Bristol Health Services Plan

Maternity and Newborn Review Health Inequalities Sub-Group

Examples of good practice from the UK, 2007
1) Maternity support workers 

· In Children’s Centres in South Bristol
There are currently 6 Children’s Centres in areas of socio-economic deprivation in the South and Central areas of Bristol served by UBHT*. Each has a named maternity support worker attached who works between 0.4 and 1 WTE. The maternity support worker is line-managed by a named community midwife who is based in the nearest health centre or clinic. 

The service the maternity support workers provide has developed out of the Sure Start midwifery programme which ran in Hartcliffe, Highridge and Withywood between 2000–2007. Hence their work is focussed on addressing health inequalities. An example of one of the Service Level Agreements between UBHT and the individual Children’s Centres is attached as Appendix A; this outlines the way in which their work targets vulnerable pregnant women.

Based on the current levels of activity, one whole time equivalent maternity support workers post can achieve the following in an area with 300 births per year:

1. Provide enhanced care during pregnancy to the most vulnerable members of the community – e.g. teenagers, non-English speaking women, women with learning difficulties, depressed women (up to 40 per year).

2. Offer health education to all the pregnant women, particularly support to stop smoking, diet advice and breastfeeding promotion (up to 300 per year).

3. Run an outreach postnatal contraceptive service for all teenagers and other vulnerable/high need women (up to 100 per year).

4. Support the community midwives by taking on some of their simpler tasks, both clinical and clerical.

The maternity support workers increase the capacity of the community midwifery service in a very cost effective way. This is of inestimable value given the recruitment and retention crisis in midwifery and the financial constraints facing the local health trusts. The maternity support workers also widen the range of services offered with a more socially inclusive, public health focussed approach and provide a crucial link between the NHS and Children’s Centres. The birth of a baby is a critical juncture in a family’s life and it is particularly those who are most vulnerable who will benefit from maternity care which is community-based and designed to meet the social, economic and emotional needs of the local families. 

As there is not yet a suitable training course available for the maternity support workers to pursue an NVQ qualification, the maternity support workers in UBHT are currently paid on band A. Negotiations are in progress with the University of the West of England for a course to be set up, after qualifying from which the maternity support workers would be paid at an appropriately higher band.

Contact:
Jilly Rosser, formerly Sure Start midwife, Hartcliffe Highridge and Withywood jilly.rosser@phonecoop.coop

0117 924 5611

*Hartcliffe CC, Four Acres CC (Highridge and Withywood), Footprints CC (Knowle West), Bannerman Road CC (Easton), St Anne’s Park CC, Redcliffe CC.

· Maternity care support workers in North Bristol

Maternity care support workers are also employed by NBT in areas of deprivation across the north of the City and in South Gloucestershire. They work closely with local community midwives and others in the primary care team to provide enhance maternity care to vulnerable women and disadvantaged families, as well as enhanced support for all breastfeeding mothers. Maternity care support workers will be able to access the UWE course when it is established


2) Continuity of midwifery care in disadvantaged areas
Within NBT a team midwifery model of care has been established in Patchway, one of South Gloucestershire’s highest areas of deprivation. This model of care ensures that women are cared for by a small team of midwives in the antenatal period, one of whom will attend the birth, and also provide postnatal care. Midwives with this area are highly experienced and offer specialist care to women who live in a refuge (from domestic violence), travelling families, teenagers, and other vulnerable client groups. They are supported in their work by specialist midwives, including a teenage pregnancy midwife, a smoking cessation midwife, an infant feeding advisor, a substance misuse midwife and a consultant midwife.

In Southampton, the Weston Shore Midwifery Group Practice works in partnership with Sure Start in an area of high social deprivation. There is an article describing their work in MIDIRS Midwifery Digest (March 2002) 12: Supplement 1 and a paper copy is available from Elizabeth Williams on 0117 9002480. 

Relevant quotes from the article include: 

‘The Sure Start team… are a very important resource providing links with the other health agencies, voluntary groups and outside agencies. Having a practice base in the heart of the community provides women with accessibility to health care that they may not otherwise have had. It also supports policy initiatives which seek to reduce inequalities in health outcome by targeting care to women who traditionally are excluded.’  p S39

‘Sure Start Weston has recognised the importance of the midwifery contribution to promoting health. Indeed, several of the Sure Start targets are health related and can be identified as part of the midwife’s role e.g. breastfeeding, smoking cessation, and targeting postnatal depression.’
p S40

‘As the population within the Sure Start catchment area has been designated a high risk group, it was expected that the clinical outcomes would be demonstrated (sic) by high levels of both infant and maternal morbidity. This has not been the case and in fact the opposite has been shown, with a high level of physiological birth and intervention and caesarean rates.’

p S40

Southampton NHS Trust is planning to start up a second midwifery group practice in another area of deprivation in the near future.

