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Executive Summary

The Yorkshire and Humber HIEC (Y&H HIEC) was established in 2010 and aimed to achieve pan-regional adoption and diffusion of evidence-based best practice, through innovation, education, and collaborative working. 

The Maternal and Infant Health and Care theme (MIHC), one of three themes in the Y&H HIEC, aimed to identify ways of addressing inequalities in health and care.  One way in which this was done was to examine the needs of women at admission in labour, especially those from groups that could be seen as particularly vulnerable. 
As a first step, a literature review was undertaken. Three main reports (Saving mothers’ lives (CMACE 2011), Pregnancy and complex social factors Clinical Guideline 110 (NICE 2010) and National Health Service Litigation Authority (NHSLA) and Clinical Negligence Scheme for Trusts (CNST)) informed the work.  Key points from these regarding best practice at admission in labour for vulnerable women noted needs for:
· Good communication between health professionals and women, including working with professional interpreters

· A thorough multi-agency needs assessment which highlights safeguarding issues and supports the development of a coordinated care plan for each woman
· Good inter-professional communication, clearly documented, accessible to all providing care and confidential to them and the woman

A workshop entitled “Best practice at admission in labour for care of vulnerable women” was held at the University of York on 14th June 2012. Twelve participants represented five Y&H NHS Trusts and the Refugee Council, Leeds. Six HIEC MIHC team members supported the workshop, along with an external facilitator.  The aims of the workshop were for participants to:

· review the information available about best practice at admission in labour for vulnerable women

· share best practice examples, personal experiences and any guidelines or policies in use 
· highlight main areas of concern for practitioners

· suggest ways in which these could be resolved

Through discussion at the start of the workshop the participants found they were in agreement that any woman can be vulnerable at admission in labour and that getting practice right for the most vulnerable women improves care for all women. 

There was general agreement that these main points and areas of concern identified were compatible with the experience of participants, both health care professionals and service users.
Suggested ways forward included:

· Review labour ward practice, especially the use of triage. Consider where women in early labour are best cared for. For example, the women could be moved to another area if appropriate to do so; this relieves bed pressure in labour ward.
· Ensure staffs have time to read the notes before the woman comes in – it should be a priority to do this, and someone should be identified as responsible. For example: make it a specific mandatory part of the Clinical Negligence Scheme for Trusts that labour ward staff read the woman’s notes before she comes in

· Develop a region-wide, one page summary sheet that staff can access electronically that highlights key issues of vulnerability for every woman

· The Situation, Background, Assessment, Recommendation (SBAR) framework (NHS Institute for Innovation and Improvement 2008) could be used to highlight and address women’s care needs.
Introduction
The Yorkshire and Humber HIEC (Y&H HIEC) was established in 2010 and aimed to achieve pan-regional, adoption and diffusion of evidence-based best practice, through innovation, education, and collaborative working. 

In its first year, the HIEC established three main themes; patient safety (PS), long term conditions (LTC) and maternal and infant health and care (MIHC). Through innovation, education, and collaborative working, MIHC aimed to create change, to promote adoption and diffusion of evidence-based best practice across the region and to address inequalities in maternal and infant health and care. Working with people in existing structures and systems, and across the whole health economy, the MIHC programme supported evidence-based and multidisciplinary work, and involved widespread participation and consultation.  

One of the MIHC’s priority topics was to promote normal birth by improving care at admission in labour, for example to reduce the use of inappropriate interventions and to increase women’s mobility in labour. Vulnerable women, including those who do not speak English or who speak English as a second language, and those with specific or non-specific learning needs, are most at risk during the admission episode, which in turn can negatively impact upon their subsequent care and birth (McLeish 2002). These vulnerable women are then at increased risk of caesarean sections which have twice the risk of severe maternal morbidity compared to vaginal birth. The risk of needing to be treated with antibiotics increases in mother and baby as does the risk of neonatal morbidity increases up to the time of hospital discharge (Villar 2007). In addition, the psychosocial impact of care in labour can be substantial and long-lasting (Simkin 1992). 

Seeking to identify ways of addressing inequalities in maternal and infant health and care, the MIHC undertook a consultation with the aim of examining the needs of women at admission in labour, especially those from socially vulnerable groups, and exploring how best to meet these needs in practice.

