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 ‘A HEALTH AND SOCIAL CARE ASSESSMENT’

SUMMARY

The notes which follow summarise work in progress on defining the content of a health and social care assessment, to be undertaken at the 12-week booking appointment.
The need for a pan-London approach, which provides an interim format for the assessment pending more comprehensive advice from NICE, has been discussed at successive stakeholder events, organised by the LDC Maternity Commissioning Improvement Team.

The first half of the notes are an abbreviated version of background papers prepared for these events.

The most recent full discussion of the assessment took place on 15 August with stakeholders from the NE London sector. Their comments and debates are included here, and form the basis of questions and proposals at the end of the notes.

The basic questions are:

· Do we need a jointly produced interim format for London?

· How can we do this without a comprehensive web-based solution?

· Is a four-level paper format, which mimics a web-based format a feasible solution?

· Would we do better to ‘piggy-back’ on existing formats, and adapt them?

Representatives from NICE will be present at the meeting on 20 November.

Copies of a format currently being piloted by colleagues in Birmingham will be available on the day.

DISCUSSION NOTES FOR SEMINAR, 20 NOVEMBER 2003

PART 1

INTRODUCTION
1. During the first Module of this year’s Commissioning Improvement Project, which dealt with the factors supporting or obstructing health economies in their efforts to achieve the ‘12 week’ indicator for booking appointments, it became clear that much more work was needed on the format for the full assessment. It was agreed that this work should be taken forward during the second half of 08/09 in two seminars, backed up by papers produced by the CIP team.

2. This paper takes account of comments received from health economies participating in Module 1 of the CIP seminar programme, further material from colleagues at Birmingham East and North PCT, and detailed discussion of earlier papers at a meeting of stakeholders from the NE London Sector on 15 August.

3. The notes begin, in Part 1,with some background to the issues raised at earlier events. All of this material is well-known, but it may be useful to our discussion to have it all in one place, here. They continue with a summary of the main points raised at the NEL meeting in August. Part 2 includes a series of questions and proposals for further discussion. At the end, some tentative sample pages from a possible format are included.
BACKGROUND

4. Each booking appointment should centre on a ‘health and social care assessment of needs, risks and choices’
. A comprehensive, evidence-based tool is being developed by NICE which will provide clear guidelines for the assessment. This should be available in 2009; and the purpose of this document is not to pre-empt or replace it. But these assessments are taking place now, and it is useful to look at current practice and the sources of guidance which already exist. The information collected in this way will provide the basis for interim advice, as well as – we hope - contribute to the NICE developments.

5. The NICE updated Guideline on Antenatal Care
 (CG62 March 2008) focuses importantly on a ‘woman-centred approach’ to care. This means an emphasis on choice, as well as implying a package of care which is closely tailored to the needs arising from the individual woman’s health, background and lifestyle. The broad content of the booking appointment (ideally ‘by 10 weeks’, but definitely by the end of the 12th. week) is outlined in the Guideline, which is reproduced in full at Annex A. It has been pointed out that some aspects of this now need revision. For example, the summary includes the collection of information relating to how the baby develops during pregnancy. Colleagues have said that this should be done throughout the pregnancy, and not as a ‘one-off’ during an already very crowded appointment.
6. Maternity Matters (DH 2007) underlines the central position which ante-natal care plays in supporting a holistic approach – not just to the health of the mother, or her baby – but to the health of the whole population. And ‘holistic’ implies that the health of the individual will be considered not only in terms of symptoms and medical conditions, but in a preventive context which takes account of that person’s everyday life, and their future well-being.

7. The Quick Reference Guide to CG62 also specifies (in reverse order) the ‘checks and tests’, and ‘specific information’ which should be given at this stage
. Screening choices are also listed here. These lists, taken together with the instruction to, ‘Be alert to any factors, clinical and/or social, that may affect the health of the woman and baby’, give an impression of the kinds of issues to be covered by the assessment, but do not list them in full.

8. A comprehensive list of health needs is found in the NICE guideline Intrapartum Care (CG55 September 2007). The Confidential Enquiry (CEMACH 2007) has also listed the eleven most significant social factors in relation to maternal mortality. These are listed at Annex B. Finally, the four national choice guarantees, set out in Maternity Matters, provide the context for discussing and assessing choice
.

