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A short report: late and very late booking for antenatal care

Purpose 

This is a short report on late booking for antenatal care, written for the BHSP Maternity and Newborn Review Inequalities Sub-group.  It notes barriers and drivers for change in local and national reports and describes projects elsewhere in the UK aiming to reduce late bookings.  The conclusions aim to inform local plans to tackle late booking. 

Section 1 - Drivers for change

A. National policy and guideline recommendations

1. NSF for children, young people and maternity services1
Pre birth care

· The option for all women to access a midwife as the first point of contact is widely publicised

· Contact details for midwives are easily accessible to all women in local population

· Each pregnant woman has two visits early in pregnancy with a midwife who can advise her on her options for care on the basis of her in-depth knowledge of local services

2. NICE antenatal care guidelines2. 

NICE recommend that the first appointment needs to be earlier in pregnancy (prior to 12 weeks, ideally within 8-10 weeks) than may have traditionally occurred.

3. The operating framework for the NHS3
The operating framework for the NHS sets out Government expectations of priorities for action by PCTs. One of the four priority areas where PCTs will need to take particular action in 2008/09 is maternity services by

· Improving access as part of the wider Maternity Matters Strategy to deliver safe, high-quality care for all women, their partners and their babies.

· To take preparatory action to improve access to, and choice of maternity services. 

· To increase the percentage of women who have seen a midwife or a maternity healthcare professional for a health and social care assessment of needs, risks and choices by 12 completed weeks of pregnancy.

4. Antenatal screening policya
The national antenatal screening policy recommends that antenatal screening be carried out in early pregnancy to look for abnormalities in the unborn child and to identify maternal health problems.

· 8-10 weeks- Sickle cell & Thalassaemia

· 11-14 weeks-Down’s syndrome

B. Information from national sources

1. Recorded delivery a national survey of women’s experience of maternity care 20064
Sample size 4800 women aged 16 yrs and over who had their baby in a one week period (4-10 March 2006) in England. The response rate was 63%.

The survey found that Primiparous women were more likely to book an appointment late and were more likely to book an appointment with a GP or hospital doctor. Multiparous women were more likely to book an appointment with a midwife .The groups did not show any significant difference in relation to choice of antenatal checks and satisfaction with the maternity care.

Women belonging to BME groups, BME women not born in UK, single women, women belonging to disadvantaged backgrounds were more likely to recognise their pregnancy late, book late and were less satisfied with the quality of care and felt they had not been treated with respect as compared to white women.

2. Confidential enquiry into maternal and child health report top ten recommendations5
Around 20% of the women who died from Direct or Indirect causes either first booked for maternity care after 20 weeks gestation, missed over four routine antenatal visits, did not seek care at all or actively concealed their pregnancies. Some of the women who died were let down because, although the GP referral was timely, they did not receive a first maternity service appointment until they were around twenty weeks gestation. This delay denied them the opportunities that early maternity care provides for mother, baby and family. 

Baseline and auditable standards recommended by CEMACH report

•Number and percentage of women who have had an antenatal care “booking visit” and hand held maternity record completed by 12 completed weeks of gestation.

•Number and percentage of women referred who were sent a date for their first booking appointment by 12 weeks of their pregnancy, or within two weeks of referral for women with gestations greater than 12 weeks.

Baseline measurement by April 2008, review December 2009, by when 80% coverage should be attained.

3. Access to antenatal care: a systematic review, Feb 2007 (Tina Lavender, Soo Downe, Kerry Finnlayson, Denise Walsh) uclan

‘There is a general lack of both quantitative and qualitative research, based in the UK, which addresses the phenomenon of late antenatal attendance or non-attendance.

Although the quantitative findings suggest that perinatal morbidity/mortality may be increased for those women who fail to attend for antenatal care, or attend late, they are limited by the lack of good quality UK papers.

The qualitative review provides some understanding of why some women fail to access antenatal care; pregnancy rejection/acceptance, and personal capacity or incapacity to act being key factors. Continuing access for women in high risk and marginalised groups appears to depend on a strategy of ‘weighing up and balancing out’ of the perceived gains and losses of attendance to them and to their babies. The health belief model may provide a coherent approach to understanding the interrelationships between the elements women appear to utilise in a strategy of weighing up and balancing out whether or not to attend for antenatal care. This review highlights the complexities associated with this area of inquiry, providing support for a multi-layered approach to further investigation. 
More work is required to find out what works in improving access for disadvantaged groups and whether that improved access improves outcomes. Prospective, UK based studies are required to address these issues. A series of case studies of sites where the uptake of antenatal care by disadvantaged and marginalised groups is particularly high or low, may be useful to ascertain which of the elements of care identified by this study are likely to maximise care-seeking behaviour; successful innovations that might be transferable; and strategies for improving care provision in sites where high risk women are less likely to seek care.’
4. Further evidence on late booking

Who is at risk of late booking?

