC members should 
recognises the positive contribution that user members can make, strive to 
ensure broad representation and improve their effectiveness through the 
provision of support and training.  This may include representation from 
the Patient and Client Council but should not be restricted solely to their 
input and should, where possible reflect the nature and demography of the 
childbearing community. 

 
 
 
 
 

                                                
1   Towards safer childbirth – 1999 Royal College of Obstetricians and Gynaecologists/Royal College of 
Midwives 
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Commissioners  
 
 
1.6 Commissioners should facilitate the Trust to manage recruitment, training 

and involvement of user representatives and liaison between 
representatives locally, and at regional and national level.  

 
 
1.7 They should assist their MSLC to work effectively by ensuring that they: 
 

·        have clear terms of reference; 
·  are given appropriate management and administrative support and 

funding; 
·  are constituted with representation from users and user groups 

reflecting local demographics and the needs of hard-to-reach 
women and families; 

·  connect as appropriate with local voluntary groups and Sure Start 
activities. 

·  are consulted on with regard to the strategy for services, 
commissioning and contracting decisions and the monitoring of 
contracts and performance, and that the advice is taken into 
account; 

·  produce an annual programme of work and present an annual 
report to the Commissioner and Trust; 

·  are encouraged to review their membership and ways of working; 
·  facilitate links with other MSLCs and local networks. 
·  are funded and supported to carry out their functions; 
·  support the involvement of users/parents by providing expenses, 

training, outreach consultation and administrative support. 
 

 Health and Social Care Trusts should: 
 
1.8 Together with the Commissioner review the provision of MSLCs or 

equivalent forums in their area. 
 
1.9 Arrange for staff to participate in and support the work of the MSLC. 
 
1.10 Ensure that they take account of the advice of the MSLC in operating and 

developing services. 
 
1.11 Establish monitoring and communication links between the MSLC and the 

local maternity unit where professionals and users can monitor and 
improve the safety and quality of the unit’s maternity services. 

  
 
 



 
 

6 

2.0 Introduction  
 
 Delivering an effective service for expectant women and their newborn 

babies can more readily be achieved where commissioners, providers and 
users work together.  Maternity Services Liaison Committees (MSLC) 
provide a forum for this, using the expertise and experience of 
professionals in partnership with the perspectives of women using the 
service.  MSLCs were first set up in Northern Ireland following the 
publication of Changing Childbirth,2 which stated that women should be 
involved in improving and planning the delivery of maternity services. 
Groups have been set up where many examples of good practice are 
apparent ensuring that maternity services are women centered. From 
these groups a Regional Group was developed in April 2006 which has 
established a need for guidance set within a Northern Ireland context. This 
will serve to strengthen the MSLC groups within each of the Health and 
Social Care Board areas.    

 
2.1 MSLCs also have a valuable role in ensuring that Recommendation 3.6, 

Section 1 of the Value for Money Maternity Audit (2006) have been met 
which recommends “involving women and their partners in regular 
feedback about maternity services and their impact on individuals at a 
local level” (DHSSPS, 2005).    

 
 By working for continuous quality improvement MSLC’s can help develop 

robust mechanisms for ensuring that: 
 

·  Women and their partners are fully involved whilst using services, 
in giving feedback about their experiences and views, in the 
planning and monitoring of maternity services to ensure that they 
meet the needs of the local population. 

 
·  All health and social care professionals involved in the pathway of 

maternity care are brought together to streamline any handovers 
and stages in the process.  

 
·  There is an overview of the range of services available to women 

locally. 
·  There is regular feedback to providers and commissioners of 

maternity care about maternity planning implementation and 
monitoring. 

                                                
2  Department of Health (1993), Changing Childbirth Part 1: Report of the Expert Maternity Group, 
London. HMSO. 
 
3  Department of Health Social Services and Public Safety (2006) Audit of Acute Maternity Services. 
Northern Ireland ,PricewaterhouseCoopers LLP 
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·  There is a forum for commissioners, providers and users to discuss 

current services and proposed developments. 
 
·  That service users play a part in development of wider community 

strategies and joint working with local initiatives such as Surestart. 
 
 
3.0 How MSLCs Work 
 
 
 Role  
 
3.1 The MSLC should be an independent advisory committee to the 

commissioners and providers of maternity care, concerned with all 
aspects of maternity services.  