SUMMARY OF POINTS RAISED AT NEL MEETING ON 15 AUGUST
9. Current position
· Length: the numbers of questions which had to be asked meant that it could take up to 1.5 hours to book one woman. Both midwife and woman were suffering from information-overload by the end. Risk of missing something vital in the pile of routine information.

· Complex paperwork: information has to be transferred to a number of places - e.g. hand-held record - in manuscript! Issues of time, legibility, confidentiality.

· Current systems do not accommodate the extent to which risk changes over time.
10. Inputting data
· Information has to be transferred accurately to the computer, which adds to the total time each booking takes. 

· There may not be any computers, or only some with incompatible systems, in the community.

· The future is online, and use of IT must be mandatory; commissioners must build it into SLAs.

11. Interviewing skills
· Communication skills are not part of a midwife’s mandatory training.

· Some of the questions – particularly in relation to social issues, such as domestic violence and child protection - as well as those relating to residency, and mental health are very sensitive. Training is required about eliciting, recording and explaining the need for some of the information, and will only be successful if mandatory.

· Most complaints are about ‘staff attitudes’: this should be tackled through training.

· One key to poor communication is reducing over-long shifts.

· Organisational cultures also have to be confronted.
12. Overlap/pre-population of formats
· Much of the basic medical information is already held by the GP – repeating the collection is wasting everybody’s time, and squeezing out the kind of supportive conversation which women want.
· Other parts of the form could be completed by women in advance of the session with the midwife.

13. Developments being considered/tried at local level -
· health-economy-wide central booking
· use of palm-tops, to facilitate transfer to computer

· a zero tolerance campaign on staff attitudes.
14. A London-wide solution?
· It is clear that a nation-wide, fully IT-based system is needed as soon as possible.

· Meanwhile, pan-London agreement on an interim format would be very useful – particularly in relation to women who book out of borough. Health economies are wasting money on developing a range of different systems

· Its introduction would need pan-London resourcing.

WHAT POTENTIAL ANALOGIES ARE THERE?

15. CAF
· The children’s Common Assessment Framework is an integrated assessment format, linked to the five Every Child Matters outcomes, for use by all professionals working with children and families.

· Guidance for professionals on using the framework suggests that,

‘you may find the CAF helpful if your job involves ongoing or continuous assessment, for example those carried out by midwives and health visitors with expectant and new parents; or in early learning at the foundation stage. This might be the case when your regular assessment suggests the child may have needs that fall outside your agency focus, or where you want to look beyond the presenting issues. You may want to use the pre-assessment checklist as a prompt to help you decide.’

· More generally, the definitions of factors to be considered as part of a child’s family and environmental context may be useful in thinking about a future mother’s ‘social needs’. The relevant section of the CAF form is reproduced at Annex C.

16. Choose and Book
· Many of the techniques introduced to improve communications between primary and acute providers, and the patient are relevant.

· Pre-booking questionnaires could be offered online, to speed up booking process.
PART 2

PROPOSALS FOR DISCUSSION

17. Before the appointment
There is everything to be said for clearing as much basic data-collection as possible out of the way before the appointment. Suggestions include:

· pre-populating the form(s) with existing GP/other NHS information

· inviting the woman to complete personal data in advance online, or on a form posted to her, or in the waiting room

The length of the appointment could be modified by ensuring that only essential questions are asked at the booking appointment. We need to distinguish clearly between administrative and clinical data

18. At the appointment - the multi-media waiting room!
Make the waiting room an attractive and useful part of the booking experience. Use administrative and maternity support staff to provide information and begin the booking process. Provide up-to-date literature. Have a dedicated local maternity website for women to explore. Develop podcasts. Show videos. Offer translation facilities – audio guides to wards in local languages. Introduce the range of services which will be on offer – exercise, parenting classes.