Primiparous women of high obstetric risk are more likely to initiate antenatal care late (after 10 wks) and very late (after 18 wks), young maternal age at booking, smoking during pregnancy and belonging to ethnic minorities are all associated with late bookings6
Other factors that have been found to be associated with late booking are young age of mother (teenage), unmarried, multigravid7, high parity, recent immigrant, unplanned pregnancy, lower educational attainment, no regular income and difficulty in dealing with health services, child care8 and alcohol misuse9
What can be done about it?

Some of the recommendations put forward in the papers were raising awareness about available services6. Women should be treated more sympathetically and in a non-judgmental way. Improving education and employment opportunities for women and by empowering women to effect change7 
5. The eighth report of the House of Commons Health Committee 

This report acknowledged that inequalities exist in access to maternity services for women belonging to BME groups. One of the barriers to access identified was complacency on part of service providers in areas with small ethnic minority population.

C. Information from local sources

1. Health Equity Audit of Maternity Care and Birth Outcomes in BNSSG10
Recently a health equity audit was conducted across BNSSG, with a sample size of 28,909 women who had delivered a singleton baby whilst registered with a GP. Approximately 30-40 % women booked late (after 12 weeks), for an antenatal care visit across the three PCTs and 4-7% women booked very late (after 20 weeks). Women belonging to BME groups, especially those born outside UK were more likely to book late and very late for an antenatal care visit. Similarly women belonging to a more disadvantaged background were likely to book late and very late for an antenatal visit

2. Report on public engagement exercise for maternity and newborn services review11
A public engagement exercise for the maternity and newborn services review was carried out from Dec 2006 to March 2007. In total 410 people took part in 5 public meetings and 41 other meetings recorded variously by the care forum and NHS staff. 82 pieces of correspondence were also recorded. 

While praising the excellent care they received, a number of mothers were dissatisfied with clinic administration and appointments systems and the communication between community midwives and the hospitals. They cited long waits beyond appointment times; attending appointments to find that they were not expected; and administrative staff leaving before they could book the next appointment.

There was general agreement that more midwives were needed, women also said they would like:

· To see the midwife more regularly and to have continuity of care

· More flexibility for appointments

· Triage at antenatal clinics to identify those women most at risk during pregnancy 

· Identification of and encouragement or support for those at low risk to consider home births or giving birth at a birthing centre

· Midwife appointments beginning sooner so that they could give advice about early pregnancy

· Longer appointment slots for teenage mothers

· Translation services for women belonging to BME groups

· More involvement for fathers in antenatal care

Section 2 - What interventions/ initiatives might help make a difference?

A. Implemention plan for reducing health inequalities in infant mortality: a good practice guide12 

Promoting early antenatal booking among disadvantaged groups, examples of good practice

1. Identifying barriers to early booking in Wolverhampton12

A research project in Wolverhampton explored the factors influencing the timing of booking appointments with a community midwife. The project confirmed that late bookers tended to be from BME groups, women who are single and unsupported and women who are more socially deprived. The lack of social networks was identified as important and it was suggested that any action needs to build social networks and support, rather than limiting scope to issues of ethnicity.

The report identified a number of possible ways to promote early booking.

These included:

· Direct booking access to a community midwife;

· Use drop-in clinics for greater flexibility of antenatal appointments;

· Review scope for a targeted approach for home booking;

· Increase profile of community midwives in disadvantaged communities 

· Improving communication

2. Pregnancy fast track services in Birmingham12
To encourage earlier booking, a fast track, free pregnancy testing programme was developed within local pharmacies. The pharmacist (with the patient’s consent) refers the information to the multilingual midwifery registration call centre. The call centre then fast tracks a referral to the midwife, who is the first point of referral on confirmation of a pregnancy. The call centre also alerts service users to pregnancy counselling, family planning, pregnancy testing services, safeguarding, smoking cessation and drug and alcohol services. 

3. An action approach to early booking in Lambeth and Southwark12

Low level of early booking is not down to the characteristics of the diverse local population but rather down to capacity issues, reflecting the heavy backlog of antenatal bookings. This prompted a focus on improving access to services in Lambeth & Southwark in a way that emphasised the whole pathway of care, including the culture and behavior of professionals, the physical capacity and professional resources available and the expectations of users. It meant using local professional and user knowledge to develop new approaches or scale up existing approaches,

· Provision of active outreach services through the Sure Start Children’s Centers and other community bases.

· Pregnant women accessing other hospital services are linked proactively to a midwife who will attend, review and provide direct access to maternity care if not already arranged

· Assertive follow-up arrangements for non-attended appointments and working in different ways, such as midwives working in the community with different partners and stakeholders.