 
 
3.2 The effectiveness of MSLCs depends on the following. 
 

·  Good liaison with the commissioners of maternity care so that the 
committee’s activities are integrated into the commissioning cycle. 

 
·  Close links with local women and their partners so that their needs 

and views are taken into account in commissioning, contract 
specifications and monitoring.  Seeking and incorporating the views 
and needs of hard-to-reach groups is key to successful working. 

 
·  Commitment of local providers to the effective working of the 

MSLC. 
 
·  Embedding of its work and role within Women and Children’s 

Services and having recognition by the Directors responsible for 
maternity services. 

 
·  Having clear terms of reference agreed by members, adhered to, 

and reviewed regularly. 
 
  

Model terms of reference are provided in  Appendix 1  
 

3.3 The commissioners of maternity care need to look at the ways in which 
existing MSLCs are working, including their effectiveness, in the light of 
these guidelines.  At the same time the role of other committees that 
address similar issues, such as the Labour Ward Forum and Patient Client 
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Council, should be reviewed to ensure close working links and avoid 
duplication. 

 
3.4 Arrangements for the committee will depend on local circumstances and 

commissioners should ensure that Health and Social Care Trusts work to 
define the preferred model for MSLC coverage in their local areas, 
depending on geographical and local commissioning arrangements. 

 
 

Planning  
 
3.5 The MSLC should develop an annual plan that outlines priorities and 

areas for discussion together with an annual report on its activities. This 
should be considered at a public meeting of the relevant Boards Trusts 
and Patient Client Council. 

 
 
3.6 The MSLC chair and vice chair should meet the Chief Executive of the 

commissioning body annually to update him/her on the committee’s work.  
Similar meetings with the Director of Maternity Services and with main 
providers should also be held, together with reporting links to the Patient 
Client Council. 

 
 Appointment of members  
 
3.7 Members should be committed to working in partnership and to 

implementing woman-centered care.  They should be nominated and 
replaced (where necessary) by the organisation, group or profession they 
represent.  Commissioners of maternity care need to identify appropriate 
arrangements for seeking nominations for both professional and user 
members, and should ensure that the membership has a balance of user 
and professional views as agreed in the constitution or terms of reference. 

 
3.8 The number of members and composition of the MSLC will vary according 

to the local population and the number, size and type of maternity units.  It 
is important that all members attend regularly and that they have a 
designated deputy. 

 
3.9 It may be useful to consider membership in terms of: 
 
 ·  core  or full members, who attend every meeting, and 

·  associate or additional  members who receive papers, attend for 
particular discussions and may be involved in subcommittees, but 
do not have voting rights. 
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3.10 Providers outside the area who are not directly represented on the MSLC 
should also be kept informed and invited for particular discussions that 
may affect them.  The balance between core and associate members will 
vary according to local circumstances. 

 
3.11 A minimum of one third of the core membership of each committee should 

be user members (see below).  This makes it more likely that different 
perspectives are covered and user members can support each other.  The 
best way to improve user participation is to give user confidence that their 
involvement is appreciated and makes a difference. 

 
  

“User member” is used to refer to someone with the remit to put forward 
the views of service users.  This means local women of childbearing age, 
pregnant women and their partners, parents of a baby, potential users 
and women who have had a baby and may have subsequent children.  
The term lay member is not used in this guide to avoid confusion.  

 
3.12 It is important to have user members who: 
 

·  Have close links with current and recent users of maternity services 
(this applies whether or not the user member is a recent or current 
user herself). 

 
·  Put forward the views of women and their partners from different 

geographic areas and socio-economic groups, black and minority 
ethnic communities, teenage parents, people with disabilities, and 
other minority groups. 

 
·  Are linked to the Patient and Client Councils covered by the MSLC. 
 
·  Are linked to national maternity organisations many of which have 

local branches such as National Childbirth Trust  
 
····  Community groups in contact with pregnant women and new 

mothers, including parent and toddler groups, nurseries, 
playgroups, teenagers, black and minority ethnic groups, faith 
communities, women’s refuges and women with disabilities. 

 
····  Local maternity services user groups or panels where they exist. 
 
····  Fathers groups or equivalent, where established. 
 
····  Health and  Social Care staff who are working with under-

represented or vulnerable women and their families. 
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 Support for members  
 Briefing, training and support for new members 
 
3.13 All new members should receive background and briefing information and 

meet the chair of the MSLC, if they wish to, before their first meeting.  
Visits should also be arranged to familiarize members with local services.  
Where possible there should be a systematic hand-over between 
members. 