The Department of Health publication Review of the Health Inequalities Infant Mortality PSA Target (pub 5.2.2007) outlines two more continuity of midwifery care schemes in deprived areas:

Holloway

‘The One to One Midwifery with Sure Start Holloway seeks to provide continuity of midwifery care in order to improve health and social outcomes for mothers and babies within the Holloway Sure Start patch.

This service was provided by a team of 6 dedicated midwives… One to one midwifery services improves birth outcomes, reduce the need for costly analgesia, improve breastfeeding rates, increase homebirths and reduce maternal and neonatal morbidity.

There was a dramatic fall in the DNA rate from 20% to nil, as midwives were offering care to women at home. Comparing 1003 and 2004 showed that breastfeeding rates at 28 days were 4% higher, homebirths were 2% higher and epidural rates were 19% lower form first time mothers and 5% lower for non first time mothers among a total of 343 women. A qualitative evaluation of the service also indicated high levels of satisfaction from the women who received one-to-one care.

This model of care will work anywhere but requires a dedicated and adequate workforce able to work flexibly. Ongoing support and training are vital.’

p 49

Blackburn

A similar approach was adopted in deprived areas of Blackburn, with a high proportion of the women from mainly South Asian groups. Almost two-thirds of the women have risk factors, which require consultant-led care. 

…the team of six midwives each have individual caseloads of 30-36 women a year. Women who have had previous traumatic birth and those suffering from moderate depressive illness are referred to the team, who aim to maximise the potential for normal delivery and improve health outcomes for mother and baby.

Early outcomes are encouraging, with the normal birth rate higher than the England average and the caesarean section rate lower than the national average. The group’s smoking cessation programme has also been successful, and more than 50% of pregnant women either reduced or stopped completely.’

p 49

Contacts: Diane Henty (Southampton)
07733225432



Linda McGurrin (Holloway)

020 7288 5744



Anita Fleming (Blackburn)

07967 576536

HMP Eastwood Park

Care for pregnant and postnatal women who are at Her Majesties Prison (HMP) Eastwood Park is provided by a small group of North Bristol Trust (NBT) community midwives. All women who give birth while in prison are transferred to Southmead Hospital. NBT midwives have worked closely with prison health care staff and prison officers to establish care that meets national standards and guidelines and local needs, both in terms of health and wellbeing and security. A primary aim is to ensure consistency of high standards, and continuity of care across the prison and health care interface. The delivery of care is challenging in a secure environment, not least because many of the women have multiple health and social problems to deal with on top of their imprisonment. NBT midwives work in close collaboration with multiple agencies involved in the provision of care to prisoners e.g. social services, the probation service, drugs liaison services to ensure women and their babies receive the best possible care during their stay. These midwives were instrumental in the setting up of a mother and baby unit at HMP Eastwood Park which takes referrals from the whole of the South of England. A midwife from NBT has also been part of the UWE research team who explored primary care nursing in prisons and developed a national ‘best practice’ guide.

3) Drug liaison midwives
There are three Drug Liaison Midwives working in Bristol and Weston super Mare:   

3.1There is one whole time equivalent post based at St Michael’s Maternity Hospital. This is a permanent post within UBHT, and it has received funding from the Drug Action Team since 2001. There are regular reviews with the Drug Action Team to monitor the work to ensure the funding continues.  The post holder works very closely with Bristol Drugs Project (voluntary sector) and the Bristol Specialist Drugs and Alcohol Service (Avon and Wiltshire Partnership Trust).  Workers from both these organisations attend the ante natal clinic every week.  Appendix B gives more details about this post.

3.2 There is also a drug liaison midwife based at Southmead Hospital, who offers the same service as St Michaels and Weston, in liaison with Bristol Drugs Project (voluntary sector) and the Bristol Specialist Drugs and Alcohol Service (Avon and Wiltshire Partnership Trust).  As well as a specialist antenatal clinic each week, an antenatal and postnatal group is held in a local children’s centre on a weekly basis. This service, known as the CAMEO group commenced in September 2005 as a direct result of service user feedback that they did not want to access mainstream antenatal and postnatal support system. Evaluation of the service is very positive.

