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This document is a summary of the work that has been carried out as part of the
maternity and neonatal demand and capacity programme

(I'his piece of work is the starting point for exploring how maternity and neonatal services in North East London can
meet the changing needs of women and babies and will inform how services in NEL in the future will meet the needs of
local people through provision that is safe, high quality and accessible.

The first stage of this work has involved understanding the current state. This is through collating and analysing data to
understand current activity and look at future demand projections, as well as synthesis of existing work done to date in
NEL and national guidance, and stakeholder engagement. These findings have been brought together into a case for
change which identifies opportunities for the future.

The second stage of the work was to co-design best practice care models for maternity and neonatal services,
considering the opportunities identified in the case for change, national guidance and best practice examples. These
care models were developed with clinicians and wider stakeholders and are intended as a starting point for future work

The high-level care models set out areas for further, data driven, exploration to develop more detailed care models that

are deliverable, sustainable, make the best use of system assets, and deliver on the opportunities identified in the case
for change.
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The case for change themes were developed through the engagement with stakeholders,
desktop review and analysis and modelling

Stakeholder engagement Analysis and modelling

 Conducted 1:1 or small group * Reviewed local NEL strategy, planning * Developed demand and capacity
interviews with over 50 stakeholders and work completed to date around modelling to understand the projected
from across the system including maternity and neonatal services future position in a ‘do nothing’
service user representatives, Trusts, 5 Paviames aerviee ueer T Feek scenario

ICB, LMNS, ODN, LAS and Local

including from Healthwatch and CQC e Conducted further analysis including
authority colleagues

* Reviewed national guidance and best workforce, activity in and outflows
* Gathered views on current strengths practice documentation and activity profiles by site

of services, challenges and
opportunities for the future

Map of deprivation in NEL by LSOA
IMD decile by LSOA, 2019
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There is an opportunity to ensure maternity demand and capacity are matched across
NEL, and to strengthen pathways and models of care to remove unwarranted variation

Matching demand /' Population growth in NEL will outweigh a declining birth rate, which means that the NHS will need to support more births\
and capacity across over the next 10 years
the system * Pregnancies and births are also increasingly complex, meaning more resources are required for each birth

* There is a need to ensure capacity is matched to the needs of birthing people in NEL

\_ J

Strengthening (v A high proportion of pregnant people in NEL have other health conditions and may experience complex social factors N
antenatal and which mean their pregnancies are not low risk

postnatal care * There are opportunities to improve early booking and ensure effective communication

pathways * |In addition to strengthening antenatal pathways, improving pre-conception healthcare and prevention is key
\* Postnatal care pathways are a key element to contribute to improving health and care outcomes for families

-

Addressing variation « Service offer, pathways and processes are not consistent, meaning pregnant people with similar needs have a different
in qua.lity, access and experience depending on where they choose to give birth
experience * There are opportunities to ensure best practice is followed (eg. around induction of labour)

@ * Service users report opportunities to improve access and their experience of care

Reducing health * There are stark and persistent inequalities in outcomes for people from different population groups, for example, babies
inequalities born to Black and Asian women are more likely to have a low birth weight and these women are more likely to have a
stillbirth than White women

K ‘ “ *  Women in NEL are more likely to book pregnancies later, particularly pregnant people from global majority communities,
which has implications for antenatal care and outcomes
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There are opportunities for neonatal services to ensure care is delivered in the most
appropriate setting, which will improve quality and safety

~

Delivering neonatal
care in the It is important that neonatal care is provided in the most appropriate setting to ensure the highest possible quality of care

appropriate setting is provided to each baby

High occupancy levels in neonatal units increases quality and safety risks for babies; repatriating babies to LNUs from
NICUs can free up vital capacity to care for the sickest babies

Currently, NEL neonatal units are experiencing high occupancy levels, particularly at Royal London, and particularly in
intensive care and high dependency

There are opportunities both to facilitate in-utero transfers so babies are born in the appropriate care setting for their
needs, as well as to ensure repatriation of babies to their local unit when they are well enough

AN

Enhancing
transitional care and There is an opportunity to improve transitional care across all neonatal units in NEL to support improved discharge

care at home for processes whilst maintaining contact between mother and baby, avoiding separation

neonatal services Transitional care supports the bond between the baby and their mother whilst maintaining support from midwives and
neonatal nurses, which facilitates mothers being able to pick up issues more readily post discharge

Developing the neonatal outreach service in NEL provides an opportunity to readily discharge babies and their families
that require support which could be provided at home

Strong transitional care and outreach teams provide a better experience for babies and their families whilst contributing
to freeing up capacity on the neonatal unit at NEL hospitals

J
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Stakeholders have described significant opportunities to ensure workforce
models optimise the use of resources and prioritise staff wellbeing

* There are significant pressures on staff across the system in both maternity and neonatal services with high vacancy
rates and staff shortages being the cause of most escalations

* Alongside vacancies, increasing acuity puts additional pressure on staff, but the workforce model and model of care
have not changed