 
3.14 User members may need additional information and support when they 

join the MSLC.  They can be paired with another MSLC member to act as 
a mentor or buddy, a person they can turn to for guidance on how 
processes and systems work.  For example, they may find it useful to 
have an explanation of the background to items on the agenda before the 
meeting to enable them to participate fully. 

 
 
3.15 Briefing and training are particularly important to new members and 

chairs. Professional members may also need training to help them to 
participate effectively in the MSLC’s work.  Joint training of professional 
and user members has often been considered helpful by all parties 
involved.3  User members may need additional information about the 
workings of the Health and Social Care and committee proceedings. 

 
3.16 A budget for training should be identified.  All the members should be able 

to apply to the MSLC Chair or Trust staff member who services the 
committee to attend training days or conferences where these are directly 
relevant to the work of the MSLC.  The commissioners should agree a 
budget for these and other necessary running expenses. 

 
  
 
Information support  
 
3.17 Members should be given access to information about current research 

and comparative data on rates of intervention, outcomes and clinical 
practice.  Arrangements should be put in place to ensure that all MSLC 
members have access to a hospital library, the internet and to the 
Cochrane Library (now available free on the National Electronic Library for 
Health – NELH).  They should be offered training, according to need, in 
how to use library resources and in critical evaluation skills to enable them  

 
 
 

                                                
3 Fletcher G, Buggins E, Newburn M et al The Voices Project Final report – training and support for 
maternity services user representatives.  The National Childbirth Trust (1997) 
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to appraise research evidence.  CASP training has been validated as a 
suitable training course for health professionals and user representatives. 

 
 Expenses  
 
3.18 Allocation of a budget to enable reimbursement of expenses is the 

responsibility of the commissioners.  User members may incur travel, 
childcare and other out of pocket expenses.  It is important that the cost 
(in practical, social and economic terms) to users attending meetings is 
recognized and the budget available should be used creatively to ensure 
that the time commitment is recognized and those from under-represented 
and vulnerable groups are encouraged to participate and be heard. 

 
 
3.19 Chairs and user members can be paid the standard public service loss of 

earning allowance.  Employment/service contracts or the payment of 
honoraria to user representatives, user advocates and community liaison 
workers has been found to improve opportunities for on-going involvement 
of new parents from broad range of backgrounds and improve the 
effectiveness of the committee, but this may need to be balanced against 
implications of honoraria affecting entitlement to benefit payments. 

 
  
Chairs  
 
3.20 The chair is responsible for developing the direction of work, in 

consultation with members.  He/she will need to set the agenda in 
accordance with the annual programme and, where appropriate, ensure 
that decisions of the committee are followed up. 

 
3.21 The chair may be elected by the membership or appointed by the 

commissioners, in consultation with MSLC members.  The chair should be 
independent of those directly responsible for commissioning or providing 
services and normally be a user member.  If there is no user member 
willing to take on the role of chair, the commissioners, in consultation with 
the committee, should consider who would have an informed, user-
focused perspective and be able to take on the role.  Where the chair is 
not a user member, a user member should be encouraged to take on the 
role of vice chair and work in close partnership with the Chair.  In some 
MSLCs, using co-chairs or a chair team offers an alternative model. 

 
3.22 Chairs need administrative support and a close working relationship with a 

designated senior manager in the Commissioning Board and the Heads of 
Midwifery at all provider units from which services are commissioned.  
Chairs from voluntary groups may need additional training and will need to 
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be kept up to date with decisions within the Commissioning Board and the 
Trusts that affect the work of the MSLC.  A person at the Commissioning 
Board and each provider trust should be designated as their key contact. 

 
  

An example of a role specification is given in  Appendix 2  
 
 Committee proceedings  
 
 Meetings 
 
3.23 Each committee needs to check that its working arrangements are 

effective. 
 
 Administrative support:  The MSLC should have a designated secretary or 

committee officer to take minutes and work with the chair. 
 
 Frequency of meetings:  This will depend on the tasks undertaken and 

whether work is undertaken by subcommittees.  (In general, MSLCs 
appear to work most effectively where meetings are held four to six times 
a year.)  Dates should be planned in advance for 6-12 months, with a 
minimum of 2 weeks notice of any changes, to maximize opportunities for 
full attendance. 