3.3 Weston Area Trust employs a Drug Liaison Midwife for 2 days per week.  Unlike the post in UBHT, this post receives no funding from the Drug and Alcohol team.  It is a joint service between Midwifery and the Drugs Support service at 47 The Boulevard, Weston super Mare.  This joint service has been in place for 4 years.  The following describes how the Weston post operates:-

· One of the issues is that women who use drugs or are coming off drugs do not want to go to general antenatal classes, they do not feel comfortable.  They get weekly appointments at The Boulevard, so they are well informed but they do not get the group support.   There are some risks attached to getting groups together of women using or just off drugs as it may result in those not using drugs to start using again.  There are the same issues for postnatal support offered in a group situation as antenatal.

· The Drug Liaison Midwife in Weston also provides antenatal support to pregnant women in the numerous rehabilitation units in North Somerset, to ensure nobody slips through the net.

· A large part of the Midwives role is liaison with social services.  She works hard to ensure the mother has good housing in which to bring up the child, once it is born.  She is often in the role of advocate on the pregnant women’s behalf.  She also helps mothers get the benefits they are entitled to, so they have enough money to bring up a baby.

· The Drug Liaison Midwife offers support to women who choose to have a termination and the Drug Support worker will offer to accompany them.

· The needs of the people they are working with are very diverse.  Mental health problems are common, and there are issues relating to drug using partners.  There is lots of cross over with mental health services.

· The Midwife completes detailed paperwork, during the 3rd trimester, which goes to the Drug Liaison Midwife at St Micheal’s, the Ashcombe Unit, the GP, Health Visitor and Delivery Suite on a weekly basis so they have the most up to date information if the baby is delivered early.  This include current drug screening data.  This means the delivery unit have the most recent data so they are in a position to keep the mother and baby safe.

· All women get at least one home visit to check the home circumstances and make sure they are suitable for a new born baby to return to.  They make sure the mother is well prepared and ready for the baby to arrive.

· If we get services wrong for women who are having a baby and on drugs then things have the potential to go very wrong for both the mother and the baby.  The investment in a high level of support at this stage, will pay off at a later stage.

· Pregnancy is a good opportunity to help women who want to come off drugs.  They may be more motivated and with all the support, they maybe able to become clean and be able to bring up their child.  The support at this stage can have long lasting benefits for the women, child and society.

4)
Enhanced postnatal care in a birth centre for very vulnerable women

For several years, Dover Birth Centre offered a unique service for women who were judged to be a high risk of having parenting problems with their new baby e.g. women who had already had children removed into care, women with learning difficulties. These women could either have delivered their babies at Dover Birth Centre, or have transferred there for postnatal care following delivery in the consultant unit. At Dover Birth Centre all the rooms have double beds and partners often stay with their partners postnatally, so when a partner was involved he too could receive the service. 

These very vulnerable women were able to stay at Dover Birth Centre up to 28 following delivery. During this time the staff (including maternity support workers) could help and supervise their care of the baby and help them develop the confidence and knowledge needed. Other relevant agencies (often social services) were involved from this early stage and any relevant support services could be set up prior to discharge. When the concerns about the mother’s capacity to care for her baby remained high, child protection proceedings could begin early, before any harm befell the baby.

The service was discontinued several years ago because as Dover Birth Centre became more established and well known locally it achieved a very high occupancy rate and needed all five of its rooms for delivery and postnatal care. The perception of the midwives and maternity support workers who worked with the service was that it was highly valuable and valued.

Contact:  Dover Birth Centre 
01303 275908

5)
Universal screening for domestic abuse in pregnancy
The maternity services of both NBT and UBHT have a policy of universal screening for domestic abuse in pregnancy which has been in place for several years. North Bristol Trust (NBT) has led the development of domestic abuse training both locally and nationally. Known as the Bristol Pregnancy and Domestic Violence Programme, NBT’s work has been evaluated by Department of Health funded research study, (Salmon, Baird, Murphy and Price 2004), and subsequently adopted as the national model for training. Disclosure rates were found to be increased six fold by routine enquiry following attendance on the Bristol Pregnancy and Domestic Violence Programme. A follow up study is planned to evaluate the ongoing practice of routine enquiry and the effect on women. NBT and University of the West of England also act as advisors to the Department of Health and the Royal College of Midwives on matters related to domestic abuse. A web site is available to support professional practice (accessible from the NBT site). The UBHT Policy and Guidelines are 25 pages long – the Care Pathway is reproduced as Appendix C.