Methods

The consultation methods used the framework of ‘Tackling health inequalities through developing evidence-based policy and practice with child bearing women in prison: A consultation (Albertson et al 2012). Albertson et al had incorporated the Evidence into Practice (EiP) methodology used previously by the MIHC (Burke et al 2011) which had in turn been based on a previous national consultation (Dyson et al 2006). Essentially this method consists of three steps:

1. review relevant literature to identify evidence-based recommendations and strategies that might work to improve care
2. seek the views of practitioners and service user representatives about the potential impact and feasibility of adopting these evidence-based recommendations and strategies, including their views on effective ways of introducing such changes based on their experience and expertise
3. synthesise the evidence and the views of respondents, to provide a real-world perspective on what is most likely to work to improve care.
Literature review

The aim of this brief scoping review of the literature was to identify evidence-based recommendations and best-practice examples of strategies to improve care in labour for vulnerable women in the UK and similar countries.
Search

Three main reports (Saving mothers’ lives (CMACE 2011), Pregnancy and complex social factors Clinical Guideline 110 (NICE 2010) and National Health Service Litigation Authority (NHSLA) and Clinical Negligence Scheme for Trusts (CNST)) initially informed the search. For the purposes of the literature review, we considered ‘vulnerable women’ to be ‘women whose social circumstances make them more vulnerable to a poor outcome for mother or baby’. The rationale for this definition is that, as evidence from CMACE 2011 shows, women whose social circumstances are associated with barriers to engagement with health services, or effective communication with health professionals, are disproportionately likely to have a poor or catastrophic outcome (e.g. maternal or perinatal death) where clinical risk factors are also in play. 

The scope of the work related specifically to care during the admission in labour episode therefore we did not include recommendations and strategies related to ante- or post-natal care. However NICE 2010 provides an overview of complex social factors related to pregnancy in the UK which we used in our search. 

We searched four electronic databases (‘Maternity and Infant Care’, NHS Evidence (www.evidence.nhs.uk), EmBase and MEDLINE) for guidelines or research papers relating to care in labour and specifically on admission in labour, for women in the following groups: 
· Refugees and asylum seekers

· Women suffering domestic abuse

· Very young mothers (>20)

· Gypsy and Traveller women

· Women who misuse substances 

· Women with mental health needs

· Women with learning disabilities

· Women with limited ability to communicate in English (including but not limited to refugees and asylum seeking women) 

We employed the following additional strategies to widen the range of material and to ensure sufficient coverage of the ‘grey’ literature (i.e. beyond electronic databases of literature published in journals): 
· Contact with experts in the field eg Born in Bradford study team, specialist teenage pregnancy midwives, specialist midwife for BME communities
· Search of relevant websites for confidential enquiry documents eg CMACE, Care Quality Commission (Northwick Park enquiry)

· Snowballing of references from key documents such as CMACE reports, Bradford Infant Mortality Commission, NICE guidelines, etc. ‘Web of Science’ was used for a search of citations of key papers. 

The full search strategy appears in Appendix 1.

Findings

Overall, we found very little evidence or guidelines specifically relating to the care of women in labour from any ‘vulnerable’ group. The existing literature usually related to antenatal and postnatal care and stressed the importance of maintaining contact, ensuring appointments were kept, and offering a holistic service meeting both obstetric and social needs, often through the availability of 1:1 or caseload models of care. 

Most of the existing literature took the view that the labour and delivery episode is a clinical matter, focused on management of the woman’s specific obstetric needs. We did not find recommendations for additional good practice, and the overall tenor of the literature was that during labour and delivery, a ‘vulnerable’ woman is on a level playing field with any other labouring woman; at this time, a woman’s social vulnerabilities take second place to ensuring the safe delivery of her baby. 
The partial exception to the above was in the literature relating to refugee women and those seeking asylum. Here there was clear evidence of poorer birth outcomes, up to and including perinatal and maternal death. There was a greater depth of literature on the experiences of refugee/ asylum seeking women and, through the specialist midwife employed in Leeds, we obtained access details of Haamla, a locally developed best-practice service. (Haamla webpage, Appendix 2). 
The key recommendations we took forward from the literature review to the next stage of the consultation were that best practice at admission in labour for vulnerable women should include:
· Good communication between health professionals and women, including working with professional interpreters

· A thorough multi-agency needs assessment which highlights safeguarding issues and supports the development of a coordinated care plan for each woman
· Good inter-professional communication, clearly documented, accessible to all providing care and confidential to them and the woman.
These were then framed as questions for the participants.

We were also given an example of a strategy to improve care in labour for vulnerable women, namely Haamla Volunteer Doulas. The Haamla midwifery team provides enhanced antenatal and postnatal care to women seeking asylum and some other vulnerable women from minority ethnic groups, with care provided at a location of the woman's choice and continuity of care ensured to this transient group of women. In addition, Haamla Volunteer Doulas offer one to one practical and emotional support during pregnancy and can be with the woman to support her at the birth and for up to six weeks afterwards (Haamla webpage, Appendix 2). 
Workshop

The next step of our EiP-based consultation (Burke et al 2011, Albertson et al 2012, Dyson et al 2006,) was to seek the views of practitioners and service user representatives about the potential impact and feasibility of adopting these key points, including their views on effective ways of introducing such changes based on their experience and expertise. To do this we held a half-day workshop at the University of York on 14th June 2012 entitled “Best practice at admission in labour for care of vulnerable women”.