 
 Place:  ‘Neutral’ ground is generally best to encourage members to 

participate on equal terms.  However, it is important to hold meetings in 
places that are convenient to the core members, with access for any 
members with disabilities. 

 
 Time:  The timing also needs to be convenient to all members, both 

professionals and users.  It may be useful to vary the times of meetings to 
meet the needs of different members with a range of competing 
commitments.  User representatives tend to find meetings during school 
hours the most convenient and breakfast or tea-time meetings the least 
convenient. 

 
 Openness:  As a general principle, MSLC should be open in their 

activities.  The minutes, agenda and agenda papers should be public 
documents.  Information on the clinical practice of departments or units 
should not be regarded as confidential. 

 
 Sub-committees 
 
3.24 Sub-committees may be set up to work on specific areas.  Examples of 

topics that subcommittees have dealt with include primary care, 
information to women, breastfeeding, quality standards, obtaining users’ 
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views and evidence-based care.  All subcommittees should have a clear 
remit and be multi-disciplinary, including users.  Specialists in the topic 
area can be co-opted on to the subcommittee, if they are not already 
members. 

 
4.0 What MSLCs Can Do  
 
 Strategy 
 
4.1 MSLCs need to be involved in developing strategies for maternity and 

related services for residents of the area covered in their remit.  They will 
be informed by the work of national and local agencies as. They will 
contribute to developing local and area policies and strategy on maternity 
and related services. 

 
4.2 MSLCs need to be aware of the commissioners overall plans for health 

services and the resources available to the commissioners. However, the 
MSLC’s main aim is to promote the development of appropriate services 
and to improve their quality, which does not always involve extra costs.  It 
is up to the MSLC to look at what it would like to achieve and make its 
case to the commissioners. 

 
4.3 It is essential that the MSLC is consulted during the development and 

review of relevant service specifications, business plans Service Level 
Agreements and Local Health Improvement Plans, and MSLCs should 
ensure that mirror clauses are included in the Terms of Reference of other 
groups to consult and receive advice from MSLC. 

 
4.4 Commissioners have a role to play in supporting good practice in terms of 

multi-disciplinary planning and monitoring of maternity services and the 
development of fully integrated user involvement.  An annual meeting for 
chairs and user representatives on MSLCs will enable practice to be 
shared and Boards with less well developed processes to gain new ideas 
and encouragement. 

 
 Information for women 
 
4.5 MSLCs can assist commissioners, providers, Patient Client Councils, and 

Voluntary Organisations in producing information for parents about the 
range of services available from the different providers with whom the 
Health and Social Services Board commissioning maternity care has 
contracts.  The user members can advise on what information parents find 
useful and help to draft pilot leaflets.  This should also include information 
in appropriate languages and other formats, such as audio tapes or 
videos.  Useful toolkits are available to assist4, 5. 

                                                
4  Toolkit for producing patient information – Department of Health, July 2003 
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 Consultation with users  
 
4.6 In addition to user members on the committee, the MSLC needs to find 

out the views of current and recent users.  Particular efforts will need to be 
made to seek the views of women and men who may find it more difficult 
to access services or have their views heard, such as black and minority 
ethnic communities, including travelers, refugees and asylum seekers, 
lone parents, teenagers, women with disabilities, those on low incomes 
and lesbians.  Regular opportunities for local feedback should be 
developed, using validated data collection tools, working together with 
Patient Client Councils.  In addition, from time to time, professional 
independent social research may be commissioned to find out in more 
depth about the needs, wishes and experiences of local women and 
families, particularly the less articulate and assertive.  . 

 
 Feedback  
 
4.7 Comments from users, whether letters of praise or complaint, give 

valuable information.  Anonymised summaries of complaints should be 
provided regularly to the committee to identify trends.  Sometimes it may 
be useful to make available an abstract of an individual letter 
(anonymised) that illustrates a broad issue for users.  Often these 
abstracts can give an in-depth view of the experience, which cannot be 
gained from reading a summary. 

 
4.8 Other methods of feedback can be valuable to the Committee.  This might 

include “storytelling”, focus group reports, presentations from community 
groups and visits. 