* There is an opportunity to optimise the future workforce model to make best use of staff resources, ensuring resourcing
is aligned with case mix and enabling staff to operate at the top of their skills and competencies

* There is also a need for innovative approaches to support recruitment in these areas

* Stakeholders praise staff working in maternity and neonatal services as hard-working, resilient and working together to
provide safe care in a challenging environment

* However, staff are feeling the pressure of the situation, increasing the risk of burnout

* NHS staff surveys show reductions in staff morale and sense of wellbeing in staff, particularly for midwives in NEL trusts

* Focusing on staff wellbeing is important for their experience, the ability to retain and recruit staff, as well as improving
the quality of care and experience for their patients
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The care models were developed based on a combination of national guidance, best
practice and stakeholder engagement

* The case for change identified opportunities for improvement in maternity and neonatal services

* These opportunities provided a basis to understand what the future provision of maternity and
neonatal services should be min NEL to best meet the needs of the population that they serve

e Considering the opportunities identified, initial drafts of future clinical models for maternity and
neonatal services in NEL were developed based on best practice examples and national guidance
including Better Births, Ockenden Report, the Neonatal Critical care review and BAPM Standards

* The care models were then shared and co-designed with clinicians and stakeholders in a workshop
setting

* The current care models require further iteration with stakeholders in the next phase of work, so
they can act as the basis for determining how services should be organized in the future and
address all aspects of the case for change, including improving staff wellbeing
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1 This is a draft best practice model of care and represents how care could DRAFT WORK IN PROGRESS
M ate rn Ity ca re pat hway S u m m a ry be delivered in the future and does not reflect the current care pathway

Antenatal care Birth and treatment Postnatal care

Choice of Site and birth plan Care may be transferred to an alternative unit (patient choice or
Woman or person confirms P clinical indication) during the antenatal or birthing period or can be Parent and baby
—_— Home Standalone Midwife led -
pregnancy: birth unit performed in-utero Postnatal ward / readmissions
Self-_referral Primary care Obstet.ric Alongside Midwife led unit Birthing Transitional care
(online) referral led unit . o . .
o . . Triage of birthing location can occur earlier for a planned c- Specialist neonatal referral
Institutional Hospital section
referral referral Routine care Triage to reassess suitability of birthing Feeding support
location and birthing plan:
If needed Advice and education (obesity, smoking, . ici
f ( ¥ & Induction of labour Home visits
alcohol) ) m—
i . . . s ealth visitor
s::fter:el:;o:eli‘egc:yosrt\im i Routine appointments, investigations & l vist
i - . .
scanning Booked Trar;sfsr if Transfer if Neonatal community outreach
* ' i Immunisation hub C-section heegea Vv . i ;
- . Helpline available unisati u Home Midwife _n_efd_eij Obstetric Repatriation to local unit
re-conception Health visitor birth led unit led unit Social care support
support Booking appointment
. Antenatal education & classes * : Long-term education for a healthy
General advice * Risk stratification of all - . J lifestyle
- . pregnant women including Diabetes support and care Spontaneous delivery Emerg:ency operative ) ’
Specialist advice being induced T or assisted delivery
women being Induce Additional services if required L ) p ifi
Perinatal mental . . . ost partum woman or person specific
Personalised care plan Community / peer support / VCSE | ded
health support + Options to book interpreters unity /-peersupp  If neede ori .
) . 3 rimary care suppor
for ?" appomtmen.ts Ante.n.atal screening +/- referral to fetal Complications
* Social support advice medicine Mental health support
* Mental health support Mental health support Pregnant woman or person Baby — enhanced ward- .
- / : J *  Maternity HDU based care Physiotherapy
o Adult ICU e Transitional care Community midwife
Additional care / specialist input Baby — neonatal care FE——
J Neonatal outreach amily planning
Maternal medicine pathway *  Neonatal unit (LNU / NICU) Bereavement support (across whole
Fetal medicine pathway (incl. counselling co-located with an obstetric led unit maternity pathway)
and other specialist clinics i
B ) Access to mental health support / risk assessment if needed Postnatal education
Di h iti .
B Referral to other healthcare services
Placenta accrete network incl. pre-conception
Social prescribing is provided throughout - ’
— e
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The maternity care model is split into four key phases with details around each to be
iterated further (1/2)

* Personalised pre-conception care for women or people considering pregnancy is key to support people to be in the best
health before a pregnancy and increases the chances of conception, reduces the risks associated with a pregnancy, for
example reducing the chances of a miscarriage or stillbirth, and optimise outcomes for the mother and the baby.

* These services should be community-based and delivered through proactive outreach, public health, social prescribing and
the VCSE.

* I|dentification of people who should be signposted to pre-conception support services should be informed by risk
stratification including demographic to target support to those who are most at risk of poor outcomes.

* Once someone identifies that they are pregnant, they can either self-refer to maternity services, or access maternity care
via their primary care practitioner.

* There is an opportunity to provide a more streamlined approach to accessing care through a centralised booking system,
providing a single point of access to book a first midwife appointment.