Participants
As an integral part of its approach, the MIHC was working with senior midwives in every maternity unit in the region who had agreed to act as champions of the MICH programme. We invited these champions to nominate to the workshop, specialist midwives caring for vulnerable women, and midwives working on labour ward or triage units caring for these women when they are admitted in labour. We particularly sought their nominations of specialists working with teenagers, women who misuse substances, refugees and asylum seekers, homeless women, gypsy and traveller women, women with mental health issues, women with learning disabilities, women with limited ability to communicate in English, women where domestic violence and/or safeguarding is an issue. We asked attendees to send or bring examples of good practice and how they happened, as stories, policies, practices and/or documentation.

Workshop participants included twelve people, from five NHS Trusts and one non-NHS organisation, who came in response to our invitation for nominations: four specialist midwives (two teenage pregnancy midwives, one drug liaison midwife and one black and ethnic minority (BME) midwife) from three Trusts; four hospital-based midwives from three Trusts; and a staff member and three service user volunteers from the Refugee Council in Leeds. Six HIEC staff members, five of whom are midwives, supported the workshop activities and took notes. An external professional facilitated the workshop. The full attendance list appears in Appendix 3.

Aims
The workshop aims were to:
· set the scene by highlighting the information already available from the literature 

· share personal experiences, best practice examples of caring for vulnerable women at admission in labour

· share guidelines or policies in use, in particular, documentation to support early identification of need
· make recommendations for best practice guidelines to be included in a report of the day

Activities
The results of the literature review were presented. Participants then undertook two activities. In the first exercise three groups each considered one of the key findings from the scoping activity and shared their ideas and experiences on barriers and blockages to achieving best practice in this area. Feedback to the whole group followed. In the second exercise, each group shared best practice examples and focused on finding solutions and action plans for change. In the concluding plenary session, recommendations were made. Team members made notes of all the discussions and collated these immediately after the workshop.
The team drafted a summary communication sheet which was circulated to all participants for comment and agreement, (appendix 4). It is planned to put forward to the regional Maternity Forum for consideration of use in all maternity units. 

Findings from the workshop activities

Barriers and blockages

The main themes which came out of the workshop discussions on barriers and blockages to achieving best practice related to our three key recommendations:

1. good communication between health professionals and women, including working with professional interpreters
2. a thorough multi-agency needs assessment which highlights safeguarding issues and supports the development of a coordinated care plan for each woman; 

3. good inter-professional communication, clearly documented, accessible to all providing care and confidential to them and the woman

are loosely grouped and listed below. Similar points are made under several headings, reflecting the nature of the discussions.
Question 1
Good communication between health professionals and women, including working with professional interpreters

Understanding women’s vulnerabilities in childbearing

Participants recognised a significant proportion of women they work with as having increased risk of poor outcomes due to particular characteristics associated with greater vulnerability, including:

· Substance misuse

· Safeguarding

· Women with mental health issues

· Women with chronic health issues

· Young mums

· Those with a history of sexual abuse

· Physical disabilities

· Learning difficulties

· English not first language

· Refugees, asylum seekers, recently arrived in UK

· Women who are ‘trafficked’ 

· Travellers

· Isolated and unsupported

· Women in prison

· Domestic violence

· Other complex social issues

Participants were not able to quantify the number of cases precisely, and felt they might often not become aware of the aspects of a woman’s life that result in more vulnerability. In addition, they felt that the women they could identify were “the tip of the iceberg”, and the potential for women’s vulnerability to change during pregnancy was great (for example, on factors such as domestic violence or mental health). 

We did not know:

· How many women are vulnerable, and the extent to which different characteristics increase that vulnerability

· How vulnerable they are - in the current context of austerity and rising birth rates, the threshold for social care initial assessment is constantly rising
· When their vulnerability changes, how midwives and other service providers can get to know about that (lack of reassessment particularly for borderline vulnerable women)

For an example in practice, please refer to Sheffield Safeguarding Children’s Board (Integrated Practice Manual, Sheffield City Council 2011).