While these guidelines are widely regarded as appropriate and necessary, and offer the most effective way of identifying women involved in an abusive relationship, their implementation has never been audited and there is no funding for either training or updating Trust staff. There is a risk that this rather difficult area of midwifery practice could be implemented in a patchy or inconsistent way.

Contact: 
Sally Price 0117 959 5301
Consultant midwife, NBT

6)
Increasing the normal birth among disadvantaged women: the Bronx Maternity Centre

Although based in the USA, this video clip gives an insight into how a birth centre, when it operates in and caters for an area of high socio-economic deprivation, can change the culture of birth. The Bronx Maternity is a long established facility that achieves exceptionally good outcomes, both in terms of low maternal and neonatal mortality and morbidity and high levels of normal birth.

video clip:  Born in the USA Parts I and II

http://www.blackhillsportal.com/dbs/womankind/dyncat.cfm?catid=443
7)     A milk bank in Birmingham

Notes from a discussion with Milk Bank Manager Heather Barrow at Birmingham Women’s Hospital at Metchley Park Road, Birmingham, B15 2TJ, Tel: 0120 472 1377.

There are a number of milk banks in the UK and they all work differently.  The one in Birmingham operates full time and it makes up other feeds as well.  They run Monday to Friday and employ 3 staff

They recruit donors locally and have lots of freezers and 2 pasteurises.  They have tried to encourage the Mum’s to bring in the milk by having a coffee morning but most expect the milk bank to collect the milk.  They have a milk bank car for this purpose. Some milk banks such as Liverpool have volunteer drivers to collect the milk.  They can keep the milk for 3 months in the freezer and if they pasteurise the milk it can last up to 6 months.

They screen the mothers and ask for information about their lifestyles using a questionnaire, which is similar to the one used by the Blood Transfusion service.  A Microbiologist screens the milk.  They use screening guidelines from the UK Association of Milk banks.  Doctors were involved in writing these guidelines.

Their main issue is trying to recruit new donors, this is a constant problem, as they always need new people to start donating to replace the women who stop breast feeding.  Women stop donating milk when their child is six months old, as the milk is mostly used for premature babies, as it is not suitable as their baby gets older.

At Birmingham, they have breast milk for all their tiny babies, so they do not use any formulae milk on babies less than a kilo.  This means they tolerate the feeds much quicker and have less cases of NEC.  

If they have spare milk, they sell it to other hospitals, which brings in some money.  They charge £100 per litre, but this doesn’t cover their costs, due to the costs involved in recruiting donors, screening etc.

It is an expensive service to run, with no government funding.  Although if you worked out the costs of NEC’s and the impact on intensive care, it may be a good use of funds.  In Birmingham, the NHS Trust funds the service, in some areas they also fund raise to support their milk banks.  Heather suggested it would be better for the Government to fund a national milk bank, similar to the National Blood transfusion service.

Local mothers and voluntary groups are working in collaboration with the Infant Feeding advisor at North Bristol Trust (NBT) to try and develop a local milk bank. For more information please contact Rachel Hillan, 0117 9595301 or Rachel.hillan@nbt.nhs.uk

Other useful milk bank contacts:

· Gillian Weaver, Queen Charlottes Hospital, 0208 3833559, email, gweaver@hhnt.nhs.uk
· Linda Coulter, Countess of Chester, 01244365046

· Annie Atkins, Wirrall, Liverpool, 0151 6785111 ext 5000

8) Translating and interpreting

8.1 St Michael’s Maternity Hospital have an agreement with Bristol PCT, which provides a Health Links interpreting and advocacy services at St Michaels Maternity Hospital and to Primary Care providers such as GPs, Midwives and Health Visitors.  

Health Links was established in 1984 purely for Asian women using maternity services.  At that time, it also offered pregnant women a home tuition service, to help them learn English.  Since then the services has expanded and now interpretation is provided in the following languages:

Urdu


Turkish



Russian

Punjabi


Gujarati



French

Bengali


Somali



Amharic

Sylheti


Arabic




Tigrinya

Hindi


Kosovan



Portuguese

Albanian


German



Mandarin

Kurdish


Polish




Swahili

Finish


Swedish

Cantonese is provided across the former Avon area.

There are 12 core members of staff and approximately 26 members of staff doing sessions when needed.  Regular sessions are held at the same time every week at the following locations:

Charlotte Keel Health Centre

Eastville Health Centre

Lawrence Hill Health Centre

Sussex Place, St Paul’s

Montpelier health Centre

St Michael’s Hospital

Community Midwives at other bases must use interpreters from the UBHT bank, Language Line or Bristol City Council.  There is a cost for all of these.