4 )
* It is important that during the antenatal phase, care focuses on checking the health of the baby and pregnant woman or

person, providing accessible information to support a healthy pregnancy and discussing the options and choices for care.

* |t is important that previous birth experiences and baby loss are considered and targeted support provided as required.
Additionally safeguarding and advocacy must be a core part of antenatal care pathways, as well as interpreting services for
those who need them.

Antenatal care * The risk profile of pregnant women and people is increasing because of increasing complexity so access to specialist care
and support must be optimised so that capacity matches demand.

*  Multi professional working is key in understanding the right unit for a pregnant woman or person to book into for their
delivery, particularly for those with co-morbidities.

* There must also be collaborative working across organisations including with public health, the VCSE and primary care, so
that there is additional support for vulnerable women.
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The maternity care model is split into four key phases with details around each to be
iterated further (2/2)

* A pregnant women and people will be supported to make an informed choice as to where and how to give birth through
the antenatal phase and this could be at home, in a midwifery led unit, or in an obstetric led unit.

* The profile of births in NEL has changed with the projected case-mix suggesting a greater share of more complex
deliveries through planned and emergency caesarean deliveries and shift away from spontaneous, lower risk deliveries.

Birth and * Pregnant women and people need to be able to choose a place of birth that is best suited to their individual needs

treatment * To provide the full range of choice, NEL would like to provide a standalone midwifery led unit as an option if feasible, but
it is important that these units are sustainable and have sufficient staff to deliver high quality, safe care

* There is an opportunity to leverage learning from other hospital care pathways, such as inpatient elective care to
optimise efficiency and use of resources for planned procedures. There is an appetite for further exploration of a hub for

planned caesarean sections, for those whose medical needs are not highly complex.
- J

4 )\
* High-quality postnatal care ensures that the mother and baby are recovering well and can have a significant impact on

the life chances and wellbeing of the women or person, baby and family.

* Postnatal care can be provided to both the parent and baby or care that is specific to the post-partum woman or person
and can range from routine care received following all births through to specialised care for the most complex women.

* Primary and community-based care will play a key role in providing equitable, high quality postnatal care for parents and
their babies.

* Having postnatal pathways and services locally available to all residents makes it easier to navigate following delivery
NEL sites and ensures that all women receive care in a fair and equitable manner.

* Currently it is mainly proactive women from affluent communities that make use of postnatal services so it is crucial that
all women and people are made aware of the information and services that are available to them following their birth.
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This is a draft best practice model of care and represents how care could ’—‘
N e O n ata I ca re pat hway S u m m a ry be delivered in the future and does not reflect the current care pathway DRAFT WORK IN PROGRESS

Choice of site can be v Baby specific
r

Triage to an made at any point up - — o -

appropriate site until the onset of labour Neonatal unit on admission If needed Transfer between hospitals in the Repatriation to LNU closer to home

based on need (co-located with an obstetric ! ICB Follow-up appointments (neonatal

! L or paediatrics)
e i . - s | ___If - -Repatriation,,
' In-utero transfer to an alternative birth setting | ;y pe O(]; un/t/on a/dm/s'jlrzr{/'t ‘ ' specialist NICU T L Multidisciplinary team follow up
' if anticipated level of neonatal care exceeds ! €pends on focal avaraniity: i input is Specific neurodevelopmental
i local availability with receiving units doing i NICU LNU ' require follow up for high-risk infants
'\\\ everything possible to take the transfer /5 (level 3) (level 2) i Primary care follow up
I
. ided: =TT Hospital at home services
Driven by BAPM standards __Typeof care provided: i ®
‘ i ‘ Feeding support
Transferred to . Intenslv Te ae | i Transfer to Royal London Hospital if - —_
Delivery out of nearest T " Step down ' specialised surgery is required Referral to social/palliative care
hospital with — ™  eonatalunit | 'y incare ' needed | Neonatal community outreach
. . | (T T T T T T T T ey |
midwifery care | inthelcB _ Migh dependency care | . O AR O PARandy el
. |
) i Step up in o v Transfers to an appropriate level Onward referral

AR UE l care R unit outside of the ICB :

in labour at an ! i Special care } ! Postnatal education

Emergency J ! » health

Department ? Repatriation back to local hospital from ! e e

Admission : specialist unit or unit outside of ICB ! Primary care input

Delivery at an —> toneonatal — Community midwife

alongside _ unit on site - : Phys.iotherap.y -

midwifery-led unit Transitional care on labour, ~ Community neonatal outreach Family planning advice

» neonatal and postnatal wards incl. o Bereavement support
. Transitional care can occur feeding support | Outreach from the specialist Community support groups and
Deln;ery at e immediately after delivery - <t hospital networks
an obstetric-le ; icci ’ b : Social care
if admission to neonatal a . ;
unit L],cn it is not required Menta‘ﬂ I]ealtl;lzuf)port for parents Postnatal midwifery review and Referral to other healthcare
incl. wellbeing support i support for maternal health _ services inc. pre-conception )
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The neonatal care model has three phases and will be subject to iteration in the next
phase of work (1/2)

 To ensure care is delivered in the most appropriate setting, pregnant women and people would be advised to
deliver at a unit where the level of neonatal support available is in line with their baby’s anticipated needs.