One participant articulated:
“Pathways can make women more vulnerable because those assessed as lower risk get no extra service”
Others confirmed a similar experience from their own practice. 
Language and communication, relationships

· Women not fluent in English – issues with interpretation, confidentiality, role of interpreter, life experience and understanding of clinical and technical terms relating to labour
· Women may not feel confident to ask questions or challenge things they don’t understand

· Health professionals may assume women have understood when they haven’t

· Women who are not confident may just be saying ‘Yes’ to everything

· Professional language not easy to understand – young women in particular may need different language

· Inter-professional communication and language – adult services, mental health services, social workers, nurses, doctors and midwives may all use different language or have different conceptual understanding of some terms and issues
· There is evidence of need for good quality assessment of language needs, not only with non English speaking women, but also assessment of capacity to understand.
Working with interpreters

· Role of interpreter is often not clear: whether to translate or interpret?
· Governance, training and quality control of interpreters is a significant concern - services bought in by Trusts should have an agreement on quality control
· Health professionals have concerns that interpreters are not giving women the right information/ not translating correctly what the professional is saying
· Women may find the interpreter a source of support as well as translation – may have more detailed conversations with interpreter that they don’t want to be shared with professionals. Women may want interpreters to explain needs, wishes, cultural issues to the midwives?

Realistic expectations

· Women may not understand what the maternity services offer
· Women may not understand what they need or how to access services
· Some women newly arrived from countries/cultures where maternity care is different from that in the UK, or where there is no maternity care, don’t know what care to expect, or don’t expect any maternity care. 

· Women may understand but not have the confidence to express their needs or to challenge professionals if/ when necessary

· There needs to be clarity about what maternity services provide

· Professionals (e.g. non-specialist community midwives) may not be clear about what the service can/should offer (e.g. availability of 1:1 care may not be clear)
Non-judgemental and anti-discriminatory care

· Professionals may judge a woman’s lifestyle and make assumptions (e.g. substance misuse)

· Failures in communication and understanding may fuel judgements (e.g. phone call with failure to understand language may lead to people being perceived as aggressive)

· Women may become defensive and unwilling to talk, or may perceive it’s not much use talking to health professionals

· Professionals may not be confident about the issues associated with women’s needs (e.g. how substance misuse affects a woman’s labour and her baby, pain relief, etc)

· Some cultures actively discourage challenges to or disagreement with health professionals

· Lack of understanding and knowledge about specific issues

Question 2
A thorough multi-agency needs assessment which highlights safeguarding issues and supports the development of a coordinated care plan for each woman

Safeguarding

· No time to plan care for vulnerable women, for example as seen in practice as “Firefighting” – social care always having to work reactively, dealing with emergencies, therefore missing opportunities to work proactively/ preventatively

· Thresholds for intervention with a CAF referral getting higher

· For interventions to work, the woman has to be engaged – sometimes they’re not, for reasons including

· Lack of understanding, knowledge, information of the safeguarding process

· Lack of support from practitioners through the safeguarding process
· “Our processes are making women more vulnerable”

· “Don’t we pigeonhole women by putting them on a pathway?”

· “All women need individualised care – especially vulnerable women”

Reading the notes
· If labour ward workload is high at admission, staff time/ consistency of carer(s) for individual women may decrease

· Even where good records are available midwives do not always have time to read them before working with the woman

Service pressures on busy labour wards

· Midwives are likely to prioritise the needs of women with clinically complicated labours over those of women who are vulnerable through social circumstances
· Pressures to keep the service running versus desire to meet individual women’s needs

· Professionals may take procedures undertaken every day for granted e.g. a  vaginal examination – this may be very routine for the professional but for individual woman may be a very difficult experience – need to be able to empathise with this.
Inter-professional education and training

· Lack of shared training/ opportunities for professionals to meet together

· Lack of multiagency education and training opportunities

· Releasing people to attend  training

· Attitude and culture of staff – raise awareness of potential impact of wrong attitudes and culture

· Understanding each other’s’ roles

Question 3 Good inter-professional communication, clearly documented, accessible to all providing care and confidential to them and the woman

Communication and documentation issues
· Lack of continuity of carer from booking through pregnancy is a barrier to continuous risk assessment

· Need for continuity of care and good quality risk assessment on a regular basis throughout the pregnancy, updated and easily found in notes
· Not all agencies work 24/7. Labour ward staff or carers can’t always get hold of named social worker re. safeguarding issues

· The safeguarding plan is not always available at the time of birth, so the women in labour, her carers and the staff may not be readily aware of the plan

· Women don’t tell – don’t see why they need to or fear of having baby taken away

· Women don’t know they are entitled to services – they stay away because culturally they don’t have antenatal care or they think they have to pay (particularly African women). “Pregnancy isn’t a sickness, why do I need care?”