19. A comprehensive web-based strategy

Technology exists which would securely transfer data from hand-held devices to the patient’s NHS record. Each midwife could have a personal logon, and print off a hand-held record for the woman.
AN INTERIM FORMAT

20. Three levels
It was suggested that: a pan-London paper-based format could be developed as an interim measure; it could mimic, as far as possible, an ideal web-based system; and this might involve three or four levels.

· Level 1 would be the ‘top level’, providing the midwife with a conversational opening to a particular topic
· Level 2 provides prompts, enabling the interviewer to go into the topic in greater depth
· Level 3 provides practice guidance: what are the midwife’s next steps in relation to the information s/he has elicited? What are the local resources for solving the problem?
· Level 4 is the evidence base. Annotated references to research and evaluation for the proposed intervention would be listed here, as well as relevant local Public Health data.

TENTATIVE EXAMPLES

21. TOPIC: parenting/ safeguarding children
Level 1: “Are you living with your children at the moment?”
Level 2: Explore –

· If no, why not? Have they had problems? 

· If yes, have they ever lived with anyone else?

· If lone parent, what is the contact with father/wider family?

· LINK to housing/economic circumstances topics
Level 3:  

A. In the event of parenting concerns – 

· refer to [local support]

· discuss with supervising midwife, and contact children’s social services

B. Serious child safeguarding concerns for existing children and/or the new baby should be discussed immediately with supervising midwife and social services.
Level 4: Relevant research material, and local data to illustrate risk/effective interventions. Evidence on local cultural factors which may impact on where and with whom the children are currently living.

22. TOPIC: domestic violence
Level 1: 

“Do you feel supported by your partner?”
“Is s/he happy/excited about the baby?”
Level 2: Explore –

· If yes, will they be involved/attend the birth/come to parenting classes etc.?

· If no, are you worried about it? LINK to mental health topic

· If no, are there particular reasons? LINK to economic circumstances topics

· If they are other children, ask about partner’s relationship with them

· Suggest that it would be fine to discuss the attitudes/behaviour of partner in confidence with the midwife.
Level 3:
A. If depression arising from lack of partner’s support/enthusiasm is indicated, follow guidance under mental health.

B. Suggestions of a worsening domestic situation should be taken up with local children’s social services.

C. Disclosure of domestic violence should be followed up at once with the supervising midwife, and reported to the Social Services Adult Protection Coordinator and/or Police through the pan-London Adult Safeguarding procedures.

Level 4: Research evidence and local data about the incidence of domestic violence in pregnancy, ad effective interventions
CONCLUSION
23. The notes above raise quite a few problems:
· Dealing with the number of questions currently used could involve a tremendous pile of paper. But we have included above many suggestions for focusing the midwife’s part of the booking process on the essential, clinically-significant elements.
· Clearly, compiling on paper a system which – online- would involve drilling down through 3-4 layers of guidance and information will be time-consuming. However, much of the work has been done already by NICE, and by colleagues inside and outside London.
· A system which offers ‘3-4 layers’ sounds bulky. But each ‘topic’ could be covered on a maximum of 2 A4 sheets, plus a blank cover sheet for the midwife’s notes. Paperwork for a full assessment could be kept in a ring binder (in the absence of a computerised option).
· It will take a while for a midwife to become accustomed to moving around the schedule of questions. We have suggested above that a London-wide training programme in interviewing and eliciting sensitive information is, in any case, necessary.
24. The alternative, possibly simpler option might be to adapt an existing format which resembles the kind of format described above. We have examples of one being trialled by colleagues in Birmingham, for discussion.
LDC Maternity Commissioning Improvement Project 
All background papers can be found on our website at:

http://www.londondevelopmentcentre.org/children-families-and-maternity/maternity-services-commissioning-project/maternity-services-project.aspx
ANNEX A: NICE UPDATED GUIDELINE ON ANTENATAL CARE (March 2008)
BOOKING APPOINTMENT (IDEALLY BY 10 WEEKS)
At the booking appointment, give the following information (supported by written information and antenatal classes), with an opportunity to discuss issues and ask questions. Refer to section 1.1.1 for more about giving antenatal information. Topics covered should include:
· how the baby develops during pregnancy

· nnutrition and diet, including vitamin D supplementation

· exercise, including pelvic floor exercises 

· antenatal screening, including risks and benefits of the screening tests  

· pregnancy care pathway 

· place of birth (refer to ‘Intrapartum care’ [NICE clinical guideline 55])

· breastfeeding, including workshops

· participant-led antenatal classes 

· maternity benefits.