* Babies that are expected to be at the highest risk of needing support from intensive care will deliver in an obstetric
unit with a co-located NICU (level 3), aligned to the BAPM standards.

* Babies can be transferred in-utero transfer to an appropriate birth setting would ideally be undertaken to prevent
mother and baby separation when there are unexpected complications which require an uplift in care

* Coordination across units in NEL could include establishing neonatal units as a single bed base for neonatal care
which would be centrally managed and would enable collaboration between sites to manage flow

* Neonatal transfer and transport services with sufficient capacity to meet demands are critical to support this

e ™
e All neonatal inpatient care in NEL would continue to be delivered at either an LNU or a NICU; inpatient capacity at

both levels needs to be aligned to demand

* The future care model should clearly define the catchment population for NEL and aim for all babies within that
catchment area to be able to receive care within the system

* Capacity also needs to be sufficient to meet the needs of babies from other systems needing NICU care

* If a baby requires an uplift in care, they may require a transfer to another unit within or outside the ICS, or to a
specialist hospital. A transfer for an uplift in care would typically result in a move from an LNU to a NICU.

* If a baby has been transferred for an uplift in neonatal care, they will be repatriated back to their closest LNU at the
earliest opportunity where it is safe to do so. Enhancing repatriation processes ensures that the baby and parents
can be as close to their family and support network as possible.

* The proposed care model would have a set of objective criteria for repatriating babies back to their local neonatal
unit from the NICUs in NEL, utilising the neonatal ODN repatriation guidelines.
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The neonatal care model has three phases and will be subject to iteration in the next
phase of work (2/2)

* An enhanced, properly funded Neonatal Transitional Care service will facilitate the smooth transition
of care from a hospital setting back into the home setting following discharge.

* Transitional care will allow mothers and babies to be cared for together away from the neonatal unit,
freeing up crucial capacity to allow for babies to be cared for in the most appropriate setting.

* Following discharge, babies and their families would have access to a range of onward care support
services.

* A key aspect of the onward care will be the neonatal outreach service which will be operational 7
days a week and will provide care for these service users in the community setting and at home.

» Stakeholders expressed a desire to explore the opportunity to expand hospital at home services to
include neonatal care to provide care away from the hospital setting where feasible.

* The future care model will have clear guidance on the step from neonatal to paediatric care across

NEL to ensure that high quality, safe care continues for service users.
o J

Onward care
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There are key enablers for the effectiveness of the proposed care models (1/2)

Culture of
collaboration .

Developing a culture of collaboration across the ICS is a key condition for the future success as the draft care models are
reliant on organisations in NEL working together to provide care that is centred around the service user.

It is crucial that all stakeholders deliver maternity and neonatal care as one system with individual organisations working as
collaborative parts within the overall system, and service users experience a seamless set of services

Communications *
and engagement

Clear and consistent communication across NEL is key to developing trusted relationships between organisations.
Engaging with other hospitals breaks down existing siloes and creates teams that want to work together which positively
contributes to the development of a culture of collaboration.

It is important that communication is enhanced across all parts of the maternity and neonatal pathway

Digital and
information
systems

Currently not all units are linked together, with some units still using paper records which limits the effectiveness of the
care model.

An interoperable connected system would improve the way in which the organisations within NEL can work together by
accessing data in a readily manner whilst facilitating transfers and network working.

J

Technology

Enhancing the provision of technology across services in NEL is crucial in ensuring that care can be delivered effectively and
productively in a capacity constrained system where demand is projected to increase.

The population has changed since these services were first designed and technology is key in making best use of the current
configuration of space within the units in NEL.

NEL maternity and neonatal demand and

capacity: Summary document



There are key enablers for the effectiveness of the proposed care models (2/2)

* Developing a workforce strategy in NEL is crucial to the future success of the proposed care model to ensure that staff
resource is being most effectively whilst considering their overall well-being.

* Looking after the workforce in maternity and neonatal services is key for the future success of the care model as will
encourage staff buy in whilst improving retention and recruitment.

« Staff should feel heard regarding their ways of working preferences with consideration of their preferred work-life balance
where possible through flexible working patterns with careful consideration.

* The proposed draft care models require estates and resources to be aligned to the pathways that have been developed to
ensure the success of the care model in the future.

* This may require a degree of flexibility within how estates are configured to ensure that there is sufficient space and
resources available to meet the proposed pathway changes.

* The current estates were not built for the world that we have now and as such it is important to map the future
requirements of the proposed care model to what the estates are currently to understand any gaps in consideration of
potential capital constraints.