· Women having a choice and moving around maternity units

· Should the baby be admitted to neonatal services there is the issue of information sharing and access to maternal record

Missing information/ documentation
· Women accessing care in more than one area or service, e.g. HIV, drugs & alcohol, other agencies

· Women presenting for care at a maternity unit other than the one where they booked

· Women who book late - inability to get time to take full history

· Staff not able to access notes so don’t know there’s a cause for concern

· Women and staff alike don’t know where to get accurate information on, for example, do some women need to pay for maternity care

· Difficult to ensure appropriate information is shared in a timely manner
Medical Records issues

· Fragmented notes - some file entries kept separately – confidentiality issues

· Lack of standardisation of medical records/ notes

· Not using a common language that all understand (too much jargon, terminology)
· Access to mental health records/ general notes / GP records may not be 24/7

· Identify record and share women’s language needs (individually)

· Lack of an easy summary sheet to read (appendix 4)
Proposed solutions and action plans

Solutions were proposed in four main areas:

· Language and Communication

· Managing activity

· Documentation

· Training and education

Language and Communication

In this area, solutions focused on interpreter services. One participant said:

‘Ideal interpreter would be one who understands the woman’s culture, appreciates the professional’s context and understands midwifery context, AND speaks both languages’
Other points raised included:

· thoughtful identification of need for interpreting services (e.g. link workers vs ‘translators’ vs Language Line type service)

· then sensible commissioning and planning, including quality control

· use of staff who speak different languages (e.g. York Midwife who speaks Turkish)

· funding for interpreters to be available 24/7

Managing activity

In this area, solutions focused around the following: 

Triage – focus on early labourers

Multi-agency communication and working together must be on-going throughout pregnancy, birth and postnatal period

Safeguarding pathway

Consistency and share electronically a ‘liaison sheet’ – pertinent factors (for all, identify vulnerability factors). Supporting the evidence of the need for continuous, updated and easily accessed risk assessments; held in the maternity medical record.
Reading the notes 

Give the midwife time to read the notes before the woman arrives on labour ward.

All professionals to be familiar with and able to use the records system in place:

The requirement to read the women’s antenatal record, before taking over care, should be an agreed standard; suggest using Situation Background Assessment and Recommendation (SBAR) (NHS Institute for Innovation and Improvement 2008) format across region.
Best practice is about being able to get and read the woman’s medical records. For

example, EuroKing computer system in use at Pinderfields “flashes up” if there is a

safeguarding issue, and gives the information.

A practitioner who knows the woman being available, in the area or by phone.

Education and awareness raising around emotional intelligence.
Documentation

In this area, solutions focused around the following:
· To have a standard set of medical records used in all Trusts/ maternity services

· To have a summary sheet in the notes updated by all as required – ideally electronic, but if not, a second copy on the Labour Ward

· Summary sheet to be completed antenatally to include the names of the key carers, the key issues for this woman, the plan of care for this woman, socio-demographic information
· Have one set of (electronic) records used by all, with the facility for printing out a hard copy for the woman to hold

· Reach agreement on a common language/ code understood by all, including the woman

· ?go paperless, have a central computer system accessed by all professionals caring for the woman

Training and education
In this area, solutions included:
· Shared inter-professional and multi-agency training and education – to include how to speak with people and assess their needs, attitudes

· Getting the message out to women about what to expect from maternity services

Section 6 - Conclusions and next steps
Having looked at the key documents in our scoping review, they all highlighted similar concerns and in some ways these were the same key issues which were identified and discussed by workshop participants. Practical on the ground solutions were proposed. However one significant difference was that women did not know what was available. It is this issues that was central to the solutions and proposed ways forward to improve outcomes for care at admission in labour for vulnerable women.

Summary of the key issues from the scoping exercise were

· Good communication between health professionals and women, including working with professional interpreters

· Multi-agency needs assessment including safeguarding issues, so that the woman has a coordinated care plan

· Good inter-professional communication, clearly documented, accessible to all providing care and confidential to them and the woman
Discussion and proposed solutions from the consultation workshop would suggest developing and agreeing a region-wide communication strategy which includes reading the woman’s notes before she arrives in labour. Best practice across the region, would be to aim for a standardised maternity record.

Ensure all women are aware of maternity services, what the service offers and what care they are entitled to.
Furthermore, communication encompassing recognition of language, e.g. English as a second language; understanding, e.g. correct level of learning/mental capacity; context e.g. in advanced labour, over the telephone etc.

There was general agreement that these main points and areas of concern fitted the experiences of participants, both health care professionals and service users.  