Health Links interpreters are only available between 9am and 5pm on Monday to Friday.  UBHT bank interpreters are sometimes available out of office hours, but more often than not, UBHT Maternity staff have to use Language Line.  Language Line is an international telephone interpreting service, rather than face to face.

8.2 Southmead Hospital has its own register of staff who can act as interpreters.  However, the Maternity Unit usually use the interpretation service run by Bristol City Council for face to face interpretation.  If Bristol City Council can not provide a language, they use a private company, which is more costly.  For telephone interpreting, they also use Language Line.  They use interpreters a great deal, but have no budget for this.  
8.3 At Weston Maternity Unit all midwives who deal with any women and their families requiring translation or interpreting services must use interpreters to ensure all women are able to make informed choices. They use Language Line as UBHT and Southmead, with the same draw backs as mentioned above.

Weston have a small selection of staff, who are able to translate within the Trust and this register is maintained within switchboard.

They have access to a small number of leaflets in different languages.

8.3 Bristol PCT will be conducting a review of interpreting and translation provision within primary care.  The review, to be carried out jointly by commissioning and public health will look at current provision and demand as well as assessing unmet need.  The results of the review will be used to inform future policy and investment in translation and interpreting within primary care.

9. Mental Health

In accordance with NICE guidance (NICE 2007) routine enquiry at booking for mental health has been introduced at North Bristol Trust (NBT). Women identified as being at risk of a recurrence of serious mental illness are referred to a specialist obstetric psychiatric liaison clinic held on a weekly basis at Southmead hospital. All midwives and maternity care assistants at NBT are provided with a mental health training day to support their practice. Training includes input from a psychiatrist, voluntary sector groups, a service user and infant mental health specialist as well as a midwifery specialist practitioner. 

A Birth Afterthoughts service was introduced at NBT in 2003. Some women may be upset, distressed or traumatized by their experience of birth, or simply have unanswered questions. This service offers women who have unresolved issues about their birth an opportunity to discuss the events with a specialist midwife who has access to the birth records. Primarily this is a ‘listening and explaining’ service but where necessary the midwife will make an appropriate referral for specialist mental health assessment and care. A research evaluation of the service was undertaken by the University of the West of England. This study explored women’s experiences of using a Birth Afterthoughts Service, using a grounded theory approach. The findings demonstrate that women value the experience of talking about their birth with a midwife, with listening and explaining perceived as the main pillars supporting their need to talk, clarification of their experience, acknowledgement that they had experienced a ‘hard time’, and reassurance for future births. This staged process enabled them to understand the events that had occurred, obtain a form of cathartic release and closure, enabling them to move forwards. The midwife’s professional knowledge and post birth access to the maternity and medical records was found to be fundamental to women’s understanding of their experience of childbirth. 

NBT are in the pilot phase of offering antenatal group for women with a history of severe or enduring mental illness to support them in making choices and their preparation for birth. The group has psychotheraphy input that also helps women address their mental health needs during their pregnancy and plan for after birth.

10. Specialist Midwifery Practice in Public Health

North Bristol Trust (NBT) (in partnership with University of the West of England (UWE), employ a consultant midwife who’s remit is the public health agenda. This role has four functions, expert clinical practice, consultancy and leadership, education and practice development and research and service development. The focus of the role is on inequalities in health and vulnerable women and their families and this has lead to the development of a strategy for Public Health within the maternity services at NBT. 

A key factor for improving the health of populations is to develop high quality maternity services delivered in a culturally sensitive way, and focused on those with high need, (Department of Health 1998). In terms of tackling health inequalities, the one size fits all approach has not produced equitable health outcomes (DH 2003), yet there is limited evidence about interventions that will improve the health of a particular disadvantaged group, or on the impact that maternity services have on health inequalities (Stringer 2007). The annual reports from the Directors of Public Health across the Trusts area all identify key issues for tackling inequalities in health. These issues have been prioritized within the NBT maternity services public health agenda.

Current strands of work for the consultant midwife included leading the development of midwifery involvement in children’s centres, improving access to maternity services, developing the Bristol Perinatal Mental Health Strategy, implementing the midwifery/public health research agenda, and leading on equalities and diversity (including equality impact assessments) within Women’s and Children’s Health at 

NBT. 

Contact: 
Sally Price 0117 959 5301
Consultant midwife, NBT

Appendix A



Local agreement between UBHT community midwifery services and 

Hartcliffe and Four Acres Children’s Centres.