Estates and

resources
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The next phase of work will include engaging on the case for change and further iterating
the draft care models

Next steps

* Broader engagement on the case for change is now required with services users, patients, clinical
staff working at all stages of the care pathway and partner organisations

* This engagement will refine the work and ensure it describes a future for maternity and neonatal
services that aligns with the needs and wants of all stakeholders.

* Development of the more detailed care models will run in parallel with the engagement to develop
a detailed description of what care will look like in the future, and what services are then required
and where to deliver this. The work will be clinically led with multi-professional input and
engagement, and take a data driven approach to develop deliverable, sustainable service models.

* Once this has taken place each partner organisation will need to align behind the care model, and
commit to developing the plans for its delivery, recognising some aspects of this will rest with single
organisations and some will require broader collaboration
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Executive Summary

This project was additionally commissioned by North East London Local Maternity and
Neonatal Service following the development of the Maternity Equity and Equality Action plan
2022. Themes developed from this extensive engagement had a focus on global majority
community views and led to a request for insight from NEL Healthwatch into:

¢ the demand for and nature of culturally sensitive Maternity care provision within NEL
e the reasons for choice of Maternity Unit to evidence any contributing factors

Methodology

We heard from 403 Maternity service users across North East London through a live survey
link between December 2022 and February 2023. Additionally, a one-week snapshot
engagement across Maternity Units and community antenatal clinics took place in February
2023 where teams of researchers and volunteers were able to engage with Maternity service
users directly.

Findings

We are still seeing an ongoing division in maternity experience relating to health inequality.
Due to sensitive questioning, we can deliver a closer identification of particular communities
facing intersectional disadvantage:

o referral by GP seems to lead to a lower level of choice and co-production experienced
by Maternity service users than self-referral mechanisms

e Service users from Black African, Turkish, Pakistani and Eastern European communities
are less likely to experience choice of maternity unit

e Fluency in English is a well-known marker of inequality, and we see this here.

e Being a single parent, although now less stigmatised, remains a marker of inequality

e Respondents of Black ethnicities experience a double barrier to maternity care because
they are more likely to value cultural symmetry but less likely to experience this.

e Polish and Pakistani respondents were less likely to report having access to
professionals who speak their language.

e Antenatal classes have suffered a pandemic impact. They are no longer widely available
free at the point of access, and this might negatively impact service users facing
inequality.

e Antenatal provision is at times perceived to be rushed and lacking engagement from
Maternity Health professionals.

Recommendations

e Creating greater awareness of the nature of health inequality across North East London.
e Further research into GP referral structures

e Further research into self-referral choice mechanisms.

e Management of capacity issues within antenatal provision.

e Clear information about antenatal waiting times and the impact of delayed arrival.
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https://www.northeastlondonhcp.nhs.uk/downloads/Maternity/NEL%20LMNS%20equity%20and%20equality%20strategy%20and%20action%20plan_full%20report.pdf
https://www.northeastlondonhcp.nhs.uk/downloads/Maternity/NEL%20LMNS%20equity%20and%20equality%20strategy%20and%20action%20plan_full%20report.pdf

e Training for staff in engagement and empathy (and trauma informed care, particularly

for previous baby loss as with the previous equity and equality recommendations)

e Cultural sensitivity training for Maternity staff caring for service users from Black, Polish

and Pakistani communities
¢ Interpreting services for any service user with less than conversational English
e Improved parking facilities where a car is the main mode of transport.

The Maternity Report 2022-23, with analysis by Borough and Maternity Unit, give further
information on these findings.

Introduction

The North East London Local Maternity and Neonatal System (NEL LMNS) is a
partnership of organisations, women and their families working together to deliver
improvements in maternity services in north east London. NEL LMNS is part of the North
East London Health and Care Partnership, the Integrated Care System (ICS) for north
east London'.

Healthwatch organisations are the health and social care champions for people living
and working in local communities. We listen to the experiences of people who use GPs
and hospitals, dentists, pharmacies, care homes or other support services. As an
independent statutory body, we have the power to make sure NHS leaders and other
decision makers listen to local feedback and improve standards of care.

Background

Last year, Healthwatch from north east London supported NEL LMNS to engage with
pregnant people mainly from global majority? communities to support the development
of an equity and equality strategy?, aimed at ensuring all babies born and cared for in
any north east London maternity unit has the best possible start in life.

The project aims were driven by the context of maternity experience in north east
London. The boroughs involved were Hackney, Tower Hamlets, Newham, Waltham
Forest, Redbridge, Barking and Dagenham and Havering.

North East London has the highest birth rate in the UK and a prediction of growth in
population to 270,000 in the next 20 years. As the most diverse ICS in the country, with
53% of the population identifying as Black, Asian or from a global majority, compared
to 11% across England overall.

73% of babies born in NEL in 2020/21 are from two of the most deprived quintiles:

' https://www.northeastlondonhcp.nhs.uk/aboutus/north-east-london-integrated-care-system.htm

2 https://dictionary.cambridge.org/dictionary/english/global-majority

3 North East London Local Maternity and Neonatal System Equity and Equality Strategy and Action Plan
Summary Report 9t" December 2022
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= 1 (Most Deprived)
m?
m3

4

5 (Least Deprived)

In response to the initial report’s findings, a new project was commissioned to
understand what influences an individual’s choice to use specific maternity services.