In conclusion, achievable and manageable suggested ways forward to be considered:-
Next Steps

Consider these proposed new developments

· Summary sheet developed by the HIEC MIHC team and agreed by the workshop

Participants (Appendix 3); potential to be put forward for consideration at maternity forum,  to be taken into practice across the region

· Integrated Care pathways can be developed – substance misuse specialist has introduced them for all women where there is a safeguarding issue

· Leaflets in different languages – will work for some groups not for others (maybe better for women with English not as first language)
· City of Sanctuary to development and disseminate  a DVD suggested for women who don’t have English as first language - women sharing experiences, where to go for help, and what to expect from maternity services
Examples of Practice already being undertaken within the region
1) Training and education (Taught, shadowing – in Pinderfields substance misuse is part of mandatory training

2) Key elements of vulnerability covered in safeguarding level 2 and 3 training – which midwives/PH nurses all have to do)

3) Domestic Abuse training in York

4) Opportunistic training – specialist midwives in Wakefield/Pinderfields/York make themselves very visible on the wards and in the community setting. Being available and around is very important 

5) Attitude training – some workshops :Different ways of communication

6) Innovative methods – teen pregnancy specialist in Kirklees – used a Facebook group as a means of information giving and mutual support – encouraging communication with other mums (NB NOT allowed for professional advice giving) 

7) Integrated care pathway - substance misuse specialist has introduced them for all women where there is a safeguarding issue
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Appendix 1: Search strategy and findings for scoping review of the literature prior to workshop on 14th June 2012

Search strategy

Initial parameters for the search and exclusions

We restricted our search to English-language papers and to countries which had a generally similar sociodemographic profile to the UK. We searched for two main types of evidence:
1. Guidelines or evidence relating to care at admission in labour, or during labour and birth, for vulnerable women (definition of ‘vulnerable’ given below). Guidelines relating to ante- or post-natal care were excluded from our search.

2. Evidence of poorer perinatal outcomes for mother or baby, relating to care in labour, for any of the vulnerable groups. 

The following groups of women were defined as ‘vulnerable’ for the purposes of the search: 

· Refugees and asylum seekers

· Women suffering domestic abuse

· Very young mothers (>20)

· Gypsy and Traveller women

· Women who misuse substances 

· Women with mental health needs

· Women with learning disabilities

· Women with limited ability to communicate in English 

Databases searched 

We searched the following electronic databases: 

· Maternity and Infant Care 1917 – 2012

· EmBase

· Medline

· NHS Evidence (www.evidence.nhs.uk) 

Terms used

Initial searches of the databases were performed using the terms: 

‘Clinical guidelines’ 

AND 

‘Labour OR birth’

AND term relating to specific vulnerable group eg ‘Domestic violence’ 

This produced no or very limited results. The search was then widened using the terms:

Labour OR birth 

AND term relating to specific vulnerable group eg ‘Refugees OR asylum seekers’

Findings

1) Citations from electronic searches, by group of women
Refugees and asylum seekers
‘refugees’ or ‘asylum seekers’ and ‘clinical guidelines’ and ‘birth OR Labour’ produced no hits. 

‘refugees’ or ‘asylum seekers’ and ‘birth OR labour’ produced 56 hits (see Report main document). 

Women suffering domestic abuse
‘domestic violence’ and ‘clinical guidelines’ and ‘birth OR Labour’ produced 11 hits. The majority of these related to ante- or post-natal care and not to care in labour (see Report main document). 

Very young mothers (>20)

‘teenage or ‘adolescent’ or ‘pregnancy in adolescence’ and ‘clinical guidelines’ and ‘birth OR Labour’ produced only 1 hit, not related to care in labour or birth. 

Gypsy and Traveller women: No hits.

Women who misuse substances 

 ‘Substance misuse’ and related terms; and ‘clinical guidelines’ and ‘birth OR labour’ produced no hits. ‘substance misuse’ and ‘clinical guidelines’ produced 3 hits. None related to care in labour or birth. 

Women with mental health needs

 ‘mental health’ and ‘clinical guidelines’ and ‘birth OR Labour’ produced only 1 hit, not related to care in labour or birth.
Women with learning disabilities: No hits.

Women with limited ability to communicate in English: No hits.
2) Contact with experts and searches of ‘grey’ literature

When the electronic search of databases produced very little result, we contacted a variety of experts in different fields relating to different specific areas of vulnerability. These included: 

· Specialist teenage pregnancy midwives in Bradford and Wakefield
· CDAT Consultant psychiatrist (for substance misusing women)
· Physical Health nurse from substance misuse treatment services (who also offered a specific maternity service for substance misusing women)

· Specialist midwife for refugees and asylum seekers in Leeds 

We also searched websites, including the CMACE and Care Quality Commission websites, for key documents relating to confidential enquiries and investigations of serious untoward incidents. 
Domestic abuse
We found no literature pertaining to care in labour per se. The most significant documents dealing with the care of women subject to domestic violence throughout the pregnancy were: 