March 2007

	
	Service Specification

	1
	To designate a named midwife from among the community midwives working within the Children’s Centre Locality. This midwife will undertake the day-to-day management of the Maternity Support Worker (MSW) and, together with the MSW, will provide the main link between the Children’s Centre (CC) and the midwifery services. In Hartcliffe, the named midwife is Liz Misselbrook and in Four Acres it is Mary Bartlett.

	2
	To provide the option for all women to access a midwife as the first point of contact in their pregnancy. 

	3
	To continue to provide accessible, supportive and high quality midwifery care within the Children’s Centre Locality. This includes initiating contact early in the pregnancy and maintaining contact throughout pregnancy and up to 28 days after birth. It also includes vigorous follow-up of non-attendees and readiness to provide antenatal care in alternative settings e.g. the woman’s own home.

	4
	To provide a Maternity Support Worker (MSW)  (0.8 WTE) who will be based at the Children’s Centres. This will be Rhona Harris and she will work from both CCs and in both health centres (Hartcliffe and Amelia Nutt) and her hours will be included on the community midwives’ off-duty. The MSW will work alongside the Amelia Nutt midwives at Grange Rd clinic on Wednesday mornings to provide women with health education and signposting and at the Hartcliffe HC antenatal clinics on Tuesday and Thursday afternoons.

	5
	The MSW will provide clerical assistance to the community midwives. She will go to Hartcliffe Health Centre at 9am on Monday mornings to meet up with the midwives from both centres and will go again at 9am on Tuesday morning to help with clerical duties. She will go to Amelia Nutt clinic at 9am on Thursdays, also for the purpose of clerical support.

	6
	To provide an enhanced service to women and their families from disadvantaged groups and communities. This will include teenagers, women with severe learning difficulties, women with depression, women living with domestic violence and women who are isolated and/or unsupported. The community midwives will refer women who they judge would benefit from enhanced care to the MSW after the woman books for care. A major component of enhanced care is to signpost the women to relevant services, agencies and resources, particularly those available through the CC.

	7
	To signpost/refer any pregnant and newly delivered women to relevant services according to need (e.g. mental health services, social services, benefits advice). 

To provide a supportive environment and the opportunity to disclose domestic violence, and to provide information about services available to pregnant women as part of the local inter-agency strategy



	8
	To provide antenatal parenting education, preparation and encouragement for normal childbirth to enable women and their partners to make informed choices about place of birth and to prepare for the role of parenthood. This may be provided within the Children’s Centre or one of their satellite buildings. Efforts will be made to adapt the classes so that they are attractive and relevant to all local mothers.

	9
	To promote and support breastfeeding in the locality. This includes providing information individually during pregnancy and supporting breastfeeding postnatally. The CCs will continue to provide a room and crèche for the Babes breastfeeding support group to meet weekly. The community midwives and MSWs will refer women to the group. The PCT will fund a breastfeeding counsellor who will be based at Hartcliffe HC or Fulford Family Centre. She will facilitate the groups, offer breastfeeding support and information, take the referrals and run the Babes peer supporter training.

UBHT and the CC will take joint responsibility for ensuring that the CC staff are trained in breastfeeding.

	10
	To continue to offer support-to-stop for women and their partners who smoke. This includes a home visit from the specialist midwife and telephone follow-up. The CC will ensure that their staff undertake the Brief Interventions training in smoking cessation.

	11
	To continue to provide all pregnant women with information on diet, exercise and sexual health.

	12
	The MSW will run the outreach contraception programme established by the Sure Start midwifery team. Concentrating on teenagers and other vulnerable women, she will take referrals from the community midwives and health visitors as well as generating her own referrals. 

	13
	At Hartcliffe CC, Liz Misselbrook will be a member of the governors and will attend meetings 3 times per year. The MSW will attend weekly staff meeting on Friday lunchtimes. At Four Acres CC Mary Bartlett will be a member of the management committee. The MSW will attend the Four Acres CC staff meetings on the first Monday of every month from 1.30-3 pm and in-service days as appropriate.

	12
	The community midwifery manager will supervise the named midwives, ensure that they are prepared for their role, support them in their work and monitor their performance. The MSW will keep individual records of the enhanced care she gives and these records will be kept with the link midwife. She will also complete the standard monthly contact forms for the CC


Appendix B

Extract from ‘The Bristol Maternity Drug Service Report’
1
AIMS
1.1
To create an environment where women with problematic drug-use will have knowledge of and confidence in a team who can manage them sympathetically in pregnancy and help minimise harm to the mother and baby.