To reflect the NEL landscape, the Healthwatch Equity and Equality 2022 project delivered
insight from Maternity service users’ experience over the previous four years, with a
particular focus on ethnic minority community views. The key themes led to action plans
which can be viewed in the Equity and Equality strategy.

Following the publication of the strategy, the LMNS further requested insight from NEL
Healthwatch into:

¢ the demand for and nature of culturally sensitive Maternity care provision
within NEL
e the reasons for choice of Maternity Unit to evidence any dominant drivers

Research objectives

To gather the experiences of people who are currently receiving pre-natal support
across north east London, and those immediately after birth (within the last month).

Methodology

The survey was live from December 2022 until February 2023 and received 403
completed submissions. The focus was on antenatal experience and one-month post-
birth, to enable access to service users’ recent reflections on choice of maternity unit
and issues of cultural sensitivity.

The survey was disseminated widely using national platforms such as Mumsnet and the
Baby Buddy app, local community networks from each Healthwatch and Hospital
communications teams. An appendix of sharing sites is contained in this report.

In-person engagement and surveys were completed in the week of 6-10 February with
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visits conducted at each NEL maternity unit, along with antenatal clinics either within
hospitals or in a variety of community locations such as children’s centres. The in-
person sites are also listed in the appendix.

Titled ‘Maternity Choices Week’, this engagement was created and supported by all NEL
Healthwatch, and benefitted from strong and wide co-operation with our NHS Midwifery
colleagues, from Patient Experience teams, clinicians, and directors of Maternity Units.
We were also assisted by Maternity Voices Partnerships with interpreting help.

Additional context was gained from a focus group of researchers who undertook the
engagement in a debrief setting immediately post Maternity Choices week. These
themes are summarised in the following high-level findings and are also used
throughout to add a broader frame of reference.

Following the high-level summary, data is presented (within a separate appendices) by
borough and by maternity unit to reflect the current LMNS area:

= N

]

»

p'\.
[il King George Hospital
LZ] Whipps Cross Hospital A1z7

L3l Queen’s Hospital

o
T

11 Homerton University Hospital

; k4 (
A3
I pad [Z] Newham University Hospital
St Bartholomew’s ¥ [Z] The Royal London Hospital
Hospitar

The survey was analysed by our Healthwatch data insights team, with the benefit of the
Community Insights System*. This resource was developed to gather searchable,
interactive, and current service user feedback from health and social care across NEL with
the benefit of historical context.

4https://intranet.northeastlondon.icb.nhs.uk/news/community-insights-system-helping-us-understand-
local-peoples-experience-of-health-and-care-services/
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Focused findings

Our survey reflects the multiple diversities of North East London, which is useful for being able
to interpret and make recommendations from the data. For example, our survey respondents
were diverse in ethnicity, with 30% being White British and evenly distributed across religious
affiliation. Financially we had a slightly higher than expected range of respondents who were
‘quite comfortable.’ A similarly high proportion of respondents at 54% were educated to
undergraduate level or above:

Age

1 - ln

mUnder 18 m18to 24 ® 251034 W 3510 49 mNot stated

9% 4%!

m Very comfortable ( | have more than enough money for
Ethn1c1ty

Iiving EXpenses, ahd AILOT.iare fo/saveion spend baeiirds) M Native M Fluent mConversational ™ Basic ® Not stated
m Quite comfortable (I have enough money for living
expenses, and a LITTLE spare to save or spend on extras)
® Just getting by (I have just enough money for living 0, o
expenses and little else) 3 / 0
Really struggling (I don't have enough money for living were were
ubi expenses and sometimes run out of money) disabled neuro-
] divergent
Btaw Educational level 14% "
o S
weresingle  \are =
TR 54% parents/ digi
igitall
Re llgl on parents-to-be exglude)::l

None lived with
. . . enerational
m Christian m Hindu wJewish m Not stated ghouseholds housemates

W Undergrad or postgrad university degree 0 -
34% xRN U 28% 24 Secondary or non-university post-secondary A 9 0 1 (y w
W Primary education lived in multi- 0 %

Muslim wsikh ' None (incl. atheist)

m Other m Not stated

A deeper dive into the ethnicity of survey respondents shows more of the diversity and richness
of the data set:
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m Arab m Asian: Bangladeshi

m Asian: Chinese m Asian: Indian

m Asian: Other m Asian: Pakistani

m Black: African m Black: Caribbean
Black: Other o Jewish

| Latin American m Mixed: Other

m Mixed: White and Asian = Mixed: White and Black Caribbean

m White: Baltic (Estonian, Latvian or Lithuanian)  m White: British

® White: Bulgarian ® White: Irish

B White: Other B White: Polish
White: Romanian B White: Turkish
Other ethnicity M Not stated

Most respondents had positive feedback on their antenatal experience and felt listened
to by midwives; however, inequalities correlating with ethnicity, social class and
disability may be affecting a small but distinct population of NEL Maternity service
users:

| feel comfortable asking
midwives and other
medical professionals here
any questions | have.