· National Institute for Health and Clinical Excellence (NICE) Pregnancy and complex social factors: a model for service provision for pregnant women with complex social factors. NICE Clinical Guideline 110, issued September 2010

· Royal College of Midwives (RCM) Domestic abuse: pregnancy, birth and the puerperium. Position statement. London: Royal College of Midwives. May 2006. 5 pages
Mothers under 20

Care in labour was, again, very limited in its appearances in the literature. The NICE guideline CG110 (NICE 2010) gave guidance on working with teenage mothers during the pregnancy, but gave little attention to the labour and birth episode. Contact with experts and a search of ‘grey literature’ produced some local and national reports describing the experiences of teenage parents. The main documents were: 

· Teenage parents: who cares? A guide to commissioning and delivering maternity services for young parents. Department for Education, Schools and Families, 2008. 

· Corrigan N. “Big Up the Mamas”. A report of the research findings into teenagers’ experiences of being pregnant, giving birth and becoming mothers in Bradford and Airedale. Bradford Children’s and Young People’s Partnership, 2009.

Women who misuse substances

Again, the NICE guideline CG110 (NICE 2010) related to care during the ante- and post-natal period. Literature search and contact with experts in the field revealed no extant literature on care of the labouring woman, or of admission in labour. The major issues for management of this group were perceived by the experts we contacted as antenatal support, child protection where appropriate, and management of neonatal abstinence syndrome. 

Gypsy and Traveller women

We identified two major reports on traveller health which made some reference to maternity care. These were:

· No Travellers: a report on Gypsy and Traveller women's experiences of maternity care. Jenkins M. Bristol: MIDIRS. 2006.

· McLeish J (2008) Gypsy and traveller women: the road to better care. Practising Midwife. vol 11, no 1, January 2008, pp 12-14. 

Again, the majority of this literature focused on access to antenatal care rather than to the experience and outcome of labour and birth. 

Women with mental health needs
Women with learning disabilities

The literature search revealed no reports or evidence relating specifically to care in the intrapartum period, as opposed to a rich literature around both antenatal care and the management of postnatal depression and other mental health conditions affected by pregnancy and birth. 

Refugee and asylum seeking women 

Women with limited ability to communicate in English are included in this section, although clearly not all such women will be refugees or asylum seekers. The results of the literature search showed more substantial findings relating to labour and birth, and some local guidelines relating to care during labour. 

‘Saving Mothers’ Lives’ (CMACE 2011) containes case histories and recommendations concerning the increased risk of catastrophic outcomes to mothers and babies from refugee communities, or who were unable to speak English. It also contained recommendations for best practice. 

Further articles, reports and local guidelines included Briscoe and Lavender (2009) and Waugh (2012). The Mothers in Exile project led to the establishment of the Haamla project http://www.leedsth.nhs.uk/a-z-of-services/leeds-perinatal-centre/what-we-do/haamla-service/
This webpage, accessed 26 Nov 2012, appears in full at Appendix 2.

Appendix 2

Haamla Service
http://www.leedsth.nhs.uk/a-z-of-services/leeds-perinatal-centre/what-we-do/haamla-service/ accessed 26 Nov 2012

[image: image2.jpg]



Haamla is a unique service that provides essential support for pregnant women, and their families, from minority ethnic communities, including asylum seekers and refugees, throughout their pregnancy and postnatal period. It aims to improve access within maternity services, empower and inform women of the choices available during their pregnancy and birth, thereby improving their health and wellbeing. 

Contact the Haamla Office on 0113 2065477
Haamla Support Workers

Bi-lingual Haamla Maternity Support Workers provide advocacy support and information for women about their maternity care choices. This is done at home, at Children's Centres and in the hospital setting. They support women around their social, religious and cultural needs' and offer bereavement support.

Haamla Antenatal Groups

These antenatal classes are for women only. Interpreters are provided for women who need language support. Information about pregnancy, birth and caring for your baby is provided and shared in a relaxed setting. 

Weekly sessions are held every: 

Wednesday 10.30-12.30pm at Harehills Children's Centre, Cowper Terrace, LS9 7AB 

Thursday 10.30-11.30am at Hamara Healthy Living Centre, Tempest Road LS11 6RD 

Monthly sessions are held at both St James's Hospital and Leeds General Infirmary. 

Call the Haamla Office on 0113 2065477 for more information or to request an interpreter

Haamla Volunteer Doula Service

Haamla Volunteer Doulas offer one to one practical and emotional support during pregnancy, can be with you to support you at the birth of your baby and for up to 6 weeks after your baby is born. 