	


4. Hackney Team: Reducing infant mortality project14
1. Neighbourhood based maternity services

Provision of maternity services out of the original Sure Start centres and providing women with a named midwife through community based midwife practice.

2 Bilingual maternity support workers

Bilingual maternity support workers role is to improve access to maternity services for hard to reach women, particularly those who do not have English as a first language. They provide additional clinical support to mothers and their infants during pregnancy and after birth, for example breastfeeding support and signposting to child health services. The MSW’s work supplements and complements services already available to women from midwives.
3. The sanctuary outreach midwifery services

The service aims to:

•To improve access to care for refugees and asylum seekers and other vulnerable women.

•To have a named midwife to oversee their care throughout pregnancy and into the postnatal period

•To support the family by signposting to a network of other services.

4.Information in non-hospital settings

The aim of the programme is to provide women with advice through a help line and provide accessible information in order to improve access to services.
5. Peer education project

Aims of the intervention

•To train 10 local black British/African/Caribbean and Turkish/Kurdish women, who are mothers themselves, in Shoreditch and Kings Park.

•Following the training as maternity peer educators, the volunteers fulfill their role as community messengers by having contact with pregnant women across the two areas. The target is 100 pregnant women, including women not previously in touch with services. These peer educators act as a source of information for expectant mothers in the community.
B. Teenage parents who cares? A guide to commissioning and delivering maternity services for young parents13
The paper provides a vision as to what the services for teenage parents should be like.

Access to services can be improved by providing accessible information, direct self referral to a midwife, using a range of communication methods, full use of nationally available publicity material. The development of appropriate and responsive services can be achieved by partnership working, extending community based clinics, extending opening times, integrating services with other teenage service providers and ensuring staff development and training.

 Section 3 - Conclusions

There are gaps in local information and national research, notably on the impact of late booking on health outcomes and the effectiveness of interventions to tackle late booking.  Programmes reported from different parts of the UK are in their early stages and lack evaluation. Most of the documents reviewed talk about late booking and do not differentiate between late and very late booking. Only the CEMACH makes this distinction. The three main areas where there is potential for development are:

· Communication

· Service provision

· Working with partners

1 Communication

· Wider range of languages in letters and key documents to pregnant women. Including maps with letters inviting women to antenatal checks

· Enhanced website for mothers

· Bilingual maternity support workers

· Maternity help line with direct access to a midwife

· Produce teenage accessible information on the role of the maternity services and different professionals, including how to access care and what to expect

· Provision of information focussed especially for teenage parents

· Use a range of communication methods like text messaging, mobile phones and appointment cards

· The option for all women to access a midwife as the first point of contact is widely publicised

· Contact details for midwives are easily accessible to all women in local population

· Translation services for women belonging to BME groups

2 Service provision

· Direct booking access to a community midwife

· Drop in clinics for antenatal check ups

· Choice of home booking

· Provision of maternity services from the Sure Start Centres

· Staff to value women’s time and aim to keep waiting times to the minimum

· Provision of culturally appropriate services

· Training staff on communication, cultural awareness and interpersonal skills

· Training voluntary maternity support workers

· Involving fathers in routine antenatal care

· Sanctuary outreach service aimed at refugee and asylum seeker women

· Peer education

· Provision of services close to where teenagers live

· Extending clinic times to before school and after school

· Audit services as recommended by CEMACH

· To see the midwife more regularly and to have continuity of care

· More flexibility for appointments

· Triage at antenatal clinics to identify those women most at risk during pregnancy 

· Identification of and encouragement or support for those at low risk to consider home births or giving birth at a birthing centre

· Midwife appointments beginning sooner so that they could give advice about early pregnancy

· Pregnant women accessing other hospital services are linked proactively to a midwife who will attend, review and provide direct access to maternity care if not already arranged.

· Each pregnant woman has two visits early in pregnancy with a midwife who can advise her on her options for care on the basis of her in-depth knowledge of local services

3. Working with partners

· Fast track pregnancy testing programme with local pharmacies

· Working with schools to enable teenage girls to take time off to attend for an antenatal check up

· Working with other service providers such as young people’s sexual health clinics

· Integrating maternity services with drug and alcohol teams, Connexions and relevant voluntary organisations.

Section 4 - Recommendations  

· Assess scope for local development using the list of potential actions on communication, service development and partnership working.

· Identify actions/standards that could be implemented soon vs those where more detailed work-up is needed.

· Local proposals for service development should include evaluation plans.

· Monitor progress and results of evaluations of projects elsewhere aiming to reduce late booking.

Dr Faiza Khan

SpR Public Health South Gloucestershire PCT

March 2008
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