1.2
Develop and establish a common team approach to co-ordinate and standardise the care and management of the mothers and babies throughout pregnancy and afterwards at St Michael’s Hospital and Southmead Hospital.

1.3
To create women-centred care by involving women as early as possible, and discuss with them their care through a planned, co-operative and non-judgemental approach.

1.4
Develop knowledge and expertise in the area of pregnancy and drug-use and act as a resource for other local professionals.

1.5
To offer support, information and advice to women's partners and families where this is appropriate and to the benefit of the mother and baby.

1.6
The Maternity Drug Service receives funding from Drug Strategy Team.  Bristol Specialist Drug Service will hold the contract for the service and will take a clinical lead regarding drug treatment.

1.7
Information will be available outlining the service and how it can be used for GP's, drugs services, other relevant professionals and potential clients/patients.  In particular it is hoped to keep community midwives in touch with the service.

1.8
The obstetric and paediatric responsibility rests with St. Michael's Hospital and Southmead Hospital.

2
CLIENT GROUP
2.1
For women whose pregnancy is being or could be managed at St Michael's Hospital or Southmead Hospital and whose use of drugs/alcohol affect the management of their pregnancy in some way.  We also offer a service for women who perceive they have a problem with drugs and/or request information/advice around potential harm caused by their present or past use. 

2.2
Numbers envisaged: up to approximately 100- 150 a year with up to 5 to 10 attending weekly clinics.  It is likely that Southmead will see approximately one half –three quarters of the total amount of women.

3
REFERRALS

3.1
Initial referrals are likely to be made by midwives and General Practitioners, as well as Obstetricians, Drugs Agencies, or as self-referrals.

3.2
Where possible a written referral should be submitted so that it can be discussed at the weekly antenatal clinic meetings.

3.3
If a woman attends the clinic without a referral, every effort will be make to see her, although where possible an appointment should be made.

3.4
All new BSDS referrals are discussed at the fortnightly clinical meeting.

3.5
Women will be referred to the clinic from Weston Hospital by 34 weeks gestation.  Intrapartum care and early postnatal care for these women will be co-ordinated at St Michael’s hospital.

3.6
Women referred from Eastwood Park Prison will be booked for Southmead Hospital and will be seen for Antenatal care at Eastwood park Prison, and Southmead Hospital. Intrapartum and postnatal care at Southmead Hospital 

4.
VENUE AND TIME OF BRISTOL MATERNITY DRUG CLINICS
4.1 Venue –

            
St Michael's Hospital,  ante-natal clinic (level E)



Southmead Hospital,  ante-natal clinic

4.2 Times – 

 
St Michael’s Hospital - Tuesday Morning, 10am until 1pm- 

Southmead Hospital - Thursday afternoon, 2pm until 5.00pm 

4.3
Some flexibility will be needed for the women who fail to keep the above appointments.  To this end a good line of communication should be maintained between the drug services, the antenatal clinics and community midwives.

5.
MEETINGS
5.1
A meeting will be held prior to the antenatal clinic starting, usually at 9.30am at St Michael’s and 1.30pm at Southmead Hospital.  Core team members should be present whenever possible, and outside workers may be invited when they are involved with the pregnant woman.  This is a meeting to discuss individual women who are expected to attend that day and those on the maternity wards.  

5.2 BSDS will hold clinical meetings fortnightly to discuss women involved with the maternity service and postnatal women managed by BSDS. A doctor will be present so that treatment/prescribing decisions can be made.  Other members of the Maternity Drug Team are welcome to attend if they wish.  These meetings will take place at BSDS Stokes Croft on Tuesday afternoons. 

5.3 The Maternity Team will meet every fortnight on a Tuesday afternoon.  The venue will be shared between each service involved.  The meeting will be chaired by the BSDS Maternity Team Leader or their deputy.

· The purpose of the meeting is to co-ordinate the whole service and provide a forum to communicate any issues that may arise.  

· It is important that any proposed changes or new ideas and developments within the service are discussed and agreed upon at this meeting, in order to provide clinical governance, ensuring a safe and effective service for our clients.   

· It gives all team members the opportunity to discuss and influence any new protocols and/or policies or any amendments to existing documents.  It is also a way of staff keeping themselves informed of any changes or decisions. 

· The audit/outcome forms should be brought to this meeting so that all staff can contribute information they may have to ensure each form is fully completed.  