What is a Doula?  By Linda Hall -  Haamla Volunteer Doula  
What is a Doula? What does a Doula do?
A Doula is a woman there for a woman, when only a woman will do.
 She’s not there to replace the medical team,
But to hold her hand if she wants to cry or scream.
 She’s not there to replace her birth partner, her mum, her friend or her baby’s dad,
A Doula helps the mum, through labour good or bad.
 Delivery rooms can be a scary place,
But a Doula is a friendly face.
 When the baby’s here, and all the hard work is done,
It is the privilege of a Doula to share in someone becoming a mum.
 I hope I was a good Doula,
I hope I did what a Doula does.
So on I go to support more ladies,
And welcome to this world lots more babies.
  

For more information, speak to your Midwife or call the Haamla Co-Ordinator on 0113 2065477 

If you would like to consider training with us to become a Haamla Volunteer Doula contact the Haamla Co-Ordinator on 0113 2065477 or visit [image: image3.png]


 www.goodwindoulas.org and click Leeds Haamla Service Replication
Haamla Midwifery Team

The Haamla Midwifery Team provide enhanced antenatal and postnatal care to women seeking asylum and some other vulnerable women from minority ethnic groups. Care is provided at a location of the woman's choice and continuity of care is ensured to this transient group of women. 

The team provides teaching to Midwives, students and volunteers; contributes to the Haamla Groups; and facilitates the planning of care of women who have been circumcised. 

To contact the Haamla Midwifery Team call 0113 2066392
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Appendix 3

Workshop Attendance list

Participants

Sarah Bennett, Specialist Midwife, BME Women, Leeds

Julie Dean, Teenage Pregnancy Midwife, Kirklees
Michaela Little, Teenage Pregnancy Midwife, Pinderfields

Caroline Weldon, Drug Liaison Midwife, Pinderfields

Emma Dooks, Midwife, Airedale

Susan Jackson, Midwife, York
Nicky Wasawo, Midwife, York

Cathy Mullen, Midwife, Pinderfields

Rose McCarthy, Refugee Council (staff), Leeds

Ruth Musika, Refugee Council (volunteer), Leeds

Zuzanne Lekane, Refugee Council (volunteer), Leeds

Senzeni Kalulu, Refugee Council (volunteer), Leeds

Y&H HIEC MIHC Theme Staff: Cath Burke, Margaret Jackson, Felicia McCormick, Julie Watson, Clare Offer, Pauline Holloway, Mary Renfrew 
Facilitator: Gill Herbert

Appendix 4

Communication sheet (follows on next page)

This 1 page sheet was drafted by the Y&H HIEC MIHC team as a result of discussions at the workshop. The intention is for every woman to have one at the front of their notes (not just those identified as ‘high risk’/ have concerns – therefore it does not replace the ‘pink sheet’ which is already in practice). This is planned for future discussion at the regional maternity forum in 2013.

Maternity Services

Communication Sheet
Please read this sheet when the mother is admitted to the maternity unit, print a copy and secure in the mother’s hospital records.

	Name:

Also known as:

Address:

Postcode:
Contact number/s:

Date of Birth:

Hospital No.:
NHS No.:
E.D.D.:

	Partner’s Name:

Address:

Postcode:
Contact number/s:


	Professionals Involved

Complete as appropriate
	Name
	Telephone contact numbers/s

	Community Midwife

GP

Consultant Obstetrician

Health Visitor

Social Worker

Interpreter

Other


	
	


Reason for completion of communication sheet

CAF completed?



Yes / No

Safeguarding plan in place?

Yes / No

Antenatal Complications?


Yes / No

If there are antenatal complications, please outline them briefly in the box below: 
	


This information sheet is to be updated by those involved in the mother’s care as appropriate, and made available to them electronically.
On every occasion when details are added to this information sheet they must be discussed with the mother and signed.

Mother’s signature:




Date:

Midwife’s signature:




Date:


Maternity Services

Communication Sheet – continuation (insert page number:              )

	


This information sheet is to be updated by those involved in the mother’s care as appropriate, and made available to them electronically.
On every occasion when details are added to this information sheet they must be discussed with the mother and signed.

Mother’s signature:




Date:

Midwife’s signature:




Date:


If you would like to find out more about all the work of the Yorkshire and Humber Health Innovation and Education Cluster (Y&HHIEC), visit the Y&H HIEC website: http://yhhiec.org.uk/
If you are specifically interested in the Maternal and Infant Health and Care theme (MIHC) elements, then access this direct link:

Website link: http://yhhiec.org.uk/themes/maternal-infant-health-care/
Thank you from the Y&HHIEC MIHC Team.
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