  
 Audit and Monitoring  
 
4.8 MSLCs can take the principles outlined in maternity policies relating to 

Northern Ireland to set local priorities and goals and review the progress 
of local services towards them.  To achieve this, MSLC members need 
detailed information about each provider’s services, including their 
protocols and guidelines.  They may wish to make regular visits.  There 
are often different standards and intervention policies in provider units and 
it can be helpful to compare these in developing quality standards and 
service specifications. 

 
4.9 Women may exercise choice and receive part or all of their care from units 

in other districts.  MSLCs need to monitor the reasons for the use of 
services outside the local area.  Meetings of members of neighbouring 

                                                                                                                                            
    http://www.nhsidentity.nhs.uk/patientinformationtoolkit/index.htm 
5   Discern toolkit for assessing the quality of patient information – www.discern.org.uk 
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MSLCs can be useful to exchange ideas and develop consistent 
standards. 

 
 Clinical audit and research  
 
4.10 The MSLC should be consulted about the annual programme for clinical 

audit.  The committee may also wish to make proposals to the 
commissioners and providers about priority areas, such as reasons for 
higher than average caesarean rates or low breast feeding rates.  MSLCs 
should be provided with the results of clinical audit, anonymised where 
necessary. 

 
4.11 The MSLC should maintain links with local research and ethnics 

committees in order to promote research in important areas. 
 
 
 
 Guidelines for care 
 
4.12 Guidelines can help with the co-ordination of care; in particular (where 

there is more than one provider unit) in ensuring maternity care, including 
clinical practice, is consistent across the district.  MSLCs can ensue that 
recommendations from NICE, Department of Health Social Services and 
Public Safety and Royal Colleges are adopted and followed, and can play 
a part in reviewing and developing guidelines for local services.  It is 
important that these are supported by all professionals and take account 
of the views of users.  They can be produced by multi-disciplinary working 
groups that include the appropriate specialist and user representatives. 

 
 
 
 
 
 
 
 
 
 
 
 
 1  Department of Health (1993), Changing Childbirth Part 1: Report of the Expert Maternity Group, London. HMSO. 
 
3  Department of Health Social Services and Public Safety (2006) Audit of Acute Maternity Services. Northern Ireland 
,PricewaterhouseCoopers LLP 
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Appendix I 
 
 
 
Model terms of reference 
 
A Maternity Services Liaison Committee (MSLC) shall be established and 
maintained by the Health and Social Services Boards. It shall act as a multi-
disciplinary forum bringing together the different professions involved in maternity 
care and user representatives. 
 
 
Aims and Objectives  
 
 
1. The MSLC will advise Commissioners and the Trust on all aspects of 

maternity services provided for its local population, including: 
 

·  Strategy for service 
·  Progress on implementing the standards and recommendations of 

regional and local maternity guidance and policy 
·  Lessons from investigations and reviews of maternity services.  
·  Service specifications for maternity service contracts 
·  Public and Patient involvement 
·  Quality standards for maternity services and ways of monitoring 

standards 
·  Clinical governance, audit and guidelines for clinical care 
·  The consistency in the delivery of maternity services across the 

area.   
 

2. The MSLC aims to ensure that maternity services commissioners and the 
provider units take account of the views of women and families using the 
service. 

 
 
Membership  
 
3. Members will normally be appointed for no less than two years and no 

more than four years consecutively.  HSS Boards will ensure that there is 
a balance of membership based on nominations from professional and 
user groups. 
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4. Members may include(1): 
 

Core members 
 

Associate/additional members 

Users (minimum one third of total core 
membership) 
 
·  User members (nominated by voluntary 

maternity organisation, local women’s, men’s 
or community groups users’ panels or staff) 

·  Patient and Client Council 
·  Family support workers, peer supporters 

 
 
·  Users or community 

workers with particular 
expertise/experience, e.g. 
disability 

·  Patients and Client 
Council chief officer 

Commissioners 
····  Public health representative 
·  Commissioning manager or other designated 

representative from list opposite 
·  General practitioner(s) (e.g. Local Medical 

Committee representative) 
·  Health visitor 

·  LSA Midwifery Officer 
 
 
 
 
 
 
 
 
 
Provider Trusts(s) (2) 
 
····  Head of Midwifery 
····  Lead  midwife 
····  Consultant obstetrician 
····  Consultant paediatrician/neonatologist 
····  Midwife currently in clinical practice(1 or 2 to 

cover hospital and community experience) 
 