If | have any concerns about
my preinancy, | feel confident
that midwives and other
medical Erofessionals here
will take them seriously.

| feel confident talking to
midwives and other medical
professionals here about my
options for antenatal care
and giving birth.

| feel listened to
by midwives and
other medical
professionals.

W Strongly Agree m Agree m Neither Agree nor Disagree W Disagree B Strongly Disagree
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Experience of antenatal appointments

Who was LESS likely to feel listened to?

+ Aged under 25

» White ethnicities other than White British,
particularly Polish and Romanian

« Single mothers-to-be.

» Disabled

* Primary education only
* Not fluent in English

+ Digitally excluded

saa »

Although a large majority of service users were fluent in English, 9% identified with
conversational English and 4% as basic. A notable 15% were digitally excluded, which given
the following findings on referral pathways, might be extremely relevant when identifying
access barriers to choice in maternity care.

Choice of Maternity Unit

There was a polemic in the data between those referred to a Maternity Unit for
antenatal appointments by their GP and those by self-referral pathways. A further
insight into health inequality is gained from studying these pathways:
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Choosing appointments

73% of all patients

Chiab e B referrals

How patients
acclzssed m Self-referred

antenatal = 0
appointments. Referred by GP 94% of self referrals

= Other said they had a choice about where
to have antenatal appointments.
More likely to be referred by GP: More likely to report not having a choice:
Ethnic minorities, especially Black Ethnic minorities, especially Pakistani and Eastern
African, Turkish and Eastern European. European.

> Not fluent in English. > Single mothers-to-be.
> Not fluent in English.

Whilst many service users self-referred to antenatal appointments (57%), those referred
by their GP (43%), experienced less choice. The level of choice differed by a wide
margin, with 40% of those referred by a GP identifying the availability of choice,
compared to 94% of service users who self-referred.

This polarization appears to reflect issues of inequality, due to linked data showing the
ethnicity and social background of service users more likely to be referred by a GP. A
lack of fluency in English, belonging to a global majority community and being a single
parent were also strong determinants of the availability of choice. It is worth noting
that there was some difference in findings across the Boroughs for this finding:

% AWARE OF CHOICE VIA REFERRAL

HACKNEY —
TOWER HAMLETS &
WALTHAM FOREST B2
NEWHAM 00%
HAVERING 21
| 1 1 1
BARKING & DAGENHAM | 102
| =T
REDBRIDGE 55 | | 100%¢
0% 20% 40% 60% 80% 100%
BARKING & WALTHANM TOWER
REDBRIDG AVER INGNEWHAM HACKNEY
BacENHAN FOREST |HAMLETS
m SELF| 100% 96% 81% 100% 98% 95% 94%
mGP 25% 44% 0% 96% 38% 36% 75%
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It may be possible to interpret that service users who require greater assistance in navigating
access to maternity services then face an additional barrier to co-production in the early
weeks of their Maternity journey.

Newham had a very high level of choice identified by service users referred by their GP,
whereas in Redbridge and Havering these figures were much lower. The reasons for
these variations across NEL in primary care practice could be worthy of further
exploration.

The following data extracts show service users encountered barriers to choice when
accessing maternity care through their GP. Additionally, and not visible from the survey
data, was a theme of service user experience of the self-referral process itself being
variable.

A feature of this is not hearing back from the referral process and needing to chase the
referral. In some instances, the self-referral process also limits choice and gives a
direct referral.

Service users who felt they did not have much choice were more likely to have
additional health needs, such as high-risk pregnancies or long-term conditions. Those
who lived a long way from antenatal facilities and those who may struggle to access
information were also more likely to feel they did not have a choice:

Choosing appointments

What local people are saying:

GPs do not always give patients a choice regarding In some cases, the GPs made no referrals at all
where to be referred; and may refuse to refer

outside of their catchment area. Some Patlents My local GP did not make the referral instead sent me a form which | had
were aware that they can self-refer to units other to digitally fill in on PDF and email to antenatal outpatients. This is
than the one where their GP would refer them, but shocking that pregnant women have to book their own referral and blood
some were not. tests online. RLH did my first booking appoint at 11 weeks pregnancy. | am

utterly disappointed . "
" My GP referred me to Queen's or King George, both are difficult to get to.

Whipps is my closest hospital. | looked up online and I saw that | could self In some cases, even when going through a self-
refer so that’s what | did. My GP didn’t tell me that I had a choice | asked for referral process, mothers to be report being
Whipps Cross and they said they couldn’t- not catchment area. " assigned to a certain unit for appointments rather

My GP wouldn’t refer me to whipps cross and | had to go to Queens. It is way too than be]ng given a choice.
difficult journey for me, bus, tube train and | was worried about travelling all I feel like the referral process was fine but they could have told me there
that way with my two year old son. But my neighbour told me | could refer were options available other than the hospital | was referred to.

myself and | done that. It was my GP’s job to give me option.
| didn't feel | had a choice. Once | self referred, | was told where my

| didn’t realise that | had any choice my GP told me to ring Whipps Cross and ask appointments would be. a smooth and fast labour, birth and recovery. "
for an appointment, | just thought | had to go to the closest hospital to my
home.
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Choosing appointments

What local people are saying:

Experience of the self-
referral process is variable.