At this appointment:

· identify women who may need additional care (see appendix C) and plan pattern of care for the pregnancy

· check blood group and rhesus D status

· offer screening for haemoglobinopathies, anaemia, red-cell alloantibodies, hepatitis B virus, HIV, rubella susceptibility and syphilis

· offer screening for asymptomatic bacteriuria 

· inform pregnant women younger than 25 years about the high prevalence of chlamydia infection in their age group, and give details of their local National Chlamydia Screening Programme (www.chlamydiascreening.nhs.uk).

· offering screening for Down’s syndrome

· offer early ultrasound scan for gestational age assessment

· offer ultrasound screening for structural anomalies 

· measure height, weight and calculate body mass index 

· measure blood pressure and test urine for proteinuria

· offer screening for gestational diabetes and pre‑eclampsia using risk factors

· identify women who have had genital mutilation 

· ask about any past or present severe mental illness or psychiatric treatment 

· ask about mood to identify possible depression

· ask about the woman’s occupation to identify potential risks. 

At the booking appointment, for women who choose to have screening, the following tests should be arranged:

· blood tests (for checking blood group and rhesus D status and screening for haemoglobinopathies, anaemia, red-cell alloantibodies, hepatitis B virus, HIV, rubella susceptibility and syphilis), ideally before 10 weeks

· urine tests (to check for proteinuria and screen for asymptomatic bacteriuria)

· ultrasound scan to determine gestational age using:

· crown–rump measurement between 10 weeks 0 days and 13 weeks 6 days

· head circumference if crown–rump length is above 84 millimetres 

· Down’s syndrome screening using:

· ’combined test’ at 11 weeks 0 days to 13 weeks 6 days 

· serum screening test (triple or quadruple) at 15 weeks 0 days to 20 weeks 0 days.

· ultrasound screening for structural anomalies, normally between 18 weeks 0 days and 20 weeks 6 days.
ANNEX B: EXTRACT FROM CEMACH 2007

Social Factors

	Factor

	Newly arrived in UK

	Living in temporary accommodation

	Homeless

	Not able to communicate easily in English

	Family supported by social work intervention

	No immediate family or other social support apparent

	Unemployment of both parents

	Age under 18 (specify)

	Subject to harm at home (if disclosed)

	In receipt of benefits

	Smoking


ANNEX C: EXTRACT FROM CAF FORM
3. Family and environmental
Family history, functioning and well-being

Illness, bereavement, violence, parental substance misuse, criminality, anti-social behaviour; 
culture, size and composition of household; 
absent parents, relationship breakdown; 
physical disability and mental health; 
abusive behaviour

Wider family

Formal and informal support networks from extended family and others; wider caring and employment roles and responsibilities

Housing, employment and financial considerations

Water/heating/sanitation facilities, sleeping arrangements; 
reason for homelessness; 
work and shifts; 
employment; 
income/benefits;

effects of hardship

“Social questions save lives”


Seminar participant











� NHS Operating Framework 08/09, p, 17, paragraph 2.50.





� � HYPERLINK "http://www.nice.org.uk/guidance/index.jsp?action=download&o=40115" ��http://www.nice.org.uk/guidance/index.jsp?action=download&o=40115�





�� HYPERLINK "http://www.nice.org.uk/guidance/index.jsp?action=download&o=40110" �http://www.nice.org.uk/guidance/index.jsp?action=download&o=40110�





�� HYPERLINK "http://www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyAndGuidance/DH_073312" ��http://www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyAndGuidance/DH_073312� , page 12





� � HYPERLINK "http://www.everychildmatters.gov.uk/_files/0C734C7BC2984FA94F5ED0D500B7EF02.pdf" ��http://www.everychildmatters.gov.uk/_files/0C734C7BC2984FA94F5ED0D500B7EF02.pdf�
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