 
·  Bi-lingual link worker or advocate, where 

employed locally 
 
 
 
 
 

 
 
·  Clinical governance 

manager 
·  Non-executive director 
·  Health promotion 
 
 
Other expertise as needed 
 

·  Practice development 
midwife 

·  specialist/Psychiatrist 
·  School nurse 

representative 
·  Substance misuse lead 
 
Other expertise as needed, for 
example: 
 
·  Anaesthetics 
·  Antenatal screening 
·  Business management 
·  Chaplaincy or 

bereavement service 
·  Health promotion 
·  Infant nutrition 
·  Medical/midwifery 

education 
·  Neonatal nursing 
·  Non-executive director 
·  Obstetric physiotherapy 
·  Parent education 
·  Radiology 
·  Sure Start/children’s 

centre co-ordinator 
 
5. Members of the MSLC should liaise with the groups or professions that 

they represent.  This will include regular reporting on the activities of the 
MSLC to their group/colleagues and feedback to the MSLC. 

 
6. Out-of-pocket expenses will be payable to user members of the committee 

by the Health and Social Services Boards commissioning maternity care.  
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The chair may receive an allowance (or reimbursement of expenses) to 
cover postage, phone and photocopying. 

 
7. Payment through PAYE or an honorarium may be paid by the Health and 

Social Services Boards to members of the MSLC not otherwise paid a 
salary for their attendance.  Payment is likely to increase the range of local 
people willing to participate but may affect other benefits so local 
arrangements would need to be agreed. 

 
8. Members shall be given reasonable access to the Health and Social 

Services Boards and provider unit libraries, to the Internet and should be 
encouraged to access to the Cochrane Library which is available free 
through the National Electronic Library for Health (NELH). 

 
9. The officer appointed to service the committee will provide information to 

members of the committee and identify any training needs that they may 
have. 

 
Chair  
 
10. The chair of the committee will be elected by the membership/appointed 

by the Health and Social Services Board commissioning maternity care in 
consultation with MSLC members – for a period of up to four years.  The 
chair should be independent of those directly responsible for 
commissioning or providing services and normally be a user member.  If 
there is no user member willing to take on the role of chair, the 
commissioners in consultation with the committee will consider who would 
have an informed, user-focused perspective and be able to take on the 
role.  The chair should not normally be a practising or recently practising 
member of a profession directly concerned with providing maternity 
services, or employed by, a trust with which the commissioners have a 
contract.  Trust Non-Executive Directors bring overview knowledge and a 
technically independent view, but may be perceived as being aligned to 
one Trust so would normally be discouraged to Chair the MSLC.  
Commissioners or Non-Executive Directors may be more appropriate. 

 
11. Where the chair is not a user member, a user member should be 

encouraged to take the role of vice chair.  Alternatively a co-chair pr chair 
team may be preferred. 

 
12. In the rare absence of both the chair and vice chair, members shall elect 

one person to take the chair for the duration of the meeting. 
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Committee proceedings  
 
13. All core members have voting rights.  Associate members do not have 

voting rights. 
 
14. The chair may invite individuals on an ad hoc basis to a meeting for 

particular items on the agenda. 
 
15. The MSLC may set up multi-disciplinary sub groups that include user 

members on an ad hoc basis to work on specific topics and report back to 
the MSLC.  These groups may co-opt members as appropriate. 

 
Meetings will be held not less than four times a year. 
 
16. A quorum shall be one third of the full core MSLC membership, including 

deputies. 
 
17. Proposed amendments to the terms of reference shall be circulated to all 

members in writing at least one month before the meeting at which such 
amendments are to be considered. 

 
18. Any Health and Social Services Board commissioning maternity care will 

appoint an officer to service the committee. 
 
19. Agenda and papers will normally be circulated two weeks before each 

meeting.  Any members may ask for items to be included on the agenda. 
 
20. The minutes of meetings will be produced for approval by chair prior to 

circulation and circulated within three weeks of the meeting to members, 
the chief executives of all relevant Health and Social Services Board and 
Trusts, Chairs and lead officers of Patient & Client Forums and be made 
available to others on request. 

 
21. Where a member is unable to attend a meeting he/she will inform the 

committee secretary before the meeting whether his/her designated 
deputy will be attending the meeting.  The deputy will then have full voting 
rights. 

 
22. Where a member fails to attend these meetings within a one-year period 

their membership should be reviewed and, if necessary, a replacement 
sought. 