"Simple process, fill in the form and get an
appointment.”

Referral process wasn't clear. | initially
contacted my GP but my GP told me to self-

Some patients felt that, in practice, they didn't have much choice.
This is particularly the case for those with additional health needs,
such as high-risk pregnancies or long-term conditions, those living
too far away from most antenatal facilities and those who may
struggle to access information.

| didn’t have any choice as soon as | had gestational diabetes | was part of the team at Queen's. They

were fantastic, to be fair, however | was quite sad to not be seen my local midwife anymore since she
knew me better. | was concerned about something a few weeks before | gave birth and in the end
contacted the local midwife. | wish I’d have contacted her sooner as it would have saved a few months of
worry. The diabetic team were amazing but it would have been nice to have the choice to see both if
possible.

refer. | self-referred to Royal London but
haven't heard back so had to chase the
referral. "

I initially referred myself to Royal London
Hospital (my local service) but | didn't even
receive an acknowledgement of the referral.
When | phoned to check my referral had been
received, the person on the phone was quite
abrupt with me. That and comparing CQC
ratings made me decide to go for Homerton
instead. | received an acknowledgment of my
referral and a reference number from
Homerton immediately, which was reassuring.

Would have been good to see where all of the centres were - there were some much easier to get to "
1 would have gone to another hospital if | was given the choice. | hear so many negative comments about
Whipps Cross maternity, but | have no real choice but to come here as | live close by and have 3 other

children at home. "

"It was my local centre and | wasn’t aware that | could choose to have the appointments elsewhere "

For most service users who self-referred to antenatal care, the predominant reason for
choice of respondents was a location close to home (67%).

A good reputation for the maternity unit was the next most common driver of choice for
just over a quarter of respondents, followed by a specific needs reason (17%) and
previous experience (7%). Respondents could make multiple choices for this question:

Choosing appointments

Location close to home

Reasons for choosing
this location for

antenatal appointments
(patients who DID have a choice)

Good reputation/ ratings/
recommendations

Best for my specific needs
and /or preferences|

Received care here before ¥
for a previous pregnancy 7%

90%

80%

70%

60%

50%

40% i

30% |

20% I |

=10 b B

0% 1 I-n. | J’i_ Iﬂi.
Homerton King Newham  Queen's Royal Whipps

George London Cross
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Travelling to appointments

The related findings about travel to appointments reveal a picture of uniformly
accessible Maternity care with most travel times under 30 minutes and the average
being 23 minutes.

Most respondents had antenatal appointments in a hospital-based location with over
80% being in the hospital where they gave or intended to give birth:

Travelling to appointments

How patients travelled to Travel time to appointments

antenatal appointments cverone QU -
34%
22%
06 uner 1o
— s i R

Public
Walking  Public Car Taxi Cycle

mUnder 10 minutes  ® 10 to 15 minutes 16 to 20 minutes 21to 30 minutes  m Over 30 minutes

Opinion of travel time to appointments

Everyone 67% 6% |

transport 16-20 min 69% 5%
e e
Mothers-to be travelled, on average, for 23 minutes
foran antenatal appoinment. 300 i T o
m Entirely reasonable u Somewhat reasonable A bit too far W Way too far

Where patients received care

Where they had antenatal appointments Where they gave birth/ planned on giving birth
28%
26%
= Homerton Hospital
17% ® Newham Hospital
14% ® Royal London Hospital
% 10% B Whipps Cross Hospital
Queen’s Hospital
l I R m St Thomas' Hospital
1% 1% 1% 1% 1% W University College Hospital (UCLH)
. — i N - A birth centre (Barking or Barkantine)
mHomerton Hos})ﬂa! B King ch}rgﬂ H?SD\LaJ & Homebirth
® Newham Hospital Queen’s Hospital 3
B Royal London Hospital B Whipps Cross Hospital Outside London
BUCLH Barkantine Birth Centre ¥ Outside UK
North Middlesex Hospital W St Thomas' Hospital w Undecided/ not stated
WAt home B Local children's centre or community

W Local GP

5% had antenatal appointments in 8 Z(y had antenatal appointments
0

more than one location. in the same location where
they gave birth.
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Where did patients give birth or intended to?

827% of respondents gave birth in a location where
they had at least some antenatal appointments
Barkantine BC —
g Londy l Egmi)n
GP-based - — — Barkantine BC
46, Nevﬁoasrg l / ”g:&ham S
U . e "y
O |E)rueen sI >‘/ — I ueen's -
-~ ospit