· There will be a ‘clinical’ slot to give the opportunity for anyone in the team to discuss casework, that may be raising particular difficulties or concerns.  Also important information about a case can be shared at this meeting.

· This meeting should be prioritised and all staff are expected to attend (or be represented) except hospital medical staff (obstetricians/paediatricians) although they are welcome, along with other hospital or community staff who are involved with the service. 

· It is the responsibility of all team members to keep themselves informed of any developments.

5.4 The ‘managers’ of the various staff/agencies involved will meet on a regular basis (approximately monthly) in order to address any issues that may arise.  If any member of staff has an issue or concern that they feel they are unable to deal with themselves, it may be dealt with by their manager at these meetings.  It is an opportunity for each agency to feedback what is happening in their area.

5.5 Meetings with the Drug Strategy Team may also take place six monthly to discuss developments and audit outcomes. 

6.
MATERNITY DRUG CLINIC PROTOCOL
6.1
Referrals discussed at the weekly antenatal clinic meeting.

6.2
Obstetric booking - aim to book women prior to 15 weeks.  A full medical, social and drug history to be taken.  The usual antenatal blood screening will be offered.

All women will also be offered hepatitis B and C and HIV testing.  Counselling will be given to those wishing to have the test/s.  All babies born to known drug using women will be immunised against Hep B following consent.   Women who are Hep C, PCR positive will be referred to the gastroenterologist and their babies will be followed up and tested for hep C at various intervals during their first year.


Women will be offered Hepatitis B vaccination during their pregnancy.  

6.3
Where contact has not already been made the woman will be introduced to a drug worker.  Where drug treatment is necessary, this should be a member of the Bristol Specialist Drug Service.  If appropriate for BSDS treatment, an assessment will be made and a care plan decided on in consultation with the patient.  If the patient has a GP who is prescribing or willing to prescribe, then the BDP or BSDS workers can offer advice and support to both client and GP.

6.4
If appropriate, the patient will meet with a social worker from the team, particularly if there are child-care concerns and if the patient does not already have contact with social services.  Where there are child protection concerns, it is important that social services are kept informed at all stages and that this is handled sensitively to make the service acceptable to drug-using women.

6.5
We will aim for Neonatologist contact in the last trimester of pregnancy to discuss any issues related to their baby’s health.

7
DOCUMENTATION

8.1 Documentation on the plan of care for all mothers and babies should be, whenever possible, held together so that communication is as efficient as possible.

8.2 Members of the Maternity team, who see a client when she attends clinic should document this contact clearly in the relevant notes.

8
KEYWORKING
9.1
Some of the women will have an identified key-worker whose responsibility it will be to maintain a close working relationship with the woman.  The key-worker should be one of the drug workers.  Women who are only seen for advice and support may not be allocated a keyworker. 

9.2
Where the key-worker is not a member of the Maternity Drug Team then a link worker should be nominated from the team to ensure good communication with the team.

9.3
Existing patients of the Bristol Specialist Drug Service who are referred to the Maternity Clinic will be transferred over to the Bristol Specialist Drug Service worker in the Maternity Drug Clinic whenever possible.

Appendix C
Community Midwives Routine Screening for Domestic Abuse

Care Pathway


    YES 
                 NO

                     


                                                                                     NO



                                                     YES

       



                        YES                                                      NO


YES                             

                                               NO


* See page 14 of Domestic Abuse Policy & Guidelines for instructions

Document abuse: (If woman withholds consent for documentation, follow guidance in Domestic Abuse Policy & Guidelines)


Complete Priority Family Notification form and fax to community midwifery manager


Enter ‘Refer to CDS’ on registration screen of computerised notes*


Record factual information in GP notes if available


Do not record any information that may further endanger the woman in her care plan


Record separately on the white card factual information, details of concerns and the midwifery response





Give information and support as per Domestic Abuse Policy & Guidelines





Assess safety of woman using Appendix H of Domestic Abuse Guidelines


Give information and support as per Domestic Abuse Policy & Guidelines


Inform Supervisor of Midwives





Immediate danger?





No further action, but consider the need to screen again later





Abuse disclosed?





Ask the woman about any experience of abuse using the screening questions in  


 Appendix F of Domestic Abuse Policy & Guidelines


Give her standard card with emergency telephone numbers


Record with a tick by ‘Living Situation’ on inside front cover of care plan that subject has been raised





Can opportunity for privacy be created?





At booking visit: Assess whether safe and appropriate to broach subject of domestic abuse





Ensure that opportunity is created before 20 weeks gestation
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