 
Annual Programme  
 
23. The MSLC will be consulted by commissioners 
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·  Implementing the standards and targets of the Department of 
Health Social Services and Public Safety (DHSSPS)  guidance and 
policy documents 

·  any proposals for changing or developing services 
·  service specifications for maternity services and quality standards 
·  information requirements of residents and health care staff on 

maternity services 
·  priorities for clinical audit 
·  user involvement in the planning and monitoring of maternity 

services 
 

24. The MSLC will receive reports from, and advise local provider units on: 
 
·  the development of their business plans relevant to maternity 

services 
·  any proposals for changing or developing service 
·  clinical governance including clinical audit 
·  work of the labour ward forum 
·  the number and nature of maternity services complaints, and 

actions arising there from 
·  patient surveys, complaints and labour ward statistics 
·  user involvement in the planning and monitoring of their maternity 

services. 
 
25. The MSLC will review the services with information provided by: 
 

·  community groups, consumer research and quality assurance 
·  clinical audit reports from provider units 
·  regular summaries of comments and complaints from users 
·  regular meetings with maternity services user groups. 

 
Annual Report  
 
26. The MSLC will produce an annual report that includes as a minimum: 
 

·  the work of the MSLC over the past year 
·  progress on local strategies and targets 
·  work-plan for the coming year based on local priorities 
·  Links and connections to Sure Start, managed networks, Trusts 

            recommendations to commissioners. 
·  It may also include a synopsis of local statistics and services and 

act as an overview prospectus for the unit(s) 
 
27. The annual report will be discussed at a public Health and Social Services 

Board and Patient & Client Councils meetings and will be widely circulated 
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by commissioners to primary health care teams, Patient & Client Councils 
and all relevant groups in the community, both statutory and non-statutory 
with an interest in maternity services. 

 
 
(1) Note that the core membership will vary according to the local situation.  
It may also be appropriate to nominate associate/ad ditional members who 
receive papers and join subcommittees as appropriat e, but will only attend 
meetings where there are issues of special interest  to them. 
(2) If the MSLC covers more than one provider unit, ea ch unit should be 
represented by at least one senior professional.  O ther professional and 
staff group representatives may be agreed between t he trust, so that the 
committee does not become too large. 
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Appendix 2 
 
Role specifications for chair and members  
 
Chair  
 
Duties of chair 
 
The chair is required to: 
 

·  chair meetings 
·  liaise with members individually in order to assist committee 

members to work together; 
·  set the agenda for the MSLC in consultation with the head of 

midwifery and other committee members and in accordance with 
the annual programme; 

·  ensure the agenda and minutes reflect priorities of the committee; 
·  ensure that follow-up action is taken between meetings; 
·  meet annually with the chief executives of the  Health and Social 

Services Boards and Trusts to update them on the views of the 
MSLC; 

·  keep up to date with policy and research on maternity issues. 
 
Person specification 
 
The chair will have: 
 

·  experience of working in committees and have the ability to chair meetings 
·  a knowledge and understanding of maternity services issues 
·  a knowledge and understanding of local women’s needs 
·  skills in networking and mediation. 
 

Commissioners 
 
Duties of the  
Health and Social Services Board   
Any Health and Social Services Board commissioning maternity care will: 
 

·  provide the chair with administrative support; 
·  provide access to research information, internet and journals as required; 
·  reimburse (or give an allowance for) all out of pocket expenses.  (The 

commissioners may provide chairs with loss of earnings payments at the 
recognised public service rates.) 

·  provide administrative support. 
·  attend meetings and sub-committees where appropriate; 
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·  take an overall view of services for resident women and families, wherever 
care is provided; 

·  report back to colleagues on the discussions and decisions of the 
committee; 

·  designate a deputy to attend meetings when the appointed member 
cannot. 

·  provide training where relevant to the effectiveness of the MSLC. 
·  liaise with the Health and Social Services Trusts to ensure joined up 

communication with other MSLCs in the area. 
 
User members  
 
Duties of user members 
 
User and Patients Forum members are required to: 
 

·  attend meetings and sub-committees where appropriate; 
·  raise issues important to local women; 
·  comment on issues form a broad user perspective; 
·  maintain links with other user groups, current and recent users to ensure 

that their views are head on the MSLC; 
·  keep up to date with current policy and research on maternity issues. 

 
Person specification 
 
User/Patient and Client Council members will: 
 

·  have contacts with current or recent maternity service users in the area 
covered by the MSLC through local groups, and normally live in the area; 

·  be able to participate on a committee and be willing to undertake training if 
necessary; 

·  not be involved in providing or commissioning maternity services. 
·  designate a deputy to attend meetings when the appointed member 

cannot. 
 
Duties of the Health and Social Services Board   
 to user/patient forum reps 
 
Any Health and Social Services Board commissioning maternity care will: 
 

·  provide access to a medical library and research information as required; 
Reimburse (or give an allowance for) all out of pocket expenses; 

 
 
 
 



 
 

24 

 
Provider/Trust members  
 
Duties of provider members 
 
Trust members are required to: 
 

·  attend meetings and sub-committees where appropriate; 
·  take an overall view of services for women, wherever care is provided; 
·  report back to colleagues on the discussions and decisions of the 

committee; 
·  ensure that the views of front-line staff are expressed at the committee; 
·  designate a deputy to attend meetings when the appointed member 

cannot communicate with professional colleagues in other trusts, if they 
are not on the MSLC. 

(This applies where the MSLC covers more than one trust); 
ensure that information about audit in the provider unit is available to the MSLC. 
 
Appendix 5 – Information for new members  
 
All members should have a clear brief as to their role on the committee and the 
importance of regular attendance.  The following information may be useful to 
members joining the committee. 
 
Maternity and children’s services nationally  
 

·  This Document – MSLCs Guidelines for working effectively.  Available for 
downloading from www.dhsspsni.gov.uk 

·  National Service Framework for Children – Section 11 maternity services 
·  Names and addresses of voluntary and professional organisations 
·  Access to websites and current information from the Department of 

Health, NICE, Healthcare Commission 
·  Every Child Matters/Children Act 2004 

 
Locally maternity services  
 

·  The local population profile and needs assessment 
·  Annual report of the director of public health 
·  Details of, Sure Start, Joint Area Review report 
·  Surveys of maternity and neonatal services 
·  Local maternity strategies 
·  Service Level Agreement for maternity services 
·  Guidelines for care from provider units 
·  Local Health Improvement Programme/flowcharts for staffing and care in 

local units 
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The MSLC 
 

·  Terms of reference/constitution and how it works 
·  Description of the role of members 
·  Previous annual reports from the MSLC 
·  Names and contact details of current MSLC members 
·  Expense claim forms 
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Appendix 3 
 
Troubleshooting – common difficulties faced by MSLC s 
 

Difficulty Action/possible remedies 
 

·  MSLC has no power and is 
ineffective 

·  Review reasons for this 
·  Look at membership, especially 

seniority of the Commissioner and 
provider representation 

·  Look at arrangements for taking 
account of MSLC 
recommendations in Commissioner 
/provider decisions 

·  Develop support for the work of the 
MSLC at Commissioner and Trust  
level 

 
·  MSLC is not clear about its role 
·  Members feel overwhelmed with 

papers and have no clear priorities 

·  Review terms of reference  
·  Give members role specifications 
·  Survey members to see which 

areas they think are most important 
·  Hold a separate session to review 

priorities and build the team 
·  Develop an annual programme 
 

·  Some members do not attend 
meetings 

·  Ask members why they do not 
attend 

·  Review time and place of meetings 
·  Encourage deputies to attend 
·  Review appointment of members 
·  Develop role specifications for 

members, including provision that 
membership may lapse after non-
attendance at three meetings in 
one year 

·  Pay expenses, for user members 
 

·  The committee is dominated by 
certain individuals 

·  Some members do not speak in 
meetings 

·  Review balance of membership 
·  Review recruitment and 

appointment of members 
·  Review role of chair and training 

needs 
·  Review and meet training needs of 
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members 
- Induction for new members 
- Ongoing support 

·  Meetings are too big ·  Review membership 
·  Set up sub-committees 
 

·  Members do not work together ·  Ask members reasons for this 
·  Use facilitator for team building 

 MSLC is not in touch with current 
user’s views 

·  Some user members do not have 
links with current/recent users 

·  Make contact with local community 
groups 

·  Publicise MSLC through local 
media 

·  Work with user members/local 
groups/midwives to set up a user 
panel 

·  Review user membership 
 

 
 
 
 
 


